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BRISTOL | ICON
SAF E B a by D D (pseudonym) lived with mum and two-and-a-half-year-old sibling.
|PARTNERSHIP | Mum brought D to the emergency department (ED) reporting he had ) J
fallen from the bed and had been crying, irritable, and not able to use |

This rapid review looked at significant events leading up to an one arm. The neuroradiology report showed findings consistent with a / :

incident involving a 12-month-old-baby being admitted to hospital s T i o ey e, 5aam eaEas by ek, I e s / ¢

with significant injuries. A rapid review learning event took place in e s et el AT s ST e e susiEhnes s e

July 2022 and involved professionals from 10 organisations. The required urgent care treatment. The multi-agency partnership was

review focused on the & months prior to the incident and unable to be conclude if the traumatic injuries were deliberately J

IR el S el iy @S Uil e eI DL O inflicted, however, due to the nature and volume, plus the context of a

the child safe and whether there were any key areas of learming for chronology of other historic injuries sustained whilst not being J\J

the safeguarding partnership.

supervised there were concerns about neglect and physical abuse.

Rapid Review Findings "T'@ Click here

\
What Went Well
What Could Have Been Better

The review found areas of L . _ .
Notifications of a child's attendance at an unscheduled care setting are triaged by the
good practice around the : : : : »
Public Health Nurse Response Team (PHNRT) to identify children/families that may
universal services offered. . . . L : .
benefit from PHN intervention. Due to the volume of notifications received and limited

Health and safety advice resource within the team this led to delays in the triaging process.

provided was appropriate . . . . .
Due to resource constraints, there was missed opportunities for additional input
and in line with guidance. - - : .
from the health visiting team to undertake a home visit, provide support and advice,

Good safeguarding and liaise with the nursery provision in the week after the incident.

practice was evidenced in o ) : . .
A holistic, Think Whole Family, approach to the child’s presentation was

response to non-accidental - : - - - : :

needed. Considering previous injuries of baby and sibling within a six-month period
injuries in the ED, _ : _ : .

should have initiated professional curiosity, triggered a home visit, and would have
unfortunately baby had :

supported the professional’s assessment of whether there was a need to be
already been seriously . _ -

concerned for the child(ren)’s safety and welfare. This may be an indicator of parental
injured at this time. - . . .

stress, supervision issues or parenting support needs whereby consideration should

Click here be given to either refer to early help or submit a safeguarding referral.

@ Click here
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What Needs Improvement

As a result of this review, all Emergency
Department information for under 1s will
go directly to the local health visiting

team.

Further review and auditing of ED to
PHNRT information sharing and timeliness

of health visiting contact will be undertaken

A policy reflecting the process for managing
ED notifications and a graduated response
to presentations will be established in

Bristol.


https://bristolsafeguarding.org/children/think-family-approach/
https://iconcope.org/
https://bristolsafeguarding.org/children/support-for-families/
https://bristolsafeguarding.org/media/f1nn0dos/non-mobile-baby-injury-kbsp-policy-reviewed-may-2020.pdf
https://iconcope.org/
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