
  

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

7. What to do 

Learning Opportunity  
 
Reflect on the case discussed 

and think of how this situation 
could have presented in your 
work with vulnerable individuals? 
 
Ask are there any similarities in 
cases you have worked or 
situations you have encountered?  

 
What would you have done in a 
similar situation when working 
with vulnerable individuals? And 
what are the barriers to practice 
in your organisation?  
 

Identify key support for yourself 
in your team. 

 
 

1. Background 

Following a period of labour Baby B was 
born via an emergency caesarean section.  
Resuscitation was required after delivery 
however despite the best efforts of 
practitioners present at the time, this was 

unsuccessful and Baby B passed away at 
just 35 minutes old. Mother had a history 
prior to and during pregnancy of misusing 
both prescription and illicit drugs. 
Toxicology performed on Mother’s urine at 
the time of labour indicated that she had 

consumed a number of benzodiazepines 
and opiates. Mother also had an 8 year old 
(Child A) who was in her care during the 
timeframe of the review. 

2. Managing patients with 

addiction to pain medication 
Both prior to and during pregnancy 
Mother accessed frequent and 
excessive repeat prescriptions from 
the GP. The review found that 

measures implemented to monitor 
and reduce Mother’s medication 
were not effective in managing her 
dependency or addressing her 
original symptoms. Mother was 
referred to the Substance Misuse 

Antenatal Clinic (SMANC) by her 
Midwife but communication 
between the GP and SMANC was 
limited, with no information on 
prescribing history or concern 
about Mother’s presentation being 

shared between the GP and the 

SMANC. Improved information 
sharing could have led to a better 
understanding of Mother’s needs 
and past history in respect to 
medication management and risk. 

 
 

 
3. Thresholds for referral 
A decision made by school staff 
not to report a concern to 
children’s services in relation to 
Child A appeared to have been 
made based on past experiences of 

reporting. Previous feedback 
regarding thresholds for 
intervention had influenced 

professionals’ decision making 
rather than re-evaluating Child A’s 
circumstances and lived 

experience. Mother disclosed 
information to the GP which 
indicated potential risk to Child A, 
including a disclosure of domestic 
abuse, however as she presented 
‘normally’ at the surgery, it was 
felt that no referrals were 

required. 
 

4. Health Board systems for sharing information in 

pregnancy 

The SIP (Sharing Information in Pregnancy) process did not 

always trigger effective sharing of relevant information 

between the GP, Health Visitor and Midwife. Information 

about changes to Mother’s medication and requests for early 

prescriptions was not shared with the Midwives involved in 

Mother’s care and a request to the GP for Mother’s 

prescribing history was never received by the Consultant 

Obstetrician. Information about Mother was held on a 

number of different Health Board systems that not all health 

professionals could access, highlighting the importance of 

following information sharing protocols which exist to ensure 

information is shared appropriately. 

 

6. The invisible child 
There was little evidence that 
practitioners gave consideration to 
the effects of Mother’s presentation 

and circumstances on her ability to 
provide safe and consistent care 
for Child A. 
There was no evidence of any 
direct work with Child A following 
the referral to social services when 
Mother was 21 weeks pregnant. 

During this time period the child 

appeared to be effectively invisible 
to services as there was no 
documentation to indicate that 
their views or lived experiences 
had been taken in to consideration. 
Following Baby B’s death, Child A 

was placed with their biological 
father; Mother did not understand 
this decision as she felt that 
statutory services had not 
expressed concerns to her prior to 
the birth that would have indicated 

the need for such action. 
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5. Assessment & Planning 

Concerns were documented in health records that an 

initial assessment had not been undertaken and a birth 

plan was not in place by 32 weeks, but these were not 

escalated to the social work manager, the named 

midwife for safeguarding, or using the resolution of 

professional differences protocol.  

The review identified that here was little management 

oversight of the case within Children’s Services and 

that this allowed for ‘drift’ to occur. 


