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West Glamorgan Safeguarding Children Board  
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Re: WB S45/2018 

 

Brief Outline Of Circumstances Resulting In The Review 
 
To include here: - 

 Legal context from guidance in relation to which review is being 
undertaken 

 Circumstances resulting in the review   

 Time period reviewed and why 

 Summary timeline of significant events to be added as an annex  
 

 
A Concise Child Practice Review was commissioned by the West Glamorgan 

Safeguarding Board on the recommendation of the Practice Review Management 

Group (PRMG) in accordance with Part 7 of The Social Services and Wellbeing Act 

(Wales) 2014, specifically Volume 2 Child Practice Review Guidance.  

 

The criteria for this Review were met under section 6.1 of the above guidance 

namely: 

A Board must undertake a concise child practice review in any of the following 

cases where, within the area of the Board, abuse or neglect of a child is known or 

suspected and the child has: 

 

(a) Died; or 

(b) Sustained potentially life threatening injury; or 

(c) Sustained serious and permanent impairment or health or development  

 

and  

 

the child was neither on the child protection register nor a looked after child 

(including a care leaver under the age of 18) on any date during the 6 months 

preceding – 
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• the date of the event referred to above 

• the date on which the Local Authority or relevant partner identifies that a child                

           has sustained serious and permanent impairment of health and development 

 

 

Circumstances leading up to this review 

  

Baby B, the subject of this review, was born in the summer of 2018, the second 

child for Mother and the half sibling of an eight year old who will be referred to as 

Child A. Baby B’s mother and biological father had separated sometime before the 

birth, however Father was present to support Mother alongside Maternal 

Grandmother during labour. 

  

Following a period of labour Baby B was born via an emergency caesarean section.  

Following birth, Baby B was described as being pale, floppy and having a low heart 

rate. 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.  

 

As per national guidance, the Procedural Response to Unexpected Deaths in 

Childhood (PRUDiC) process was implemented and a post-mortem examination 

was undertaken. The medical cause of death provided by the Consultant 

Pathologist was deemed to be natural causes and therefore an inquest was not 

undertaken. Toxicology performed on Mother’s urine at the time of labour indicated 

that she had consumed a number of benzodiazepines and opiates. 

 

Drugs were detected following screening of Baby B’s blood however it was not 

possible to determine whether this contributed to the death.  

 

Multi-agency documentation examined during the course of this review revealed 

that both leading up to and during Mother’s pregnancy there had been a history of 

substance misuse; this included misuse of both prescription and illicit drugs. Mother 

reported that she was suffering from chronic pain and that she suffered with 

epilepsy for which she frequently requested medication from the GP. However, from 

the medical notes there was no evidence that epilepsy had ever been formally 

diagnosed. Mother had been referred to a Community Psychiatric Nurse (CPN) by 

her GP due to low mood, anxiety, and inability to cope. 

 



 

 

  

 

When Mother was 21 weeks pregnant a referral was made to the Local Authority 

Children’s Services, Information Advice and Assistance (IAA) team, by a 

Community Midwife who reported concerns in relation to the following: 

 

 Mother’s substance misuse including addiction to prescription medication 

 poor engagement with substance misuse maternity services 

 unusual and erratic presentation 

 persistent requests for prescription medication. This was over and above the 

recommended prescription regime  

 concern in respect of the baby’s father’s presentation and use of cannabis 

 

At the time of the referral Mother had care of the baby’s eight year old half sibling. 

She was documented in multi-agency recordings to be supported by her own 

parents who were reported by Mother to have their own health issues.  

 

Timeframe for the review 

 

The time period to be reviewed was agreed at the first panel meeting as 12 months 

prior to the date of Baby B’s birth being registered to ensure the whole of Mother’s 

pregnancy and the circumstances immediately preceding this were captured. 

  

 

Practice And Organisational Learning  
Identify each individual learning point arising in this case (including highlighting 
effective practice) accompanied by a brief outline of the relevant circumstances 

 
 
Management of care for individuals with addiction to prescription medication  

It was evident from the timeline and from discussions at the learning event that 

Mother had a longstanding dependence on prescription medication. This both 

predated and continued throughout her pregnancy. There is evidence from the 

timeline that health professionals suspected that Mother had accessed illicit drugs. 

Mother denied this, though admitted to taking her own mother’s prescription valium 

during labour.  

Research1 suggests that the management of addiction to prescription medication is 

complex and best practice would suggest a multi-disciplinary approach to 

                                                           
1 Oliver J, Coggins C, Crompton P et al, and American Society for Pain Management nursing position 
statement: pain management in patients with substance use disorders. Pain Management Nurs. 
2012;13(3): 169-183 
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monitoring and prescribing. This requires close communication between primary 

and secondary (specialist) services along with engagement and education of 

patients to ensure understanding of individual presentation and to coordinate safe 

and effective prescribing. It is acknowledged that patients with addictions to 

prescription medication pose a unique challenge to health professionals and often 

patients find it difficult to accept that they have an addiction. This research 

highlights that this is partially due to the legitimising of their need for medication 

provided by the prescription itself.  

From the timeline it was evident that Mother attended the GP on multiple occasions 

requesting addictive prescription medication. The reviewers noted good practice by 

the Pharmacist, who drew to the attention of the GP, the frequent and excessive 

repeat prescriptions dispensed to Mother in the months leading up to the 

pregnancy. As a result of this the GP practice implemented measures to monitor 

and reduce the medication prescribed to Mother. This did not translate to effective 

measures to manage Mother’s dependency or to consider alternative measures to 

manage her original symptoms. On one occasion her medication was stopped 

completely without consideration of what impact this could have. There was no 

referral to specialist pain management services that could have provided support 

towards reducing reliance on medication.  

During pregnancy, Mother was referred to the CPN, she was seen once and then 

discharged from the service. The documentation from this consultation stated that a 

recommendation on discharge was that alternatives to gabapentinoids should be 

considered. During a meeting with the reviewers the GP suggested that it was his 

belief that the gabapentinoids were helping with pain. The GP told the reviewers 

that it was his view that the CPN had suggested that this was having a positive 

effect on reducing Mother’s anxiety and that continuing with the medication was of 

benefit. 

From discussions with the GP, the reviewers understand that it was his view that 

Mother was stable and her presentation at the surgery indicated that her medication 

was being safely managed during her pregnancy. This was being facilitated by 

weekly prescriptions. Case recordings within the medical notes evidenced that 

Mother continued to access additional prescriptions over and above the 

recommended regime into the later stages of her pregnancy.  

                                                           
Taylor S, Annand F, Burkinshaw P, Greaves F, Kelleher M, Knight J, Perkins C, Tran A, White M, 
Marsden J. Dependence and withdrawal associated with some prescribed medicines: an evidence 
review. Public Health England, London. 2019. 
Roberts H. Misuse of prescription and over-the-counter medications. National Assembly for Wales 
Research Services, 2016 



 

 

  

 

During the timeframe of this review, Mother was seen by three different GPs and 

requested additional prescriptions for medication from each. It was evident from the 

GP records that Mother saw one GP more frequently than the others. This GP was 

one of two within the Practice that have subsequently left the Health Board area; 

therefore the reviewers were unable to obtain their views. The remaining GP was 

available to engage with the review process through a meeting with the reviewers 

and their views have been incorporated in to this report. It is not possible to say 

whether the involvement of multiple GPs had an impact on the Practice’s 

understanding of Mother’s circumstances.  

The reviewers were assured by the Health panel member, who met with the GP, 

that the prescribing issues identified during this review had already been identified 

by the Practice and an internal process implemented to address the issue. 

Once pregnancy was confirmed a referral was made to the Substance Misuse 

Antenatal Clinic (SMANC) due to Mother’s cannabis use. Details of Mother’s history 

of dependence on gabapentin, pregabalin or benzodiazepine were not highlighted 

at this time. Communication between the SMANC and the GP was limited, with no 

information on prescribing history or concern about Mother’s presentation being 

shared between the GP and the SMANC. 

Practitioners at the learning event highlighted that improved information sharing 

between the GP and Midwives and Obstetricians could have led to a better 

understanding of the patient’s needs and past history in respect to medication 

management and risk. 

 

Thresholds for referral to Children’s Social Care 

School held historic concerns about Mother’s care of Child A which fall outside of 

the timeline of this review. Within the timeline of the review, but prior to Mother’s 

pregnancy with Baby B, she had attended a school event in relation to Child A. At 

this time it was noted in the school’s safeguarding documentation that there were 

concerns that Mother was ‘under the influence’. Due to this it was decided by school 

staff that Child A would not be released into Mother’s care at the end of the school 

day. It was agreed between Maternal Grandparents and school staff that Child A 

would be cared for by Maternal Grandparents that night. Grandmother declined (on 

behalf of Mother) the number for drug and alcohol services offered by the school. It 

was noted that school would discuss the case internally the following Monday (the 

incident occurring on a Friday) and then decide what to do, as this was the second 

time in two weeks that Mother had presented with concerning behaviours. There is 
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no documentation in the timeline to suggest that Mother was spoken to regarding 

these arrangements. 

The reviewers queried whether consideration had been given to sharing this 

information with Social Services. Education practitioners at the learning event 

confirmed that Social Services had been contacted on a previous occasion when 

Mother had presented in a similar way and this had not met the threshold for any 

intervention. They stated that as the circumstances had not changed since the 

previous contact they did not consider that this incident posed any additional risk or 

concern, and they therefore made the decision not to share information regarding 

the incident on this occasion. 

It appeared to the reviewers that the school’s decision to report the concern to 

Social Services had been influenced by past experience of reporting. Previous 

feedback regarding thresholds for intervention appears to have influenced 

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

and lived experience.  

It was evident from the GP records that Mother shared information with one GP, 

which indicated potential risk to her child. This included her possible misuse of 

prescription medication and a disclosure of domestic abuse. It does not appear from 

the GP records that consideration was given to the impact this set of circumstances 

may have had on the child that was in Mother’s care, or that domestic abuse had 

been considered. Since the commencement of this review, the Identification and 

Referral to Improve Safety (IRIS) model is being implemented in cluster areas within 

the Health Board area, the purpose of which is to improve the response to domestic 

abuse in general practice. 

The GP who met with the reviewers informed them that Mother presented ‘normally’ 

and not under the influence when attending the surgery and therefore they did not 

have any concerns in relation to her parenting capacity. However, this was not the 

same GP to whom Mother had made the above disclosures.  

Following Mother’s collapse at Maternal Grandmother’s address at 21 weeks 

gestation a referral was made by the Community Midwife to Social Services due to 

the potential risk associated with the amount of prescription medication Mother had 

taken and the impact this might have on the unborn child. The reviewers are of the 

opinion that the health professionals working with Mother up to this point each held 

information which, had it been brought together effectively, would have identified 

safeguarding concerns not only in relation to the unborn but also to Child A.  

A retrospective entry in the timeline from Children’s Services records, made during 

the social work assessment but relating to Mother’s first attendance at the SMANC, 



 

 

  

 

highlights that the SMANC Midwife verbally reported that she observed Mother’s 

behaviour to be concerning at this visit. There was no evidence from the timeline 

that this had been documented contemporaneously within health records. 

Health Board systems for sharing information in pregnancy  

Whilst there is a system in place within the Health Board for sharing information in 

pregnancy between the Midwife, GP and Health Visitor - the Sharing Information in 

Pregnancy documents (SIP 1, 2 and 3) - it was evident from the review that this did 

not always trigger effective sharing of relevant information. 

Following Mother’s first attendance at the SMANC, the Consultant Obstetrician 

requested Mother’s historical maternity records and wrote to the GP requesting 

details of her medication history; at the learning event the Obstetrician shared that 

he did not receive a response to either request. When the reviewers met with the 

GP, he advised that a response had been sent in the form of a letter, which included 

a full prescribing history. Records provided to the review by the Heath Board, 

including GP correspondence, did not contain such a letter; it is therefore unclear 

what happened to this and why it was not received by the Consultant Obstetrician. 

Five weeks after Mother’s collapse she attended the surgery requesting an early 

prescription of pregabalin. This was refused, however she was given a prescription 

for gabapentin. At her next appointment the co-prescribing of gabapentin and 

pregabalin was identified and stopped. Mother’s request for an early prescription 

and the change in her prescription were not shared with the midwives involved with 

Mother’s care or the Consultant Obstetrician. The GP told the reviewers that 

following receipt of a SIP form, if any concerns came to light with the patient he 

would send a letter to the relevant community midwife outlining the same and that 

this is standard clinical practice; in this case however he felt Mother’s presentation 

and circumstances did not give him cause for concern. 

It was evident from information shared by practitioners at the learning event (and 

following the conversation with the GP after the learning event) that communication 

and engagement between GP and SMANC services needs improvement. At the 

learning event, the Consultant Obstetrician shared that it would be beneficial if, 

once a pregnancy is booked, a form could be generated and completed by the GP 

outlining relevant medical history and a list of any prescribed medication taken by 

Mother; this is important in terms of informing future care.  

It was noted at the learning event that one of the barriers to a joined up approach to 

information sharing during the antenatal period is the lack of a consistent approach 

to safeguarding meetings in primary care. Whilst it was noted that some GP 

practices hold regular safeguarding meetings, this is not common to all practices 
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within the Health Board area. Midwifery practitioners at the event stated that where 

safeguarding meetings are held it would be beneficial to include them where 

appropriate, as often they are not invited.  

There was a discussion at the learning event around IT systems and it was felt that 

there were a number of barriers to joined up working and information sharing that 

could potentially be addressed through shared IT systems. This was true of both 

inter-agency and, in the case of Health, internal information sharing processes. For 

example, both the SMANC Midwife and the GP held information that was pertinent 

to the other but neither could access each other’s records. Furthermore, the Health 

Visitor at the learning event shared that her Flying Start health visiting colleagues 

had access to “PARIS” which is accessible to some Health Board staff and the 

Local Authority however generic health visitors and midwives are not able to access 

this. 

During discussions with the GP it was evident that it was his belief that the 

Community Midwife has access to all GP patients’ records and as a result the need 

for additional information was negated. This is not however standard practice 

throughout the Health Board area as information sharing protocols exist to ensure 

that patients’ information is shared appropriately and that the rationale for sharing 

information or not is clearly documented in patients’ records. This includes the 

sharing of safeguarding information. 

It was also highlighted in the learning event that the SMANC Midwife’s notes 

entered on to the Welsh Patient Administration System (WPAS) would not have 

been available to the GP; these records included details of Mother’s presentation at 

the clinic. 

In addition to the above the reviewers were made aware of an entry made by 

Mother at around 8 weeks gestation, in a section within her hand held maternity 

record where women are encouraged to write down their thoughts and feelings 

relating to the pregnancy; the purpose of this is to encourage dialogue between 

mothers and their Community Midwife in relation to their emotional health. Mother 

had detailed in this section that she was feeling emotional, angry, and short 

tempered, like she wanted to cry and that she was finding it hard to explain to 

people how she was feeling.  

Midwives at the learning event confirmed that they had not been aware of this note 

during Mother’s pregnancy and some stated that they were not even aware of this 

section in the hand held records. It is clear that this was a missed opportunity to 

have an open and honest discussion with Mother about how she was coping early 



 

 

  

 

on in her pregnancy and that awareness needs to be raised with midwives of the 

existence of this section in the hand held maternity record. 

 

Assessment and planning  

Following referral to the Local Authority when Mother was 21 weeks pregnant, the 

case was allocated to a social worker and opened for assessment.  

Following this referral there is no recorded social worker activity for 11 weeks.  

Under the Social Services and Wellbeing (Wales) Act 2014, an assessment should 

have been completed within 42 days. The only recordings during this period were in 

relation to two phone calls made to the school to arrange a Child in Need meeting. 

Both managers and practitioners confirm that this meeting did take place, however 

there is no written record of this meeting held by agencies.   

During this period, recordings in the Health records indicate that there were 

concerns that an Initial Assessment had not been undertaken by Social Services, 

and a written pre-birth plan was not in place by 32 weeks as stated in West 

Glamorgan Safeguarding Board’s Birth Planning Guidance. These concerns were 

not escalated. There was a discussion at the learning event regarding the 

appropriate action to take in such circumstances, with social services staff being 

clear that they would expect the professional to request to speak with the social 

worker’s manager who could address this as part of their supervision. Some of the 

midwives present stated that they were not aware that they should do this, 

suggesting a requirement for awareness raising in this area. The midwives could 

also have contacted their Named Midwife for Safeguarding who could have 

supported them to escalate their concerns. In addition, there is an escalation 

process within West Glamorgan Safeguarding Board area that professionals could 

have used to escalate their concerns. 

At 32 weeks gestation the case was reallocated to a second social worker, the 

previous one having left their employment. In accordance with the West Glamorgan 

Safeguarding Board’s Birth Planning Guidance a birth plan should have been 

developed. It is clear from the timeline that at this time the Social Worker was 

making efforts to speak with both the Community and SMANC Midwives, although 

this was not always successful. The reviewers considered that it would have been 

more efficient and effective for the Social Worker to have communicated solely with 

the Community Midwife, who in turn should communicate with the SMANC Midwife. 

It is important that all professionals are aware of how to contact those from other 

agencies.  
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From the timeline it was evident that there was little management oversight of the 

case within Children’s Services and that this allowed for ‘drift’ to occur. Practice 

leads and practitioners at the learning event advised that the team now has 

mechanisms in place whereby any ‘drift’ in a case, in terms of key assessment 

points being missed, will trigger an alert for practice leads to address this with their 

staff. This was also confirmed during the reviewers’ meeting with the Team 

Manager. 

In this case, despite the existence of birth planning guidance developed by the West 

Glamorgan Safeguarding Board, a birth plan had not been developed by the time 

Mother gave birth to Baby B.  A recent report from the Nuffield Family Justice 

Observatory2 has highlighted that whilst there is both national and some very good 

local area guidance regarding pre-birth assessment, support and planning, there 

has been no national evaluation of their effectiveness. 

 

The invisible child  

From the timeline and feedback during the learning event it was clear that during 

pregnancy professionals were trying to engage Mother with services. It was clear 

that maintaining engagement with Mother was difficult at times and was 

characterised by disguised compliance and aggression.  

At the learning event some practitioners stated that in the eyes of the law the 

unborn has no statutory rights, therefore, despite Mother presenting with concerns, 

they didn’t feel that they had any legal grounds to escalate their concerns. This they 

felt was due to engagement in their service only being possible with consent and 

being voluntary in nature. Whilst it is true that Child Protection Procedures for the 

unborn only legally come in to force when the child is born this is not the only 

consideration in this case. At the time of her engagement with GP, midwifery, 

SMANC and mental health nursing services, Mother was the main caregiver to her 

eight year old child.  

There was little evidence from reviewing the timeline and practitioners’ 

documentation in medical and midwifery records that consideration was given to the 

effects of Mother’s presentation on her ability to provide safe and consistent care for 

the elder child. There was no evidence of communication between SMANC services 

and the Named Midwife for Safeguarding and therefore no safeguarding supervision 

took place; this could have identified the challenges faced by practitioners and how 

effective safeguards could be maintained. Likewise there was no evidence from 

                                                           
2 Alrough B, Broadhurst K, Cusworth L, Griffiths L, Johnson R, Akbarai A, Ford D, Born into care: 
newborns and infants in care proceedings in Wales. Nuffield Family Justice Observatory 2019 



 

 

  

 

recordings that consideration was given to the caring role of Mother when she was 

seen by the GP or the CPN for her mental health and prescription dependency.   

Whilst the older child is not the subject of this review, the reviewers feel that 

consideration of their needs should be acknowledged. It is of note, that following the 

Community Midwife’s referral at 21 weeks gestation there is no evidence of direct 

work being undertaken by the Social Worker with the 8 year old for at least eleven 

weeks. 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. It is not clear from documentation 

provided by Childrens Services or from speaking to social work managers and 

practitioners, if this was attributed to record keeping, case management, a lack of a 

clear supervision process or a combination of the above. The reviewers felt that 

supervision systems already in place for social care staff should have been able to 

address this, not only by promoting direct work but also maintaining expected 

standards of record keeping and reviewing of cases.   

 

Views of the Family 

As part of the review process the reviewers met with the family members. From the 

resulting discussions two clear issues emerged: 

1) Communication between professionals and Baby B’s Father 

Previous reviews conducted by West Glamorgan Safeguarding Board have 

highlighted the importance of gaining the views of children’s fathers when 

safeguarding issues arise. In this review the father of Baby B believed that he was 

often excluded from consultations and had not been made aware of the concerns 

that were held by health professionals at the time of Mother’s pregnancy. From the 

documentation and from conversations with practitioners at the learning event it was 

evident that little was known about baby B’s father, how his own reported substance 

use may have impacted on his parenting or what support he required to engage 

with services. There is little evidence that agencies involved with Baby B leading up 

to birth fully understood the relationship dynamic between Mother and Father and 

how this may have impacted on either Child A, or Baby B when born. 

2) Making families aware of professionals’ concerns 

Speaking to all family members, it was evident that they felt that practitioners did not 

make clear their concerns around Mother’s drug use and the possible impact on 

Baby B or Child A. Mother believed that all the professionals involved in her care 

knew and understood her history and that they were aware of her presentation at 
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the SMANC, yet she felt no one professional directly discussed any concerns that 

they had with her at the time. Family members also felt that they did not understand 

the decision by the Local Authority to place Child A with their biological father 

following the death of Baby B.  Mother felt that statutory services had not expressed 

concerns to her prior to the birth that would have indicated the need for this action.  

All family members however expressed praise for the midwifery staff that supported 

them on the labour ward following the baby’s death, and Mother expressed her view 

that the current arrangements with Social Care are clear and she is now able to 

work effectively with the service to reinstate the unsupervised care of her first child.     

Views expressed by practitioners at the learning event support the need for 

professionals to be direct in addressing their concerns with families. Managers at 

the learning event stated that professionals need to have frank and open 

conversations in relation to risk and that staff should feel confident that they are fully 

supported to have ‘difficult’ conversations with family members to facilitate a joint 

understanding of risk.     

 



 

 

 

 
 

Improving Systems and Practice 
In order to promote the learning from this case the review identified the following 
actions for the SCB and its member agencies and anticipated improvement 
outcomes: 

(What needs to be done differently in the future and how this will improve future 
practice and systems to support practice) 
 

 The Health Board and Local Authorities should ensure that existing birth 

planning guidance is followed in line with current regional recommendations. 

 

 West Glamorgan Safeguarding Board should promote the engagement of 

relevant board member agencies with the Nuffield Family Justice 

Observatory special interest project once the pilot commences with a view to 

adopting and promoting the resulting national guidance once ratified.  

 

 The Health Board need to satisfy themselves that the SiP process is an 

effective communication tool to share safeguarding information between 

health visitors, midwives and GPs in order to assess the value of continuing 

with this non statutory process as a means of sharing safeguarding 

information. 

 The Health Board needs to develop an information sharing protocol between 

the Substance Misuse Antenatal Clinic and GPs (including any other 

substance misuse services) regarding pregnant women who substance use. 

 

 All agencies must be confident that all practitioners working with adults who 

have caring responsibilities understand their role in relation to safeguarding. 

  

 The Local Authority should review and be satisfied that their systems for 

supervision and management oversight are fit for purpose and able to 

identify potential drift. 

 

 The Health Board need to raise awareness amongst midwives of the 

existence in the hand held maternity records of the section where women are 

encouraged to write down their thoughts and feelings relating to the 

pregnancy. 

 

 All agencies need to have clear lines of escalation when there is difficulty 

accessing individual practitioners in respect of information sharing. 

 

Reminders of practice 

 

 The need for accurate and up to date record keeping which can be audited 

and quality assured. 

 



 

 

 
 

 

 
 

 The Social Services and Well-being (Wales) Act 2014 places a duty to report 

a child suspected to be at risk of harm. This does not require the reporter to 

provide evidence that harm has occurred. The duty to investigate sits with 

the Local Authority Children’s Services Team.  

 

 Supervision in Social Services open cases should be completed at least 

every 6 weeks on CiNC and CP cases. 

 

 The Resolution of Professional Differences Process should be utilised where 

there is inter-agency disagreement with regards to safeguarding. 
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Appendix 1: Terms of reference 
Appendix 2: Summary timeline 

 

Child Practice Review Process 
 

To include here in brief: 

 The process  followed by the SCB and the services represented on the 
Review Panel 

 A learning event was held and the services that attended 

 Family members had been informed, their views sought and represented 
throughout the learning event and feedback had been provided to them. 

 
The Chair of the West Glamorgan Practice Review Management Group (PRMG) 
made a recommendation to the Chair of the West Glamorgan Safeguarding Board 
on the 14th of November 2018 that a concise CPR should be undertaken in respect 
of WB S45/2018. 
 
The services represented on the panel consisted of: 
 
Swansea Bay UHB 
South Wales Police 
Swansea Local Authority Children’s Services 
Swansea Local Authority Education  
 
A learning event was held on 7th of October 2019. Practitioners from the following 
agencies attended: 
 
Swansea Bay UHB 
South Wales Police 
Swansea Local Authority Children’s Services 
Swansea Local Authority Education  
 
The reviewers met separately with the GP and Social Worker as they were unable 
to attend the event. The reviewers also met with the Team Manager from the Local 
Authority Children’s Services for their perspective on the timeline and involvement. 
Comments and feedback from these meetings have informed the report.  
 
In line with the Welsh Government guidance, Baby B’s mother and father were both 
notified in writing of the decision to undertake the Child Practice Review and both 
accepted the opportunity to meet with the reviewers. Mother and Father were seen 
separately on one occasion each. Maternal Grandmother was also present for the 
meeting with Mother.  
 

 
  Family declined involvement 
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