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Aims & Objectives
By the end of the session you will have an understanding about;
 Understanding concealed pregnancies/late bookings and impact on attachment& bonding
 Making a referral: who is responsible and when?
 The role of Early Help before referral, when should Children’s Services become involved?
 Adult issues affecting vulnerable babies;
o Domestic abuse (how can DA affect UBB and post birth)
o Substance misuse (what impact do drugs have on UBB pre-birth and risks post-birth)
o Mental health (PAMIC, signs of post-natal depression and what to do) SUDI
 Injuries to non-mobile babies
 0-19 best start pathway and access to support for parents of vulnerable babies
 Hidden partners (males/females/fathers)
 Working together, information sharing and being clear about the role of each agency
 Voice of the child
 COVID
 Learning from local safeguarding practice reviews (throughout)

Understanding concealed pregnancies/late bookings and impact on attachment& bonding

Sue Taylor

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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S u e Ta y l o r
Named Midwife Safeguarding Children

Concealed Pregnancies and Late
Bookings

A concealed pregnancy is when a woman knows
she is pregnant but does not tell any health
professional; or when she tells another professional
but conceals the fact that she is not accessing
antenatal care; or when a pregnant woman tells
another person or persons and they conceal the
fact from all health agencies.
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C h a r a c t e r i s ti c s o f w o m e n w h o h ave a
c o n c e a l e d p re g na n c y

• The stereotype of an adolescent girl with poor social
support is not supported by the literature
• More likely to be mid 20’s
• Have had previous children
• Have a partner
• Have concealed a pregnancy before
• Have had children removed from their care

Implications

• The implications of concealment of pregnancy are wide-ranging.

Concealment can lead to a fatal outcome, regardless of the
mother's intention.
• Lack of antenatal care can mean that potential risks to mother and
child may not be detected.
• Underlying medical conditions and obstetric problems will not be
revealed
• An unassisted delivery can be very dangerous for both mother and
baby, due to complications that can occur during labour and the
delivery.
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C o n t ’d

• There could be a lack of willingness or ability to consider the
baby's health needs, or lack of emotional bond with the child
following birth
• Where concealment is a result of alcohol or substance misuse
there can be risks for the child's health and development in utero
• Literature would suggest that the baby is more at risk of neglect or
abuse following birth

Reasons for concealment

•
•
•
•
•
•
•
•
•

poor mental health
sexual assault and sexual abuse
fear of disapproval
learning difficulties or disability
avoidance of Children’s Social Care (CSC)
drug or alcohol issues
domestic abuse
unwanted pregnancy, too late for Termination
teenage pregnancy

of Pregnancy (ToP)
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Outcomes:

•
•
•
•
•

Babies and mothers can die
Increased morbidity for babies
Poor maternal attachment with baby
May be an impact on future pregnancies
No time for assessments/safety planning – mother and baby may be
separated

Learning/recommendations

• The concealment or denial of pregnancy presents a significant challenge to professionals to
safeguard the welfare and well-being of both the unborn child and the mother
•

It is critical to develop an understanding of the concept of concealed pregnancy as failing to
do so adds the risk of maternal and neonatal morbidity and mortality.

• There is a need for further exploration of the coping styles and psychosocial processes
involved in women concealing a pregnancy.
•

Professionals need to be aware of the circumstances around a concealed pregnancy to ensure
that the correct support and care can be provided to both mother and baby

5

10/03/2022

Thank you

• Thoughts ?

Making a referral: who is responsible and when?
If you think an unborn baby is likely
to be in need of support from
Children’s Services, either before or
after it’s born, it is your responsibility
as a professional, to make a referral
to Children’s Services as early as
possible.
Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Making a referral: who is responsible and when?
Where a previous
child has experienced
neglect, emotional,
physical or sexual
abuse and these
concerns continue to
be evident within the
home

Where alcohol or substance
abuse is thought to be
affecting the health of the
unborn baby
ANY other factor which
you believe may meet
the threshold for a
referral to Children’s
Social Care!

Where concerns
exist regarding
the mother’s
ability to protect
Where a previous child in the family has
been removed because they have suffered
harm or been at risk of significant
harm. However, referrals for 2nd or
subsequent unborn babies (with siblings
who are already living at home) only need
to be made where concerns exist that
bringing another child into the home may
increase the risk of harm

Where you have
acute concerns
regarding parenting
capacity, particularly
where the parents
have either severe
mental health
problems or learning
disabilities

Where expectant
parents are under
18 and there are
complicating
factors to be
considered to
ensure the safety
of the unborn

Where the
expectant parents
have children who
are currently active
to Social Care

Where you believe
the child is, or may
be, at risk of
significant harm
due to domestic
violence

Where
expectant
parents are
under 13
Where a person who has
been convicted of an offence
against a child, or is believed
by child protection
professionals to have abused
a child, has joined the family

Making a referral: who is responsible and when?
In any of these circumstances, complete a SAFER referral
and submit to the appropriate Multi-Agency Children’s
Hub, where officers will determine the most appropriate
response, dependent on circumstances, level of risk,
*gestation of the unborn baby, and parental consent.
(*Early Help - prior to 18-weeks, or Social Care - post 18-weeks)

Please remember: WHERE POSSIBLE, INFORM PARENTS and SEEK THEIR AGREEMENT
Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Making a referral: who is responsible and when?
If you’re ever in doubt about what to do, just call and ask for
advice, but please - don’t do nothing!
https://www.redcar-cleveland.gov.uk/resident/adult-childrenhealth/children-services/more-information/Pages/What-to-do-if-you-areworried-about-a-child.aspx
https://www.middlesbrough.gov.uk/children-families-andsafeguarding/worried-about-child

Early Help Support
You don’t need to wait until the
pregnancy has progressed if you
have any worries at all - Early Help
support can be offered as soon as
the pregnancy is known.
A lead professional will co-ordinate
the appropriate level of support
and interventions to help meet the
family’s needs and achieve positive
outcomes for the baby.

Getting involved early will:
Enable parents to have more
time to contribute their own
ideas and solutions to
concerns

Increase the likelihood
of a positive outcome

Avoid initial
approaches to
parents in the latter
stages of pregnancy,
as this is already an
emotionally charged
time

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Early Help Support
There is an expectation that you will discuss the value
of early help support with parents to obtain their
consent to make the referral.
But what if expectant parents do not consent to Early
Help, or disengage from the support available to
them ?
Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’

Early Help Support

If consent is refused…

…you should continue
to advocate the
benefits of the
support throughout
the period of your
work with the family.

If a refusal to give
consent continues and
you believe that the
threshold for statutory
services is met…

…you should make a
referral to Children’s
Services between 16
and (no later than) 20
weeks of gestation.

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Early Help Support

If parents do
consent and a
referral is made to
Early Help, but
parents do not
engage…

…the lead early help agency
should inform you as the
referrer so that you can
continue to promote early
help support; if your worries
continue, you should follow
the pathway on the previous
slide.

If parents do initially
engage with Early Help
and then later
disengage…

…the lead early
help agency will
make the referral
to Children’s
Services if it is felt
statutory services
are required.

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’

Referral to Children’s Services
• Referral to Children’s Services
Week • Referrals at this stage allow for a full and informed assessment, the provision of support as to facilitate optimum home circumstances prior to birth, sufficient time to
16-20
make adequate plans for the baby’s protection, where appropriate.
• Initial Multi-disciplinary planning meeting
Week • The meeting will plan the pre-birth assessment, which must be based on a robust assessment model
20-24 • Information held by Police, Midwife, 0-19 service and any other person involved must be shared
• Parents should be fully involved throughout the planning process unless this was to place the unborn baby at further risk
Week • Pre-Birth Assessment must take a maximum of 45-days from the referral
25-29
• Further Multi-disciplinary Planning Meeting or Strategy Meeting
• The completed pre-birth assessment should be discussed at this meeting. Agencies must consider the findings and recommendations and make plans about next steps in
Week relation to support and intervention
28 • If there is reasonable cause to believe the baby will be at risk of significant harm when born, this meeting should be replaced by a Strategy Meeting and discussed under Child
Protection Procedures. When a Strategy is held, it should include those already involved and Police must be invited.
• Initial Child Protection Conference
Week • If the Strategy Meeting concludes that a Section 47 enquiry is to be undertaken and the outcome is to proceed to ICPC then the ICPC must take place within 15 days of the
31
Strategy Meeting.
Week • 10 Day Core Group
33 • The outline Child Protection Plan is finalized by the Core Group, along with the Birth Plan. This must be sent to the Safeguarding Midwife in 10-days

Birth

• Pre-Discharge Meeting
• The focus of this meeting will be to identify a clear plan of expectations of parents and agencies following discharge from hospital. If this is not possible the core group should
meet within 7 days of the baby’s birth to update the plan

Birth +
10 • Review Child Protection Conference must take place within 1– days of baby’s birth
days
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LSCB Safeguarding
Domestic Abuse and it’s impact on Pregnant
Mothers,
Unborn and Newborn Children

There is an increased recognition of
the impact of domestic abuse on
children and young people.

Hidden
Harm

This impact can cause significant
harm, physically and emotionally and
has a massive impact on life chances.
One in seven (14.2 per cent) children
and young people under the age of 18
will have lived with domestic
violence at some point in their
childhood.
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Domestic
Abuse Bill
The new Domestic Abuse Bill
recognises:
Children who live in a home where
domestic abuse takes place
recognised as victims in their own
right rather than witnesses for the
first time. The Bill will recognise
a child who sees or hears, or
experiences the effects of,
domestic abuse and is related to
the person being abused or the
perpetrator is also to be regarded
as a victim of domestic abuse.

Domestic Abuse and
Pregnancy
For some women domestic Abuse appears to
begin or significantly escalate during
pregnancy.
The risk of baby dying during pregnancy
or birth are between 2–2.5 times higher
when domestic abuse occurs
For others it seemingly stops, however it
is important to note that in these cases
what we see is a brief cessations in the
more overt, physical forms of abusive
behavior which generally resumes after
baby is born.
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Domestic Abuse and
Pregnancy
The emotional and physical abuse
perpetrated towards mother during
pregnancy as well as the impact on
mothers mental health,
stress levels,
safety,
security,
living conditions,
support networks,
adverse coping mechanisms
all have an impact on the development and
survival of baby and it’s life chances.

Because domestic abuse raises women’s stress levels, they
produce a high level of the ‘stress hormone’ cortisol. This
is the hormone that enables our body to ready itself to
respond to danger, and that triggers our ‘fight or flight’
response.

Domestic
Abuse and
Developmental
Harm

Neuroscientific research suggests that antenatal stressors
leading to exposure of high levels of cortisol in utero
have a significant impact on brain development and
important systems of the body (metabolic, cardiovascular,
immune, reproductive and central nervous system).
When these systems are disrupted in foetal and early infant
development, cortisol levels remain higher than average
across childhood.
This finding offers some insight into why children exposed
to violence in utero and in early childhood might be more
vulnerable to difficulties in managing emotion, in
responding well in social interactions, and a range of
health difficulties.
However it is important to remember this does not occur in
all children and many babies and children who experience
trauma recover well. Social environment seem to be the key
predictors of how they recover after this kind of
experience of domestic abuse.
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Possible
Risks to
Children
who
experienc
e
Domestic
Abuse

Possible
Risks to
Children
who
experienc
e
Domestic
Abuse

Mental Health difficulties as
children and adults
•Trauma responses
• Depression and anxiety, PTSD, Suicide, Self
Harm
•Behavioural Problems
Physical Health Problems
•stress linked: heart disease, strokes, cancer,
eating difficulties
• Risk linked: more likely to engage in risky
behaviours that increase risk injury
Educational Problems
•Underachievement
•Concentration issues
•Early drop out
Problems with future adult
relationships
•Risk of future domestic abuse relationships as
victim of perpetrator
•Worries of not being a good enough parent

Problems in relationships with
friends and family
•Problems making and keeping friends
•Social skills and communication difficulties
•Hostile family relationships, estrangement
Other violence and abuse
•Child abuse, Neglect, Child Homicide
•Child Sexual Exploitation and grooming
•Bullying and being bullied
Involvement in Crime
•Particularly if others in family are
•Vulnerable to grooming for crime and gang
involvement
Substance misuse
•Drugs (street & prescription), Alcohol
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Impact of
Domestic Abuse on
Mother
• Domestic abuse in pregnancy can
reduce women’s sense of parental
competence, because of the way that
abuse undermines our sense of selfefficacy
• For a woman experiencing domestic
abuse, being constantly belittled has
a significant impact on maternal
confidence. In addition, domestic
abusers often specifically target
women’s mothering, often explicitly
commenting that they will not be good
parents
• Because we live in a culture that
suggests that women are natural
carers, and that mothering is
instinctive and linked closely to
femininity, being a good mother and
being a good woman are often
conflated.

Impact of
Domestic Abuse on
Mother
• The gender based nature of domestic
abuse undermines women as women and
as mothers, and this is often a
further tool used by abusers. By
attacking their ability to mother,
and by undermining their early
bonding with their unborn babies,
abusers are also attacking their
victim’s sense of being a good enough
woman.
• They may start to feel like
‘unnatural’ women. This can further
compound feelings of being trapped in
the relationship (“who else would
have me”), can undermine women’s
sense of wellbeing, and can impact on
self-esteem and mental health.
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It is important to remember
that, whilst the mother-infant
relationship can be disrupted
by domestic abuse.
It has also been identified
that it is the most important
factor in children’s recovery
from domestic abuse.
Releasing mothers from any
feelings of guilt or feeling
not-good-enough as parents,
supporting them to enhance
their relationship with their
child, and enabling both mother
and baby to recover is
therefore a central
intervention for families after
domestic abuse.

Support and
Recovery
“We know abuse works
through isolation.
Recovery works through
reconnection, solidarity
with other women and
knowing that you’re not
alone.”

Janet McDermott, Women’s Aid
National Conference, 2018
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Key
elements of
good
support for
mothers and
babies who
have
experienced
Domestic
Abuse

Key
elements of
good
support for
mothers and
babies who
have
experienced
Domestic
Abuse

Building connection and
networks:
• helping women to restore,
rebuild or start up
relationships with supportive,
non-abusive friends and
family.
Building Solidarity:
• helping women to recognise
they are not alone, that other
women share their experiences,
and that together they can
create communities that can
produce change and resist
abuse.

Support:
• women with babies (and
perhaps other children) who
have experienced domestic
abuse face a range of
significant stressors. They
need support and
understanding, to empower them
to enjoy their relationships
with their babies, and recover
from abuse. helping women to
recognise they are not alone,
that other women share their
experiences, and that together
they can create communities
that can produce change and
resist abuse.

17

10/03/2022

Contextualisation and
reduction of victim blaming:

Key
elements of
good
support for
mothers and
babies who
have
experienced
Domestic
Abuse

• When things do go wrong in mother
baby relationships, it is important
to understand this in the context of
domestic abuse, as well as perhaps
other socioeconomic stressors.
• It is not helpful to hold women
responsible for the impact of abuse
on them and on their babies. Our role
is to unpick victim blaming, and
ensure women are not re-abused and
re-traumatised by services that are
supposed to help women, but tend to
see them as ‘failing to protect’
their children.
• We need to challenge the idea of
‘failure to protect’ consistently.
The victims generally have not
failed. Maintain the visibility of
the perpetrator.

Contact us

Emma Geldart
Project Manager
Emma.Geldart@foundationuk.org

@FoundationRedcar

Vicky Fitzhugh
Refuge & DAARP
Vicky.Fitzhugh@foundationuk.org

@FoundationRedc1
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What impact do drugs have on UBB
.
Elaine Sherrick
Safeguarding Lead
Foundations

what impact do drugs have on UBB
Studies show when a pregnant woman uses illegal substances during pregnancy it
can result in miscarriage, low birth weight, premature labour, placental abruption,
seizures, respiratory problems, feeding difficulties, and death of the baby and the
mother.
Substance’ refers to both legal and illicit substances, for example heroin, cocaine,
crack, amphetamines, benzodiazepines, methadone, ecstasy, prescription drugs,
solvents and problematic alcohol use.
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DRUG USE
DURING
PREGNANCY

What do we need to do ?
Tees procedure sayWhere alcohol or substance abuse is thought
to be affecting the health of the unborn baby
a SAFER referral to be made
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• Neonatal Abstinence Syndrome (NAS),
•

a collection of problems that happens because the baby is undergoing opioid
withdrawal after birth. NAS may also refer to conditions caused by newborns
withdrawing from other substances they became dependent on in utero.

• Fetal Alcohol Spectrum Disorder (FASD)
Alcohol use during pregnancy is associated with impaired foetal growth, birth
defects, and long-term impacts on growth. It may cause a foetal alcohol spectrum
disorder (FASD) in the baby. The most severe type of FASD is foetal alcohol
syndrome (FAS). FASDs may cause physical and psychiatric problems

Parental substance use
Parental substance use can particularly impact on the health and development of
the child and very seriously affect the life chances and future health and
development of the child
Effects on Drug Exposed Children:
•

Cognition

•

Language

•

Achievement

•

Behaviour
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If the mother is using substances pre birth
we need to support her to
• Be in treatment
• Stable in treatment
• Compliant with treatment
• Remain in treatment

If the mother is using substances pre birth
we need to support her to
• Methadone not buprenorphine
• Review 4- 6 weekly
• Reduction in mid trimester only
• Usually need to increase treatment in third

trimester- it is ok
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Relapse
Relapse occurs- substance use is a chronic relapsing condition so
it would not be that we expect this but it does happen
Harm minimisation model and optimal dose prescribing
the key to know how to identify signs/triggers and safety plan
around relapse- involve the patient
safety planning – ‘real life’ scenario

Realistic expectations
We often hear parents say that they’ve just stopped taking drugs
– how realistic is it that people will stop taking drugs all together
without support?
Evidence suggests for those who aim to cease all illicit use on
their own some can achieve this.
It is with the support of services including psychological support
that gives them the best chance of sustaining recovery
Adopting a harm reduction approach to this will encourage more open
dialogue as the focus is if you undertake this activity how can you do it as
safely as possible.
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Realistic expectations
Adopting a harm reduction approach will encourage more open dialogue as
the focus is if you undertake this activity how can you do it as safely as
possible.
if a parent can go from drug use that impacts child care to a position that it
doesn't that's progress.
drug use continues but in a less harmful manner- safety planning
Of course we are ideally wanting people to move into recovery and away
from drug use (reduces all the harm) but recovery should be considered on a
spectrum of harm/risk and of course the person who uses own goals.

Realistic expectations
Safe Storage options - locked box available as part of the harm minimisation
approach
Each contact staff around safe storage and documentation around
discussions that have taken place.
Important to ask if the locked box is used
Asked at each appointment to ensure that safe storage is available- frequent
house moves
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Is there any warning signs we can look out for that indicate
relapse/drug use – environmental/behavioural?

its multi factorial and to do with consistency in presentation - what's in the normal
and out of the normal for the person.
so for example -appointments: if someone is normally a good attender and starts
being a bit late, a lot late and then ultimately doesn't attend this is generally a
reflection of a wider picture of increasing instability.
Same can be said for changes in appearance, demeanour, communication style etc.

Drug testing- urine screen
Some professionals feel urine drug testing is the most important aspect of how a
patient is doing
It is not- urine drug testing is undertaken for clinical purposes 6 monthly (orange
book)
Urine drug testing indicates what has been used recently not how much or
frequency of use
If a drug test is negative it indicates no drug use in a specific period of time only
Only tests for certain substances only- a total of 6 substances
Often patients tell us what they have used so a test would not be necessary
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Drug testing
Each type of test you something slightly different a hair strand which may tell you the length of period someone has been using a
substance and the amount
hair stand test can test for other drugs and oral mouth swab can test for drugs and
their metabolites if requested.
Context of drug use being problematic/non problematic has also to be considered if the parent uses drugs in a safe manner that doesn't impact on children, ability to
parent. A drug test will not add any context to such situation.
To add some context - example of the hair strand tests and parent 'sweating' not
being ruled out as reason for child hair samples containing drug

Questions
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Parental Mental Health
Impact of both parents
Dad
Mum
• Pregnancy
• Postnatally

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’

Parental Mental Health
• Impact of both parents
• Dad
• Mum
• Pregnancy
• Postnatally

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Paterntal Mental Health
• Don’t forget Dad
• Absent at assessment but present in home, unknown risks.
• Becoming a parent = stressful life event = trigger for mental illness
• PND
• DadPad
• Carer’s assessment

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’

Maternal Mental Health
• Becoming a parent is stressful
• Parenting is one of the hardest jobs any of us every do.
• What’s different about the perinatal period?
•
•
•
•
•
•
•

Hormone changes
Sleep deprivation
Change in role/identity
Responsibility
Reflect on own early life experiences
Need to protect and care for another
Changes to relationship with partner
Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
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Pregnancy
• Existing mental illness –
• Enduring mental illness

• +/- input from mental health services
• Longterm medication – possible impact on UBB
• May have abruptly stopped long-term med’s due to concerns about UBB

• New onset mental illness

Pregnancy stressful
New demands/responsibilities
Physically exhausting
Fears and anxieties about parenthood
Fears and anxieties about past traumas/own experiences and how will parent
well herself.
• Impact of past sexual traumas – fears re intimate examinations and delivery.
•
•
•
•
•

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’

Pregnancy
• If severe mental illness in past (previously under care of community
psychiatric team, past psychiatric admission) or current severe
symptoms (already tried treatment with GP and talking treatments)
then consider referral to Tees Perinatal Mental Health Team.
• Mental Health Birth Plan
• Awareness of Early Warning Signs of Relapse
• Communication with other professionals

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Postnatally
New demands/responsibilities
Physically exhausting
Fears and anxieties about parenthood
Fears and anxieties about past traumas/own experiences and how will parent
well herself.
• Impact of past sexual traumas and delivery
• Juggling multiple children
• Financial impact
•
•
•
•

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’

MBRRACE
• Increased risk of suicide in pregnancy and postnatally.
• Pregnancy and motherhood are not protective.
• Red flags for high risk:
• Sudden change in mental state
• New thoughts or acts of violent harm to self
• New and persistent thoughts of estrangement from baby

• Bipolar – high risk of relapse in perinatal period.

Safeguarding is everyone’s responsibility

South Tees Safeguarding Children Partnership (STSCP) is ‘committed to keeping children safe and
working together to achieve the best possible outcomes for children and families.’
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Referring to Perinatal Mental Health Team
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If in doubt, please discuss cases with our duty
worker.
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Questions

S u e Ta y l o r
Named Midwife Safeguarding
Children STHFT

Sudden Unexpected Death in Infancy
(SUDI)
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Sudden unexpected infant death (SUID) is a
term used to describe the sudden and
unexpected death of a baby less than 1 year
old in which the cause was not obvious before
investigation. These deaths often happen
during sleep or in the baby's sleep area

Currently there are between 200-300 cases of
SUDI per year in England and Wales
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Aim of the presentation

• To identify how we can reduce the risks of Sudden
Unexpected Death in Infancy with a particular focus
on reducing the risks for families where there are
increased vulnerabilities.

• There has been an overall reduction in SUDI since
2004 however there has been a steady shift towards
these tragedies happening predominantly in families
from deprived socioeconomic backgrounds - The Child
Safeguarding Practice Review Panel (2020) Out of routine: A review of sudden unexpected
death in infancy (SUDI) in families where the children are considered at risk of significant. July
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Increas ed risks for SUDI
•
•
•
•
•

Smoking during and after pregnancy
Low birth weight babies (less than 2500g)
Premature delivery
Sleeping on a sofa or armchair
Bed sharing – especially if parent has been drinking
alcohol or using substances
• Overheating

Reduc ing the risks of SUDI

• Always put the babies to sleep in their cot
• Always place the baby on their back to sleep
• Place the baby in the "feet to foot" position – with their feet
touching the end of the cot, Moses basket, or pram
• Keep baby's head uncovered – their blanket should be tucked
in no higher than their shoulders

36

10/03/2022

Cont..d

• Don’t expose babies to cigarette smoke
• Don’t take drugs or drink alcohol when caring for a
baby
• Baby to sleep in parents bedroom for 6mths
• Breastfeed if possible - breastfeeding for at least 2
months halves the risk of SIDS

T he Child Safeguarding P ract ice R eview Panel findings

• 568 serious incidences reported June 2018 – August
2019
• 40 involved infants who had died suddenly and
unexpectedly
• Co-sleeping was a feature in 38 cases
• Parental drug and alcohol use was a common feature
• Health messages had been given
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Learning f rom th e panel

• SUDI risk reduction needs to be embedded within a wider
safeguarding context
• Multi-agency guidance and training
• Understanding of why parents are not receptive of health
advice and don’t act on it
• Understand parental decision-making about sleep
environment

• Most studies found that parents knew the safer sleeping
advice but found it unrealistic or implausible
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So wh at can we d o from a multi-agency perspective ?

• Increase the knowledge of non-health professionals
• Take a family approach – advice from family may be valued
over professional advice
• Use of interventions to support change other than simple
information giving
• Consider safe sleeping within our assessments
• Planning for out-of-routine situations

Injuries in immobile children
Dr Rosemary Thwaites
Designated doctor safeguarding children
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• “Carers doing their best who briefly lose control with no
intention to harm”
Dr N Stoodley
Expert witness and consultant neuroradiologist
Bristol 2004

Aims of session
• Case presentation in infants
• Abusive head trauma
–
–
–
–

Incidence
presentation
Risk factors
outcomes

• Sentinel injuries
• Injuries in non mobile babies
– Immobile baby protocol
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Case 1
• 13 weeks old (3 weeks corrected)
• Referred by HV to A&E Friday afternoon
– Not using left arm
– Seen at GP day before for immunisations
– Arranged HV to see next day

• Seen in A&E

Referred to paediatrics
social services referral done
• History from dad
– 5 days earlier lifted from moses basket which is inside cot,
when lifted her she had her arm clasped around handle,
noticed arm extended and thought he heard a crack woke
mother and told her. Didn’t think it was broken but worried it
was dislocated or something.
– Still using arm so didn’t bring to A&E

• Ex pre 30 weeks abnormal scan ? Bleed on brain
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Examination
• 2 x linear bruise right forearm
• Rolled onto moses basket handle ? when

• Ht and wt 91st centile
• Nil else of note
• X ray fractured humerus ( upper arm)

Further history
• Parents don’t work
• Dad known to social services physical abuse as a child
• ‘I feel awful she has a fracture especially as I know I did it’
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Follow up
• Child protection plan
• Court case
– Dad admitted shaking and rough handling of the child when she was
upset.
– Episode happened 2 days previously when mum and grandma out
shopping

• Now lives with mother and grandmother
• Well no further injuries

Case 2
•
•
•
•

10 weeks old not using left arm
Brought by dad ambulance technician
Mum at home with twin sister
Dad’s history
– During holding during feeding
– Feeding advice for premature babies by MW

• On examination not using right arm
• X ray spiral fracture of right humerus
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Case 2
• A&E staff
– Felt inconsistent with story
– Referred to paediatrics to rule out NAI
– Medical proforma not filled in which would have highlighted
need to refer multiagency

• Mr R felt terrible about injury
– Was polite and compliant
– Mrs R upset

Management plan
• Case discussion
– Consultant orthopaedic, paediatrician and named doctor
– Consultant paediatrician felt injury consistent with explanation
so no referral
– Name check for a plan no plan
– Discharged after 2 hours

• Any questions?
• Should anything else be done?
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The story unfolds
• 1 week later mother informs HV of injury
– GP had been notified 2 days post dx but HV not aware

• 2 weeks later twin sister admitted with bronchiolitis mother stayed
• 1 Day later child brought to A&E
– Floppy no respiratory effort, IPPV transferred to PICU
– Died following day massive subdural haemorrhage
– Twin sister 9 old rib fractures

Case 3
•
•
•
•

11 month old child referred by GP
Miserable and whingey last 24 hours
High temperature unsettled and irritable
Phoned PDU as bruise on chest wall noted during
examination
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What action should GP take?
•
•
•
•

Referral to social care
Inform parents concerned about bruising
Ensure child attends hospital
Document concerns clearly in notes

Case 3 – 5.30pm
• Seen by SHO concerned about high temperature
• T= 40 degrees, bruising on chest wall
• Also small bruise on left forearm and under left eye and
right cheek very feint
• No obvious cause of temperature but very irritable
• Urine infection diagnosed
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Case 3 outcome
•
•
•
•
•

Admitted overnight
Whingey and irritable on ward round
CT scan bilateral subdural haematomas
CXR multiple rib fractures
Ophthalmology – retinal haemorrhages

• Diagnosis abusive head trauma

Case 4 -stork
•
•
•
•
•

At 4 weeks baby had bruise on forehead
Mother disclosed to colleague that baby was unsettled
Mother concerned SAFER referral would be made
Colleague saw baby and bruise on forehead
Discussed with manager
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Case 4 - stork
• Information not shared with GP or babies HV
• 8 weeks later baby admitted with AHT

AHT
• Trauma following violent shaking of an infant by an
adult.
– Subdural heamtoma – bleed on brain
– Retinal heamorhages – bleeding behind eyes
– Encephaopathy – brain damage

•
•
•
•

Commonest cause of death from physical abuse –
80% morbidity
Fatality 10.8% 5 x > than accidental HI
22.8/100,000 live births
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AHT

• RISK FACTORS ( Rebbe et al 2020)
–
–
–
–
–
–

Age peak 2-4 months ( second peak 8 months)
Teenage mother 3 x risk
Public insurance
Low birth weight 2 x risk
Prior CP allegation – regardless of outcome 4 x risk
Late prenatal care

• WHO SHAKES
– Males vs female 67%vs 27%

AHT – presentation
Acute
• Seizures
• Apnoea
• Irritable
• Poor feeding
• Loss of consciousness at home

chronic
• Vomiting
• Increasing head size
• Lethargy
• Poor feeding
• Poor weight gain
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AHT - mechanism
• History is often
– Low impact fall
– No history
– Suddenly went pale and quiet

Injuries equivalent to
high speed RTA or fall
from significant
height

• Systematic review of confessions
–
–
–
–
–

51 studies, 434 confessions
Shaking alone 61%
Shaking and impact 17%
Impact alone 18%
Other 0.9%

Missed diagnosis?
•

•

•

•

Laurent - Vannier et al ( 100 cases 2011-2017)
– 75% seen before ( prior abuse not recognised)
– Missed in 62% of cases (31% with symptoms of AHT)
– Vomiting, abnormal head size, bruises, fractures, poor weight
gain
– Mean age 4 months
Jenny et al 1999
– 31% undiagnosed at first attendance
– Mean 2.8 visits pre diagnosis
– Mean time to diagnosis 7 days
Sheets et al
– 28% vs 0% sentinel injuries
– Bruising most common
– Intraoral injuries
Simrai et al 2020
– 42% previous presentation
– Prior presentation more common than in accidental HI

50

10/03/2022

AHT outcomes
• Mortality 10.5 %
• Morbidity 80%
– Epilepsy, cerebral palsy
– Intellectual disability
– Vision, hearing, physical

• Financial Barr et al
– US study
– Annual mean cost $15,000 ($866-$71,782)

ACES and attitudes to harmful
parenting behaviour
Clemens et al 2020 – retrospective, self reports mean 50 years old
ACEs in childhood associated with acceptance of harmful parenting behaviour
Clear dose response
Aces in males related to higher acceptance of shaking as reasonable parenting
ACES in women related to accepting withholding food or scolding an infant as
reasonable
Screening for ACES with parent counselling, skills training and targeted information as
a response
Most prevention programmes focus on mothers
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The Myth of Invisible Men – CSPR national
annual review 2021
• ‘Looking at cases of non-accidental injury (NAI) in infants under
the age of 1, how well does the safeguarding system understand
the role of the father/male carer?’
• ‘How can the safeguarding system be more effective at engaging,
assessing and planning for and with men in the protection of
children (or those for whom they have a parenting responsibility)?’

The cases
• 35% of SI due to death or injury to babies under 1 year of
age
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Interviews with convicted men
• You are the first person who has ever wanted to
know what actually happened, what I went through.
No one has ever asked me before….no one has ever
bothered with me – you are the first person that has
ever sat down and asked me my story”.

Contextual factors
• Fathers
– Abusive ,neglectful, inconsistent parenting
– Increased mental health esp anger control/coping

• Exacerbating factors NOT Causal
– Substance misuse
– Domestic abuse
– Poverty, debt, unemployment
– Relationship problems with mothers
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The perpetrators –
•
•
•
•
•

dickens 2018

Lower self esteem
Anxious attachment styles
Disengaged coping strategies
Victim empathy and moral behaviour BUT:
Poor knowledge of
– Appropriate parenting strategies
– Child development

The Perpetrators – dickens 2018
•
•
•
•
•

Drug use
Impulsive behaviour
Poor emotional and behavioural control
Low frustration threshold
Heightened anger response
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Executive summary
• Urgent need for systems to review how to:
– See, respond and intervene with men with caring responsibility
for babies

• Understand
– Parenting responsibilities
– Own child and parenting experiences
– Affect on them and adults and fathers

Sentinel injury
• A sentinel injury is a visible or detectable minor injury
in a precruising child that is poorly explained and,
therefore, suspicious for physical abuse. Clinicians must
be vigilant when a bruise or intraoral bleeding is identified
in an infant because these may be 'warning injuries' for
possible abuse.
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‘sentinel injuries’
• Methods all abused children cf control group < 12 months
old
– Definite CP, intermediate risk, compared to controls
– Presence of sentinel injury preceding abuse or admission

• Results
– 27.5% abused, 8% undetermined , 0% controls

‘sentinel injuries’
• Range of injuries
– 8% bruising
– 11% intraoral
– 7% other

• 66% < 3 months
• 95% < 7 months old
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Oronasal bleeding in non mobile children
• 49% of infants and 38% toddlers
• Torn frenum not pathognomic but – 90% of abused children with tear fatally abused
– Case reports document more severe abuse

• Non abusive torn frenum
– Mean age 19 months
– Usually a fall, memorable event
– Airbag in RTA,

Other intraoral injuries
•
•
•
•
•

Mucosal lacerations
Dental trauma
Tongue injuries
Gingival lesions
Laceration/bruising to lips most common

• Presents as oronasal bleeding
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Implications for practice
• Oronasal injury in non mobile child needs full investigation
– Social assessment
– Occult injuries – CT scan, ophthalmology, SS
– ENT review if necessary

• Torn frenum not pathognomic but needs full investigation

Bruising and injuries in non mobile children

If child unwell refer immediately to hospital

Child seen urgently on same day for assessment

58

10/03/2022

Summary

• Accidental injury in non mobile babies rare and
usually a memorable event
• AHT is fatal or severe morbidity
• Risks - Preceding CP, young mothers, LBW
• Sentinel injuries opportunity to protect
• Often prior presentations – non specific
• Prevention and support targeted at ALL children
with CP concerns regardless of outcome
• Screening for ACES in expectant PARENTS

Abusive Head Trauma

Kate Dawson
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Think the unthinkable!

Think the unthinkable
• Reviews into child deaths repeatedly highlight how
professionals were too trusting of abusive parents
• That parents or caregivers could intentionally injure and
abuse children is almost unthinkable but it is a reality
• We never truly ‘know’ a family so its important that we share
the same message with all families
• We often see what parents want us to see
• Prevention of inflicted head trauma is a dialogue and part of a
two way conversation
• If parents do not live together we need to consider how to
share this message with all caregivers
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ICON will be part of the universal offer:
Antenatal
NBV
6-8 weeks
System one mandatory field: advice about
shaken babies
• 3 month weaning letter and a repeat of the
icon message if we deliver a visit at 3 months.

•
•
•
•
•

Background
• AHT is abuse and is preventable
• Crying is a known trigger
• 70% of babies who are shaken, are shaken by
men
• Our goal for ICON is to communicate to
parents/carers that they can expect crying,
prepare for it and cope with it
• Our target is to reduce the incidence of AHT
triggered by crying
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Some “crying baby” facts
• Parents may, at some point, struggle to cope with their baby’s
crying
• Evidence shows that in some extreme cases, crying can lead
parents to feel like they may actually harm their child: This is
an emotional response of both anger and frustration
• It is important to offer an alternative response to help control
these extreme emotions

Some more “crying baby” facts
• Crying is a normal part of child development which can have a
significant negative impact on the emotional health of parents
• All babies will cry a lot from the ages of 2 weeks to 3-4 months,
but this can vary from baby to baby
• Crying seems to peak in the late afternoon and early evening…
but this can vary
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Some more “crying baby” facts
• Crying is sometimes misdiagnosed as colic
• No one is really sure why babies cry so much in this period…
research is ongoing
• An immature nervous system may make babies more irritable…
Crying is their only means of expression!
• ICON is an evidenced-based delivery method

Factors that can trigger AHT
• In one survey, half of the mothers interviewed
reported that their child’s crying made them
feel like harming their child. Such feelings are
rarely acted on, but it can be a trigger for a
parent to actually harm and abuse their child.
• Research shows that babies are most likely to
be shaken when they are 2-3 months old… the
time when babies cry the most.
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Normal Crying Curve

But… It’s not just the baby
Excessive infant crying can be associated with:
• Parental stress
• Depression
• Possible relationship problems
• Feelings of guilt, inadequacy and helplessness
Remember… this is a new experience for most
parents
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What is ICON?

More factors about Abusive Head Trauma
• AHT is the most common cause of death or long term disability
in babies
• 24 out of 100, 000 hospital admissions for babies are due to
abusive head trauma
• 200 children are killed or hurt annually in the UK
• These figures certainly underestimate the real numbers
involved
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Are some babies more at risk than others?
Research shows that the most at risk babies are:
• Baby boys
• Babies under 6 months old
• Babies born pre-term or at low birth weight
• Babies who have more contact with health services

Cost
• Human and Emotional
• Financial
– Hospitalisation
– Long term health and educational needs
– Medical equipment
– Legal proceedings
– Child Safeguarding Practice Review

• Loss of societal productivity
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Introducing ICON to a parent/carers
• Help parents understand that crying is normal… all parents can feel
like this
• Explain that crying is a normal part of development
• Reassure parents that babies are not doing this on purpose
• Support parents in coping with their own emotions and stress
(Coping with Crying Plan)
• Teach parents soothing and safe sleep techniques
• Inform parents/carers about sharing the ICON leaflet with anyone
who cares for your baby.
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Importance of
including/considering
Fathers & partners

Fathers - Partners
Building a Picture of Fathers in the Family Justice System in England (2018): research
project between University of East Anglia and Lancaster University published an
analysis of father’s involvements in care and recurrent care proceedings. The research
found that fathers were often viewed solely in terms of risk, and because fathers are
able to opt out of parenting in ways not so readily available to mothers, services need
to avoid the pitfall of seeing fathers as optional or secondary , the research concludes
that service adaptations are much needed to focus on support for fatherhood as a
mechanism for change and accountability.

“Investing time both strategically and operationally in Improving work with fathers will
contribute significantly to the welfare of children, their families and communities”
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Challenges

1

2

3

COVID – seeing women
on their own due to
restrictions- men
become more invisible
to professionals

Virtual consultations
may create a barrier/
disconnect to building
trust

Time – services aimed
at Mums may not have
the flexibility to visit
when Fathers are at
home /available

Challenges

Concerns about the care of children often fall to the Mother
Frequent change of partner may make it difficult to keep track of
who is in the family home
Assessment of Males may not include their role as a father or carer
to children- probation/mental health/substance misuse services
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Hidden men: learning from
case reviews
learning for improved practice
around ‘hidden’ men

•
•

Learning for
improving
practice

•

•

• Men play a very important role in
children’s lives and have a great
influence on the children they care for.
Despite this, they can be ignored by
professionals who sometimes focus
almost exclusively on the quality of care
children receive from their mothers and
female carers.
• From the analysis of case reviews, two
categories of ‘hidden’ men emerged:
• men who posed a risk to the child which
resulted in them suffering harm
• men, for example estranged fathers,
who were capable of protecting and
nurturing the child but were overlooked
by professionals

Identifying the men in the child’s life
• During pregnancy and after birth, make active
enquiries about the child’s father, the mother’s
relationships and any adults in contact with the child.
Record these details.
• In an assessment, always put the child’s needs before
those of an adult – Midwives, Health Visitors, GP’s,
Probation, Adult mental health, Substance misuse
services, Social workers.
•Monitor fathers’ engagement with services and
evaluate how effective direct work with them is e.g if
disengages with services does this heighten the risk to a
child?
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•

Involving
Fathers

From the very beginning, emphasise to parents how
crucial the father’s role is to the child’s wellbeing.

• Encourage fathers to attend ante-natal appointments and
classes. Make appointments for times convenient to them
(such as evenings).
• Involve fathers and male carers in assessments. Ask them
directly about risky behaviours such as drug and alcohol use
and offer them services based on their needs.
• Make sure fathers and male carers (including those who
are not directly involved in mothers’ and children’s lives)
know about concerns relating to their child. Consult them
about plans, invite them to child protection conferences and
include them on core groups

• Through the eyes of the unborn child - YouTube
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Clare’s Law

Domestic Violence Disclosure Scheme

DVDS
•
•
•

•

Domestic Abuse Bill brought about a statutory footing for Clare’s Law.
The Domestic Violence Disclosure Scheme(DVDS), also known as “Clare’s Law” enables the police to disclose
information to a victim or potential victim of domestic abuse about their partner’s or ex-partner’s previous
abusive or violent offending.
The scheme has two elements: the “Right to Ask” and the “Right to Know”. Under the scheme an individual or
relevant third party (for example, a family member) can ask the police to check whether a current or ex-partner
has a violent or abusive past. This is the “Right to Ask”. If records show that an individual may be at risk of
domestic abuse from a partner or ex-partner, the police will consider disclosing the information.
The “Right to Know” enables the police to make a disclosure on their own initiative if they receive information
about the violent or abusive behaviour of a person that may impact on the safety of that person’s current or expartner. This could be information arising from a criminal investigation, through statutory or third sector agency
involvement, or from another source of police intelligence.
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DVDS Panel
•
•
•
•
•
•
•
•

Made up of IDVA agencies and Probation
All decisions not to disclose are sent to panel for review
Disclosure likely when partners are estranged but still have contact
Disclose more than once where there has been a further incident
Disclose in partnership to maximise understanding and impact
35 day turnaround
Demand for first quarter of 2021 showed a 56% rise in demand compared to 2020
Non criminal justice jargon style

Disclosure
•
•
•
•

•

A disclosure is being made to you as Police have evidence that XXXX poses a risk of significant harm to you.
XXXX is considered to be a high risk, prolific perpetrator of domestic abuse. In addition to the offences that XXXX has
committed against you, he also has committed domestic abuse offences with other partners. A few months ago XXXX
was recently arrested and is currently been investigated for two domestic related offences of Stalking and Assault.
A number of years ago XXXX was arrested after being found in his ex-partners back garden with a samurai sword and
an axe in his possession. On another occasion XXXX was arrested for hitting his ex-partner and being verbally abusive.
XXXX was not charged because his ex-partner dropped the charges.
Domestic abuse takes many forms and is not just physical violence. It can include asking you lots of questions about
where you’ve been, who you have been with, why you’ve not been at home. Your partner may check your mobile
phone, open your mail, listen in on your conversations and follow you. They may take your bank cards away from you
or not allow you to have a key to your own home. Domestic abuse is about having control over the victim.
We hold further information on NAME but we consider that what we have told you is enough to demonstrate to you
that they are violent and pose a risk to you. We are giving you this information to demonstrate some of the risk they
pose to you and to enable you to make a decision about whether you should stay in your relationship with them. We
can help you with whatever decision you make.
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Best Start Pathway
Healthier Together 0-19
Middlesbrough and School
Readiness
Carly Dodsworth, Sheila Marley
and Graeme Nicholson

The pathway is more important than ever
• The first 1001 days are the most important of a child’s life, the more
we can do to support them in this period, the better chances children
will have in later life.
• Income deprivation data (children in absolute low income families)
tells us that Middlesbrough is the fourth worst in the country.
• Children looked after figures show that, as of 31st March 2020,
Middlesbrough had 619 children who were looked after, which is one
of the highest in the country.
• In 2020 the COVID19 pandemic has contributed towards a widening
of inequalities and left many new families stricken and isolated.
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Why develop an
Enhance Parenting Programme?
• It is acknowledged that not all families are vulnerable and
following comprehensive, holistic assessment by Health
Visitors, some families will require additional support whilst
others can safely be managed through the universal Healthy
Child Programme (HCP).
• Those families in greatest need are often complex with
multiple vulnerabilities. It is these families that will benefit
most from holistic, multiagency, co-ordinated packages of
support aimed at addressing the wider social determinants and
reducing health inequalities.

• Evidence highlights that the first 1001 critical days are
between conception and a child’s second birthday. During
this time of rapid growth, babies’ brains are shaped by
their experiences, particularly the interactions they have
with their parents and other caregivers. What happens
during this time lays the foundation for future
development.
• Intervening early in the antenatal period and providing
more intensive support to those who need it will ensure
that children in Middlesbrough have the best start in life.
All families identified as requiring additional support
through the BSP, will receive this from antenatal until the
child is two – two and half years old.
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• It provides a framework of support and interventions to ensure
the child and family receive consistent, evidence-based
support, which is flexible to respond to the presenting needs of
the individual child and the adults within the family; this
includes fathers and significant others.
• To improve health and social outcomes for families by focusing
on the following three main dimensions:
• Child health, development, safety and wellbeing;
• Parenting capacity to meet the child’s needs;
• Parental health and wellbeing.

The Best Start Pathway
The BSP provides an additional level of support, families are
recruited to the pathway using eligibility criteria.
1. Teenagers who are unsupported/isolated
2. Teenagers who have been or are currently part of the Looked
After system
3. The Mother/Father of the unborn child(ren) is a care leaver
(aged 25 years or below)
4. The Mother/Father of the unborn child(ren) has a current
identified mental health concern(s)
5. The Mother/Father of the unborn child(ren) has an identified
issue of current drug abuse
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1.
2.
3.
4.
5.
•

The Mother/Father of the unborn child(ren) has an identified issue of current alcohol misuse
Domestic abuse is evident within the family/ household
The Mother/Father of the unborn child(ren) have been involved in previous or are currently
subject to Child Protection proceedings (Including the unborn child/children)
Pre-term infants
Professional judgement*
This will be based on practitioner judgement if, following assessment, families require additional
support but do not meet any of the above criteria.

The BSP includes a minimum of 17 contacts by the HV team and a minimum of five contacts by the
School Readiness Team. The does not replace the Healthy Child Programme.
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HV BSP Visiting Pattern
• Antenatal Contact One
• Antenatal Contact Two
• New Birth Visit
• 3-5 weeks
• 6-8 weeks
• 10 weeks (9-11 weeks)
• 12-16 weeks
• 20-24 weeks
• 28-30 weeks
• 9-11 months
• 12 months
• 2-2.5 years
Health Visitor contact is then bi-monthly until the child reaches 2 years of age and then there will be a 2-2.5 year
review assessment undertaken.

School Readiness Team Contacts

Antenatal Contact
6-8 week follow up
3-4 month follow up
12 months Home Visit – Joint Home Visit with Health
Visitor
• 18-20 months

•
•
•
•

There will be written feedback given to the Named HV
following School Readiness contact with the family
To refer to School Readiness – complete form and share
via email
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School Readiness Contacts
Visit
1. Talk to your bump

2. Before Words

3. Baby Babble

4. Chatter Matters

5. Time to Talk

Pilot
• Place based areas for 6 months
• Newport, North Ormsby, and new mother and baby unit Ferry House
• Skill mix approach
• 1st Antenatal contact and New birth visit to be completed by HV
• Junior Public Health Nurse can carry out all other contacts and will be
on individual caseloads
• Review January 2022 with plan to roll out across Middlesbrough
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Challenges and Lessons Learnt

Don’t get hung up on the content of the visits
Building a relationship and increased contacts that is important
Needs led – be led by the family needs

What we need from you
• Collaborate and work together as one seamless pathway team
• To be an advocate for the pathway
• Identify families who need the pathway
• Support families through the pathway to the best of your abilities
• Use opportunities to provide feedback on positives or negatives, no
matter how big or small your issues may be
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Questions?

Contact Details:
Carly Dodsworth
07392194148
carlyparker1@nhs.net
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