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Safeguarding Pre Discharge Planning Meeting Protocol
[bookmark: intro]1. Introduction
This guidance has been developed to support multi-agency staff to make appropriate arrangements to ensure the safe discharge and transfer of children and young people where there are safeguarding concerns, from acute hospital inpatient settings. 
This pre discharge planning meeting does not replace the multi-agency strategy meeting which will be required where there are concerns regarding significant harm. To make smart use of all professional’s time, and to prevent a prolonged stay in hospital, it is acknowledged a review strategy meeting could also include a section for pre discharge planning. All parties attending would need to be aware of, and in agreement to this combined purpose.
It is essential that effective planning between key professionals working with the child is undertaken before the child is discharged from hospital. This includes newborn babies through to young people before their 18th birthday. If a young person presents with a mental health crisis, please follow the Children and Young Person crisis pathway (link below). 


Children and young people who present at the Emergency Department who do not require acute admission need to follow the Emergency Department discharge process. The safeguarding Social Worker or Emergency Duty Team also need to be notified.
There is no need to convene a discharge planning meeting if the reason for the current admission is unrelated to safeguarding concerns and involves routine medical treatment or intervention, e.g. a child subject to a Child Protection Plan is having their tonsils removed.
Effective discharge planning promotes a child–centred and co-ordinated approach to safeguarding children. Plans for the child’s discharge should commence at the time the child is admitted to hospital where possible and build on other existing planning processes such as core groups, child protection conferences or a child in need plan.
Discharge planning should include consideration of both the child’s health and safety. For children who are admitted where there are health and safeguarding / child protection concerns, or where safeguarding / child protection becomes an issue during their admission, the main issues to consider prior to the child’s discharge whether they are medically fit and that it is safe for them to be discharged back into the care of their parents / carers.
The purpose of this protocol is to ensure that all practitioners are clear about the steps they need to take, to ensure that no child is discharged from hospital into an unsafe environment, where their health or well-being may be compromised or where further significant harm could occur. If the child is identified as at risk of significant harm, then a multi-agency strategy meeting would take precedence following referral to Children’s Social Care. link to referral policy and procedures
When the criteria for convening a Pre Discharge Planning Meeting is met, as outlined in Section 2 below, it is essential to ensure that the child is not discharged into the parent / carer’s care until he/she is medically fit, and it is assessed as being safe for the child to be discharged.  Consideration should be given to the wider environment the child will be returning to, including siblings and other members of the household.
The Safeguarding Children’s Team must be informed and medical information should be sought from any other NHS trusts where the child may have received medical intervention. A child should not be transferred or discharged from hospital, where there are safeguarding concerns, without the permission of the Consultant Paediatrician. Agreed permission must be documented in the child’s medical notes. 
[bookmark: criteria] 2. Criteria for Convening a Pre Discharge Planning Meeting
A Pre Discharge Planning Meeting must be convened before the child is discharged to return to their parent/carers care when:
· A child is admitted to hospital and is found to have new safeguarding concerns that have been substantiated
· A child is admitted to hospital and there are identified current safeguarding concerns
· A baby is born and is subject to a Child Protection Plan or Pre-legal proceedings. 
The following list of examples where pre discharge planning meeting is indicated is not exhaustive but should be considered. For further examples see  here
· Female genital mutilation
· Forced marriage
· Honour based violence
· Victim of human trafficking
· Victim of modern slavery
· Domestic violence
· Poor engagement and neglect
· Differing professional opinions as to the level of risk
· Lack of agreement between professionals

3. Consideration for convening a Pre Discharge Planning Meeting should be given when:
· The child is subject to a court order or in a voluntary placement as Children in Care (CiC)
· A child or young person has been admitted because of mental health concerns including self-harm or suicidal ideation. (Please follow the Children and Young People crisis protocol on page one)
· Concerns have been identified during the child’s stay in hospital, such as poor nutrition, faltering growth, poor frequency of visiting by parents / carers, parental mental health, or substance misuse 
· If a child is already known to Children’s Social Care, and there are new safeguarding concerns about a child during their stay in hospital, the situation should be discussed with the allocated social care worker or Children’s Social Care Team Manager and appropriate plans made prior to discharge, which should include a discharge planning meeting. If the child is known to Children’s Social Care, it is for the allocated worker or social care manager to chair the meeting.

4. Babies who are born in the trust
For the majority of babies born in the trust(s) any safeguarding concerns will have been identified during the antenatal period and Children’s Social Care will already have been involved and a pre-birth plan should have been put in place. Please see appendix one. 
The pre-birth plan will also identify how, when and where the baby will be discharged. The pre-birth plan may or may not indicate that a Pre Discharge Planning Meeting is required. If a Pre Discharge Planning Meeting is required, this is initiated and co-ordinated by the allocated social worker.
Consideration should also be given to the timing of the baby’s discharge, to ensure appropriate professionals are available to provide community support.
5. Reasons for not having a pre discharge planning meeting
There may be a reason for not holding a pre discharge planning meeting.  For example, a very recent (within 72 hours of proposed discharge) multi-agency meeting where a robust plan was agreed. If a pre discharge planning meeting is not convened and senior managers have been consulted, the reason for not holding a meeting must be recorded on the child’s records.
6. Convening a pre discharge planning meeting
The Pre Discharge Planning Meeting should be held as soon as practicable. If not possible, the reasons for not convening a Pre Discharge Planning Meeting should be recorded on all records.
Professionals should not give the impression to parents / carers that the Pre Discharge Planning Meeting is merely a formality ahead of the child’s discharge taking place.  This is because professionals need to consider that the outcome of the meeting may be that whilst the child is medically fit for discharge it is not safe to discharge into the care of the parent / carer. In such circumstances additional actions will be agreed at the meeting.
7. Agencies to be involved in the pre discharge planning meeting
Meetings should be hosted by hospital staff on the relevant ward supported by safeguarding colleagues where required. The following agencies must be invited to attend the discharge planning meetings and should be represented for the meeting to be undertaken. The meeting will be held in the hospital or virtually (given Covid restrictions). 
· Parents must be invited unless they pose a risk to the child. 
· The child should be invited to participate according to their wishes if they are of sufficient age and understanding. Capturing the child’s voice should be documented in the discharge planning meeting record. (Appendix two)
Consideration should be given to inviting all practitioners who are involved in the support of the child, for example:
· Health professional for 0-19 years depending on the age of the child
· Identified social care representative 
· CAMHS or another relevant therapeutic/ counselling professional 
· GP (should be invited and contacted for relevant information by medical staff if required)
· Paediatrician; currently involved 
· Any other consultant / paediatrician or community consultant involved in child’s care 
· Relevant Professionals allied to medicine (e.g.  therapist, Dietician)
· Hospital Midwife looking after the child/mother
· Community Midwife
· Allocated nurse to the child if on the Paediatric ward
· School or Education representative if relevant
· Specific staff groups where expertise is required e.g. mental health, Independent Domestic Abuse Advisor (IDVA), drugs services, early help, probation, housing and/or police.
· Local Safeguarding Children team
Please note that this list is not exhaustive.
If the relevant practitioners cannot attend, consideration should be given for a deputy/alternative agency representative attending the meeting. This is to prevent delay in the discharge process. Any barriers to arranging a discharge planning meeting should be raised with the Senior Management in Children’s Social Care and Health Services Matrons. 
The child must not be discharged home until the Pre Discharge Planning Meeting has taken place.
8. Conduct of the pre discharge planning meeting
The meeting will be chaired by the Team Manager or allocated social worker responsible for the child if the case is open to Children’s Social Care. 
The Pre Discharge Planning Meeting should agree post-discharge actions as appropriate, for example:
· Any foster carer should have all medical information carefully explained and passed over 
· Legal advice is sought in a timely way
· Placement from hospital is agreed and appropriate transport arrangements and risk assessment is completed if necessary. Addresses to be confirmed at the meeting
· Contact and supervision arrangements with parents is agreed if the child is not returning home
· Timeframe for the child’s stay in hospital is agreed
· Professional visiting arrangements are agreed
· Post-discharge follow-up for medical and professional appointments including follow up xrays to be given to carer  for the child are agreed and given to the carer  
· Contingency arrangements are agreed
· Review process is agreed
If it is considered unsafe to discharge a child, Children’s Social Care will facilitate alternative accommodation in a time frame which is specified and agreed as part of the plan.
9. The discharge planning meeting must be fully documented and include:
· The Chair will ensure that written notes recording actions agreed at the Pre Discharge Planning Meeting are circulated to all relevant people following the meeting. The Chair will agree the notes which will be typed and distributed to all relevant people within five working days. 
· Additional medical investigations requested included timescales for completion, where and who the appointment is with. 
· For children who are subject to a child protection plan or child in care, the social worker needs to discuss any significant issues with either the Independent Reviewing Officer (child in care) or Conference Chair (for child subject to child protection plan).
· Details of the child’s GP. If they are not registered, then this must be organised or actioned from the pre discharge planning meeting. 
· If parents are not present at the meeting there should be agreement about what information will be shared with the parents/carers and other professionals, e.g. school staff, and also how and when this information will be shared.
· Any further meetings required and any review dates.

10. Consent and Information Sharing
Effective information sharing is an essential element of safeguarding children practice. The Children Act 1989, 2004 and Working Together to Safeguard Children 2018 all state we have a duty to co-operate with other agencies to safeguard and promote the welfare of children. Therefore, sharing information to protect children is in the public’s best interest. 
https://www.saferbradford.co.uk/media/towhvcoq/tbp-multi-agency-information-sharing-and-consent-policy-march-2021.doc  
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safeguarding birth plan


To be completed by Children’s Social Care in consultation with Health

To be completed for all unborn babies who are:-


(a) Subject of a Pre-Birth Assessment regardless of the outcome i.e. Child protection plan and/or Public Law Outline (PLO) process.

(b) For removal from parents to the care of the local authority following birth.

The completed form should be sent by email to the relevant hospital and also shared with EDT 

Airedale –:   Safeguarding Children Team 

Telephone:   01535 292389.

Email: 
airedalesafeguarding.children@nhs.net 

Bradford –:  Maternity Safeguarding Team. 

Telephone: 
01274 383636 

Email-:
bthft.maternity@nhs.net 

		SUMMARY OF SAFEGUARDING PLAN 



		UNBORN BABY: (state proposed surname) 




		Social Care case ID number:



		EDD:



		Mothers name:



		Local Authority Plan.
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Baby to be separated from mother following birth 
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Baby to be separated from mother on discharge
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Baby to become subject to a Child Protection Plan







SAFETY SCALE


Place the child on the scale on how concerned you are about that child 


 0                                                                                                                             10                                                                                                                                                                                                                                                 


Child is at immediate risk 







Child is safe enough

 Urgent Safeguarding Action       





             We do not have any worries

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Regardless of the contents of this safeguarding Birth Plan the mother’s wish for infant feeding must be respected (within the context of either Trust’s Breastfeeding Policy)


		Family Composition:



		Name

		D.O.B

		Relationship to unborn child

		Address

		Parental responsibility for unborn

		Ethnic Origin 

(if appropriate)



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		

		

		

		

		

		



		Professionals involved with the family



		Hospital / Midwifery Unit for birth:






		Named Midwife:


Contact details:

		Named Social Worker:


Phone number (not mobile):



		 Other:

		CSC Team Manager:


Phone number (not mobile):



		EDT (Emergency Duty Team -  out of office hours)  Telephone no : 
01274 431010



		Brief background information.



		What are we worried about?

What is working well?

Danger statement(s):





		Safeguarding plan in hospital



		Agreed birthing partner’s name and status:






		Risk to staff / patients on ward and action agreed:





		Supervision management plan: (due to staffing levels hospital staff cannot supervise parents) 





		NB:
Any difficult or disruptive behaviour within the hospital will not be tolerated and will automatically involve hospital security and/or the Police and the perpetrator’s will be removed as per hospital policy





		Plan for removal of baby from parents.



		



		Section 20 agreement


Powers of Police Protection       SHAPE  \* MERGEFORMAT 




Emergency Protection Order     SHAPE  \* MERGEFORMAT 




Interim Care Order






		Will a pre-discharge meeting be required?  (between Social care and Mother/others and may be


facilitated by Safeguarding Midwife / hospital staff): Yes             No





		Arrangements for discharge



		Home with mother                           
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Discharge with another                   
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(relationship to child)


Discharge to foster care                  
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		Date copy plan given by Social Worker to:



		EDT:




		Hospital:








Signed:                                     Print:                                             Date:
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This document provides basic information. 



Social Care partners need to contact the Local Authority Legal Team for advice about particular situations.  



Health partners should seek advice in the first instance from the General Manager, Women’s and Children’s Services or relevant on-call General Manager.



Removal or intervention must be lawfully justified.



Local Authority accommodating the child by agreement: Section 20, Children Act 1989



Legal basis and effect: The Local Authority must provide accommodation for a child in need in certain circumstances. These include situations where a parent is prevented from providing the child with suitable accommodation or care (for whatever reason and for however long); or, the child has been abandoned. The Local Authority does not have parental responsibility for accommodated children. Arrangements for contact have to be by agreement.



Issues:


There must be valid consent to accommodation. How has consent been evidenced? Is there a signed accommodation agreement? It is not enough that a parent fails to object. Consider how any vulnerabilities may affect ability to give informed consent e.g. mental health problems, mother’s age (if under 16), having just given birth “Our law has long recognised that women in the aftermath of birth may not be as able to act wisely as at other times” (Mr Justice Munby).



Parents with parental responsibility can object to accommodation or withdraw their agreement at any time.



Agreement to accommodation pending a Court application can sometimes be agreed via a parent’s Solicitor.





Emergency Children Act Power: Police Protection (Section 46, Children Act 1989)



Effect: A child in Police Protection may be removed from hospital and placed in suitable accommodation or Police Protection may prevent a child’s removal from hospital. The designated Police Officer does not have parental responsibility but must allow reasonable parental contact in the child’s best interests. In practice, Social Care makes arrangements for placement and contact.



Grounds: The police have reasonable cause to believe the child will otherwise be likely to suffer significant harm.



Process: No Court Order is required (Police Protection is often, but wrongly referred to as a Police Protection Order or PPO) and parents do not have to be given any advance notification. A police constable may take a child into child protection. The designated police officer has certain responsibilities. Key details are recorded on West Yorkshire Police Form PP1.



Duration: 72 hours maximum.





Emergency Children Act Power: Emergency Protection Order (EPO) (Section 44, Children Act 1989)



Effect: Gives the applicant Local Authority parental responsibility and authorises removal to suitable accommodation or authorises prevention of removal from hospital.



The Order can include Directions about contact - e.g., duration, frequency and whether or not supervised.

	

Grounds: The child’s welfare is the paramount consideration. There has to be reasonable cause to believe that without an Order, the child is likely to suffer significant harm. Orders are intended to be made when there is an emergency and it can be shown that unless emergency action is taken, the child will be at risk of significant harm during the period of the Order. It must be better for there to be an Order, than for no Order to be made. 



Procedure: One day’s notice to the parent is required (between giving them a copy of the Application Form and the Court Hearing). The Court may permit less notice to be given. 



Only in rare and wholly exceptional cases will the Court agree that an application can be made without giving the parent any notice. There has to be a scrupulous regard for the human rights of both the child and the parents.



Duration: The expiry date and time are stated in the Order - in general, maximum of eight days.





Care Proceedings - Interim Care Order Application (ICO) (Section 38, Children Act 1989)



Effect: Gives the Local Authority parental responsibility and the Local Authority has the power to decide whether the child should remain in hospital or be placed elsewhere.



There is a presumption of reasonable contact but Contact Orders can be made by the Court.



Grounds: The child’s welfare is the paramount consideration. Reasonable grounds for believing that the threshold criteria are satisfied - i.e., the child will or is likely to suffer significant harm attributable to the level of parental care. The Court must consider the “welfare checklist “ in Section 1 of the Act, a list of factors such as the impact for the child upon removal, the risk of harm and parenting capacity. It must be better for there to an order, than no order. 



The Court will also consider whether removal of the child is justified at an interim stage.



Procedure: Parents are entitled to three days’ notice between receiving the Application Form and the Court Hearing.



The Court may, if all parties agree, shorten this notice period.



Duration: The expiry date is stated on the Order - generally first Orders are made for up to 28 days (and then renewed, generally every 28 days, until a Final Care Order is made).





Power for Those with Care of the Child (Section 3(5), Children Act 1989)



Hospital staff (and others) with care of the child can do what is reasonable in all the circumstances to safeguard and promote the child’s welfare - e.g., a medical emergency requiring intervention when there is no opportunity to obtain a Court Order.





Protecting a Child From Immediate Violence



Anyone such as a Social Worker or Nurse may intervene if necessary to protect a child from immediate violence at the hands of a parent (a common law provision - entitled to intervene to prevent an actual or threatened criminal assault).





Note – unborn child



In many cases, the Local Authority will have followed statutory guidance in the Public Law Outline (PLO) which covers situations where there may be an application for a Care Order when the child has been born. Parents can obtain legal aid to attend the PLO meeting which formulates a plan for the child.



Family Courts cannot make Orders regarding unborn children but can, in highly exceptional circumstances, make a declaration of the lawfulness or otherwise of proposed action - e.g., not to inform parents of plans to remove.
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		Child/Young person’s details:

Name:

DOB:

NHS Number:

Address:



		Details of parents/carers:





Who has parental responsibility:





		Discussion Details:

Date:

Venue:

Who is chairing:





TITLE TO GO HERE



Agencies involved in discussion:

		Name

		Agency

		Role

		Email & phone contact
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		Reason and purpose of meeting:





		Diagnosis and medical history:

(Include any ongoing medical needs)



Relevant family medical history:





		



		Current status of the case: 

(e.g. S17, S47, legal proceedings and any reasons for this decision)



		



		Voice of the child/young person and their lived experience:

A tool you could consider is the ‘Three Houses’ Tool from Signs and safety found here:

http://www.signsofsafety.net/signs-of- safety/







		



		Identified Risks, Triggers, Warning Signs and Protective Factors:

(If an Early Help assessment is available please reference this here, include information from other agencies here)



		What are we worried about?



		What is working well?

		What needs to happen?



		



		

		



		Parents/carers/extended family contact whilst in hospital:



		Family’s View



		Treatment and support Plan:

(To include medication, any additional medical or social investigations required, direct work with the child and family, safety measures: assurance that family support networks are appropriate and will not compromise the safety of the child/family)





		Outcomes to be achieved with the child/young person

		What will be provided?

		Who is responsible?

		Timescales





		

		

		



		



		



		Details of follow up appointments and visits: (Timeframe and by whom):



		Who will have contact with the child/young person and when: 



		Contingency plan: (Specify what will happen if the plan is not followed)



		Are there any areas of disagreement to the discharge plan? (If yes, state how these will be resolved)



		Discharge from the Hospital will be? (When the child is medically fit for discharge this will be recorded in medical notes and a discharge plan is in place)








image5.emf
Discharge planning  meeting agenda.docx


Discharge planning meeting agenda.docx
Discharge planning meeting agenda

1. Introductions and purpose of meeting 

2. Professionals attending and apologies 

3. Clarify name, DOB, address, ethnicity of child and significant family members including other children 

4. Agency updates in relation to pre-birth, birth and post birth considerations during hospital stay 

5. Discharge plans to include: 



 When and to whom baby/child is to be discharged to

 Reasons why this is the proposed plan 

 Is parental consent required to implement this plan? If not detail how consent will be dispensed with 

 Consideration of the baby/ child’s development and whether or not there are specific medical needs which need to be addressed, including how these will be addressed 

 Who will transfer/transport baby/child and/or parent/s to proposed address 

 What equipment is required and who will provide this e.g. car seat, clothing, feeding equipment

 Who and when will parent/s be informed of discharge plan 

 Consider any equality and diversity issues in relation to baby/child and the family and how these may impact on implementation of plan 

 Contingency plans 



6. Consideration of support needs for other siblings, parent/s and significant family members, including how and who will provide this. 

7. Where the baby is to be separated from parent/s consider contact arrangements with parents and any siblings following discharge. 

8. Consider information to be shared or withheld from parent/s and the reasons for this. 

9. Arrangements to inform (including who and when); 

-The community midwife 

 -The health visitor following discharge 

-Proposed multi agency visiting arrangements 

-Dates for review of arrangements
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Child or young person (CYP) presents to Acute Trust and cannot be discharged safely or has no safe      
discharge destination 


 


Acute staff to alert Multi-Disciplinary Team (MDT).  Contact CAMHS via crisis email and Children’s Social Care 
(CSC) via advice line or Multi-Agency Referral Form (MARF) if unknown and have consent, unless section 47.  


Acute Trust to handover information that is gathered regarding safeguarding and health (EPR) 
 
 


 


CAMHS identify key clinician, this 
would be Care Coordinator (if 


known to CAMHS), if unknown this 
would be a Crisis Worker.  Key 


clinician to book initial assessment 
on the ward to risk assess the CYP 


time on the ward and collect 
information for formulation (OOH - 


Out of Hours Duty) 


MDT 


 
MDT complete background 
checks e.g. Personalised 


Commissioning (PCD), Police, 
Education, Youth in Mind, Child 


Exploitation, OOH support 


Youth in Mind peer, parent 
and community support 


identified 


 


CSC identify key Social Worker, this 
would be the allocated Social Worker (if 
known to CSC), if not known this may 


be someone from the assessment/duty 
team.  Social Worker to  book initial 


appointment with the ward to establish 
social circumstances (consent from 
CYP/family unless on a Section 47).  


Also to notify EDT OOH 
 
 


Multi-agency meeting to discuss formulation and complete the risk assessment and care plan (virtual meeting).  
To include Acute Trust, CAMHS, CSC (Social Worker and Placement Coordination), VCS and any other 


appropriate agency.  Document shared between agencies and feedback provided to CYP and parent/carer 


 
 


CAMHS provide 1:1 night-time support 
from  5.00pm until  9.00am  where  


appropriate 


VCS and  
parent/carer 


support 


CSC provide daytime support workers in line 
with risk assessment to facilitate 


appropriate activities 
 


 


Daily huddles at 9.15am to communicate any updates from staff as to the CYP’s presentation, progress on 
actions from initial planning meeting and any changes which need to be made to the multi-agency risk 


assessment and care plan. Meetings held virtually.  Feedback provided to CYP and parent/carer. 


NB: Any serious concerns to be escalated as appropriate via Head of Service (CSC) and CAMHS 
 
 


CAMHS to provide relevant information on any 
mental health history and risk assessment to 


identify appropriate discharge destination 


CSC to provide relevant information to identify 
appropriate discharge destination 


 
 
 


If the child or young person cannot safely return home and needs to become looked after by the Local 
Authority, consideration for information sharing regarding joint commissioning.  Ensure CYP and family 


feedback and SLT notifications - CCG (PCD), BDCFT, Acute trust, CSC. Agree commissioning responsibility 


  
Placement/discharge destination and support package identified, arranged and agreed.  Multi-agency meet again 


to plan discharge, including transport and invite new agency to join in a handover meeting to share formulation 
prior to transfer 


 
 


Following discharge, a review meeting is held to learn any lessons and ensure staff reflection and support, 
facilitated by CAMHS Consultant Psychiatrist or CAMHS named Doctor for Safeguarding as appropriate


2
4
 h


rs 
4
8
 h


rs 
7
2
 h


rs 
1
4
 d


a
y
s 


Children & Young People’s Crisis Protocol Flowchart  
 


All agencies VCS CSC CAMHS Acute Trust Key for colour code: 
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