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Child L 

At the age of 15 L was found in the street by a member of the public. He was taken to A&E where he was 

pronounced dead. It was thought to be a drug related death. Toxicology later confirmed it was an ecstasy related 

death. L was known to both health and SW at the time of his death and earlier in his childhood.  

L’s mum G had been physically and sexually abused as a child. She had her first child (B) before she was 17 yrs 

old but her husband tragically died soon after. This child initially remained living with maternal grandparents. She 

subsequently married R and had 2 further children- L and M. R introduced mum to illicit drug misuse and 

associated offending behaviour. Mum frequently suffered from poor mental health and it was known that the 

couple’s addiction issues impacted significantly on their lives and the care afforded to their children.  

Early years 

When L was born he was treated for neonatal abstinence syndrome and parental drug misuse continued to be a 

concern in his early life. The HV noted concerns about the living conditions in the family home. Mum attempted a 

period of residential rehabilitation with her children when L was 6 months old but left after only 2 weeks. When L 

was one yr old the police attended the house re an outstanding warrant for mum and found the home to be in a 

poor condition. L and his older brother were removed and placed with maternal grandparents who were still looking 

after the older step-sibling. Records would suggest they stayed with their grandparents for over a year eventually 

returning to mums care when L was 3. R returned briefly to the family home but left again following domestic abuse 

incidents. The family remained in temporary accommodation for nearly year during which time mum struggled to 

manage L and M’s behaviour and both had poor attendance at school and nursery. When the children returned to 

the care of mum they were subject to statutory supervision orders.  

At age 4 yrs, L was seen by health for encopresis, enuresis and alopecia. During this time mum’s mood was low 

and she was often tearful. Mum was engaging with support re her own childhood abuse. Just shortly after this the 

supervision orders were terminated.   

Age 5-12 yrs  

L was frequently not brought to health appointments. His GP referred him to DCFP following increasing concerns 

about his behaviour including inappropriate sexualised behaviour. DCFP felt his behaviour was related to home 

circumstances. GP records at this point do not reflect any discussion with the HV or any other health professional 

about these concerns or indeed whether the encopresis and alopecia were possibly an expression of emotional 

distress. This information was not shared with SW.  

A Children’s Hearing was held when L was six yrs old, he was fire-raising in the home, had poor school attendance 

and on-going behavioural issues. No further action was taken and he was re-referred back to DCFP. He did not 

attend and was discharged from the service. By this point his older step-sibling (B) was involved with youth SW and 

addiction services and dad received a four year prison service.  Health records note mums mental health 

difficulties- depression, anxiety, panic attacks and agoraphobia. 

At age 10 yrs the family was re-referred back to SW- this resulted in community support team involvement and a 

referral to the community mental health team due to concerns about mum’s mental health. Mum did not engage 

and she also declined voluntary support from community services. L’s older step-sibling B was spending increasing 

time in family home and at age 16 yrs he charged with breach of the peace, a year later he was charged with 

assault and possession of a weapon.  

Age 12 yrs L is referred to CAMHs by his GP, he is increasing disruptive at home and in school. Closed again due 

to non-attendance. His grandmother is diagnosed with cancer and mum charged with assault. Through out this 



period there is no evidence that mum’s parenting capacity was assessed in light of her alcohol use, mental health 

difficulties and lack of engagement or what impact this had on the care of L or his siblings.  

Age 13-15 yrs 

Referral to SW from police- L age 13 yrs found drunk and unconscious in the street and taken to A&E. No further 

action resulted from this referral. Later that year the Reporter requests an assessment for L following incidents 

involving offensive weapons, truancy and alleged bullying at school. GP refers to CAMHs again as both education 

and school SW team concerned about possible ADHD.  

When L is 14 yrs old there is an anonymous referral to SW from neighbours who are concerned about L constantly 

being drunk and using drugs. Neighbours were frightened to do anything as family are ‘notorious’ in area. Mum 

frequently drunk and often absent for long periods of time. SW attempted to visit but mum did not engage- no 

further action. His older sibling B receives a 12 months custodial sentence for assault.  

L is seen three times by CAMHs resulting in a referral to SW. At appointments it is recorded that mum smelled of 

alcohol though this was not included in the referral to SW.  L is assessed as having a conduct disorder and ADHD 

plus concerns about substance misuse, offending and poor school attendance. L reported drinking alcohol was his 

main hobby. Describing visual hallucinations likely linked to drug misuse. SW visit the family home, L admits 

drinking at weekends and truanting and agrees to addiction support. SW report recommends no further action. 

CAMHs refers to youth addiction services and L starts on medication for ADHD. Later this year his symptoms 

relating to ADHD improve and he agree to return to school on part-time basis. Unfortunately his engagement with 

CAMHs deteriorates just before his fifteenth birthday and although SW from CAMHs remains involved eventually 

discharged from service due to non-engagement.  

Further referral to Reporter and report requested. Known to have been carrying an offensive weapon, possession 

of drugs and increased alcohol use. Family informed of potential eviction due to anti-social behaviour.  

Just after his fifteenth birthday L is rarely in school; compliance with medication is poor, found in street intoxicated 

on a number of occasions and offending behaviour escalates. Mum not engaging with services. Youth addiction 

services try to visit at home but fail to establish contact with L. They send open letter asking family to make contact 

within 14 days. Family do not respond and referral closed. CAMHs and SW not informed.  

Despite difficulties L obtains qualifications in English, Maths, Chemistry, PE and Computing at the end of fourth 

year at school. SW refers back to CAMHs due to concerns. 

Age 15 ½ yrs, seen by CAMHs, noted whole house is agitated and distressed, L does not want to go back to 

school- wants to work. Mum has been in hospital due to mental health difficulties and has a new partner. Children’s 

Hearing – supervision requirement made.  Older sibling B involved with cocaine use and supply and receives 

further custodial sentence.  

Over the summer, increasing violence between mum and her new partner, older sibling attempts to enter rehab, L’s 

dad homeless and accessing addiction and mental health services and L does not want to go back to CAMHS or 

want any further medication. His alcohol use was increasing and mum was frequently finding him drunk in the 

street. This did not lead to any escalation in service involvement or raise any concerns about his safety.  

L referred to and starts at Soccer Success. A week later is apprehended and charged by police in possession of an 

offensive weapon. He is spending more time with younger sibling M who appears to also be misusing substances 

and involved in violence. L agrees to attend school part-time even though academic year has started and a training 

course to be progressed if attendance improves. Children’s Hearing held- supervision to be continued, though 

addiction assessment remained outstanding. Three days later L died.  

 

 



Issues to consider 

Recording and Assessment 

The review considered both historical involvement with L and his family and more recent involvement- age 13-

15yrs of age. Historically practice may have been less robust in terms of multi-agency working, communication and 

lack of awareness of the impact of parental substance misuse. However recent multi-agency contact also displayed 

lack of assessment and communication around many of the complex factors within the family home including the 

substance misuse by parents and young people, maternal mental health, offending behaviour and risk taking 

behaviour in L.  

From the review each agency uncovered ‘new’ information that should have been available to help inform risk 

assessments and plans for L and his family. Referrals that were made either to SW by health or CAMHs/DCFC 

often did not include wider family issues or involvement of other SW services. Some of the incidents around L’s risk 

taking behaviour were seen in isolation.  

In particular the accumulative impact of both parental and sibling substance misuse was not considered and the 

impact that this may have had on family functioning and L’s development. A significant amount of this information 

would have been available to primary care and the accumulation and analysis of this information could have led to 

earlier escalation of concerns. All information relating to concerns including SW information should be within the 

child or young person’s record. Recorded information should reflect family relationships and difficulties including 

siblings and all information should be made available when concerns are being discussed and shared.  

Risk taking Behaviour 

Risk taking behaviour in young people can be exhibited in many ways- drug and alcohol use, anti-social behaviour 

or truancy. It can be part of normal development but can become destructive, problematic and have significant 

consequences for family life. Young people may be involved in a number of high risk activities and supporting them 

can be difficult and should be co-ordinated as part of a multi-disciplinary child protection process. It is important 

that the young person is viewed holistically and that their behaviour or risk taking is understood within the context 

of the young person’s environment.  

L clearly was engaged in harmful and risky drug/alcohol taking behaviour on a regular basis with little opportunity to 

engage with ‘prevention and education’ discussions or input and where his family background could have been 

considered as a factor in this behaviour.  

Child protection processes are normally used for children under the age of 16 or under 18 yrs who are looked after 

and accommodated by social work services. However it is also recognised that some 16-18 yr olds who are not 

subject to statutory supervision may be deemed vulnerable and considered to be at risk and when identified staff 

should consider whether a formal inter-agency response would be beneficial to that young person.  

Below is link to Glasgow CPC Interagency procedure and Guidance for Vulnerable children and Young people at 

risk of Significant Harm as an example- 

https://www.glasgowchildprotection.org.uk/CHttpHandler.ashx?id=12913&p=0 

Link to NHSGGC Guideline for emergency departments, Minor Injury Units and Receiving Units where a child or 

young person presents under the influence of alcohol and/or drugs- 

http://library.nhsggc.org.uk/mediaAssets/Child%20Protection%20Unit/Intoxicated%20Adolescents%20Guidelines%

20Jan%202013%20FINAL%20V2.pdf 

For any child protection advice contact CPU on 0141 201 9225 

 Dr Kerry Milligan GPwSI Child Protection, CPU RHSC kerrymilligan@nhs.net 
Comments, suggestions and feedback welcome 
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