Freedom of Information Act 2000 – deaths of children under supervision of Youth Offending Team 
Your request for information has now been considered. The Council holds the information requested.
You asked:

I understand that there was a total of 2 deaths of children under Leicester City YOT supervision during the period April 2013-May 2018.
 

Please can you provide me with the information contained in the critical learning reviews and extended learning reviews submitted by the Leicester City Youth Offending Team following a death of a child under YOT supervision, where the death happened between April 2013 – May 2018.

I anticipate that any personal information would need to be omitted from the reviews. I am specifically looking for information contained within the reviews in relation to:

 

- whether a risk of harm had previously been identified 
Yes
- what was in place to manage any potential risk

Personal data such as names, addresses and specific details of cases has been withheld from disclosure as the Council considers that it is covered by the exemption contained at Section 40(2) and the first condition of (3) of the Act-Personal Information, where disclosure under the Act would breach Data Protection principles, specifically the first and second principles, those of fair, lawful and transparent processing, and those of processing for specified, legitimate and explicit purposes respectively.

In both cases a full assessment had been completed by a qualified YOT Officer using the service’s asset management information tool. From this, the action plan created highlighted risks with support required to minimise the level of risk.

This included:

· A package of support from a range of professionals including CAMHS, Substance Misuse practitioner, Connexions, Education Welfare and reparation. 
· Interventions were matched to their criminogenic needs.
· Both young people were supported by a Youth Advocate who provided both 1:1 targeted support and groupwork targeting their offending behaviour.
Both deaths were not identified as being related to offending behaviour.

- the learning identified in the report

Learning identified from the reports in these two cases are listed below, however the recommendations are not directly related to the nature of the deaths that occurred and would not have prevented these circumstances happening. 
Recommendation to review the compliance procedure for all orders at the YOS

Compliance and punctuality were an issue and area for improvement.  The compliance panel process was subsequently reviewed with actions implemented.  

Recommendation to review the internal YOS transfer process

The handover between case managers could have been managed more effectively.  A process has been developed to ensure cases are carefully transferred internally in addition to the process of external transfers well as externally. 

Recommendation to review all cases in line with National Standards home visits 
All home visits are now reviewed within supervision of all cases monthly.
Recommendation to revisit the referrals through to parenting support 

All cases have robust management oversight to ensure a whole family response via an Early Help Assessment (multi agency team around the family approach) has been considered and offered as appropriate. 

Recommendation to review DYO (Deter Young Offenders) policy for discretionary filters specifically in relation to referrals to Integrated Offender Management 

The DYO policy was reviewed and updated to include the consideration of additional intelligence. Information on all young people known to YOS is shared via seconded police officers with the YOT Case Officer and Team Manager with appropriate action taken/ Cases are now regularly reviewed through our case management diversity panel. 
Recommendation to review procedures with Connexions for monitoring progress of Not in Education Training and Employment (NEET) young people

There is a tracking system in place with performance reported to the Youth Offender Management Board for challenge and scrutiny.

Recommendation to review the DYO policy to ensure Young people receives contact from a team manager as well as the coordinator when DYO status is applied where it is likely that a young person will resist this decision.
This is now in place and the DYPO policy amended to ensure this is applied.

Recommendation to revisit decision making process in regard to risk domains for young people displaying significant police intelligence concerns  

The assessment process and quality assurance processes have been updated.  A reoffending toolkit meeting covers all weekly police intelligence with decisions on actions, including reviewing assessments and risk levels. 

Recommendation to update the YOS induction paperwork

This has been completed. 
- the good/effective practice identified

The handover between the departing advocate to the new advocate was deemed effective practice.

Diversity was recognised well within both cases 
Multi agency mechanisms in place supported information sharing to identify concerns and agree appropriate action to be taken.

There was an increase level of management oversight for different concerns.  three-way supervisions, with staff involved, to discuss updates and concerns were taking place.   

There was a clear tenacious “not giving up” attitude by staff involved specified in the Critical learning review.  The young people would receive daily texts from staff to keep communication at its best and try and motivate the young people on the order.

The initial assessments were of a good standard, in particular the safety and wellbeing section, with some excellent analysis in places in both cases.  The voice of the young people was clear throughout the assessment stages.  The targets set within the intervention plans were appropriate to the assessed needs and were young person friendly.

Timely referrals to specialist interventions and excellent liaison with the school was evident.  The case manager escalated concerns as appropriate. 

An allocation of an advocate with significant specialist experience in a field that would meet the needs of the young person was a good decision. 

Good working relationship with the families.
Case 2
- the actions proposed/enacted following the deaths

All recommendations identified were completed as above.  

You may re-use the information under an Open Government Licence.
If you are dissatisfied with the handling of your request please write to: 
Information Governance & Risk Team

Leicester City Council

Legal Services

4th Floor, City Hall 
115 Charles Street

Leicester LE1 1FZ
e-mail: info.requests@leicester.gov.uk 
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