1. Background

In 2020 the SSCP reviewed the death
of a teenager who had taken their
own life by suicide (hanging). Child B
had no history of mental illness and
no formal mental health diagnosis. 8
months before death the family had
raised concerns regarding increased
isolation and self harming and this
was followed by several overdoses
which had resulted in
hospitalisation.
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4. Findings (1)

There was evidence of good and exemplary practice by individual services
and practitioners, particularly around record keeping, accounts of
practice and assessments undertaken. However the things that did not go
well were:

e  Decision-making and practice were affected by unresolved
differences of opinion between professionals within the multi-
agency safeguarding network.

Because the differing perspectives of the various agencies
involved with Child B were not exposed, they never informed an
agreed and integrated assessment of risk.

Multi agency information sharing was good, but the difficulty
lay in making sense of that information.
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