BACKGROUND PAPER ON LONDON SERIOUS CASE REVIEWS 
COMPLETED APRIL 2006 – SEPTEMBER 2009

PURPOSE

This paper reports on key issues arising from the Serious Case Reviews (SCRs) concluded in the London region between April 2006 and September 2009 and considers the London cases against the context of the national SCR studies.  

Children in England: A Progress R Protection of hi in England Progress Report
CONTEXT - KEY MESSAGES FROM NATIONAL SCR STUDIES
In order to compare the London and national picture, we have drawn comparisons between these cases and the recent national studies
. 

Note however the different time frames and the small numbers, which make direct comparisons difficult. 

In the most recent national analyses:

· The population of children subject to SCRs appears to be changing. A total of 189 children were included in the 2005 – 2007 analysis, of whom 66% had died.  In the Ofsted’s most recent report covering 2008 – 2009 only 52% of the children had died. This reflects the fact that more Serious Case Reviews are being undertaken in cases of non-fatal harm.

· The children subject to an SCR are overwhelmingly young, with two thirds being under 5 years of age and half under 1. 

· Just over half the subjects of SCRs are boys. In 2005 – 2007 56% of the subjects were boys. There is no gender data for 2007-2008. In 2008-2009 53% of the subjects were boys.

The national studies looked at whether children were known to Children’s Social Care. This is important in understanding how well thresholds are understood and how Children’s Social Care services are operating:

· In 2005 -2007 17% of children were subject to a Protection Plan, in 2007-

2008 28%  and in 2008 – 2009 19%.

· There were known child protection risks for a third of the children.

· In the 2005 – 2007 analysis just over 50% of the children were known to 

Children’s Social Care at the time of the incident. 74% in 2007-2008 and 68% 

in the 2008 – 2009 analysis.

The national studies note that:

· The chaotic behaviour in families was often mirrored in professionals’ thinking and actions. Many families and professionals were overwhelmed by having too many problems to face and too much to achieve.

· Multiple moves and reluctant parental cooperation sometimes took the child off the professional radar. 

· Many of the overview reports did not provide sufficient information for the authors to gain an understanding of the events leading to the child’s death. 

· In many reviews, information was missing concerning; fathers/male household visitors; and about organisational culture and capacity. 

40 children were selected from the 2005 – 2007 analysis for more intensive study, which included interviews with members of staff. Key findings were:

· 33% of the children were low birth weight

· Almost 50% of the families were highly mobile with poor housing

· 50% of the parents had criminal convictions

· Domestic violence was present in 50% of the families 

· 33% of families had a parent with past or present mental health 

problems.

THE LONDON PICTURE
This study showed the London situation to be broadly consistent with the messages from the national studies with only a few exceptions. We have however been able to supplement the learning from the national studies with a more in depth look at the London cases.

The cohort

Characteristics of the London SCRs completed April 2006 – September 2009:

· 60 children in 47 families were involved in the incident, which lead to an SCR

· A further 30 children lived in the same household as the subject of an SCR

· 62% involved a child death

· 62% of the children who were subject of SCRs were boys 

The age profile of the children who were subject of an SCR was very similar to that in national 2008 – 2009 study.

	AGE
	LONDON STUDY
	NATIONAL STUDY

2008 - 2009

	Under 1
	35% 
	32%

	1 – 5
	23% 
	29%

	6 – 10
	13% 
	15%

	11 – 15
	17%
	15%

	16
	12% 
	9%


Approximately 15% of SCRs involved new immigrants from Africa, Asia and Eastern Europe, who did not have stable support mechanisms and were not sufficiently in touch with services which might have identified the problem. The families were also highly mobile. 
In London:

· 19% had a Child Protection Plan, or in one case a Supervision Order. 

· 13% of families were receiving services for Children In Need

· 17% involved children who were Looked After. 

· 21% of families were the subject of multiple referrals

· 70% of families were known to Children’s Social Care

In many of these cases there was a failure of the planning process, as well as in the delivery of services.

Characteristics of harm

In the London cases:

· Neglect was a serious issue in 27% of the sample and in 2 cases the presence of neglect obscured the presence of physical and sexual abuse

· In 13% of cases the children and adults were part of a large opportunistic network of sexual abuse, which had not been identified by services

Of the cases involving a child death:

· 12% were SUDI (Sudden unexpected death of an infant)

· 62% were physical assault

· 12% were neglect with most of these cases being children over 10 years of age

· 9% were death related to but not directly caused by maltreatment (including children involved in stabbing incidents) 

· There was a small number of suicides and attempted suicide

Characteristic of the family

Parental history was limited in the SCRs. However:

· 17% of the mothers had themselves experienced Sexual Abuse or Abuse and Exploitation when they were children, often in a context of Physical Abuse and Neglect 

· A further 4 parents were identified as previously known to Children’s Social Care, as were four of the adult male household members   

· A number of mothers and female adults in the families had become involved with their partners when they were still minors and this raised questions about the need for work with missing, sexually abused and exploited children 

Mental health problems and domestic violence remained key factors in London SCRs:

· 60% of families had a parent with mental health problems which affected child care (Note that this was 24% in the 2008 - 2009 national analysis, but that analysis warns that their figures may represent an underestimate) 

· In about half of the London cases there was a major mental illness

· In some instances the psychotic illness only became apparent after the child’s death

· There was domestic violence in 47% of families (Note that this was 27% in the 2008 - 2009 national analysis, but that analysis warns that their figures may represent an underestimate)

· In a small number of cases the mother died as a result of fatal domestic violence. 

· 26% of families included an adult with an identified history of violence, other than domestic violence
London’s highly mobile population and the associated issues were evident in the cases. Similarly to the national analysis, this mobility sometimes interfered with the professional ability to focus on the children:

· 21% of families were known to 2 LSCB areas

· 13% of families had been known to 4 or more LSCBs or moved continually within one or two
· 6% of families travelled between England and their country of origin, during the period under review 

· In total 40% of families were considered to be highly mobile

· 6% of families had language difficulties 

· A significant number of the young people known to the care system had multiple placements all over the country

Housing problems were also evident:

· 47% of the sample had rent arrears, had either been evicted or were described as on the verge of eviction

· 9% of the women had been forced to move because of domestic violence

· 13% of families were in dispute with their neighbours

The role of alcohol and drugs was noted in some of the SCRs as a significant factor:

· Alcohol misuse featured in 23% of families 

· Drug misuse featured in 28% of families

· In a small number of families there was an adult drug dealer

· A small number of babies experienced drug withdrawal after birth

Disruptions to the early mother-child relationship were noted as having an impact:

· In 21% of families there were problems with ante natal care (either late booking and missed appointments), maternal anxiety or domestic violence during pregnancy 

· Issues such as prematurity, Post Natal Depression, feeding difficulties were noted in 32% of families

Practice and organisational Issues

· In half of the cases, there were problems with recording and communication and most notably, across all agencies there were failures to ascertain the family’s history. 

· Many decisions and judgements were over optimistic, made out of context and based on a single piece of information rather than considering the family’s issues in a holistic way.

· As in the national study, there were examples of fixed thinking, where assessment was not undertaken or changed in the light of new information about the family.

· There were some very thoroughly recorded cases, where procedures were followed rigorously, but where the practitioners did not seem to have a proper understanding of the implications of the information they were presented with.

· In almost a quarter of cases one or more planning meetings/processes were flawed, with meetings where key professionals were absent, the process lacked rigor including not minuting meetings and decisions were not actioned.

· There were several instances where parents deliberately attempted to mislead agencies.

· In contrast, there were a small number of tragic cases, where the overwhelming pressures on the family were unrecognised by the services involved.

· Among the SCRs following child deaths and cases where children nearly died, there were a small, but significant group of families where there were rehearsal incidents or other events that should have given a clear warning, including threats to kill, injuries and increased use of services.

· A couple of cases noted the issues around relying to heavily on student/unqualified workers

· A small number of cases described frequent changes of decisions and interventions following changes of Social Worker and Manager

Quality of SCRs

The SCRs generally provided sufficient information to give a good understanding of the events leading to the child’s death. Some overview reports lacked information about organisational culture and capacity. There were also significant gaps in the case files and then the subsequent SCRs including information about fathers and male household visitors and even the children themselves. Too often the case files and SCRs focused on what had happened to the children and not enough context about the characteristics and situation of the children. 

Analysing the trends concerning features like drug and alcohol use or disability was difficult because it was not always clear where there was a gap in recording or whether this had not been looked at by the reviewers.

“DOING CORE TASKS WELL” 

TOP ISSUES FOR DCSs AND SAFEGUARDING BOARDS 

1. The best predictor of behaviour is past behaviour. Practitioners and their managers (particularly health and social care) need to be better trained and supported to take family histories and understand their significance. Spotting the rehearsal incident and responding quickly can prevent escalation to more significant harm.

2. Male household members and visitors are as important to children’s safety as mothers and female visitors. Practitioners and their managers, especially in Children’s Social Care, need to include men (who are having significant contact with the household) in family assessments and on going work with the family.

3. Clear well understood thresholds and a continuum of services help protect children. There must be mechanisms to ensure that referrals to specialist services are made when necessary, receive an appropriate response and are escalated when there are delays. 
4. Basic Child Protection Practice is Important. Practitioners and their managers (particularly in health settings need to understand the child protection implications of childhood injuries and take action to investigate suspicious injuries. Everyone must engage in sensible data sharing practice, which prioritises the needs of children.

5. All forms of abuse harm children.  Practitioners and their managers need to be sufficiently skilled to understand when “low level neglect” is masking lethal neglect, physical and sexual abuse, including extended family networks of abuse.
6. Children who go missing, very quickly become at risk of sexual exploitation and involvement in abuse rings, criminality and drug abuse.  London Authorities need to address the under reporting of this issue and the lack of attention to the issue of young runaways.
7. Professionals sometimes miss or are overly optimistic about parents with significant mental health problems. Practitioners and their managers need to be trained and supported to identify and act on the danger signs.

8. Violence is violence and it’s dangerous. Practitioners and their managers must be helped to identify and respond appropriately to violence within and around the family.

9. Children disappear from view when there is high mobility (including inter country) and housing problems. Services must ensure that there are robust mechanisms to track and communicate with vulnerable mobile families.

10. Early relationships matter. Practitioners and their managers (particularly in health settings) must be able to identify problems in the ante natal period and address the dangers of interruptions to the early mother/child relationship.

11. The quality of relationships matters. Practitioners and their managers must be able to communicate with children and must prioritise this. They need good observational and analytic skills to comprehend the difference between seeing the child and understanding the child’s circumstances and between attachment and single interactions. 

12. Think teenager. Adolescence is a time of increased vulnerability, especially for those with a poor childhood experience or who are about to become parents. Services (particularly Children’s Social Care) must satisfy themselves that young people are being appropriately catered for by their services. 

13. The more thorough the information on which SCRs are based, the better 

the learning will be.




Joan Prokop





Kathy Bundred
GOL Safeguarding Team





Jo Green
�DCSF: Understanding Serious Case Reviews and their Impact: A Biennial Analysis of Serious Case Reviews 2005-07. Learning lessons, taking action: Ofsted’s evaluations of series case reviews 1 April 2007 to 31 March 2008. Learning lessons from serious case reviews: year 2 Ofsted’s second evaluation report of serious case reviews carried out and completed between 1 April 2008 and 31 March 2009.





PAGE  
2

