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Serious Case Reviews
FOR DECISIONS

1.
Accreditation and training for assessors undertaking serious case reviews 
The Care Service Improvement Partnership (CSIP) has indicated to the NHS London regional Children's & Young People's meeting that they are willing to prioritise a training programme for accreditation and training for professionals undertaking Serious Case Reviews for the financial year 2008-9.  
The Board is asked to support the development of such a programme this would be invaluable.
2.
Alignment of serious case reviews with serious untoward incidents
The Board’s Health Network has scheduled a half-day seminar for early February 2008, funded and jointly hosted by CSIP, to consider models of best practice of alignment of serious case reviews with serious untoward incidents in London.
London NHS is currently reviewing current practice across London, members of the London Board’s health / mental health networks and members of the child protection managers’ group are meeting on 1st November to assist this review. The findings of the survey will be considered at the February seminar.
4.
Recommendations from the Review of Serious Case Reviews; and 
5.
Recommencement of the analysis of London serious case reviews

The London Board is invited to consider the proposal that a serious case reviews sub-group of the London Board takes forward both the recommendations from the Review of Serious Case Reviews (see appendix 1) and also the analysis of the next tranche of London serious case reviews.
If this approach is taken the next Board meeting could consider:

· The sub-group membership (interest has been expressed from within the Board’s sub-groups and networks, particularly from the child protection managers’ group),

· Terms of reference for the sub-group, and 

· An 18 month workplan (PID).
6.
List of current London serious case reviews
London NHS has a duty to review the health component of every serious case review. In the event that the sub-group described in points 4 & 5 is constituted, the health review of the cases would be undertaken within the remit of the sub-group. 

In the interim London NHS is seeking access to the list of serious case reviews which are current or completed within this financial year 2007-8; and the reviews themselves. 

_________________________________________

Appendix 1

Review of Serious Case Reviews: Recommendations
1. Standard format for reviews to include headings for:

· Profile sheet for the information set out in tables 1 – 4 in this report;
· Standardised headings, including organisational issues and resources, findings, analysis and limitation on no. of recommendations. There could be a standard set findings/recommendations (e.g. information sharing, multi-agency working, staff supervision, listening to other agencies’ concerns etc) which leaves the report authors to concentrate more on analysis of more subtle issues;
· Analysis of how the focus on the child was lost (if it was) or not initiated;
· A checklist of factors such as BME, DV, mental ill health, substance misuse, temporary accommodation etc;
· Each report to describe a care pathway that ‘may’ have prevented the harm / death (i.e. a good practice guide based on the circumstances of the case and the learning from actual events).
2. The London Board should scope the number of serious case reviews annually, how many are ongoing simultaneously, how long they take, the cost of each review and the quality of reviews, with a view to:

· Identifying improvements in quality and efficiency;
· Whether London would benefit from training in undertaking reviews.
3. The London Board and the London LSCBs should consider the potential for consistent thresholds and models for undertaking different levels of reviews: this would have the benefit of collating learning on cases which fall below the serious case review threshold, without as much resource expense. It could include collation for London-wide learning of NHS serious untoward incidents.

4. Adoption of a standard chronology software package across London.

5. Training for staff in undertaking internal management reviews.

6. Training for specific staff in compiling overview reports.

7. Agreement that the person responsible for the overview report is always independent of the LSCB area.

8. The London Board and the London LSCBs should explore whether a formal list of independent consultants could be drawn up and consider developing standard terms and conditions for commissioning consultants.
9. Each London LSCB reviews their training programme to assure themselves that these issues are fully covered:

· Professional curiosity;
· Understanding and commitment to personal responsibility / accountability;
· Understanding of own and other’s roles;
· Confidence in recognising harm;
· Confidence in sharing information.
10. Development of and commitment to a robust London-wide conflict resolution protocol (incorporated into the London Child Protection Procedures) and training to raise staff confidence in challenging other professionals internal and external to the organisation.

_______________________________

Christine Christie, London Board Manager, Oct 2007
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