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1.    Introduction

This report provides an update on the LCPC’s initiative aimed at developing a body of knowledge of the common themes and issues arising from London Serious Case Reviews – in order to support London ACPC’s in their planning to improve local child protection practice. The initiative is in its infancy, the LCPC support team has reviewed the Executive Summaries of only four Serious Case Reviews.  LCPC staff have written to ACPC chairs throughout London to advise them of the decision of the LCPC in April 2004 to promote this work. 

Content of the Reviews

2.   Common Themes

a) All children involved were from minority ethnic background and there was evidence from three families of considerable displacement as a result of flight for political or personal reasons from countries of origin

b) Parental mental illness and domestic violence were the most consistent features in the Reviews, accompanied by concerns about information sharing by and with relevant services. Health and mental health services were criticised for failing to identify or refer issues around domestic violence ahead of the serious or critical incident, which led to review.

c) Analysis of information failed where there were lots of agencies involved and in one case, core groups were not maintained for an unborn child on a CPR.

d) Confusion existed between Acute Trusts and within one SSD about case responsibilities around transfer of responsibilities between operational teams. 

3.  Other Important Issues from Individual Reviews

a) There was a failure to ensure an assessment was conducted before the birth of a child in line with the London Procedures – CP Conference appeared to imply that assessment would begin after birth.

b) A CP Conference was not clear enough with regard to setting timescales for the completion of the work.

c) There was an Inter-agency failure to identify the absence of continued Core Group planning after two meetings had been held.

d) The level of caseload allocation to the social worker was high in the one case known to SSD before incident.

e) There was a failure within one SSD to deal with pre-existing performance concerns about one social worker.

f) An LEA failed to ensure school provision for child from abroad despite arranging schools for the child’s siblings and failed to link with the voluntary education provision made available to him as a result of familial efforts.

g) Schools did not ask about immigration status.

h) Failure by the Voluntary Education Agency to refer serious child protection concerns to the SSD.

i) Immigration Services allowed four members of one family over 2.5 years to enter country on 6 month visas with no linkage being made between the family members, and no attempts being made to enforce removal after overstaying by all four.  Three of the four were sibling minors. 

j) Lateness by medical staff in referring to police and SSD

Some of the above issues are significant not because they occurred once in four Reviews or because of their signal importance, but also because they are close to features of the Climbie case – education, immigration, performance management in SSD, lack of supervision, failure to assess the child, lateness of medical referral, failure to set timescales at key CP inter-agency meetings.

4.   Recommendations

Overall, the four Reviews had the normal content of procedural and learning skills improvements. There was little new by way of recommendations and overall, the recommendations provided little confidence that further failings would be prevented. Rather, they imposed procedures on areas where there had been failings or offered training in the hope of improved performance. 

5.    Quality of the Reviews

The quality of the Executive Summaries was variable. The key problem appeared to be a failure to link commentary and recommendations to evidence in the cases concerned or to analyse why issues had arisen or what might make a significant difference in future. 

5.   LCPC Issues

A number of wider issues emerged from the above themes for LCPC consideration now and in future after more reviews have been analysed. These were:

a) What should the threshold be for undertaking formal child protection enquiries, when there is concern about parental mental illness or domestic violence in a household? One case did attempt to debate whether such a threshold in the case of domestic violence might be for all cases involving children under the age of 6 months although this is not likely to be effective for many vulnerable children. The current LCPC procedures require consideration of child protection enquiries only upon the third “minor” referral or after any more serious event. Broadening of this threshold might be a more realistic acknowledgement of the dangers of domestic violence and could be achieved through a procedural change now, further research into the effects of such a change or consultation around what a more useful threshold should be.   

b) Similar considerations would be useful for cases involving serious acute or chronic mental health conditions of a parent, where the depth of case review material nationally is arguably sufficient to require there to be a need to consider the case for child protection enquiries and/or a core assessment of need in all such cases. Consultation with ACPCs about how best to achieve such a change is recommended in this respect in view of the difficulties in implementing an inclusive approach such as this in an area of work where concerns about inter-professional working are often at their greatest. 

c) What should effective follow-up procedures be for immigration and other services in respect of children entering the country, either alone or with relatives not thought to be parents, and where temporary visas only are issued?

d) Responsibilities for children without a school place might need to be strengthened across the whole of London (highlighted by one case).

e) The varying quality of the reports strengthens the need for LCPC to put together an approved list of potential report authors. 
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