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London Serious Case Reviews Sub-group 

Introduction

Following publication of the Review of Serious Cases conducted by the London Safeguarding Children Board (London Board) over the period January 2004 to May 2006 the London Board has agreed to establish an additional sub-group charged with the responsibility to explore ways,  and make recommendations,  intended to help consolidate learning from this unique review.

The sub-group will be known as the London Serious Case Review Sub-group and will fit into the London Board’s Governance structure along with other existing sub groups   .

A. 
Membership

The Sub-group to be chaired by a London Local Safeguarding Children Board Chair. Membership to be drawn from senior and specialist staff from Children’s Services Authorities, NHS London and the Metropolitan Police.

B. 
Accountability

The Sub-group will be accountable through the LSCB Chairs’ Group to the London Safeguarding Children Board. The Sub-group will meet quarterly and will provide progress reports on the Sub-group Workplan to the LSCB Chairs’ and London Board meetings.

C. 
Affiliation

The sub-group to establish links with ALDCS, GOL, DCSF, DH, HO, Ofsted and ADCS.
D . 
Workplan
The following Workplan has been drafted to steer the initial work of the Sub-group although it is anticipated that this may be subject to some addition and change as the work develops.
Review of London Serious Case Reviews, 2007
This Workplan is based on the Review of London Serious Case Reviews 2007, and draws on the premise that London needs to be proactive as the response to serious case reviews is in all cases, actually too late – which means that this uniquely gathered information over 32 areas is hugely valuable – not only to all of the agencies but to regulators also. 

The Serious Case Review Sub-group’s activities could therefore include:

1.
Workshop session
A short series of multi-agency/proactive experts workshop sessions/proactive expert may well be helpful to develop a broader perspective to inform this work.
2.
Assisting Regulators to identify and develop best practice guidelines
Taking a whole system approach, exploring the feasibility of using the information to work with regulators to assist them both identify and develop best practice guidelines – with a view to promoting a constructive approach within the new inspection regimes*. For this purpose regulators could be seen to be GOL, Ofsted, CSCI (link to transitions and adult protection) and Healthcare Commission.  

* This dialogue to be conducted within a mutually agreed ‘safe ‘climate’ i.e. where, understanding the nature of ‘signed off’ work, there was no inherent danger to LA  performance  assessments and that regulators saw similar value in developing practice through this type of learning.

3.
Training

Given the consistency of familiar messages, including. information sharing, quality of recording, personal (language) as well as cross agency communications etc , alongside those which may be less familiar such as  issues related to faith and culture – there may be a need to develop a different focus on supporting training e.g. in recording / supervision and appraisal etc on the basis that poor recording will be the responsibility of both practitioner and managers albeit the training needs could be different . This could include:

· A series of London based seminars / briefings; and/or 
· Assisting DCSF with regional seminars / national practice guidance for both practitioner and managers. 

Whilst perhaps controversial it could also focus on a short period, e.g. 3 years, where LAs and other appropriate agencies are expected to demonstrate evidence of training activity directly related to messages from SCRs
4.
Performance framework
Examining whether or not the performance framework sufficiently covers findings from the report –areas such as assessment, reviews, registration etc clearly are – but what about supervision and appraisal, appropriate training (and could this become a social work registration issue where currently 90 hrs CPD is largely unspecified activity. Theoretically this  could allow a practitioner to pursue personal development and training activities that are not directly related to aspects of their work which they find challenging – the point being are there systems in place that would prevent this from happening).
5. Internal casework risk audit
Exploring the feasibility of developing internal audit protocols to assist individual councils to initiate audit programmes covering aspects of casework. This could include casework audit training for middle managers and non social care staff e.g. auditors – anticipating  that internal audit will most often be concentrated on areas related to value for money, financial and procurement protocols and that arising from a of a lack of familiarity many aspects of social care will not be included in audit plans – this is wrong as the serious case review issues represent major risks to local authorities and their partners not just social care – far better effective internal scrutiny on a sustained basis than learning lessons from formal inspections and Serious Case Reviews.

6.
Effectiveness of the Common Assessment Framework
A London Safeguarding Children Board briefing paper to inform  DCSF thinking, based on the review evidence which examines the effectiveness and risks of Common Assessment Framework – focussing on whether the triggers for ‘risk of harm ‘assessment clear. 
7. Increased focus on specific Child protection issues

 Increasing the focus on child protection, domestic violence, adult protection and mental health and the specific vulnerabilities / needs of London’s Black and minority ethnic children and families; e.g. prompting a review of statutory responsibilities in relation to Approved Social Workers and Mental Health doctors for example. 

8. Keeping Children’s Services Authorities informed

Exploring ways of assisting local authority Chief Executives to keep themselves reasonably aware of Safeguarding responsibilities especially in context of leadership on behalf of the Children’s Service Authority – there will of course be local arrangements but Chief Executives could benefit from some activity specifically aimed at their corporate and community leadership responsibilities.
9.
Review of London Serious Case Reviews Recommendations

a) Standard format for reviews to include headings for:

· Profile sheet for the information set out in tables 1 – 4 in the 2007 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, domestic violence, 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).
b) 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.
c) 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.

d) Adoption of a standard chronology software package across London.

e) Training for staff in undertaking internal management reviews.

f) Training for specific staff in compiling overview reports.

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

h) 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.
i) 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.
j) 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.

All of the issues related to style, quality and content etc need a local dimension but take on greater significance if in future serious case reviews are to be evaluated by Ofsted against the Working Together to Safeguard Children guidelines. 

Review of London Serious Case Reviews, 2008

See Appendix 1 for the terms of reference for this review.
_______________________________________________________
Appendix 1

Review of London Serious Case Reviews 2008/9
Terms of reference

To support the London Safeguarding Children Board manager in:

· Reviewing London serious case reviews;

· Identifying the common themes and the lessons for London; 

· Proposing action for London Board and LSCBs;

· Producing a report of the findings and actions needed to prevent harm to children, by improving systems, practice and procedures for responding to children who are at risk of, or experiencing, harm;

· Reviewing the quality of the reports and recommending ways of improving them.

Membership

Core group: 

The core group will comprise representatives from the Child Protection Managers Group and the LSCB Development Officers’ Network. 
Contributors invited for review and comment on specific issues: 

· Jan Pearson, Associate Director for Safeguarding Children, East London and The City Mental Health NHS Trust

· Steve Ranson / Alastair Horne, MPS Murder Review Group

· Briony Ladbury, Child Protection Manager, Croydon Primary Care Trust, on behalf of NHS London
· A representative from the London Board’s Schools Safeguarding Children Network

· A consultant paediatrician / designated doctor
· Professionals from the NSPCC, the children & families’ voluntary and community sector, including, in particular, the minority ethnic communities and faith groups sector, London Probation, the Borders & Immigration Service, the Fire and London Ambulance Services etc
Confidentiality:

The core group and invited contributors are committed to not disclosing any information relating to the serious case reviews outside of the core group.  Other than:

· Providing presentations of work-in-progress – which may be given to the London LSCBs and member agencies, with prior agreement with the London Board; and   

· Sharing of information with the DCSF Safeguarding Children Unit, DH Safeguarding Children Adviser and ADCS with prior agreement with the London Board. 
Procedure

The London Board Manager to undertake initial review of the serious case reviews. The core group will:

· Provide advice and comment on the review;

· Meet as required to assist in drafting the annual Safeguarding Children in London report.

· Develop recommendations for actions by the London Board and LSCBs

Outputs

The initiative will:

1. Provide interim progress reports to the London Safeguarding Children Board and the London LSCB Chairs’ Group;

2. Provide interim and final presentations on the findings of the review to London LSCBs and their member agencies;

3. Inform the London Child Protection Procedures review process; 

4. Inform the Competence Matters: multi-agency safeguarding children training framework;

5. Produce a final report to support learning for safeguarding children in London;

6. Develop a toolkit for best practice in undertaking serious case reviews; and

7. Comment on the feasibility of developing a list of approved serious case review consultants for London.

________________________________________________________

Christine Christie, London Board Manager, April 2008
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