DRAFT

Learning lessons, taking action: Ofsted’s evaluations of serious case reviews 1 April 2007 to 31 March 2008
Executive summary 
The responsibility for evaluating serious case reviews conducted in accordance with the guidance set out in chapter 8 of Working together to safeguard children (referred to as Working together) was transferred to Ofsted from the Commission for Social Care Inspection in April 2007. 
 This report is based on an analysis of the outcomes of Ofsted’s evaluations of 50 serious case reviews between 1 April 2007 and 31 March 2008. It brings together findings in relation to the conduct of serious case reviews and the main practice issues arising. It considers how the process of conducting serious case reviews affects the quality of the outcomes, and the lessons learned. It also makes recommendations about practice issues and how the process of conducting serious case reviews could be improved. 

The death, abuse or neglect of any child is a matter of great concern to all of us. As serious case reviews are only undertaken in circumstances where a child has died or has been seriously injured or harmed and abuse is known or suspected to have been a factor, it is important that lessons are learned and that action follows. This report suggests that, despite Every Child Matters
 and an increased focus on partnership working within Children’s Services, much remains to be done; especially to ensure that effective learning and action result from every serious case review and that all services fully appreciate the role they play in ensuring this happens. The report underlines the key role that ‘universal’ services play in ensuring that children are kept safe. Although many of the children who were the focus of these reviews were known to social care agencies, all were known to universal services such as education and health. 

The report highlights continuing weaknesses in record keeping and communication in universal services that allow children to fall into the gaps between services, and the lack of training for staff to help them identify and report the signs and symptoms of abuse and neglect that they witness in their different roles. The report also makes some suggestions for remedying the weaknesses still apparent in the serious case review process such as: adhering to the timescales for completion; improving the quality of individual management reviews; ensuring more independent representation on serious case review panels; better involvement of families in the process; and an improvement in the way in which issues of race, language, culture, religion and disability are addressed both in practice and in serious case reviews. However, the most important issue highlighted in this report is the need for all reviews to focus much more closely on the child concerned – and not, as is the case at the moment, predominantly on the agencies involved.
This is the first year that Ofsted has undertaken responsibilities in this area and it is recognised that Local Safeguarding Children Boards require more guidance and support. Given the important findings in this report, Ofsted will produce further annual reports of our evaluations in order to support continuous improvement in practice and in the way reviews are conducted. 

Key findings

· Most but not all the children (35 out of 50) whose tragic circumstances were subject to a serious case review in the sample analysed were known to social care agencies. All were known to universal services, usually education and/or health. 

· Staff working in universal services play a key role in keeping children safe. It is vitally important that these staff have the necessary skills and knowledge to identify and respond to signs of abuse.

· A large proportion of the serious case reviews which were evaluated in this first year (20 out of 50) were judged to be inadequate. 

· The main reasons for the inadequate judgements were the timescales, with some taking up to three years to complete, and the poor quality of the individual management reviews. These weaknesses had a direct impact on the quality of the findings, the impact of lessons learned and the potential to take action where failings were identified.

· Most serious case review panels consisted solely or mainly of representatives from agencies that were also responsible for preparing individual management reviews. This calls into question their independence and ability to adequately challenge the quality of individual management reviews.

· Serious case reviews were generally successful at identifying what had happened to the children concerned, but were less effective at addressing why. This had a detrimental effect on the lessons learned. A fundamental shift of approach is required with a greater emphasis on the practice of individual members of staff and managers. This might be more possible if panels had a greater level of independent representation. 

· There was little in the practice issues emerging from the reviews that had not been covered in earlier analyses.
 The main findings related to the failure of staff to identify and report signs of abuse; poor recording and communication, and poor knowledge, and application, of basic policies and procedures. 

· There was little evidence of involving or working with families in the serious case review process. Issues of race, language, culture, religion and disability were not covered well either in the serious case reviews or in the way professionals had worked with the families.

· Professionals failed to consider the situation from the child’s perspective: they failed to see the child and, where possible, talk to them to find out what they thought and felt about the issues; and to take action based on this information. In a number of serious case reviews (nine out of 50) this would seem to have been the obvious thing to do but professionals either did not consider it; did not regard it as relevant; or did not know how to do it.

· Too often professionals took the word of parents at face value without considering the effects on the child. There were factors in the families involved related to drug and alcohol misuse, domestic violence, mental illness and learning difficulties which were often not properly taken into account in assessing risk and considering the impact on the child. 

Agencies were particularly poor at addressing the impact of chronic neglect on children, and intervening at an early stage to prevent problems from escalating. For a number of older children subject to serious case reviews the problems in the family had been evident for some years. 

Recommendations

Local Safeguarding Children Boards should:

· ensure that all serious case reviews start from the experience and views of the child, and address how these were sought and taken into account by all the professionals involved 
· introduce a greater element of independence into the membership of panels by including a wider range of professionals from agencies not involved in the serious case review

· ensure that staff working in universal services are included in multi-agency training programmes, and that these services are well represented on the Local Safeguarding Children Board 

· ensure that all multi-agency training programmes include the teaching of basic skills in communicating with children 

· include diversity and equality issues in multi-agency training programmes and ensure that, as far as possible, membership of the board reflects the profile of the local community

· tackle the issues affecting timescales for completion of serious case reviews and adopt a more robust approach in negotiating with Coroners’ Courts and the Crown Prosecution Service to enable information to be used for serious case reviews

provide local guidance and templates for the completion of individual management reviews which support the process in line with Working together and include explicit quality standards

ensure action is taken, especially where failings are serious.

The Department for Children, Schools and Families should:
· clarify further the meaning of ‘independence’ in Working together, including providing guidance as to the degree of independence required of Chairs of Local Safeguarding Children Boards and Chairs of serious case review panels 
provide quality standards for record keeping in schools and guidance to staff on expectations for maintaining and sharing records.
Agencies completing individual management reviews should: 

· make an explicit statement about the involvement of family members and the child, and give reasons if they do not involve them 
· provide a detailed chronology of the involvement of that agency including information about when the child was seen and the details of that meeting 

· address issues of race, language, culture, religion and disability explicitly

· focus more attention on why procedures were not followed, as well as identify what procedures had not been followed or were lacking

ensure any recommendation about improving or developing new procedures is couched in terms of the expected practice outcomes and is followed through to ensure it happens. 

Health agencies should:

ensure there are effective mechanisms in place to coordinate and maintain a comprehensive record of a child’s engagement with health services – particularly for children under five.
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