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	1.
	Purpose

	
	The purpose of this report is:

· To advise Board members of the conclusions of the four serious case reviews which were completed by the LSCB in 2009 and which have recently been evaluated by Ofsted

· To set out the common themes which emerged from the reviews and the implications for policy and practice.

· To promote discussion and learning across agencies. 

· To establish how local mechanisms can be developed to ensure key messages about identified risk factors in families can be disseminated to practitioners to enable them to improve their practice and more easily identify the children most at risk from significant harm.



	
	

	2.
	Background

	
	2.1 Context
When a child dies and abuse or neglect is known or suspected to be a factor in the death, local organisations should always consider whether there are any lessons to be learnt about the ways in which they worked together to safeguard and promote the welfare of children. Consequently, when a child dies in such circumstances, the LSCB should always conduct a serious case review into the involvement with the child and family of organisations and professionals. (HM Government Working Together to Safeguard Children- A guide to Inter- Agency Working to Safeguard and Promote the Welfare of Children 2010 (WT 2010))

The purpose of serious case reviews carried out under the guidance set out in WT 2010 is to:

· Establish whether there are lessons to be learnt from the case about the way in which local professionals and organisations work together to safeguard and promote their welfare of children.

· Identify clearly what lessons there are, how they will be acted on, and what is expected to change as a result: and

· as a consequence, improve interagency working and better safeguard and promote the welfare of children.

· Serious case reviews are not inquiries into how a child died or who is culpable. That is a matter for the Coroner and criminal courts, respectively, to determine as appropriate.

2.2 Background

3.1 In December 2009, Cambridgeshire Local Safeguarding Children Board (LSCB) submitted 4 completed Serious Case Reviews (SCRs) for evaluation by OFSTED.

3.2 The SCR process is managed under the auspices of the LSCB and the Independent Chair, Felicity Schofield has ultimate responsibility for ensuring that the agencies that were involved in providing services to the families meet the requirements of the SCR process. 
3.3 The SCR’s are written by an independent author to ensure sufficient challenge is built into the process. The SCR panel, which oversees the process, is also chaired by an independent person.

3.4 In three out of the four cases the conclusion of the serious case review was that the child’s death could not have been either foreseen or prevented. However, the detailed examination of the events leading up to each child’s death inevitably identified some areas where practice could have been improved. 

3.4 Over the summer, Cambridgeshire received OFSTED’s evaluation on all four SCRs, which had been submitted in December 2009. A judgement of ‘adequate’ was received for each one.

OFSTED evaluate the review process rather than the quality of the of work that was under taken in respect to each individual case.
2.3 Brief summary of each case 
Baby A

Baby A died aged 7 weeks. Para medics were called to the family home where she was found to be unconscious and unresponsive. Attempts to resuscitate her were commenced immediately and she was taken to hospital where she received emergency treatment. Expert staff from the hospital transferred her to a Paediatric Intensive Care Unit. 12 days later the decision to withdraw life support was made by the paediatricians with the agreement of the parents. Following the post mortem it was identified that Baby A had sustained around 30 fractures, plus bite injuries and brain damage. The father has been found guilty of her murder. The mother pleaded guilty for allowing her death. 
Child C and E. DoD June 2007

E aged 13 and C, aged 16 were found dead at their mothers’ house. The children had both died from multiple stab wounds to their chests. Their mother was arrested and charged with their murders. Their mother was later convicted of both children’s murders. 

Child G January 2009

G died aged 17 years. He committed suicide at a relative’s house. He was the oldest child in the family and had  had a troubled childhood and  difficult relationship with his mother. He has Attention Deficit Hyperactivity Disorder (ADHD) and exhibited behaviour problems. He was known to the Youth Offending Services. 
F DoD June 2009

F died aged 6 weeks. She was the second child of her parents who both had a history of mental illness. The father brought F into the local GP surgery, where she was found to be  lifeless and unresponsive. Immediate resuscitation commenced. F was pronounced dead in hospital. At the time of her death there was a child protection plan in place for both F and her sister and practitioners from a number of agencies were involved in supporting the family. Her parents were arrested and charged with her murder. They are currently patients in secure mental health units. 



	
	

	3.
	Themes arising from the reviews



	
	3.1 In 3 out of the 4 SCR’s there was a domestic abuse component, either in the past or a current problem. Parental mental health problems were also a recurring theme as was the presence of drugs or alcohol. 

 Mental health problems were a theme identified in the Biennial Study of serious case reviews (2005-07) (DCSF RR-129) The Biennial review is a review that is conducted every two years. It analyses all the SCR commissioned in England drawing out any trends and themes that emerge so lessons can be learnt from these cases and can inform both policy and practice.  
The Biennial review also identified that many of the families who were subject of a SCR, were struggling with domestic violence, substance misuse and mental health issues, often in combination, which was an emerging theme in the Cambridgeshire cases. 

The presence of these characteristics, even if they co-exist, does not predict serious injury or death of a child; However, it does increase the risks of harm to the child (Ibid 2008a).
3.2 The environment in which a child lives is crucial to his or her health, safety and well being. Living with adversity compromises the life opportunities of the child. Nationally in the most recent study of SCRs where a child was being hurt or neglected, the relationships around that child were often abusive as well. ‘Respectful Uncertainty’ needs to be part of a professional’s mindset along side rigorous, systematic thinking and analysis. Professionals need to pool specialist expertise and be more alert to the way factors come together. ( Brandon et el 2008a, Gardener and Brandon 2009:178)

Howe notes that ‘A deeper grasp of parents’ state of mind and the way they understand and interpret the needs and behaviour of their children provide important clues about whether they can or cannot keep them safe’. (Howe 2005)

3.5 In the Cambridgeshire cases one particular overarching theme emerged. This is the enduring problem of the child being ‘lost’ within the family ‘chaos’. The child becomes ‘invisible’ to professionals. 

The chaotic behaviour in many families can often be mirrored in professionals’ thinking and actions so that both families and professionals become overwhelmed and a culture of low expectations emerges.

The majority of the children were living in ‘overwhelmed’ families which were acknowledged to be neglectful, but their circumstances were not judged to reach the thresholds for services from Children’s Social Care. 

The families did not stand out. Comments were recorded by individual agencies, for example, the family ’were no worse than any other family in this locality’. 

There is a need to think about developing training for staff that will guard against a culture of ‘low expectations’ both within the family themselves and the professionals providing services. 
There also is a need to continue to develop a better understanding of a graded approach to safeguarding, and to helping practitioners to see that they are part of the safeguarding continuum. 

This will be enhanced by a broader use of the Common Assessment Framework (CAF) process, as well as by further developing family support based safeguarding services that do not rely on the engagement and involvement of children’s social care.

3.6 Many of the families had frequent moves and consistently failed to attend medical appointments which is a theme identified as a risk factor in the Biennial Analysis of Serious Case Reviews (2005-2007) 

Families’ missing medical appointment is a common theme. This in isolation would not trigger particular concerns, however if it is linked with other environmental and family characteristics already identified, a more worrying picture emerges. In some services in Cambridgeshire missed appointments are currently seen as a reason to close cases, and there is no assertive follow up to establish the reasons for such missed appointments. 

Nationally good practice exists in some areas, where a pattern of missed health appointments is seen as a trigger for enhanced professional effort to engage and not a reason for a withdrawal of services. This more vigilant approach to missed appointments is a recommendation from the 2004 National Service Framework for Children. 

The LSCB needs to work with partner agencies, particularly in the local Health Economy to establish whether they wish to introduce this recommended standard and what needs to happen in order to do so.
3.7 In 3 out of the 4   cases, the families were or had been previously known to Children’s Social Care but only one case had an active child protection plan in place. It would therefore follow that awareness of both historical and current concerns should be taken into account when assessing the potential risk to a child whether the threshold for current social care involvement or for a child protection plan are met of not. 

3.8 In all of the cases the families were described as difficult to engage or even hostile to professionals, or exhibited disguised compliance. This is when a family appears to co-operate but in reality they fail to engage. Working with such families is a tremendous challenge for professionals. In one case it was expressed that ‘getting over the threshold was seen as an achievement’. The child becomes increasingly isolated and unprotected. Being able to engage in these circumstances requires confident capable staff that are well supported and supervised

3.9 Patterns of co-operation may be difficult to detect in day to day practice but professionals need to be alert to looking for patterns in parent’s behaviour and to share this information with other agencies who maybe wrongly assume that the needs of the child are being met by another agency. Reluctant parental behaviour coupled with frequent moves can mean that children ‘fall off the professionals’ radar’

The LSCB has provided multi agency training to develop professionals’ ability to work with hard to engage or hostile families 
3.10 As in the National picture, the Cambridgeshire cases also highlighted ‘absent fathers’. In one of the SCR the father was described as ‘very much in the background’ with ‘all the focus of attention on the mother’. 

3.11 In 3 out of the 4 cases the children were of mixed heritage or there were cultural differences. Children from all cultures can be subject to abuse and neglect. In order to make sensitive and informed professional judgements about a child’s needs, and parenting capacity to respond to their child’s needs, it is important that professionals are sensitive to differing family patterns and lifestyles and to child-rearing patterns that vary across different racial, ethic and cultural groups.
3.12 Whilst it has been identified that younger children are most vulnerable to death from abuse, nationally the next most vulnerable group are adolescents. This is reflected in the Cambridgeshire cases. This ‘hard to help’ group of young people shared the same profile in Cambridgeshire as reported in the Biennial Analysis of SCR (2005-2009) in that  the young people had a long history of agency involvement. 
3.13 In Cambridgeshire one child died from suicide. Most of the older adolescents in the Biennial Analysis of SCR 2005-07 (Research Report DCSF-RR129) also died from suicide. Evidence from this study showed that their needs and distress was often missed or were too challenging, or expensive for services to meet. A high proportion of this vulnerable group had experienced a history of abuse and neglect coupled with environmental factors like domestic violence, mental health issues and poverty (Hindley et el 2006). 



	
	

	4.
	Implications for partners

	
	The recommendations that came out of the 4 SCR’s have been translated into action plans. The completion of these plans is robustly monitored by the LSCB.  All Partner agencies have made good progress in completing their individual action plans.

There is still some work to do around developing a risk assessment tool to identify the children most at risk of significant harm. 
The LSCB has provided specialist training to address, supporting professionals to engaging with hostile families, work with absent fathers and highlight the significance of perinatal mental health on the outcomes of vulnerable babies. This training was well received and evaluated well.

 

	
	

	5.
	Decisions or recommendations required

	
	Board Members are asked to:

· note the content of this report

· note the action being taken by the LSCB

· ensure that staff within their agency are aware of the themes arising from Cambridgeshire’s recent serious case reviews
· develop the work ‘focus on Fenland’
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