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BOLTON FRAMEWORK FOR ACTION GUIDANCE

SERIOUS CASE REVIEWS

INTRODUCTION
Every unexpected death of a child is a tragedy for his or her family, and investigations should keep an appropriate balance between forensic and medical requirements and the family’s need for support. 
This guidance provides a framework for responding to a child’s death where abuse or neglect is known or suspected to a factor in the death.
CRITERIA FOR SERIOUS CASE REVIEW
When a child dies unexpectedly, and abuse or neglect is known or suspected to be a factor in the death, Bolton Safeguarding Children Board should always conduct a Serious Case Review (SCR).  

A Serious Case Review may also be considered where one or more of the following are met: -

· A child sustains a potentially life-threatening injury or serious and permanent

· Impairment of health and development through abuse or neglect

· A child has been subjected to particularly serious sexual abuse

· A parent has been murdered and a homicide review is being initiated

· A child has been killed by a parent with a mental illness

· The case gives rise to concerns about inter-agency working to protect children from harm
PURPOSE
The purpose of a Serious Case Review is to:-

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

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

· Improve inter-agency working and better safeguard and promote the welfare of children
PROCESS
Referral

When workers or organisations suspect or become aware that abuse or neglect is a factor in a child’s death, including death by suicide, they should immediately: -

· Consider whether there are other children at risk of harm who require safeguarding (e.g. siblings, or other children in an institution where abuse is alleged) and take the appropriate action (Section B making a referral)
· Inform the Designated Person for Child Protection within their organisation.  It is their responsibility to contact the Child Protection Unit, Bolton Children’s Services.
The Child Protection Unit will take responsibility for:- 

· Checking if the child is the subject of a child protection plan
· Informing other relevant organisations 

· Informing the chair of Bolton Safeguarding Children Board
· Co-ordinate a meeting of the Initial Serious Case Review Panel (SCRP)
The following questions may help in deciding whether or not a case should be the subject of a Case Review.  The answer ‘Yes’ to several of these questions is likely to indicate that a review could yield useful lessons.

· Was there clear evidence of a risk of significant harm to a child which was:-

-  Not recognised by agencies or professional in contact with the     child or perpetrator or
-  Not shared with others or
-  Not acted upon appropriately
· Was the child abused in an institutional setting (e.g. school, nursery, and family centre)?

· Was the child abused while being looked after by the local authority? 

· Does one or more agency or professional consider that its concerns were not taken sufficiently seriously or acted upon appropriately by another?

· Does the case indicate that there may be failings in one or more aspects of the local operation of formal child protection procedures, which go beyond the handling of this case?

· Was the child the subject of a Child Protection Plan or had they previously been the subject of a Child Protection Plan?

· Does the case suggest that the LSCB may need to change its local protocols or procedures or that protocols and procedures are not being adequately disseminated, understood or implemented?

A Serious Case Review can also be conducted at the direction of the Secretary of State for the Department of Children, Schools and Families (S.81 Children Act 1989) or at the request of OFSTED.
On receiving notification that an Initial Serious Case Review Panel (SCRP) is to be held, organisations should promptly secure all relevant information and case records.  

Initial Serious Case Review Panel
The SCRP is a Standing Group of Bolton Safeguarding Children Board and membership is drawn from partner organisations, including Health, Police, Probation and Children’s Services.  The Panel has flexibility to co-opt other relevant representation as and when appropriate.  Panel members, including the Chair, should not have had previous involvement in the direct management of the case.

The initial SCRP will be convened to determine and confirm whether the Serious Case Review criteria have been met.  This meeting should be held within one month of the referral.  

Organisations should ensure they prepare all relevant information in a timely manner for the meeting.  This includes preparing a chronology and providing a brief synopsis of involvement.  Appendix 1 provides relevant exemplars.

The initial SCRP will be chaired by a senior manager from the Child Protection Unit, or their equivalent in another organisation.  It is the chair’s responsibility to discuss the recommendation of the Panel with the chair of Bolton Safeguarding health and Well-being Board. 
Outcomes of the Initial Serious Case Review Panel

The Chair of the Board will make the final decision about whether or not to conduct a Serious Case Review.  This should then be shared with the Board and the Safeguarding Executive, as well as OFSTED and other relevant Chief Officers.
If the criteria are not met, consideration should be given to the value of conducting a smaller scale audit or individual Management Reviews.  Where this recommendation is made then arrangements should be made to share relevant findings with the Panel.
CONDUCTING A SERIOUS CASE REVIEW
Where it is confirmed that a Serious Case Review is required, the Initial Serious Case Review Panel will identify:-

· Membership of the Serious Case Review Panel

· An appropriate Chair to conduct future meetings and complete the overview report - the chair should not have had previous involvement in the direct management of the case 
Subsequent meetings of the SCRP will determine scope of the Serious Case Review, including individual Management Reviews and timescales.

Scope

On the basis of the information available, the SCRP will draw up clear terms of reference of the Case Review. Relevant issues include:-

· What appear to be the most important issues to address in trying to learn from this specific case? How can the information best be analysed?

· Are there features of the case which indicate that any part of the review process should involve or be conducted by, a party independent of the professionals/agencies who will be required to participate in the review? Might it help the review panel to bring in an outside expert at any stage to shed light on crucial aspects of the case?

· Over what period of time should events be reviewed, i.e. how far back is the cut off point? Is there family history/background which could better help to understand the recent past and present and which the review should try and capture?

· Which agencies and professionals should contribute to the review, and who else (e.g. proprietor of independent school, playgroup leader) should be asked to submit reports or otherwise contribute?)

· Should family members be invited to contribute to the review, for example by letter or in person?

· Will the case give rise to other parallel lines of investigations of practice for example a mental health homicide or suicide enquiry, and if so, how can a co-ordinated review process best address all the relevant questions which need to be asked, in the most economical way?

· Is there a need to involve agencies/professionals in other LSCB areas, and what should be the respective roles and responsibilities of those with an interest?

· How should the review process take account of a Coroner’s enquiry, and (if relevant) any criminal investigations or proceedings related to the case? Is there a need to liaise with the Coroner and/or the Crown Prosecution Service?

· Who will make the link with relevant interests outside the main statutory agencies e.g. independent professionals, independent schools, voluntary organisations etc?

· When should the review process start and by what date should it be completed?

· How should any public, family and media interest be handled, before, during, and after the review?

Timescales
The Serious Case Review should be completed within four months, unless an alternative timescale is agreed with the OFSTED.

The complexity of a case may not become apparent until the review is in progress.  As soon as it becomes apparent that it cannot be completed within four months, there should be a discussion with OFSTED to agree a timescale for completion.

Where criminal proceedings are underway or under consideration, the chair of the Panel should discuss with the relevant criminal justice agencies how the review process should take account of such proceedings.  

This will include the timing, the interviews of relevant personnel and who should contribute at what stage.  In some cases it may not be possible to complete a review until after criminal proceedings have been concluded but this should not prevent early lessons learned from being implemented.

Organisation’s Responsibilities

All organisations involved in the Serious Case Review will be required to complete a Management Review, which should outline recommendations and identify opportunities to improve practice.

It is the responsibility of the individual conducting the review within each organisation to:-

· Review all relevant records and information held by the organisation relating to the case 

· Brief and interview all relevant workers, in accordance with the scope of the SCR (Appendix 2 provides further details on interviewing workers)
· Complete and submit a comprehensive management review within the agreed timescale (Appendix 3 provides further information on the report)

LSCB Overview Report

An Overview Report will be completed by the Chair of the SCRP and should bring together, and draw overall conclusions from:-

· Information, analysis and recommendations contained in the individual management reviews 

· Information from the child death review process, where applicable
· Reports commissioned from any other relevant interests
Overview reports should be produced according to the outline format, although the precise format will depend upon the features of the case.  The report should be anonymous, in order to protect the individuals concerned.  Appendix 4 provides a suggested format for the Overview Report.

The findings and recommendations from the Overview Report will be shared with Bolton Safeguarding Children Board.  On receiving a report the Board will:-

· Ensure that contributing organisations and individuals are satisfied that their information is fully and fairly represented in the overview report.
· Translate recommendations into an action plan. 

· Monitor and review the implementation of recommendations and actions.
· Clarify to whom the report, or any part of it, should be made available.
· Make arrangements to appropriately feedback and debrief staff, family members and the media. 
· Provide a copy of the overview report, action plan and individual management reports to OFSTED.
REVIEW OF RECOMMENDATIONS

Bolton Safeguarding Health and Well-being Board will monitor the progress of implementing the recommendations six months following agreement of the Overview Report and at agreed intervals should full implementation not have been achieved in the previous six months.

Progress will be monitored using the pro forma in Appendix 5.
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APPENDIX 1

This format has been standardised.  Please use it for the preparation of your chronology without amending any margins or column widths.  Use one line per date and enter the date as dd.mm.yy.

AGENCY …………………………………………………..

CHRONOLOGY IN RESPECT OF:

	DATE
	Agency
	Name of Worker
	EVENT/ACTION

	
	
	
	(Example)

	01.01.02
	Children’s Services
	
	This text can be removed so that you can enter your own text.  This box will expand as more text is entered.  When you are ready to enter a new date, click back into the date column.

	02.01.02
	
	
	xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx etc.

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


APPENDIX 1

Strictly Confidential
Referral to Child Death Overview Panel
Referring Agency:


Date of referral:
 To :
Chair, Child Death Overview Panel

	Name of Child:


	AKA:
	Date of Birth:

Date of Incident:



	Address:



	Family composition:

	Name
	DOB
	Relationship to child
	School/Nursery

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Presenting Issues:



	Background Information:

	Child’s/Children:

Parents/Carer:

Environmental:



	Other services known to have been involved
	Date

	
	

	
	

	
	

	
	

	Additional Comments:


From:

Telephone Number:

APPENDIX 2
INTERVIEWS WITH WORKERS
Identify and brief all individuals who are central to the case concerning the interview procedures, taking care to ensure they understand expectations of them and the time to be allowed for an interview.  A copy of the written review brief should be given to each individual prior to the interview taking place, together with a copy of the Appendix 2 and 3, and a copy of the introductory leaflet for staff. If the individual concerned is absent due to illness, that individual’s voluntary agreement to be interviewed will be needed. Alternatively consideration may need to be given to the relevance and importance of that individuals' contribution and whether that contribution is central to the report’s recommendations and conclusions. 

The agency should also consider what arrangements they will make to enable an individual to have a supporter in attendance.  It will be for the individual to decide if they need a supporter present and who that should be.  Supporters could include a colleague, union representative and in some circumstances a legal adviser.  However, the role is to support not represent.

Identify a comfortable venue for interviews with staff, including provision of readily available refreshments as required.

Consider how the incident and review will impact upon individual staff at the centre of the case.  Is there a need for the employing agency, in addition to the Case Review, to provide particular individuals with details of access to Bolton’s staff care scheme.

Confirm the date, time, place and time of interviews.  It is advisable to confirm all these matters in writing and if it is possible, share the chronological details of your agency’s involvement in the case with the interviewee in advance.  Bear in mind that the individuals may be under considerable stress.

At the interviews with individual staff, complete a short profile of the interviewee (see example in Appendix 2), as a way into the discussion.

Take the interviewee through the chronology of the case and the matters set out in Appendix 3 for the time scale of their involvement to check facts and to discuss their specific participation.

Following the interview, write an interview summary, a copy of which must be given to the interviewee and if possible agreed with the individual.  Where the interviewee disagrees with the content of the summary, the particular areas should be identified and noted.

APPENDIX 2

PROFILE OF INTERVIEWEE

Full Name:

Qualifications:

Designation:

Time in Post:

Employing Body:

Employing Address:

Home Address:

(where appropriate)

Previous Employment:

1. Employer:


Dates:


Post held:




2. Description of role in relation to particular case:

Person providing support:

APPENDIX 2
MATTERS TO BE COVERED IN INTERVIEWS

1. Explore with the interviewee.

2. Whether they have had the opportunity to read the guidance available to staff.

3. Their knowledge about the history of the case, the child(ren) and family prior to their individual involvement. 

4. Their specific involvement in the case and whether they were sensitive to the needs of children in their work, including the racial, cultural, linguistic and religious identity of the child and family.

5. Whether the agency has in place policies and procedures for safeguarding children and acting upon concerns for their welfare and the individuals knowledge of these.

6. Their knowledge of child development, knowledge of potential indicators of abuse or neglect, understanding of the psychological effects of abuse upon the child, direct work techniques and their role in relation to case conferences.

7. What were the key relevant points/opportunities for assessment and decision making in this case.  Do assessments and decisions appear to have been reached in an informed and professional way.

8. Did actions record with assessments and decisions made?  Were appropriate services offered/provided, or relevant enquiries made, in the light of the assessment.  What methods were used to relate to and communicate with other professionals in the case?  Were other agencies involved when they should have been?

9. The individuals record keeping.

10. The supervision the individual received.  The individuals feeling about the case, parents/carers. Child(ren) and how these feelings were dealt with in supervision.  Were more senior managers involved at points when they should have been?

11. Where relevant, were appropriate child protection or care plans in place and child protection and/or looked after reviewing processes complied with?

12. When and in what way were the child(ren)’s wishes and feelings heard and addressed?  Was this information recorded?

13. Was the work in this case consistent with agency and ACPC policy and procedures for safeguarding children and under professional standards?

14. The range of training both within and outside the agency, in the last two years.

15. Whether the agency can learn lessons from the experience.

16. Looking back, what the individual would now do differently.

17. What lessons the individual can learn from the experience.
APPENDIX 3

INDIVIDUAL AGENCY MANAGEMENT REVIEWS

SUGGESTED REPORT FORMAT

1. CHRONOLOGY

· 
Comprehensive chronology of involvement by the agency and/or professionals in contact with the child and family over the period of time set out in the Case Reviews terms of reference. The chronology should specifically note each occasion upon which the child(ren) was seen, and if the child(ren)’s wishes and feelings were sought. 
· 
Brief summary of decisions reached, services offered and/or provided to the children and family, and other action taken.
2.
ANALYSIS OF INVOLVEMENT
· 
the events that occurred, the decisions made, and the actions taken or not. 
· 
where judgements were made, or actions taken, which indicate that practice or management could be improved, what happened, and why.

3.
LEARNING POINTS
· 
lessons for the way this agency works to safeguard children and promote their welfare
· 
highlight examples of good practice
· 
ways in which practice can be improved
· 
implications for ways of working
· 
training implications (multi agency or single agency)
· 
implications for management and supervision
· 
implications for working in partnership with other agencies
· 
resource implications

4.
RECOMMENDATIONS FOR ACTION

· 
what action, by whom, and by when
· 
expected outcomes
· 
review of whether outcomes achieved

APPENDIX 5

LSCB OVERVIEW REPORT

It is the responsibility of the Chair of the Review Panel to ensure that the following areas are addressed:-
1. Introduction

Summary of circumstances leading to a review being undertaken in this case

Terms of reference of review

List of contributors to review and nature of contribution

List of review panel members and author of review overview report

2. The facts

Geneogram of family to include extended family and household

Integrated chronology of involvement with the child and family on the part of all relevant agencies

Specific note in the chronology of each time the child was seen and the child’s views and wishes sought or expressed

Overview of known relevant information about the parents/carers, any perpetrator, and the home circumstances of the children.

3. Analysis

How and why events occurred, decisions taken, actions taken or not

With the benefit of hindsight, could different decisions/actions have led to an alternative course of events

Highlight examples of good practice

The findings of the Case Review panel 

In particular, whether individual agency policy and procedures have been followed.

4. Conclusions And Recommendations

Lessons to be drawn from the case in relation to local policy and practice, and recommendations for action

Any national lessons 

Any links to research findings

5. Individual Agency Management Reviews

6. Conduct of Case  Reviews

7. Case  Review Committee Overview Reports

8. Guidance on recommendations.

APPENDIX 5

SUMMARY OF RESPONSES TO RECOMMENDATIONS MADE IN CASE REVIEWS (ENTER DATES)

(NAME 0F CHILD) – RECOMMENDATIONS

	NUMBER
	AGENCY
	PROGRESS

	1.
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	3.
	
	


(NAME OF CHILD) RECOMMENDATIONS

	NUMBER
	AGENCY
	PROGRESS
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