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1.
INTRODUCTION/REASON FOR THE REVIEW
1.1
This report is an Executive Summary of the Serious Case Review undertaken between November 2008 and May 2009 concerning two children, who are identified in this report as Child A and Child B. They are aged 3 and 2 years respectively. The reason they are the subject of a Serious Case Review (SCR) is as follows: 
1.2
Child A and Child B are the children of Adult A and Adult B.  Adult A was stabbed by Adult B at her home and died as a result of the injuries sustained from this assault.  Adult B was subsequently charged with and convicted of her murder.
1.3
The children were the subject of Child Protection Plans and had been in the care of Adult A.
1.4
The couple had a very volatile history which had been known to a number of agencies. During the period of their relationship, there were over 40 recorded incidents of domestic violence reported by the police in Greater Manchester and Lancashire.
1.5
Adult A and Adult B had 2 children, Child C and Child D who had previously been removed from their care. The parents were convicted of neglect and both children made the subject of care orders and subsequently adopted.
1.6
There is an extensive record of involvement with this couple by numerous agencies for practically all of the time that they were parents. There was a history of frequent separations and reconciliations. The family moved address many times, and are recorded as having had over 30 changes of address since 2000, living in Bolton, Lancashire, Salford and Wigan.
1.7
Adult B was a long term user of drugs, and had a record of aggressive behaviour and mental disturbance when under the influence of drugs. When under the influence of drugs, Adult B was known to have aggressive and paranoid thoughts and ideas, some of which were directed towards Adult A.  Adult B’s symptoms improved subsequently although he was an uncooperative patient and did not accept follow up treatment and oversight as an outpatient. Adult A was also known to have used drugs.
1.8
At the time of and in the period prior to Adult B’s attack on Adult A, the couple were officially living apart and Adult A appeared to be trying, with support from Bolton Children’s Services, to separate from him. Adult B was, however, in fairly frequent contact with her, and the nature of this alternated between supportive gestures and threats, including domestic violence. 
1.9
Following the assault on Adult A which resulted in her death, Child A and Child B were made the subjects of legal proceedings.
1.10
The death of Adult A was deemed to be a “notifiable incident” and was reported to Ofsted in October 2008. Bolton Safeguarding Children Board (BSCB) endorsed the recommendation of the BSCB Serious Case Review Panel that a Serious Case Review needed to be undertaken in November 2008. 
1.11
Adult B pleaded guilty to murder and received a custodial sentence.
2.
THE REVIEW PROCESS
2.1
Following the decision of Bolton Safeguarding Children Board to commission a Serious Case Review, a panel to conduct the review was set up and Internal Management Reviews (IMRs) were requested from all the agencies who were known to have been in contact at the time of Adult A’s death; this was later extended to include agencies who had been in contact in the recent past.
2.2
In accordance with current guidance from Government Office and Ofsted, the SCR panel looking into this case had an Independent Chair and Overview Author, neither of whom is employed by any agency participating in the review. Both the Independent Chair and Overview Author are experienced managers in child protection and safeguarding work, having many years experience (which includes conducting Serious Case Reviews) between them.
2.3
The guidance issued to Local Safeguarding Children Boards is contained in the HM Government Publication “Working Together to Safeguard Children- A guide to inter-agency working to safeguard and promote the welfare of children” (2006).
2.4
Paragraph 8.3 of this guidance states that the purpose of Serious Case Reviews is to:-

· Establish whether there are lessons to be learned from the case about the way in which local professionals 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

· As a consequence, improve inter-agency working and better safeguard and promote the welfare of children.
2.5
Paragraph 8.4 states that “Serious Case Reviews are not inquiries into how a child died and who is culpable. That is a matter for Coroners and criminal courts to determine as appropriate”.
2.6
The following organisations were represented on the Serious Case Review Panel:-

· Bolton Council Children’s Services

· NHS Bolton

· Greater Manchester Police

· Lancashire County Council Children’s Services

· Legal advice was provided by Bolton Council Legal Services

2.7
The review considered Internal Management Reviews from the following organisations:-
· Bolton at Home

· Bolton Children’s Services 
· Salford Children’s Services

· Lancashire Children’s Integrated Services

· Greater Manchester Police

· Lancashire Constabulary 

· Bolton Primary Care Trust - NHS
· Bolton Primary Care Trust - GP
· Lancashire Teaching Hospitals NHS Foundation Trust
· Royal Bolton Hospital NHS Foundation Trust

· Bolton Council Community Housing Services

· Lancashire Care NHS Foundation Trust

· Manchester Methodist Housing Association
· Sarah Lodge
2.8
In addition to the above, the review considered additional information which consisted of:-
· Reports which were submitted to court as part of the care proceedings on the couple’s previous children; this included statements by local authority social workers, the reports of the children’s Guardians in both proceedings, and two psychiatric reports compiled on Adult B.
· Summary information from the Greater Manchester Probation and Offender Management Service relating to Adult A and Adult B’s contact with this agency between 2002 and 2004.

· A more recent forensic psychiatrist report on Adult B compiled following his arrest, for the murder of Adult A. 

3.
TERMS OF REFERENCE

The following were the specific terms of reference of the Serious Case Review: They are reproduced in full:-
3.1
Assessment of children’s father, Adult B
· Previous history and knowledge

· Agencies involved and providing services to him

· Level of engagement/attempts to engage

· Conclusions of any assessments and outcomes

· What, if any, were undertaken or attempted?

· Any specialist reports commissioned by any service?

· Identification and analysis of risk factors
· His membership of the family

· Adult B’s relationship with the children

· Parents relationship – patterns and themes

· Adult B’s views of the relationship
· His impact on the children and was this a consideration in the assessment?

3.2
Assessment of children’s mother, Adult A

· Previous history and knowledge

· Agencies involved and providing services to her

· Level of engagement/attempts to engage

· Conclusions of any assessments and outcomes

· What, if any, were undertaken or attempted?

· Any specialist reports commissioned by any service?

· Identification and analysis of risk factors

· Adult A’s relationship with the children

· Adult A’s understanding of Domestic Abuse and its impact
· Level of understanding and intellectual ability
3.3
Assessment of Children’s Needs

· Overall assessment of the current parenting risk

· What had changed following the previous care proceedings on 
siblings and would the Public Law Outline have influenced the decision making

3.4
Transfer arrangements
· Do you have existing case transfer procedures, were they relevant in 
this case and were they applied? 

· Are existing procedures effective and fit for purpose in relation to:-

· notification

· sharing information

· archiving and retrieving information

3.5
Domestic Abuse

· Processes and procedures for dealing with Domestic Abuse; in particular the criteria for MARAC (Multi Agency Risk Assessment Conference) in each identified Local Authority area

· What assessments and risk assessments were undertaken specifically in relation to Domestic Abuse in this relationship 

· Were the risk issues appropriately recognised and addressed

· Were any specific services available and/or provided to the family in relation to the Domestic Abuse – if not, why not?

3.6
Are there any unusual factors in this case?

· Focus is on an adult murder rather than the death or serious injury of a child

· SCR undertaken alongside other reviews and the relationship between them
· Ongoing civil and criminal proceedings conducted in tandem

· Similarities with previous IMRs or SCRs – none identified at this 
time

· Are any examples of good practice identified?

· Obvious actions at this stage – none identified currently

3.7
Effectiveness of Multi agency working
· Consider the impact of the transfer arrangements on service delivery and children living in temporary accommodation
· Sharing and understanding of the risks
3.8
Are there any issues that relate to ethnicity, disability or faith which may have a bearing on this review?

Adult A and adult B and all of their children are white British and their first language is English. The adults are not recorded as practising a religion.
The SCR panel do not feel there are any major issues arising in this review relating to ethnicity, religion or disability. There is no suggestion that any services were insensitive or inappropriate in relation to any of these issues. 
3.9
Any known research which may assist?

E.g.:-
· Evaluation of MARAC process

· Children living in families where Domestic Abuse is present

· Analysis of findings from Serious Case Reviews

Time period

· November 2001 to November 2008; this will capture information in respect of the previous two children (now adopted) and the previous care proceedings.  

3.10
Parallel Reviews:

The SCR Panel acknowledged and took account of parallel reviews and civil and criminal legal proceedings running concurrently with the Serious Case Review.  The Panel ensured ongoing communication and information sharing as required.

3.11
Involvement of family members

As part of its terms of reference and in accordance with current guidance issued by central government regarding the conduct of Serious Case Reviews, the SCR panel wanted to invite the participation of Adult B and wider family members. This involvement, which took place in the form of interviews with identified family members, was necessarily delayed until the conclusion of the criminal trial. 
The SCR panel found the comments of family members helpful and informative, and wish to thank them for their co-operation.

3.12
Involvement of other Local Safeguarding Children Boards

This Serious Case Review has been led by Bolton Safeguarding Children Board, although the family lived in three other Local Authority areas in the North West during the timescale of this review. The respective LSCBs covering these areas, Lancashire & Salford, have therefore actively contributed in this review. 
Lancashire LSCB has been represented on the membership of the SCR panel but Salford LSCB was not because they only had a minor role in the management of this case but agencies in both Lancashire and Salford have submitted Internal Management Reviews. The full Serious Case Review will be made available to Salford Safeguarding Children Board and Lancashire Safeguarding Children Board. 

4.
CASE DETAILS/ SUMMARY OF WHAT CAME OUT OF THE REVIEW
4.1
The following is a summary of the key issues which the SCR panel has identified from the analysis of this case.
4.2
Adult A and Adult B began a relationship at some point in 2000. Their first child, Child C, was removed from their care after being found living in appalling conditions and the level of violence perpetrated by Adult B towards Adult A was revealed in what was seen as a highly unstable relationship.  Child C was subsequently made the subject of a care order and Adult B and Adult A were prosecuted and convicted for neglect.  A second child, Child D, was placed on the Child Protection Register at birth and was also removed from mother’s care soon after when plans to maintain this child within the family in safe conditions was deemed to have little chance of success and were terminated. Both of these children were subsequently adopted.
4.3
At the point at which the parents were convicted for neglect, they were made the subject of Community Rehabilitation Orders and were placed under the supervision of the Probation Service. Both Adult A and Adult B were taken back to court for breaching the terms of their orders respectively. 
4.4
The SCR panel have reviewed the actions behind these earlier decisions and feel they were entirely appropriate. The basis of the Local Authority’s decision making at this point is well evidenced. Detailed assessments were undertaken in respect of both children and the outcome of each, in turn, was that the parents were not able to provide safe and appropriate care for either child.
4.5
The SCR panel believes that concerns raised about the parenting of Adult B and Adult A in 2002 and 2003 provided a strong basis for there being significant concerns about the welfare of any future children being cared for by this couple, either together or as individuals.
4.6
When Adult B and Adult A moved to Lancashire in May 2004, the first alert of their presence and background history was picked up by the midwifery service. Adult A told midwives on three separate occasions that she and Adult B had had two previous children adopted, whilst she was receiving ante-natal care. 
4.7
This should have been followed up more vigorously, and at that point the “safeguarding system” should have identified the background history and convened an Initial Child Protection Conference. Child A should, in view of the parents’ background, have been placed on the Child Protection Register at birth and made the subject of a clear, time limited protection plan. This however did not happen and further opportunities to recognise the worrying nature of this family’s background, through a number of reported incidents of domestic violence in Lancashire, which were known mainly to the Police, were missed. 
4.8
After Adult A had given birth to Child A in 2005, the health visiting records did not sufficiently alert the Lancashire Health Visiting Service to the family background. This is partially, but not wholly, explained by the fact that the earlier detailed Health Visitor Service records on the couple’s previous children were transferred to the areas where they had been adopted. 
4.9
In November 2006, Adult B came to the attention of Lancashire’s Mental Health Services.  The assessment undertaken of Adult B did not sufficiently take account of his history within the mental health service, nor the fact that he was part of a family with small children. Taking account of the situational and risk factors identified by the Unit dealing with him, the follow up to Adult B can only be described as insufficient.

4.10
An Initial Child Protection Conference was held in Lancashire in December 2006; the precise reasons for the convening of this conference at this point are not clear but it is believed that it was primarily due to information given to Lancashire Children’s Services by an adult unit from Lancashire Care NHS Foundation Trust and awareness of Children’s Services at this point that the couple had two previous children adopted in Bolton due to neglect. As a result of this conference, the children’s names were placed on the Lancashire Child Protection Register due to emotional abuse and neglect. 
4.11
The initial assessment and background enquiries that preceded the conference did not comply with the requirements of Working Together to Safeguard Children and the Lancashire Safeguarding Children Board’s own safeguarding procedures. There was a delay in transferring the case to a longer term team and the children were not visited for seven weeks after the conference had taken place. 
4.12
The Child Protection Plan made at this conference contained a number of requirements, including that further assessment should be undertaken with regard to the adults’ parenting ability. Additionally, the parents were to engage with a substance misuse service and ensure that there were no further domestic violence incidents.  
4.13
More detailed background information on the family was requested from Bolton Children’s Services; this was sent but did not arrive. The request for background information should have gone via the two local authorities’ children’s legal services teams in order for the full set of documents and reports considered by the courts in care proceedings to be released to workers dealing with the case in Lancashire.
4.14
The Child Protection Plan made in Lancashire was therefore not sufficiently informed by the previous comprehensive background information held in Bolton, or the full and complete details of the known incidents of domestic violence in the couple’s relationship (which had continued after the couple moved into Lancashire). 
4.15
Some of the stipulations in the Child Protection Plan were, in the light of parents’ previous history of extremely poor co-operation, unlikely to be achieved. Lancashire County Council and Bolton MBC both share responsibility for the effective sharing of relevant information not having taken place.
4.16
In the months that followed the making of the initial Child Protection Plan, there were continued incidents of domestic violence, and various other elements in the plan, such as engagement with Substance Misuse Services that were not complied with in a meaningful way. Adult B avoided engagement in the ongoing parental assessment and it became increasingly clear that he was not going to participate. This meant that the assessment and ongoing management of the Child Protection Plan became over-focussed on Adult A and her ability to protect the children from Adult B.
4.17
As it became increasingly clear that the Child Protection Plan was not being complied with, a more robust approach should have been considered, which included the possible use of care proceedings. 
4.18
The family left Lancashire in May 2007 and there followed a succession of temporary moves, accompanied by separations and reconciliations between the couple, prompted mainly by further domestic violence and/or Adult Bs behaviour. This meant the children were subject to temporary Child Protection Plans in two areas, Bolton and Salford. 
4.19
By this point, the effective operation of the core group, the group of multi-disciplinary professionals who were tasked to oversee the implementation of the Child Protection Plan, had become severely compromised through changing personnel, non attendance at core group meetings and what the SCR panel feel was a preoccupation with the case transfer process. 
4.20
The family lived at a number of temporary addresses including “homeless families” accommodation in Bolton on two occasions. Adult A was evicted twice from homeless accommodation with her children, as well as a mother and baby unit, the principal reason for this being that she continued, despite warnings, to allow Adult B entry into the accommodation. On one occasion, she told workers at the mother and baby unit that Adult B (who she was trying to get access into the unit) was her brother, although the workers were suspicious and were not deceived.
4.21
Following an anonymous allegation to Lancashire Children’s Services, police undertook a welfare check on the children, (who at this point were living with Adult A temporarily in Salford).  The outcome of the police visit was checked by Salford Children’s Services, but was not fed back to the children’s social worker in Lancashire Children’s Services.
4.22
Whilst in Bolton Homeless Families’ Accommodation, Adult B had been allowed to resume living with Adult A based on the view of the Lancashire social worker that he posed no current risk and was drug free. He was, however, evicted from the accommodation, prior to Adult A’s own subsequent eviction, following threatening behaviour and allegations of drug misuse.
4.23
The children were eventually made the subject of permanent Child Protection Plans in Bolton in April 2008. Lancashire had continued to hold the case up to this point, even though the family had not lived in their area since May 2007; the couple had lived in Bolton, apart from brief periods in Salford, for the greater part of the intervening period.
4.24
Bolton inherited Lancashire’s Child Protection Plan, which by this point had become weakened by non compliance of Adult B, dealing with frequent crises in the family, frequent changes of address and a preoccupation with the Child Protection case transfer process. At this point, Adult A was again separated from Adult B and had been re-housed with the children into her own tenancy in Bolton. 
4.25
At the point of permanent case transfer, Bolton, with their extensive background knowledge of the family, had an opportunity to reassess the resilience and success of the Child Protection Plan but this did not happen. Instead, workers continued the pattern of work they had inherited from their counterparts in Lancashire, which focussed on working primarily with Adult A, trying to include Adult B as best they could when opportunities arose. Adult B, however, continued his long standing pattern of remaining on the periphery of professional involvement, refusing to be directly engaged with the process. The renewed Child Protection Plan made at the Bolton “transfer-in” conference did not explicitly address Adult B’s non-engagement up to this point.
4.26
Between April and September 08, there was, comparatively speaking, a relatively calm period and an absence of reported domestic violence in the relationship. Adult B however remained very involved in Adult A and the children’s lives.
4.27
He was present in Adult A’s home on a number of occasions when workers visited; he was not supposed to be there but his presence was tacitly accepted by workers. A family member in their interview with members of this panel has stated that they felt that the professionals dealing with the case should have been clearer with both Adult B and Adult A about his role in the family.
4.28
The situation changed significantly in September 2008 when Adult B assaulted Adult A with the children present in the house. He also made threats about causing Adult A harm to workers the following day.
4.29
During this period, Adult A appeared to be trying to develop a separate life from Adult B but his behaviour in the weeks prior to her death alternated between overtures of support and threats and further acts of harassment. 
4.30
Extreme jealousy concerning Adult A had been a recurring theme in the relationship and is referred to in various reports of this case. 
4.31
At the point at which the violence from Adult B towards Adult A re-started from September 2008 onwards, these further incidents warranted the family being considered as part of the MARAC (Multi-agency Risk Assessment Committee) process, taking account of the very lengthy history of domestic violence in this family. The MARAC is a relatively new way in which the agencies, led by the police, assess the level of risk to victims of domestic violence. Had the MARAC process been used to assess this situation against the long history of Domestic Violence in this couple’s relationship, this might well have refocused the way professionals were dealing with the family, and caused a review of the approach underpinning the Child Protection Plan. 
4.32
The Serious Case Review Panel, greatly facilitated by the Internal Management Reviews prepared for this review, have identified a series of shortfalls and missed opportunities in the way this case was managed over a period of almost 4 years.  These include:-

· When the family were identified by professionals as living in Lancashire, the child protection process should have been activated earlier than it was, facilitated by better sharing of historical information

· The Child Protection Plan made in December 2006 should have anticipated and contained contingency plans in the event of drift or non-co operation from the parents; these contingencies should have addressed the non-engagement of Adult B, including the possible use of care proceedings, to enable a more robust protection plan to be put in place to secure the safety and well-being of the children

4.33
These actions might well have resulted in Child A and Child B being removed from Adult B and Adult A’s care if they had not demonstrated marked changes in their behaviour as parents, showing an ability to put their children’s needs first in a sustained way. 
4.34
For any Child Protection Plan to have worked successfully with Adult A and Adult B, it needed to contain an escalation option which would almost certainly have involved the use of care proceedings to gain more direct control of the situation. 
4.35
The Child Protection Plan on Child A and Child B did not take sufficient account of the continuing impact of what living in this family must have been like for them, with the volatility of the parent’s relationship, threats of and actual violence, frequent moves and regular money shortages. In the view of the SCR panel, the assessment of the parenting abilities of Adult A was over-optimistic. 
4.36
By the time the Child Protection Plan was taken over by Bolton in April 2008, the children had been in the care of Adult A with what appears to have been more or less continuous involvement of Adult B since 2005.  If the workers inheriting the case in Bolton had misgivings about the plan, they possibly thought that, given the lack of specific allegations about the care of or injury to the children, it would have been difficult to change direction in the case at this point. 
4.37
The fundamental failure which underpins all of the specific shortfalls, mistakes and errors identified in the Internal Management Reviews that were submitted to this review stemmed from not asking the fundamental question “what had changed” with Adult A and Adult B that would have given agencies a cause for optimism, based on observable evidence, that the couple would be more successful in caring for their current children than they had previously cared for Child C and Child D. 
4.38
The evidence presented to the Serious Case Review panel from the IMRs however, strongly suggests that very little had changed since the couple had lost their previous two children.
4.39
In making these points, the Serious Case Review panel wish to strongly emphasise that they do not view the death of Adult A as having been foreseeable or preventable. Several previous attempts had been made to enable Adult A to separate from Adult B, but for whatever combination of reasons, this did not happen in a meaningful way. Adult B was clearly capable of violent behaviour and as long as he had access to Adult A, she was going to be exposed to risk from him.  Adult A was an adult and had made her own decisions. When she had been given alternative accommodation after fleeing violence from him, Adult B had always been made aware of where she was, because Adult A had told him. 

4.40
There is nothing in the information presented to this SCR panel to suggest that any professionals involved with her at the time of her death could have reasonably foreseen, in the days leading up to the fatal incident, that Adult B’s behaviour was going to escalate to a level which resulted in him killing her. Whether, if this attack had not taken place, or if Adult A had survived it, she would have managed to remain separated from Adult B and confirm the growing optimism of the workers who were working with her that she could make a complete break from him, will never be known.

5.
WHAT DOES RESEARCH TELL US ABOUT THESE CASES?
5.1
As part of its terms of reference, the Serious Case Review panel were asked to consider the relevance of recent research relating to domestic violence. The following are some of the key themes identified in the full Serious Case Review:

5.2
Children living in families where Domestic Abuse is present

There is extensive published research relating to domestic violence being a significant predictor in the abuse of children.  There is also further evidence to show a correlation between domestic violence, drug and alcohol misuse and mental illness as factors which are frequently present where children are the subject of Child Protection/Safeguarding plans.  In the past 2-3 years, a number of important reports summarising this evidence have been made available to Local Safeguarding Children Boards and their constituent member agencies; most of the important recently published research evidence comes from analyses of Serious Case Reviews.

5.3
Analysis of findings from Serious Case Reviews

The research studies referred to above identify other themes which have been identified in this review:

5.4
Start again syndrome: “Many families where children were severely neglected were well known to Children Social Care over many years.  One common way of dealing with the overwhelming information and the feelings of helplessness generated in workers by the families, was to put aside knowledge of the past and focus on the present, adopting what we refer to as the “start again syndrome”.  In cases where children had already been removed because of neglect, parental history was not fully analysed to consider their current capacity to care for this child.  Instead, agencies supported the mother and family to “start again”.  The “start again syndrome” prevents practitioners and managers from having a clear and systematic understanding of a case informed by past history (Analysing child deaths and serious injury though abuse and neglect: what can we learn? 2008)

The DSCF review (2008) also looks at geographical mobility as a feature in the 161 cases studied;

  “A recurring theme was the difficulty faced by professionals working with families who moved frequently and the potential for agencies to “lose track” of children in these highly mobile families.  This study showed that frequent moves may contribute to a significant lack of clarity among professionals.  This was exemplified by one family who had at least 9 moves during a 10 year period, including stays with relatives, permanent and temporary housing, bed and breakfast accommodation and stays at women’s refuges.  

5.5
Evaluation of MARAC process: There is, as yet, no nationally published research on the MARAC since it has been introduced across most police areas following its development in South Wales. Until this happens, it is important that LSCBs maintain a close watching brief on MARAC’s operation in their areas; a recommendation to this effect is made in Section 7.
6.
LESSONS LEARNED FROM THIS SERIOUS CASE REVIEW
6.1
The Internal Management Reviews have each identified a number of specific lessons for each agency taking part in this review, and actions have been recommended to address all of these in the main report.

6.2
The Serious Case Review panel have, in addition, identified 5 overall lessons from their overview of this case:

6.3.1
A failure to pay sufficient attention to the previous history concerning parents who have had other children removed from their care

This issue has been cited repeatedly in successive research and guidance. This couple had:-
· Previous children placed for adoption

· Both had been convicted of neglect

· A longstanding history of domestic violence in the relationship

· Evidence presented to earlier care proceedings that Adult A had placed Adult B before the children when asked to make a choice

· A regular pattern of drug misuse by Adult B

· Drug induced psychosis resulting in very disturbed and distorted thinking made Adult B a serious risk to others

· A pattern of frequently moving address

6.3.2
Weak and inadequate sharing of information between agencies and across geographical boundaries

The key points of weakness were between:-
· Bolton and Lancashire when the couple’s existence and background became known in Lancashire

· Agencies in Lancashire generally prior to and after the Child Protection plan was made

· GMP and Lancashire Police concerning the pattern of domestic violence

· Lancashire Care NHS Foundation Trust and Children’s Services

· Lancashire ante-natal service and Lancashire Social (later Children’s) Services when Adult A told the former that she had two previous children adopted

· Salford Children’s and Lancashire Children’s Services in not feeding back to the latter the result of the welfare check made by the police in March 2008

· The GP’s involved throughout appeared to have little ongoing awareness of professional concerns or a defined role in the Child Protection plan

There are numerous instances of information or incidents not being passed on. The combination of all these led to a non-holistic and piecemeal approach which resulted in an inadequate assessment of the impact of the couple’s lifestyle on the children. 
This in turn contributed to a series of missed opportunities to intervene in a more purposeful way.

6.3.3
A poor assessment which in turn led to an ineffective child protection plan

· The original assessment that informed the making of the Child Protection plan in Lancashire did not include key information, both historical and recent

· The plan overemphasised the parenting abilities of Adult A and did not pay sufficient attention to the non compliance of Adult B, who continues to feature heavily in the life of Adult A and the children throughout the period the Child Protection Plan was in force

· The plan drifted, the core group was ineffective and insufficient attention was given to the emotional needs of children and what life was like for them in this family

· The Child Protection plan became over focussed on the transfer issue and was characterised by “case maintenance” that was reactive in nature rather than actively overseeing the safety and well-being of the children
· Bolton could have taken the opportunity to reassess the Child Protection plan on transfer of the case, and had not completed the core assessment at the time of Adult A’s death.
· Paragraph 5.117 in “Working Together to Safeguard Children” is highly relevant to these comments:
“The child protection plan should be based on the findings from the assessment and follow the dimensions relating to the child’s development needs, parenting capacity and family and environmental factors, drawing on knowledge about effective interventions. 

The content of the Child Protection plan should be consistent with the information set out in the exemplar for the Child Protection Plan (Dept. of Health, 2002). It should set out what work needs to be done, why, when and whom. The plan should:-
· Describe the identified developmental needs of the child, and what therapeutic services are required

· Include specific, achievable, child focussed outcomes intended to safeguard and promote the welfare of the child

· Include realistic strategies and specific actions to achieve the planned outcomes

· Include a contingency plan to be followed if circumstances change significantly and require prompt action

· Clearly identified roles and responsibilities of professionals and family members, including the nature and of contact by professionals with children and family members

· Lay down points at which progress will be reviewed, and the means by which progress will be judged
· Set out  clearly the roles and responsibilities of those professionals with routine contact with the child e.g. health visitors, GPs and teachers, as well as those professionals providing specialist or targeted support to the child” (Para 5.117, WT)

6.3.4
Insufficient emphasis was given to the domestic violence that was a constant feature of the parental relationship. 

· The responsiveness of all agencies which were aware of the Domestic Violence was inadequate, notably the two police forces involved who were first responders. There are over 40 recorded incidents of Domestic Violence responded to by the police in Greater Manchester and Lancashire, and another 15 incidents that should have been classed as Domestic Violence

· Information about the Domestic Violence incidents were not shared effectively between agencies

· The mis-recording of a number of incidents within GMP and Lancashire Police, which resulted in an under-reporting of the actual level and frequency with which Domestic Violence was occurring, contributed to the absence of a comprehensive assessment of the impact of Domestic Violence in this family on both the adults and children

· There was insufficient follow up to Adult A following Domestic Violence incidents, and specialist  services inside the police and elsewhere were not utilised sufficiently

· The MARAC process should have been used as a way of re-assessing the risk to Adult A after the Domestic Violence incidents re-started following the couples return to Bolton
6.4
The process by which the transfer of case management responsibility was handled between different local authority areas was wholly inadequate

· There was a pre-occupation with transferring the case which deflected attention away from the Child Protection Plan and a focus on the children

· The existing procedure for transferring cases is not designed to accommodate a situation where families move around frequently and needs revision

· There is a problem in having an agreed Pan-Greater Manchester procedure which is not recognised in other local authority areas

· The length of time that Lancashire held case management responsibility after the family had left their area was unreasonable. Discussion and resolution should have been escalated to a more senior level of management

· Central guidance in this important area is weak 

7.
RECOMMENDATIONS
The following are the key recommendations of the Serious Case Review panel arising from this review.

7.1
Children on safeguarding plans who are living in temporary accommodation and case transfer arrangements

1.
The three LSCB’s receiving this report should take immediate steps to inform themselves of all children who are the subject of safeguarding plans who are living in temporary accommodation, including refuges. They should satisfy themselves that the case responsibility and transfer arrangements (if these are being pursued) concerning these cases are sound and effective and receive a further report on this within 2 months. 
2.
That BSCB and Lancashire LSCB agree to forward the Executive summary of this Serious Case Review to the Dept for Children Schools and Families and the newly established National Safeguarding Delivery Unit (following Lord Laming’s Report to government on the progress being made on safeguarding children). This should be accompanied by a letter relating to the need for clearer national guidance on the management and oversight of mobile families where there are safeguarding concerns. This can hopefully inform the revision of the relevant sections on Working Together to Safeguard Children, due in December 2009.
3.
A copy of the Executive Summary of this SCR should be shared with all LSCB’s who constitute the Greater Manchester Safeguarding Partnership, drawing their attention to the case transfer issues identified in this case. The Partnership should be requested to consider whether any amendments to the GM Pan Mobile Families Procedure, or the issuing of supplementary advice to members, are needed pending the revision of national guidance.
7.2
Improving child protection plans, avoiding the “start again “syndrome, case recording and supervisory oversight.

4.
BSCB and Lancashire LSCB should, in consultation with their respective Directors of Children’s Services, consider what actions are required to ensure that Paragraph 5.117 of Working Together to Safeguard Children is being used as the cornerstone of all child protection plans, and how this will be monitored.
5.
BSCB and Lancashire LSCB should, if they have not already done this, request the Director of Children’s Services to report on the actions that are going to be taken locally arising from the government’s recent announcement regarding ICS, the children’s social care database. The reports should include how evidence of supervisory oversight of child protection cases is going to be monitored and improved. 
6.
BSCB and Lancashire LSCB should consider ways in which child protection assessments on families where children have been previously removed due to safeguarding concerns take sufficient account of the previous parenting histories. A possible way of doing this would be to identify all children who are currently the subject of child protection plans in families who have had previous children removed; and to request that all CP plans on these children are reviewed.

7.3
Domestic Violence

7.
BSCB and Lancashire LSCB should satisfy themselves that they are receiving appropriate information in relation to domestic violence strategies in their areas (if these are not currently directly overseen by the LSCB). 
8.
The local Domestic Violence Partnership in each area should be provided with a copy of the Executive Summary, asked to consider the issues relating to Domestic Violence arising in this report, and report back to the LSCB on whether any changes to guidance and procedures to all front line staff, in addition to those already being implemented by the two police forces, are necessary.
9.
Greater Manchester Police and Lancashire Constabulary should be requested to report on the actions identified in their IMRs to their respective LSCB within 3 months, and progress should be monitored regularly thereafter. The reporting back to the LSCB should include the operation of MARAC in each area.

7.4
Information sharing

10.
Each LSCB should require all of the participating agencies in the SCR in their areas to report on how the range of information sharing deficits identified in this report need to be resolved. Included in this, each Board should satisfy itself that the sharing of relevant information concerning children moving across local authority, health and police area boundaries is being effectively addressed.

8.
RESPONSE FROM BOLTON SAFEGUARDING CHILDREN BOARD
8.1
Bolton Safeguarding Children Board (BSCB) wish to express their sincere condolences to the families involved in this tragedy. 

8.2
BSCB welcome all of the lessons to be learned from the SCR and have accepted all of the recommendations made to further improve how children are safeguarded in Bolton.

8.3
In response to the recommendations, BSCB have developed a comprehensive Action Plan which will be reviewed and monitored by the BSCB until it is satisfied that partners have effectively implemented all the necessary recommendations.
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