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Briefing Paper: 

Analysis of Serious Case Review, Executive Summaries 

1.   Purpose

This paper is provided to help in accessing the key learning from Executive Summaries of Serious Case Reviews (SCRs) from across Local Authorities (LAs).  It is based on 8 Executive Summaries forwarded to LAs by Ofsted in June 2011.
2.  The Cases

The majority of the cases (5) were female and most (5) were under 6 months of age.  Two cases involved death by co-sleeping, two concerned sexual abuse (both where Mother’s partner was a registered sex offender) and two involved violent assault of an infant resulting in injuries. The remaining two concerned one death by natural causes and one 'cause of death unknown'.  It is clear that domestic abuse and alcohol misuse feature commonly in the families concerned.
3.   Analysis of common themes

The Executive Summaries contain 88 key findings/learning points and 220 specific recommendations/actions.  Clearly this provides a rich stream of detailed analysis and reflection. Thematic analysis of this material indicates at least 3 common themes that are particularly worth considering.  These are briefly illustrated below and summarised in the table in Appendix 1. 
4.  Poor or out of date risk assessments

This area of concern featured in 7 of the 8 executive summaries e.g.

Cornwall: “failure to conduct a risk assessment”

Rotherham (W): “need for training and supervision regarding risk analysis”

Bedfordshire: “failure to recognise risks of sexual abuse and to challenge failure to recognise it by others”......”commissioning an external specialist risk assessment by an unqualified and inexperienced psychologist”
Leicestershire: “judgements not reviewed as new information came to light”
 5.  Workforce Issues

This area of concern features in 6 of the 8 Executive Summaries involving three particular aspects:

5.1    Workforce Capacity:

West Sussex: “excessive workload in the Social Work team .... poor cover arrangements when SW team manager was sick .... gaps in SW and management capacity”

Rotherham (W): “discontinuity of workers and gaps in service provision”

 5.2    Workforce Supervision:

Bedfordshire: “inadequate supervision of police officers”
West Sussex: “failure of supervision and management tracking systems”

5.3   Workforce skills, knowledge and experience

Bedfordshire: “professionals with insufficient knowledge, skills and training for sex abuse cases”

Cornwall:  “Confusion about thresholds...lack of understanding of the dangers of living with domestic abuse and alcohol misuse”
6.  Over optimism/lack of challenge to parents 
This featured in 5 of the 8 executive summaries e.g.

Bedfordshire:  “ overreliance on mother’s willingness and ability to supervise a Registered Sex Offender (her partner) and unrealistic expectations of her (in this regard)”...” failure to ensure written agreements with carers are workable, clearly expressed, can be monitored and their legal status and limitations are understood”
Rotherham: “need to maintain ‘respectful uncertainty’ (Laming 2003)”

Leicestershire:  “over empathising with parents and believing what they said without thorough checks”....”over optimism about how the family could manage their difficulties”

Sefton: “professionals were sometimes over influenced by a well presented mother and formed an overoptimistic view of her parenting abilities”.....”People who drink excessively or who are dependent on alcohol can be prone to denying they have a problem” ...”Victims of domestic violence often minimise the events and do not always understand the impact it has on children” ... “Staff need to be more inquisitive when school attendance is consistently poor”
7.  Conclusion

This analysis of Executive Summaries suggests that it would be sensible for PSCB partners to review their arrangements for quality assurance in three particular areas:
· Risk analysis (with particular focus on how they are updated in light of new information)

· Workforce issues (capacity, supervision and skill/knowledge/experience)

· ‘Respectful uncertainty’ in working relationships with parents/carers

E copies of the executive Summaries are available on request from Sallie Ridgley on sallie.ridgley@portsmouthcc.gov.uk
David Hogg

Business Manager

Portsmouth Safeguarding Children Board
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	Appendix 1:

Analysis of common themes in 8 Serious Case Review, Executive Summaries forwarded on by Ofsted, June 2011
	Family factors
	Key findings/recommendations  of the SCR
	                  
Means that this issue was found in this case

	
	Domestic  Abuse 
	Alcohol  abuse
	Workforce  failings
	Poor  or out of date risk  assessment
	Over optimism/lack of challenge  to parents
	Poor sharing of info.

	Silo  working

	Poor  record keeping
	

	Case
	Gender
	Age
	Context
	
	
	
	
	
	
	
	
	Particular findings for this SCR 

	West Sussex 

‘Carrie’
	F
	‘Under 13’
	Sexual assault by RSO who was Mother’s partner
	
	
	
	
	
	
	
	
	Failure to proactively remove known RSO from risky situation

	Leicestershire

Child B
	F
	‘Few weeks’
	Assault by Father - Fractured skull and brain damage
	
	
	
	
	
	
	
	
	Over empathising with parents and believing what they said without thorough checks

	Blackpool

Child F
	Not stated
	‘4 months’
	Death by overlay
	
	
	
	
	
	
	
	
	Adult focused services showed insufficient attention to safeguarding issues for children

	Bedfordshire

Child J
	Not stated
	‘primary aged’
	Indecent assault by RSO who was Mother’s partner
	
	
	
	
	
	
	
	
	Insufficient skill, knowledge and specialist training in understanding ‘grooming’

	Rotherham

Child T
	F
	’11 days’
	SID – co-sleeping
	
	
	
	
	
	
	
	
	Poor understanding of the impact of alcohol misuse and domestic abuse on children in the family

	Rotherham

Child W
	M
	‘4 months’
	Assault by violent shaking
	
	
	
	
	
	
	
	
	Need to challenge overly optimistic attitude and low expectations towards parental capacity to change

	Cornwall

‘Young person’
	F
	’17 years’
	Cause of death unknown – street homeless person
	
	
	
	
	
	
	
	
	Need for decision making about categorisation of need/risk to be more multi agency. 

	Sefton

Child 1
	F
	’13 days’
	Natural causes – rapid bacterial infection
	
	
	
	
	
	
	
	
	Professionals were over influenced by a well presented mother and formed an overoptimistic view of her parenting abilities.

GPs held significant information that was not offered or accessed.


Key: RSO – Registered Sex Offender; SID – Sudden infant death; SCR – Serious Case Review: M – Male; F - Female






