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INTRODUCTION

One of the key functions of Local Safeguarding Children Boards is to undertake
reviews of serious cases and advise the Children’s Services Authority and Board
Partners on lessons to be learned. This obligation is imposed by Regulation 5 of the
Local Safeguarding Children Board Regulations 2005 and Working Together (2006).

These procedures and practice guidance summarise:

e The purpose of Serious Case and Lessons Learned Reviews and the
criteria for conducting them

e The process for initiating Serious Case Reviews and subsequent
conduct

e Actions consequently required of each member agency and of the
MSCB

These were ratified by the Medway Safeguarding Children Board on 17/06/08 and
will be reviewed in 24 months from this date.

Sally Mortimore
MSCB Manager

Telephone 01634 336340
Email Sally.Mortimore@medway.gov.uk
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PART ONE: CONTEXT
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DEFINITION OF A SERIOUS CASE REVIEW

(Taken from Working Together to Safeguard Children 2006 Chapter 8)

1.1.1 When a child dies, and abuse or neglect are known or suspected to be a
factor in the death, LSCBs should undertake a Serious Case Review to
ascertain whether there are any lessons to be learned about the ways in
which organisations work together to safeguard and promote the welfare of
children. This will involve an examination of the involvement with the child
and family of organisations and professionals.

1.1.2 Additionally, LSCBs should always consider whether a Serious Case Review
should be conducted:

where a child sustains a potentially life-threatening injury or serious and
permanent impairment of health and development through abuse or
neglect, or

has been subjected to particularly serious sexual abuse, or

their parent has been murdered and a homicide review is being initiated,
or

the child has been killed by a parent with a mental iliness, or

the case gives rise to concerns about inter-agency working to protect
children from harm.

1.1.3 The Serious Case Review Panel is established to undertake Case Reviews on
behalf of the Medway Safeguarding Children Board.

PURPOSE OF A SERIOUS CASE REVIEW

1.2.1 The purpose of a Case Review 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 upon, and
what is expected to change as a result; and as a consequence,

To improve inter-agency working and better safeguard and promote the
welfare of children.”

(Working Together 8.3)

Serious Case Review Procedures

May 2008

Page 6 of 106



WHEN SHOULD MSCB UNDERTAKE A SERIOUS CASE

REVIEW?

1.3.1 MSCB should always undertake a Serious Case Review when a child dies
(including death by suicide), and abuse or neglect is known or suspected to
be a factor in the child’s death. This is irrespective of whether Medway
Council Children’s Social Services is or has been involved with the child or
family.

1.3.2 MSCB should also consider conducting a review when there are concerns
about the way in which local professionals and services worked together with
respect to a child:

e Who sustains a potentially life-threatening injury or serious and
permanent impairment of health and development through abuse or
neglect; or

e Who has been subjected to particularly serious sexual abuse; or

e Whose parent has been murdered and a homicide review is being
initiated; or

e Who has been killed by a parent with a mental iliness

e The case gives rise to concerns about inter-agency working to protect
children from harm.

1.3.3 Where more than one LSCB has knowledge of a child, the LSCB for the area
in which the child is / was normally resident should take lead responsibility for
conducting any review. Any other LSCBs that have an interest or involvement
in the case should be included as partners in jointly planning and undertaking
the review. Please refer to Appendix X.

1.3.4 In the case of looked after children, the local authority which has
responsibility for the child should take lead responsibility for conducting the
review, again involving other LSCBs with an interest or involvement.

1.3.5 Any professional may refer such a case to the MSCB if it is believed that there
are important lessons for inter-agency working to be learned from the case.

1.3.6 In addition, the Secretary of State for the Department for Children, Schools
and Families has powers to demand an inquiry be held under the Inquiries Act
2005.

1.3.7 In cases where the criteria of 1.32 (above) are satisfied the following
questions taken from Working Together to Safeguard Children (para 8.9) may
help in deciding whether or not a case should be the subject of a serious case
review. In circumstances other than when a child dies, the answer ‘yes’ to
several of these questions is likely to indicate that a review could yield useful
lessons:
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Was there clear evidence of a risk of significant harm to a child, which
was:
o not recognised by organisations or individuals in contact with
the child or perpetrator; or
o not shared with others; or
o not acted upon appropriately?

Was the child killed by a mentally ill parent?

Was the child abused in an institutional setting (e.g. school, nursery,
family centre, Young Offender Institution, Secure Training Centre,
children’s home or armed services training establishment)?

Did the child die in a custodial (prison, Young Offender Institution or
Secure Training Centre) setting?

Was the child abused while being looked after by the local authority?
Did the child commit suicide or die while absent having run away from
home?

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 safeguarding children
procedures, which go beyond the handling of this case?

Was the child subject of a child protection plan or had it been
previously the subject of a plan or on the child protection register?
Does the case appear to have implications for a range of agencies
and/or professionals?

Does the case suggest that the MSCB may need to change its local
protocols or procedures, or that protocols and procedures are not
being adequately disseminated, understood or acted upon?

LESSONS LEARNED REVIEWS

1.4.1 Lessons Learned Reviews are undertaken on cases which do not meet the
threshold for Serious Case Reviews but where there are nonetheless lessons
to be learned about case management and multi-agency working. These
reviews follow the same format, timescales and principles of statutory SCRs
with the exception that they are not reported to Ofsted, the SHA and the

DCSF.

1.4.2 For the purposes of this practice guidance, all references to the Serious Case
Review Panel (SCRP) should also include the Lessons Learned Review Panel.
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CHILD DEATH REVIEWS

1.5.1 Working Together to Safeguard Children 2006, Chapter 7 sets out the
procedures to be followed when a child dies in each LSCB area. It describes
two inter-related processes for reviewing child deaths (either of which can
trigger a Serious Case Review).

1.5.2 In Medway, unexpected child deaths will be reviewed through the same Panel

as reviews referrals for Serious Case or Lessons Learned Review. The links
with the Child Death Review Panel are shown below:

All d::y' %iicious?

Information ’
Collected on
Child P
Interagency Rapid wuuu. s
Response Team .
1 :
\ 4 v :
Final Case Coroner’s =
v Discussion Inquest v

Review Panel

Child Death +_ -

SERIOUS CASE REVIEW PANEL: MEMBERSHIP

1.6.1 Members of the Serious Case Review Panel (SCRP) have a dual role; to
represent a professional or organisational view in relation to information
brought before the Panel AND to act collectively in representing well-
evidenced, best practice standards.

1.6.2 The expectation is that membership of the group will remain constant and
that each representative will commit to a term of 2/3 years in order to provide
group stability and continuity.
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1.6.3 In selecting representatives each agency shall:

e Choose a member of staff who is able to represent the organisation’s views,
policies and practice appropriately, and has been explicitly given the mandate
to do so.

e Choose a person with sufficient experience and knowledge of the field to
inform the debate and the matters under consideration.

e Choose an individual of sufficient seniority to ensure that recommendations
arising from the Serious Case Review Panel are appropriately addressed
within individual agencies.

1.6.4 In supporting their representatives, each agency shall:

e Ensure that representatives are appropriately briefed on matters of policy and
practice raised by individual cases

e Ensure that sufficient time is allocated to enable the representative to
effectively undertake the work of the SCRP

1.6.5 As a matter of principle members of the panel will not combine this role with
that of conducting Individual Management Reviews. This could lead to a
conflict of interest and prejudice their independence on the panel. If a
member of the panel is asked to author an Individual Management Review,
they will withdraw from the panel and may nominate an alternate.

1.6.6 In Medway, the SCRP sits within the MSCB Quality Assurance and Case
Review Subgroup and is chaired by the Chair of that group. For the current
membership of the Serious Case Review Panel please refer to the MSCB
Support Team (for contact information see below).

1.6.7 Membership of the panel is drawn from the following organisations:

Core Members:

Assistant Director Medway Council Social Care (Adult and Children’s
Services)
Designated Doctor Medway NHS Foundation Trust
Designated Nurse Medway Primary Care Trust
Probation (Area Manager)
Police — CAIU ~ (Detective Superintendent)
Education Safeguarding
GP Representative Medway Primary Care Trust
Officers:
Principal Solicitor, Medway Council
MSCB Support Team: MSCB Manager Sally Mortimore 01634 336 340
MSCB Administrator Steve Dickens 01634 336 329
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Co-opted Members

Members will be co-opted to the SCRP if their specialist skills are needed for a given
Case Review.

SERIOUS CASE REVIEW PANEL (SCRP): ROLES AND

RESPONSIBILITIES

1.7.1 GENERAL

1.

To decide whether or not a case meets the criteria for holding a Case
Review as set out in Working Together 2006 (8.9) and make
recommendation to the MSCB Chair/delegated person, who has ultimate
responsibility for the decision.

Where the criteria are met, to undertake a Case Review according to
Working Together guidelines (Working Together, 2006, Chapter 8).

Where the criteria are not met, the SCRP will act as a resource for the
discussion of complex cases. For example, where a child has not died, but
has sustained serious injury, and concerns are highlighted over inter-
agency/single agency practice, the SCRP may make recommendations for
appropriate alternative action — for example a Lessons Learned Review.

Determine the scope of each Case Review and commission Individual
Management Reviews using this guidance developed from Working
Together 2006, and draw up clear Terms of Reference including time
scales.

Give adequate consideration to the impact of parallel processes, for
example, criminal investigation or disciplinary procedures.

Ensure that the identified Chief Executive Officer in each organisation
signs off Individual Management Reviews.

To consider the wider issues of accountability and disclosure. To identify
who might have an interest in Case Reviews (for example, Chief Officers,
Elected Members, staff, and members of the child’s family, the public, and
the media) and consider what information should be made available to
each of these interested parties. The advice and guidance of the associate
members of the SCRP from Press & PR and the Legal Section of the
Council will be of value in resolving these issues.

Ensure that an Overview Report, with recommendations for action, is
produced which brings together the information and analysis contained in
Individual Management Reviews, together with reports commissioned from
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any other relevant parties, using an outline that clearly reflects both
guidance in Working Together 2006 and the agreed Terms of Reference.

9. Ensure the timely production of an anonymised Executive Summary and,
when appropriate, commission training materials.

REPORTING

10. Director of Children’s Services or nominated person to notify the Ofsted
and the PCT to notify the Strategic Health Authority each time a decision
is made to undertake a Case Review. (See Appendix IX).

11.Ensure that the Medway Children Safeguarding Board and Chief Executive
Officers of organisations are briefed about the work of the Serious Cases
Review Panel on a regular basis, receive reports on individual cases and
agree recommendations.

12. Contact Ofsted to agree an extension where the SCR cannot be completed
within 4 months.

13.Ensure that once a Case Review is completed the Executive Summary and
MSCB Action Plan are circulated to agencies relevant to the case.

14.Send report (with action plan and IMR reports) to Ofsted, the Government
Office South East and the DCSF.

15. Liaise with the QACR Subgroup regarding the monitoring of action plans.

16.Liaise with the Training subgroup regarding the development of case
studies and training arising from recommendations.

ROLE OF THE LEGAL ADVISER

1.8.1 Legal advice to the SCRP may cover:

¢ Liaison with other agencies in particular the Police and Crown Prosecution
Service to ensure that the Case Review process does not conflict with
actual or potential prosecutions.

¢ Analysis of new case law/statute affecting the review process.
Ad hoc advice to the Chair/Vice chair of the SCRP and to the Overview
Report Author.

Serious Case Review Procedures
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1.8.2

1.8.3

The main focus of any legal advice provided to the SCRP should be to ensure
that the review could fulfil its purpose by being widely and appropriately
disseminated within involved organisations without exposing the SCRP to
unnecessary legal challenge. To achieve this aim;

e Individual Management Reviews (IMR’s) and Overview Reports should be
based on clear, logical and lawful Terms of Reference.

e Evidence should be clearly sourced. Direct first-hand evidence should be
given most weight. Where allegations cannot be substantiated by such
evidence, this does not mean that they should be entirely omitted.
However, they should be clearly identified as unsubstantiated and weighed
carefully against other more reliable evidence.

o If allegations are made against individuals who are identified in a report
(either by name or by necessary implication) those individuals should be
given the opportunity to respond before such allegations are included in
the final report.

e Specific advice should be sought on technical issues e.g. Data Protection
Act, Court Rules etc.

Where any in-house legal service has had substantial involvement in the case
before the event, which triggers the Case Review, there may be a need to
examine that involvement as part of the Case Review. This could be done by
the Principal Solicitor as a Legal Services Management Review and submitted
with other Individual Management Reviews. If it is felt that there may a
conflict of interest or that the objectivity of the Individual Management
Review is affected it would be possible for that Review to be undertaken by
the Legal Services department of a neighbouring authority.

THE IMPACT OF THE FREEDOM OF INFORMATION ACT 2000

(FOIA)

1.9.1

1.9.2

1.9.3

Under the FOIA any person has the right to make a request for information
held by a public authority.

The organisations forming membership of the MSCB are subject to the
provision of the Act and should have procedures for dealing with requests.
Any organisation receiving a Freedom of Information request concerning a
Serious Case Review should discuss this with the MSCB.

The Act recognises that there are grounds for withholding information and
provides a number of exemptions from the right to access some of which are
subject to a Public Interest test.
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1.9.4 Information held and/ or gathered by agencies for the purpose of a Case
Review may fall within one or more of the following exemptions:

e Investigations and proceedings conducted by public authorities (e.g. a
criminal investigation).

e Court records

e Health and safety (disclosure would be likely to endanger the physical/
mental health/ safety of an individual).

e Personal data *

e Information provided in confidence (disclosure would constitute a breach
of confidence).

1.9.5 Some exemptions are absolute, others are qualified — requiring a balancing
exercise to be carried out before a decision is made as to whether to disclose.
Agencies should consult their information officer or take legal advice if in any
doubt as to whether an exemption applies.

NB Requests by an individual /involved with the Case Review, for information
concerning themselves would be dealt with in accordance with the Data Protection
Act.

Defined in Data Protection Act 1998 as “Data which relates to a living individual
who can be identified from those data and any other information in the
possession of or likely to come into the possession of the data controller — which
includes opinions about the individual and indications about intentions in respect
of the individual.”

THE CRIMINAL PROCEDURE & INVESTIGATIONS ACT 1996

1.10.1 This Act gives detailed guidance to Police and Prosecutors regarding
disclosure of material to the defence in criminal proceedings.

1.10.2There are times when a Serious Case Review is being conducted
simultaneously with criminal proceedings. On the rare occasion when
information comes to light during the Serious Case Review process, that may
undermine the prosecution case, the prosecutor has a duty to disclose this to
the defence.

1.10.3In such circumstances, this should be referred to the Crown Prosecution
Service via the Police representative on the Panel.
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TIMESCALES

1.11.1 Given that the primary purpose of Case Reviews is to contribute to the
improvement of inter-agency practice, the SCRP should ensure that lessons
are learned and acted upon as quickly as possible (Working Together, 8.14,
2006).

e The referral should be sent to the Chair of the MSCB, via the MSCB
support team, within 72 hours if a case may meet the SCR criteria.

e Working Together (8.14) states that “within one month of a case coming
to the attention of the LSCB Chair, the decision should have been made by
the LSCB chair, following recommendation from the Review Panel, on
whether a review should take place”. Within Medway the MSCB chair
delegates this decision to the chair of the SCRP.

e The Case Review should be completed within a further 4 months, “unless
an alternative timescale is agreed with the OFSTED at the outset” (8.15).

1.11.2 Delay

Sometimes the complexity of a case does not become apparent until the
review is in progress. As soon as it is clear that a Case Review cannot be
completed within the 4 month timescale, there should be discussion with the
OFSTED to agree a timescale for completion (8.15).

e Case Reviews should not be delayed as a matter of course because of
outstanding criminal proceedings, or a pending decision as whether or
not to prosecute (8.16).

Please refer to timescale chart appended at Appendix XIII
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PART TWO: THE PROCESS

The following section gives details of the complex processes involved in Serious Case
and Lessons Learned Reviews. The flow charts should be read in conjunction with
the text, which gives full details.
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1. REFERRAL

A child dies, or is seriously injured... abuse/neglect is suspected/criteria for SCR may be met.

v

Discuss with desianated person/senior reDrese‘r&Fative in own area

Consultation with SCR Chair
v

| y

NFA REFERRAL (to be made within 72 hours of incident) on SCR/Ref/MO08 partl
MSCB Support Team to distribute to SCRP members (Appendix I)
Does case fit criteria?
Director for Children’s Services to notify OFSTED L
Notify SHA (Appendix IX) NO
YES/MAYBE j
No

Further Letter 1 requesting additional
information and to secure files

Action L
with timescales.

SCR/Ref/MO08 updated with information
provided from letter 1

Meeting of SCRP convened (within 1
month of referral)
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2. DECISION MAKING

Meeting of SCRP (standing group) to make recommendation to chair, terms of reference and scope,
identify author, confirm panel members. Complete SCR/Ref/M08 Referral Form Parts 2 to 4 (Appendix

)

Consultation regarding terms of reference

!

Recommendation to Chair of LSCB — using completed
Parts 1 & 2 of Referral form SCR/Ref/M08

Chair’s Decision — to be recorded on Part 3 of Referral Form and signed at Part 4

v

Alternative Action

Voo '

Lessons Single
Learned Agency Inter-agency
Review Manage- Training &
ment De_vglpp_ment
Review initiative
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No Further Action

!

Notify organisations of decision and
that files may be released.
Letter 2

v
Proceed to Case Review

v

Notification to Chief Executives
(Letter 3) of all relevant organisations
asking them to

— Identify IMR authors

— Commission IMR



3. INTITIATING A CASE REVIEW

SCRP confirms Draft Terms of Reference and scope agreed and signed off
at Part 4 of SCR/Ref/M08

v

SCRP members share Terms of Reference (Letter 3) with involved organisations when
asking CE’s to nominate Author of IMR and formally commissioning IMR

l

I . Involve
Commission Overview Report Author >  hother
(issue contract) LSCB?

l

Convene authors (IMR & Overview) briefing (Letter 4)
Standard IMR and chronology format to be issued at this time

v

Notify Family/Victim (as appropriate)? (Letters 5 and 6)
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4.COMPLETING A CASE REVIEW

IMRs submitted and distributed to SCRP and Overview Report Author

IMR "“Presentation” meeting of SCRP and IMR and Overview authors

v

Overview Author drafts Overview Report and Executive Summary

Possible further meetings (SCRP & Overview Author) to agree Overview Report and discuss wording of recommendations with
representatives from Training and Quality Assurance and Case Review Subgroups. Meeting to involve both SCRP Chair and Vice
Chair

Share overview report with contributors to check for factual accuracy ONLY

v

LSCB finalises and adopts Overview Report — develops Action Plan
QACR subgroup to determine response timescales

v v

Manager and Practitioner - Comtml_ss_lon caie .St:Jdeand
briefing raining materials, i
appropriate

Agencies ensure agreement and sign off of relevant Action Plan items by own Chief Executive

v

Copy of all reports (IMR, Overview Report, Exec Summary & Action Plan) to OFSTED, DCSF.
Overview and Executive Summary to Board members and contributing organisations

Serious Case review rivceuures
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5. MONITORING

Organisations report back by timescales specified in Action Plan to MSCB Support Team

h 4

Composite response matrix compiled for monitoring by QACR

h 4

QACR to consider responses made involving Training Subgroup and Serious Case Review Panel
representation

'

Report to MSCB

v v

NFA Further Action Required
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SECTION 1. REFERRAL — INSTIGATING A REVIEW

2.1.1

2.1.2

2.1.3

2.14

Any professional or agency working within the local Child Protection
network can refer a case to the MSCB for a Serious Case Review,
whether or not their particular agency has had any involvement with
the child/family. If a representative of any partner organisation of the
Medway Safeguarding Children Board feels that a case may meet the
criteria for a Serious Case Review, they are encouraged to discuss this
with the designated person/senior representative within their own
organisation. This person may then approach the SCRP Chair via the
MSCB support team for an informal discussion. This may result in no
further action or the need for additional information. Otherwise the
next step is for a completed referral form to be sent to the Chair of
MSCB (see Referral form SCR/Ref/M08 at Appendix I).

On receipt of formal referral, and if deemed appropriate, then a
meeting of the SCRP will be convened by the vice chair of the SCR
panel. If, from the information provided on the referral form, there is
an indication that other agencies are/have been involved in the case,
then the MSCB will write to them, asking for information that would
help the SCRP to decide whether/not the criteria are met.

During the referral process, in order to facilitate efficient exchange of
information, each member of the SCRP will act as a single point of
contact (SPOC) within their own organisation. When relevant, they will
also take responsibility for presenting the referral to the Serious Cases
Review Panel on behalf of their own organisation.

Notification

Agency Notification

i) Once a case has been referred for consideration to conduct a
Case Review, Chief Officers in agencies known or thought to be

involved will be asked to provide brief details of their knowledge
of the case (Part 1 of Referral Form number SCR/Ref/M08).

i) The letter of notification should include an instruction to
agencies to seal files relating to the child and family (see
Working Together, 2006) (Letter 1).

iii) This letter of notification should be copied to Chief Officers of
the LSCB partner organisations.

Serious Case Review Procedures
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b) Notifying OFSTED

The Director of Children’s Services or nominated person is required to report
all decisions to Ofsted and the PCT is required to notify the Strategic Health

Authority (SHA).
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SECTION 2. DECISION MAKING

2.2.1

There are several steps in reaching a decision as to whether or not a
Case Review should be commissioned.

The SCRP meet to consider whether or not the specified criteria (see
below) are met. All members should give priority to this meeting. At
least three partner organisations must be represented, and views
should be sought in advance from those members who are unable to
attend.

The meeting is chaired by the Chair/vice chair of the SCRP,

The Chair of the meeting will ensure that the referral is discussed fully
and that all views are heard. The decision will be based on the majority
view. Dissent will be minuted. The chair will have the casting vote
where necessary

The Chair of the MSCB is informed of the recommendation in writing.

The Chair of MSCB has ultimate responsibility for deciding whether or
not to conduct a Case Review.

Once this decision has been made, the OFSTED and SHA will be
informed (Working Together 8.11) and organisations asked to
nominate their IMR author.

The Criteria for Undertaking a Case Review

2.2.2

The criteria for undertaking SCR’s is laid out in Working Together 2006
and are included on Part 1 of the SCR Referral Form SCR/Ref/MO08.
Please also see Section 1 Instigating a review Page 20.

Notifying Families

2.2.3

2.2.4

2.2.5

Working Together (2006) para 8.12 urges LSCBs to consider the
degree to which they involve families in Case Reviews, and who should
be responsible to facilitate this.

Each case is unique and it is therefore important that the SCRP
carefully considers the best means of notifying families and how
support may be offered to them — eg through the use of advocacy
services.

Involvement can range from formal notification only, to inviting them
to share their views with the Overview Author in writing or through
interview. These questions will form part of the discussions when the
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2.2.6

SCRP is drawing up the Terms of Reference for the particular Case
Review.

Normally families (this is usually family members who have played a
significant role in the child’s life, such as parent(s) and grandparents)
should be notified that the Case Review is taking place. This may be
done by letter either directly to the family members or via their
solicitor(s), although it is important to consider other forms of
communication as seems most appropriate given the particular
circumstances. The timing of such notifications is crucial particularly
where there are ongoing Police investigations. Under these
circumstances, the decision about when to notify needs to take place
within the SCRP, with the Police representative present. Please see
section 3 page 29 for more information about involving families in
reviews.

Notifying Victims

2.2.7

2.2.8

2.2.9

Each case is unique and it is therefore important that the SCRP
carefully considers the best means of notifying victims and how
support may be offered to them — eg through the use of advocacy and
support services.

For example, where the review concerns historical abuse and the child
victim is now a young person or adult, a sensitively handled notification
can be a positive experience, allowing some sort of “closure”. This can
be achieved through them being informed of the process and helped to
understand the issues raised.

The Executive Summary could be a useful tool. It may be appropriate,
depending on the age and understanding of the child/adult, for this to
be done in person, rather than by letter.

When a Case Does Not Meet the Criteria

2.2.10 Where a case does not meet the criteria for review, other options may

be considered including the following:

A Lessons Learned Review

A Single Agency Management Review.

Bringing practitioners/managers together through an independently
facilitated learning day. The aim would be to focus on inter-agency
practice processes to effectively support the identified complexities of
the case

Alternative processes suggested by the nature of the case.

Organisations, OFSTED and the SHA to be informed of this decision
using the information on SCR/Ref/M08. (Letter 2)
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SECTION 3 - INITIATING A CASE REVIEW

Agreeing a workable Terms Of Reference

2.3.1

2.3.2

2.3.3

2.3.4

2.3.5

2.3.6

2.3.7

Better outcomes can be achieved if all the Individual Management
Reviews address the same questions and issues, pertinent to the Case
Review being undertaken. These are formulated as case-specific
Terms of Reference.

Time spent on this part of the process is crucial and will affect the
quality of Individual Management Reviews and ultimately, lessons
arising from the Overview Report. The development of Terms of
Reference is time intensive and may take the SCRP two or three
scoping meetings to achieve.

Initial Terms of Reference drawn up following discussion within the
SCRP need to from part of a consultative process, during which
representatives on the SCRP share them with the relevant officers
within their own organisations.

Terms of Reference may go through several re-writes, a date on each
draft version is vital (use of footer).

The Terms of Reference are finalised once they have been discussed at
the Overview Report Author’s Briefing.

Working Together (8.12) provides a checklist of issues that need to be
considered when drawing up the Terms of Reference for a Case
Review:

Checklist of Issues

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

Who should be appointed as the independent author for the overview
report?

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

Over what time period should events be reviewed? How far back
should enquiries cover, and what is the cut-off point? What family
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history/background information will help better to understand the
recent past and present?

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

e How should family members be invited to contribute to the review and
who should be responsible for facilitating their involvement? (Please
see page 29)

e Will the case give rise to other parallel investigations of practice, for
example, independent health investigations or multi disciplinary suicide
reviews, a homicide review where a parent has been murdered, YIB
serious incident review and a prison and probation ombudsman
investigation where a child has died in a custodial setting and, if so,
how should review processes fit?

o If there are parallel investigations of practice, how can a co-ordinated
or jointly commissioned review process best address all the relevant
questions that need to be asked, in the most economical way?

e Is there a need to involve organisations/professionals in other LSCB
areas and what should be their respective roles and responsibilities?

e 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?

e How should the SCR process fit with the process for other types of
review? Eg: homicide or mental health.

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

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

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

e Does the LSCB need to obtain independent legal advice about any
aspect of the proposed review?

For a sample terms of reference, please see Appendix II
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2.3.8 Following the scoping meeting, the SCRP Chair will, in conjunction with
the MSCB Manager:

i) Draft a record of the meeting including decisions, agreed actions
and timetable. This will be circulated to members of the
Overview Panel and the Chair of the MSCB for information.

ii) Formulate and agree the final Terms of Reference for the
Overview Report

i) Write to relevant agency Chief Officers informing them of
proposed actions and timetables and asking them to identify
who will draft their agency management reviews. It is the
responsibility of Chief Officers to ensure that the authors of the
agency report are aware of the MSCB expectations in respect of
report style & content and timetable. (see page 36)

iv) Consider whether a Briefing meeting with authors of Agency
Reviews should be held

v) Contact specialist consultants where necessary and negotiate
their involvement

vi) If required, co-opt other members of the MSCB to the Overview
Panel and brief them and their Chief Officer on the process and
role of the co-opted members

2.3.9 All other Panel members will carry out appropriate actions agreed at
the Scoping Meeting.

2.3.10 Panel members should be constant throughout the time of the review
and should attend all the Overview review meetings.

INVOLVING FAMILIES

2.3.11 Working Together to Safeguard Children 2006 advises that LSCBs
should:

e Consider how family members might contribute to the review, and
who should be responsible for facilitating their involvement?

e Make arrangements to provide feedback and debriefing to staff,
family members of the subject child and the media as appropriate

e Carefully consider who might have an interest in reviews, including
members of the child’s family, and what information should be
available to each of these interests

e To anticipate requests for information and plan in advance how
they should be met.
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2.3.12 When planning and conducting a Serious Case Review, the Panel will
always consider the degree to which family members can be involved
in the process. Engagement with, and feedback to the family, should
be an integral part of the process wherever possible.

2.3.13 There will be a presumption that family members will be invited to
contribute as fully as possible to the Serious Case or Lessons Learned
Review process unless there are reasons to exclude or limit their
participation. The degree to which family members are involved will be
considered at the first and reviewed at all subsequent meetings of the
Serious Case or Lessons Learned Review Panel.

2.3.14 Where it is not advisable or achievable the reasons should be explicitly
recorded in the overview report.

Defining the Family:

2.3.15The ‘family’ of a child subject to a Serious Case or Lessons Learned
Review should be identified. Members should not necessarily be limited
to those with Parental Responsibility or blood relatives. The family
may for example include foster parents, step parents and other
members of a wider family group.

2.3.16 It may be possible / necessary to involve some family members and
exclude others.

Suggested Checklist of Limiting Factors

2.3.17 The following should be considered at the first meeting of the Panel to
assist the decision making process on whether family members should
be involved:

e Where there is criminal investigation or prosecution, and a family
member may be responsible for abuse, that person should not be
consulted or give information directly to the Panel until the
investigation/prosecution is concluded as their involvement may
prejudice the investigation/prosecution. If a family member is a
witness in an ongoing enquiry, or may be called by the prosecution
or defence at a trial, they should not be involved.

e Additionally, exclusion should apply to anyone who there is reason
to believe may have allegiance to a suspect or perpetrator and may
be tempted to disclose to them information gleaned from the
process prior to the finalising of an investigation or trial. Any
involvement of a perpetrator or witness in a Serious Case Review
that does occur must be reported to the Police/CPS. It is recordable
and potentially disclosable.

Serious Case Review Procedures
2nd Edition May 2008 Page 30 of 106



e Where involvement is likely to complicate any Children Act
proceedings and/or put children at risk.

e Where a family member has made a claim or intimated that a claim
will be made against one or more agencies in respect of the events
that are the subject of the review, or where the family may have a
potential claim against one or more of the agencies. In such cases,
the Panel will consider any advice received from the insurers or
legal advisers of the relevant agencies when deciding on the
involvement of family members.

e There may be particular reasons, which will make it exceptionally
difficult for family members to respond positively to involvement in
the Review due to anger, or distress, which may impede
professional exploration of the issues.

e It is an expectation that professional will share information freely
although it is recognised it may present difficulties and in these
cases a risk assessment should be undertaken

e Preserving confidentiality will become more difficult as the range of
those included is widened.

2.3.18 The Overview Panel must consider, and keep under review, the degree
to which family members should be involved. It will be important to
balance the human rights of family members against the overall
objective of identifying ways in which Safeguarding procedures and
practice can be improved to benefit all children and their families in
Medway.

Options on How to Involve the Family

2.3.19 The following options will apply. Each option could include the stages
above. There are legal implications for each of the levels of
involvement, but the last four options give rise to the greatest risk of
litigation, either from the family, the child or professionals identifiable
from the Review report. Update/progress reports to agencies insurers
and the CPS at stages throughout the process is strongly
recommended and mandatory when options 7 — 8 below are being

considered.
1 Providle support to the family from agencies as
appropriate/requested from the start
2 Tell the family that the agencies will investigate what has
happened
3 Inform the family that a Serious Case Review is to be undertaken

and explain the purpose and process
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4 Return to the family at intervals to inform them of progress

5 Request information from the family on their perspective of what
has happened
6 Provide opportunity for the family to contribute written or verbal

views to the review

Share content of executive summary with the family

Partial report to be shared with the family — see above on
disclosure of contents of report.

[0 N

2.3.20 When information is provided to a family member, the person or
agency providing the information will advise the family member that
the information is confidential and should not be shared with third
parties.

2.3.21 At the conclusion of a Serious Case or Lessons Learned Review, the
Overview Panel should always consider what ongoing support family
members may need and seek to provide appropriate services from
relevant agencies/organisations.

2.3.22 This involvement of family members in the Serious Case Review
process will be kept under review by the QACR Subgroup.

THE OVERVIEW AUTHOR

Commissioning an Independent Overview Author

2.3.23 There is always a choice to be made about whether to appoint an in-
house or independent Overview Author (see Bullock and Sinclair, pages
38 & 39). In both cases “independence” is crucial.

2.3.24 Medway Safeguarding Children Board has developed the use of
Independent Authors in order to ensure an additional level of
independent examination of the inter-agency practice issues that arise
in each Serious Case Review. Whilst this clearly has budget
implications, the consequent added value has been acknowledged.

2.3.25Where Lessons Learned Reviews are to be undertaken, a senior
member of the Serious Case Review Panel whose agency has had little
or no involvement with the case will undertake to compile the final
overview Report
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Process for Commissioning an Independent Overview Author

2.3.26 The MSCB is developing a register of suitably experienced and qualified
people who could be appointed to undertake the role of Independent
Overview Author for a Serious Case Review.

2.3.27 These people will need to meet the Person Specification detailed below
They must consent on being entered onto the register of Independent
Overview Authors. The MSCB Manager and the Chair of the QACR
subgroup will review the register on a regular basis, ensuring that
those individuals on the list wish to remain on it.

Person Specification

Minimum of 5 vyears post-qualifying experience in Child
Protection
. Senior management experience in a relevant agency or
organisation
. Previous experience of writing SCR Overview Reports and
complex reports (examples will need to be seen)
. Considerable experience of chairing multi-agency meetings
. Knowledge of current legislation and guidance relating to
children
i. Excellent interpersonal skills
vii. Excellent verbal and non-verbal communication skills
viii.Ability to develop SMART recommendations based upon the
analysis of available information
ix. Ability to work to agreed deadlines
X. Experience of dealing with the media

2.3.28 In addition, Independent Overview Authors will be asked to provide:

e A written reference from a Senior Manager/MSCB Chair in an authority
where they have recently written an Overview Report

e Evidence that their method of working is congruent with the values and
principles laid down in this practice guidance (a copy will be provided)

e Enhanced CRB check

2.3.29 In some instances an interview by some representatives of the Serious
Case Review Panel may be helpful.
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Commissioning Contract

2.3.300nce the appointment is agreed, a contract outlining terms and
conditions will be sent to the candidate. The contract to specify the
tasks required i.e. writing of Overview Report and production of
Executive Summary.

ROLES AND RESPONSIBILITIES OF THE INDEPENDENT

OVERVIEW AUTHOR

2.3.31 The Overview Author will:-
e Be independent of the key agencies that have undertaken the
internal management reviews as far as practicable.

e Abide by the terms of reference including making arrangements to
seek the view of the parents/carer if agreed

e To arrange a plan of meetings.

e To compile, using the agreed formats :-
i.  Composite Chronology
ii. The Overview Report - See Appendix VII
iii. Executive Summary See Appendix VIII
iv. Draft Action Plan

e To ensure that the child is known by “his/her” or by an anonymous
first name and that the officers involved are appropriately
anonymised e.g. Health Visitor 1 in the final version of the Overview
Report.

e To ensure the Overview Report & Executive Summary are based on
fact and are open, honest and transparent with no suggestion of
malice either in the report or in its dissemination. The purpose of the
report is to learn lessons and to identify how those lessons can be

acted upon.

e To ensure clear, robust, meaningful SMART recommendations are
made that will effect service change.

e To send to authors of the internal management reports the draft
overview report for comment in respect of accuracy.
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e If any additional enquiries arise these to be answered through the
author of the Agency Individual Management Reports or other
appropriate Officer. The Chair or Panel would not usually be expected
to interview officers.

e If further concerns for example, relating to child protection issues
arise during the course of the Overview Panels work, The Overview
Author will immediately inform the Board, Police & Children’s Social
Care. The Overview Panel must not investigate.

2.3.32The final report will be forwarded to the Chair of MSCB who will

consider the report and discuss any amendment or clarification
required with the Chair of the Overview Panel.

Working Co-operatively with the Overview Author

2.3.33 1t is crucial to enable the Overview Author to engage with the local
system and processes so they can make sense of the information that
is presented to them in the reports from the Individual Management
Review Authors. However, it is vital that they also feel able to maintain
their independence.

Meetings

2.3.34 Currently Overview Authors are invited to attend the following
meetings:

e Briefing for Authors

e Serious Case Review Panel/Lessons Learned Review Panel where
reports are presented

e Subsequent meetings of the Serious Cases Review Panel/Lessons
Learned Review Panel where draft versions of the Overview Report
(usually two) are discussed.

Involvement with Families

2.3.35 There can also be some involvement with families if the latter choose
to make representation to the Serious Cases Review Panel via the
Overview Author.

Serious Case Review Procedures
2nd Edition May 2008 Page 35 of 106



INDIVIDUAL MANAGEMENT REVIEWS (IMRs)

2.3.36 Each organisation that is identified as having had involvement with the

child (or children) in question is required to undertake an Individual
Management Review. The aim of IMR’s is to look openly and critically
at individual and organisational practice to see whether the case
indicates that changes could and should be made, and if so, to identify
how those changes will be brought about

2.3.370nce completed the IMR needs to be signed off by the relevant

Director/Chief Executive (or delegated representative) in the
organisation.

2.3.38 The aim of IMRs should be to:

Establish a factual chronology of the action which has been taken
within the agency;

Analyse the involvement of the agency;

Consider what lessons may be learned from the case about the way
in which the agency works to safeguard children and promote their
welfare;

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

To improve inter-agency working and better safeguard children.

2.3.39 The questions to consider are:

i) What Was Our Involvement with this Child and Family?

Construct a comprehensive chronology of involvement by the agency
using the format provided and/or professional(s) in contact with the
child and family over the period of time set out in the review’s terms of
reference. Briefly summarise decisions reached, the services offered
and/or provided to the child(ren) and family, and other action taken.

ii)What do we learn From This Case?

Are there lessons from this case for the way in which this agency
works to safeguard children and promote their welfare? Is there good
practice to highlight, as well as ways in which practice can be
improved? Are there implications for ways of working: training (single
and inter-agency); management and supervision; working in
partnership with other agencies; resources?
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iii) Recommendations for Action

What action should be taken by whom, and by when? What outcomes
should these actions bring about, and how will the agency review
whether they have been achieved? It would also be useful to include
any information pertaining to any actions which have already been
implemented regarding, for example, any disciplinary processes
integrated or changes in single agency policy responses to
circumstances.

Please refer to Appendix IV for the standard MSCB format for IMRs
which must be followed.

BRIEFING FOR AUTHORS OF INDIVIDUAL

MANAGEMENT REVIEWS AND THE OVERVIEW REPORT

2.3.40 The aim of the Authors Briefing is to reach agreement about how best
to achieve a well-integrated and coherent Case Review. In reaching
such agreements it is important:

e To explain the process, what is expected & when.
e To ensure that authors understand the Terms of Reference for the

Case Review. Some fine-tuning may be necessary. It is crucial that
the Terms of Reference are meaningful and workable for authors.

e To agree the headings for both the Individual Management and
Overview reports using the Terms of Reference and the format
guidance in Working Together 2006.

e To ensure that comments made and conclusions reached within all
reports are evidenced.

e To raise awareness about the possible need to seek legal advice in the
preparation of author’s reports.

e To stress the importance of meeting agreed deadlines for the
submission of their reports to the SCR Panel.

e To ensure that single agency authors understand the purpose and
value of individual presentation of their report to the SCRP.
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2.3.41 Additional benefits of the Authors Briefing are:
e All authors meet each other in a supportive, informal environment.

e A face-to- face meeting ensures everyone hears the same message.
Confusions/questions/queries can be dealt with on the spot.

e It offers a chance to dispel myths and anxieties about the Case Review
process.

e It enables a timetable to be set for the sequential presentation of
reports to the SCRP on an agreed day.

TASKS OF INDIVIDUAL MANAGEMENT REVIEW AUTHORS

2.3.42 This is intended as a checklist and is not necessarily sequential.
i) Identify key staff to be interviewed.

i)  Advise Senior Managers of this process, the need to release staff
and time involved.

iii)  Obtain all relevant records. (Staff may need to be provided with
exact photocopies if these are working files.)

iv)  Arrange a briefing for all staff that are to be involved and consult
with senior managers about issues to be addressed. (See list in v
below and “Communicating with staff” below)

v) A briefing with staff will address:

o remit for review;
format and recording arrangements for interviews;
preparation for interviews and time needed;
location (e.g. not at normal place of work);
release from usual duties to prepare and participate;
support needs;
purpose of interview and expectations of interviewee;
access to record of individual interviews;
access to chronology;
the arrangements for access to relevant information from
the reports;
. possible outcomes/debriefing arrangements;
. confidentiality.

Vi) Arrange interviews and confirm in writing including interview
format, profile of interviewee format, terms of reference and
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purpose of review. For a suggested interview format, please refer
to Appendix VI

vii) Collect and read all the relevant documentation which gives the
context for the professional handling of the case including
procedures, guidelines etc.

viii) Compile a chronology using the MSCB template (please refer to
Appendix IV), provided by the MSCB Administrator. Using the
template will make it easier to prepare a Composite Chronology and
corroborate information provided by each organisation under the
headings provided.

iX) A genogram and pen picture of each child or children will also be
required. If this is not done the matter will be referred back to the
agency to ask them to comply.

X) Conduct and record interviews and send report/transcripts to
interviewees as soon as possible to identify issues of factual
accuracy and any other amendments they consider appropriate.
Template will be provided by the MSCB Administrator.

Xi) To produce an agency’s review report. The MSCB template must
be used. This helps to help ensure that the relevant questions are
addressed, and to provide information to MSCB in a consistent
format to help with preparing an overview report. The questions
posed do not comprise a comprehensive checklist relevant to all
situations. Each case may give rise to specific questions or issues
which need to be explored and the Overview Panel should consider
carefully the circumstances of individual cases and how best to
structure the review in the light of those particular circumstances.

Xii) Report to be agreed by senior managers of each agency and
discussed with staff involved as appropriate.

Xiii) Debriefing meeting with staff involved on completion of the Serious
Case Review.

Legal Advice

2.3.43 Authors of Individual Management Reviews should always consider
whether they should obtain advice from their own legal advisors on
their draft reports before submitting them. Legal advice need never be
accepted without challenge. If the content of a report is substantially
affected by legal advice this should be stated so that, if necessary the
SCRP can consider obtaining a second opinion.
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2.3.44 During the course of an individual agency review, the IMR Author may
find that legal advice given to the agency is closely associated with
significant issues arising from the case. In such circumstances the IMR
Author should invite the agency’s legal advisers to submit a report to
be annexed to the IMR report. Any report dealing with legal issues
should be prepared by a lawyer with no direct involvement in the case
under review; and, with no involvement in the provision of legal advice
about that case to the Serious Case Review Panel.

Sign off

2.3.45IMR authors must ensure that their reports have been discussed with
relevant managers in their own organisation and that the final report is
signed off by their Director/Chief Executive Officer (or delegated
representative).

2.3.46 Signed copies of finished reports need to be sent to the MSCB
Administrator by the agreed deadline, so that they can be circulated to
the SCRP.

COMMUNICATING WITH STAFF

2.3.471t is the responsibility of Individual agencies to inform the staff
involved in the early stages of the serious case review process of the
terms of reference/parameters of the review.

2.3.48 Individual staff and their managers likely to be involved in the review
will be informed by their agency senior managers and should be
offered support and advice on the process of the review. Senior
Managers will need to take account of the impact of the Serious Case
Review process on staff.

2.3.49 Depending on case characteristics some members of staff may require
independent counselling support to assist them in coping with the
personal impact of the situation.

2.3.50 They should be informed of the need for confidentiality throughout the
review period.

2.3.51 Where the review process exceeds the Working Together 2006
recommended timescales affected staff should be kept updated by
their managers on the progress of the review

2.3.52 Upon completion of the single agency management review report each
agency will need to ensure that staff involved receive feedback and
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debriefing in advance of the completion of the overview report of the
MSCB.

2.3.53 The findings of the overview report together with what are considered
by senior agency managers as relevant extracts of the report (the full
report, wherever possible) should be made available to involved and
directly affected agency staff prior to the report being presented to the
full MSCB meeting.

2.3.54 Neither copies of single agency reports nor the overview report may be
given to individual staff members for them to retain.

2.3.55 Case reviews are not a part of any disciplinary enquiry or process, but
information that emerges in the course of reviews may indicate that
disciplinary action should be taken under established procedures.
Alternatively, reviews may be conducted concurrently with disciplinary
action. In some cases (e.g. alleged institutional abuse) disciplinary
action may be needed urgently to safeguard other children.
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SECTION 4: COMPLETING A CASE REVIEW

Presentation of Individual Management Reviews to the Serious
Case/Lessons Learned Review Panel and Overview Author

2.4.1 Once Individual Management Reviews are completed, they are
presented to the SCRP in the following way:

2.4.2 Completed reports will be circulated to all members of the Serious Case
Review Panel and the Overview Author by the MSCB Administrator at
least 1 week before the meeting.

2.4.3 Key Features of the Presentation Meeting are:

¢ Individual Management Review authors will present their reports to the
SCRP and Overview Author sequentially throughout the day (or two
days in very complex cases)

e Authors are invited to identify the key findings of their work.

e The meeting provides the Overview Author and the SCRP with an
opportunity to engage in a dialogue with Single Agency Management
Review Authors in order to “make sense” of issues central to the Case
Review

e It also provides the opportunity to deal with omissions, guestions, and
queries arising from the different reports or between different
reports/chronologies.

e It is the first point at which key inter-agency practice issues begin to
emerge.

WRITING THE OVERVIEW REPORT

2.4.4 The core information upon which the Overview Report is based arises
from Individual Management Reviews and the discussion of emerging
practice issues within the SCRP. The Overview Report is expected to
identify any significant discrepancies between those reports or
perspectives (in fact or analysis) and seeks to reconcile them through
discussion with authors and the SCRP.

2.4.5 The Overview Report will be produced using the headings agreed at
the Authors briefing session and in line with the standard format
provided (Please refer to Appendix VII)- a combination of the format
recommended in Working Together 2006 and case-specific issues from
the agreed Terms of Reference.
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PROCESS OF COMPILING AN OVERVIEW REPORT

2.4.6

2.4.7

2.4.8

2.4.9

The Independent Overview author, on receipt of the IMRs will identify
any discrepancies between agency reports as they are received. This
will be brought to the attention to the MSCB Manager in order that
issues can be addressed without delay.

The Overview Panel will, in conjunction with the Overview Author:

Establish a factual integrated chronology of the action which has been
taken within the agency;

Consider the agency reviewing officers’ reports. Each agency involved
will determine what further action is required within their own agency
and this will be included in their report and shared with the SCRP;
Identify the key issues against the format for the overview report.
Ensure that contributing organisations and individuals are satisfied that
their information is fully and fairly represented in the overview report;
Analyse how and why events occurred, decisions were made, actions
were taken or not. Any examples of good practice should be also be
highlighted.

Translate recommendations into a draft action plan to be considered by
the Medway Safeguarding Children Board which must be agreed to at a
senior level by each of the organisations that need to be involved. The
plan will set out who will do what, by when, and with what intended
outcome. Please see below for further details.

Agree the executive summary of the overview report compiled by the
chair, which will provide a summarised and anonymised version of the
report for publication on the MSCB website;

When the Overview Author has produced the first draft report, this will
normally be presented to the SCRP for discussion and comment. This
discussion aims to enable the Overview Author to place his/her analysis
in the current context of inter-agency work, thus increasing the
likelihood of helpful recommendations for action. The final Overview
Report however, should reflect the independent view of the author.

Several drafts may be produced and discussed before the report is
finalised for endorsement by the Medway Safeguarding Children Board.
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Making Recommendations

2.4.10 SCR Recommendations should be SMART:

Specific Setting out exactly what should be done.

Measurable | Setting out the result which is to be achieved (how much,
how many, how well).

Achievable The recommendation can be implemented and the
individual to whom it is addressed is able and has the
authority and resources to do this.

Realistic Implementing the recommendation is possible in the ‘real
world” and not just in theory, bearing in mind any existing
constraints.

Timed There is a timescale in which the recommendation is to be
implemented.

2.4.11 SMART recommendations should not include multiple tasks. Where
there are several aspects to a recommendation these should be
separately number (1a, 1b, 1c etc). Individual monitoring criteria
should be attached to each part.

Responsibilities

2.4.12 Each recommendation made should be addressed to a specific person
who has the authority via the management structure to ensure that the
required work is carried out. In most cases this will not be the person
who will actually do the work; responsibility for this should be allocated
internally by agencies during the development of their action plans
(see below).

2.4.13 The person to whom the recommendation is addressed will however be
held ultimately accountable for work that does/does not take place.
When adopting the report it is therefore important that Board members
highlight if the wrong person has been selected to attach responsibility
to or if they believe what has been requested is unachievable.

The Overview report must be dated and signed by the author

ACTION PLANNING AND IMPLEMENTATION

2.4.14 A good Action Plan will include:

e SMART recommendations
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e Confirmation that the recommendation has been agreed at the
appropriate level in the agency

e Clear and precise action to be taken in order to implement the

recommendation

Who is responsible for ensuring that each Action happens

The timescale for completion of each action point

With what intended outcome

By what means improvements in practice/systems will be

monitored and reviewed

¢ Signing Off arrangements — whether the action has been taken
and completed

e The MSCB Action Plan template below will be used in the
Individual Management and overview reports

RECOMMENDATION ACTION BY WHOM OUTCOME MONITORING ASSESSMENT
What are we Who is going What do we What has been How is your
going to do? to do it? intend to achieved? agency meeting

these
recommend-
ations?

achieve?

(Traffic light

2.4.15 On receiving an Overview Report, the MSCB should:

e Clarify to whom the report, or any part of it, should be made
available;

e Disseminate the report or key findings to interested parties as
agreed. Make arrangements to provide feedback and de-briefing
to staff, family members of the subject child and the media, as
appropriate;

e Agree any urgent action arising from the serious case review
which requires immediate action;

e In the case of a serious case review, provide a copy of the
overview report, action plan and individual management reports
to Ofsted and the DCSF.

Audit and Monitoring

2.4.16 Monitoring of the action plan produced from the overview report and
agreed by the MSCB will be undertaken by the QACR Subgroup
reporting back to MSCB.
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2.4.17 Any areas of inter-agency activity identified as of particular concern
may also be referred for consideration by the performance monitoring
subgroup as a potential area for future audit and research.

THE EXECUTIVE SUMMARY

2.4.18 The Executive Summary is short, anonymous, and based on the
Overview Report. This is a public document (Working Together 8.33).

2.4.19 Its primary purpose is to inform a wider population of the organisations
involved and family members of the key elements in the Case Review,
namely:

e The purpose and scope of the Case Review

e An outline of the Review Process, including the organisations involved
in providing information.

e A brief outline of the circumstances that led to a Case Review.

e A succinct account of inter-agency practice issues identified

e Intended actions

2.4.20 The Executive Summary can be used in the following way:

e A demonstration of the way in which the MSCB has exercised its
responsibilities in relation to death or injury of child/children.

e A basis for press briefings should the Case Review process attract
media attention.

e An efficient means of informing Chief Officers and the inter-agency
practice community of key learning arising from the review of practice.

e Core information upon which to build more elaborate case specific
training materials.

2.4.21 The DSCF biennial analysis of serious case reviews 2003-2005 (DCSF
2008) recommend the following items should be included in Executive
Summaries to achieve a greater depth of learning:

e Anonymised name or initials of the child, and age at the time of the
incident;

e The serious case review process — brief outline of the purpose and
scope of the review and terms of reference;

e Reasons for conducting the review and what SCR criteria were met (or
if the criteria were not met the reason for conducting the review);

e Brief case summary to include details of incident, kind of maltreatment,
who was believed to e responsible for the abuse;

Serious Case Review Procedures
2nd Edition May 2008 Page 46 of 106



Family background (including anonymised details of members of the
household in which the child was living, or otherwise relevant persons
with ages if possible). Potentially identifying details need to be
restricted to the Overview Report.

Context of ages involved and resourcing (eg staff absence/vacancies
etc);

Key recommendations indicating the resource implications
(time/human resources, services) or action plan;

Key themes and lessons learnt

2.4.22 The Executive Summary is completed by the overview author. A draft

should be circulated to the SCRP for comment before final
endorsement by the MSCB Management Group. Copies of all reports
should be marked as draft until the report is approved by the MSCB.

RETENTION OF PAPERS

2.4.23The sensitive nature of information contained within Individual

Management Reviews and the Overview Report must not be
underestimated. There is a balance to be kept between sharing
information widely in order in increase participation, ownership and
learning, and the appropriate management of personal and
professional detail.

2.4.24 The following practice will, in most instances, minimise the chances of

inappropriate disclosure.

1. SCRP Members will:

Treat all papers relating to the SCRP’s work as confidential

Keep papers locked and secure during the process of a Case Review.
Retain a single copy of the Overview Report.

Will destroy all other papers.

2. Each MSCB partner organisation will:

Make arrangements for the secure retention of a single copy of their own
Individual Management Reviews and the Overview Report

Ensuring that all draft copies of the Overview Report are returned to the
MSCB for shredding.

3. The MSCB Administrator responsible for the SCRP will:

Retain copies of all papers associated with a Serious Case Review for a
period of 10 years.
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= Provide access to papers through application to the Chair of the LSCB.

= Mark copies of all Overview Reports as draft until the report is approved
and arrange for draft reports to be returned to the MSCB and destroyed.

= Retain a copy of the final overview report and action plan

FINALISATION AND ADOPTION OF THE OVERVIEW
REPORT & TRANSLATING THE OVERVIEW

RECOMMENDATIONS INTO A WORKABLE ACTION PLAN

2.4.25 The Overview Report and Integrated Chronology need to be formally
adopted by the Medway Safeguarding Children Board. This will be
preceded by a formal presentation of the report by the Chair of the
SCRP to the Board.

Action Plan

2.4.26 A central purpose of the adoption meeting is to secure MSCB
ownership of an achievable action plan, based on the Overview Report
recommendations. QACR subgroup to agree timescales to attach to
the agreed action plan.

2.4.27 Once the MSCB has adopted the report and its recommendations; it is
sent to all those involved for implementation.

2.4.28 Once agreed, the action plan will form part of the current MSCB
Business Plan and be subject to regular review.

OFSTED and DCSF

2.4.29 Once adopted, the following documents must be sent to the OFSTED
and DCSF.

e Individual Management Reviews, including the chronology, and
recommendations

The Overview Report

Integrated Chronology

MSCB Action Plan

Executive Summary

The Role of MSCB members

2.4.30 When Board members receive their copy of the SCR they are
responsible for:
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e Reading the information and gaining from their own perspective an
understanding of: the key facts of the case, the key themes and findings,
the roles individual agencies played in the case and the implications of the
case for inter-agency practice. They should come to the Board meeting
prepared to discuss this.

e Communicating about the SCR and its recommendations in their
organisation prior to Board meeting to ensure they are aware of potential
issues from an operational level which may make implementation difficult.
N.B. The SCR is a confidential document and at this stage has not yet been
endorsed by the Board therefore members should use their discretion in
doing this — copies of the draft Report should not be made and electronic
versions not made available to others. (Once the Report has been adopted
and a finalised version distributed, agency representatives may share the
Report as outlined in the guidance provided).

e At the Board meeting, adopting the Report and recommendations. They
should do this on the basis that they have read and understood the
recommendations, the guidance on their implementation, the
timescales set for this and the implications of this for the agencies they
represent.

2.4.31By adopting the recommendations members are committing their
organisations to their implementation. Therefore should they foresee
any reasons that would prevent the implementation of the
recommendations in the manner requested they should raise these. If
these matters are not resolvable at the meeting it may require further
work to be undertaken on the Report prior to achieving final Board sign
off, in which case it would need to come back to a future meeting.
Alternatively the Board could agree to adopt the report subject to
further work being undertaken and them receiving a report on this.

2.4.32In situations where Board members do not feel able to sign off
recommendations as they are presented to them it is their
responsibility to suggest what changes are required.

2.4.33 Following the adoption of the Report, Board member agency Chief
Executives will be sent a finalised copy of it. An accompanying letter
from the MSCB Chair will formally advise them of the key facts of the
case, of the Report's recommendations, and will request their
implementation. Those representing the agencies on the Board (when
this is not the Chief Executive) and others such as staff in designated
posts will also receive copies. Board representatives are
responsible for tracking the progress of recommendation
implementation within their agencies and for ensuring reports
are provided back to the Board when requested.
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2.4.34 (Copies of the Report will also be sent to other agencies who had a
role in the case who may not be Board members such as agencies
from other areas).

2.4.351In addition to other monitoring activity approximately two years
following the adoption of each report the Board will request relevant
agencies to provide an overview of whether the desired outcomes of
the recommendations have been achieved (see detail below). Board
Members will be responsible for reporting this information from their
agencies and for contributing to the evaluation of the Report’s overall
impact.

2.4.36 NB: Reports containing recommendations for agencies who are not
Board Members:
Recommendations may be made for organisations (such as community
/ faith organisations) which are not specifically represented on the
MSCB. In this case the SCR Panel and MSCB Manager must consult
with them about the recommendations and obtain their views and sign
off in the same way as they would with Board members. This should
be done prior to the Board meeting where the report is signed off.
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SECTION 5. MONITORING THE [IMPLEMENTATION

OF RECOMMENDATIONS FROM A CASE REVIEW

Agreed Actions Arising from the Overview Report:

2.5.1 The MSCB Quality Assurance and Case Review Subgroup, which meets
every 6 weeks, will be responsible for monitoring the implementation
of actions arising from the Overview Report. Recommendations form
part of the MSCB Business Plan. The MSCB will be updated on progress
on a regular basis.

Agreed Actions Arising from the Single Agency Management Reviews:

2.5.2 6 months from the date that the Overview Report is adopted/endorsed
by the MSCB, the relevant MSCB representatives whose organisations
have produced Individual Management Reviews will give an update to
the MSCB QACR subgroup on the implementation of those single
agency recommendations, in particular, highlighting progress,
difficulties and delays.

Training Subgroup:

2.5.3 There is an explicit link to the Training Subgroup to ensure that
learning and action points from Case Reviews inform plans for future
training, key manager's/practitioner's seminars and other staff
development.
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PART THREE: LEARNING FROM
SERIOUS CASE REVIEWS
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LEARNING FROM SERIOUS CASE AND LESSONS
LEARNED REVIEWS- A STRATEGY FOR LEARNING AND

SUPPORT

"Reviews are of little value unless lessons are learned from them. At least as
much effort should be spent on acting upon recommendations as on
conducting the review ..”

(Working Together 2006 para 8.34)
Learning Lessons Nationally

3.1.1 Taken together, child death and serious case reviews should be an
important source of information to inform national policy and practice.
The DCSF is responsible for identifying and disseminating common
themes and trends across review reports, and acting on lessons for
policy and practice. The DCSF will commission overview reports at least
every two years, drawing out key findings of serious case reviews and
their implications for policy and practice. It is considering how best to
disseminate the findings from the work of the local child death
overview teams.

Learning Lessons Locally

3.1.2 The focus of Serious Case and Lessons Learned Reviews is on the
effectiveness of local services towards children who have suffered very
serious or fatal significant harm, and their main messages to agencies
concerned have not changed over the 30 years that such inquires have
been undertaken. This is despite the development of a sound
legislative framework and the refining of policies and procedures.
These developments led the Victoria Climbie report to conclude that
the current gap in safeguarding is not a matter of law but of its
interpretation. The protection of Victoria required “nothing more than
basic good practice being put into operation”.

3.1.3 To maximise the benefit from the review process, it is suggested that:

e As far as possible, the review should be conducted in such a way
that the process is a learning exercise in itself, rather than a trial or
ordeal;

e Consider what information needs to be disseminated, how, and to
whom, in the light of a review. Be prepared to communicate both
examples of good practice and areas where change is required;

e Focus recommendations on a small number of key areas, with
specific and achievable proposals for change and intended
outcomes; primary care trusts (PCTs) should seek feedback from
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the strategic health authority, who should use it to inform their
performance management role;

The MSCB should put in place a means of auditing action against
recommendations and intended outcomes;

Seek feedback on review reports from Ofsted, who should use
reports to inform inspections and performance management.

3.1.4 Day-to-day good practice can help ensure that reviews are conducted
successfully and in a way most likely to maximise learning:

Establish a culture of audit and review. Make sure that tragedies
are not the only reason inter-agency work is reviewed;

Have in place clear, systematic case recording and record keeping
systems;

Develop good communication and mutual understanding between
different disciplines and different MSCB members;

Communicate with the local community and media to raise
awareness of the positive and ‘helping” work of statutory services
with children, so that attention is not focused disproportionately on
tragedies;

Make sure staff and their representatives understand what can be
expected in the event of a child death / case review.

3.1.5 The lessons to be learned from Serious Case and/or Lessons Learned
Reviews are to be collated annually by the MSCB Manager and the
results of this exercise are to be reported to the MSCB and
disseminated to partner agencies.

3.1.6 The progress of the agreed MSCB Action Plan will be monitored by the
MSCB through the QACR Subgroup, who will report quarterly to the
MSCB on progress against actions. The update of Action Plans will be
undertaken quarterly by the MSCB Manager.

3.1.7 Delivering a change in practice is a challenge and requires a
commitment from local agencies to drive forward a change in culture
and an agreed, specific programme plan.

3.1.8 Basic good practice also requires training, supervision and support. The
Serious Case Reviews undertaken in Medway highlight the need for
training and challenge us to address this appropriately for the
thousands of people in our area who share the tough and challenging
job of safeguarding children. This document aims to set out a way of
helping us to learn from serious case reviews through active multi
agency engagement.

3.1.9 It proposes to do this using:

e Case study materials to support learning
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Debriefings for those involved in cases where a serious case review has
been undertaken

Practitioner briefings

Briefings for managers

Newsletters- to share learning from reviews

Focused training (where specific needs are identified)

Case Studies

3.1.10 Case studies will provide a summary of the SCR process and offer an

anonymised account of the case. These will list key recommendations,
with questions to consider when using the case study. They are aimed
to be used in single/inter agency training, practice development groups
or other fora. When agreed the case studies should be widely
disseminated and briefings offered for those trainers who will be using
these on a single agency basis

3.1.11 The MSCB may wish to consider evaluating their use by requesting

single agency reports on the outcomes of any training provided.

De-briefings for those specifically involved in cases where a SCR has
taken place:

3.1.12 Following adoption/endorsement of the Overview Report and the

development of an Action Plan, practitioners directly involved in the
case will be invited to a de-briefing meeting.

3.1.13 The purpose is to:

Give feedback on the Overview Report, Recommendations, Action Plan
and messages for learning from these, in advance of dissemination to
the wider system

Where possible, a member of the SCR panel and a member of the
Training subgroup will be present in order to offer further clarification
of practice issues arising from the Case Review.

3.1.14 For the purposes of the meeting, those attending will be sent a hard

copy of the Overview Report in advance. This will be handed back to
the MSCB Officer at the end of the meeting.

Aims:
e Involvement: to appropriately involve all practitioners dealing
directly with the case.

o (Clarification: this is an opportunity to clarify and discuss the Case
Review process and its purposes. It is a highly anxious time for
practitioners when there may be ongoing work with a family:
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juggling ongoing operational issues and being open to the
perceived scrutiny of a Case Review process, being interviewed by
the Single Agency Management Review author etc.

Participation: it provides the opportunity to meet other
professionals who are in the same boat and also to discuss their
often-differing experiences within their agency. For example:
support, sealing files, reactions/responses from colleagues.

Support:  Some practitioners are well supported through the
intense scrutiny of their practice by their own organisation. Others
may seek outside, independent support .The briefing would aim to
be supportive to practitioners and discuss support available

Learning: To discuss the recommendations and learning from the
case and any implications for practice

It is not appropriate to discuss operational issues in this meeting

The briefing will last approximately 2 hours and cover the following areas:

e General issues relating to SCR’s (as outlined in Working Together

e The process of a SCR

e The issues specific to the case review (as outlined in the terms of
reference)

e Clarification of any questions or queries that the practitioners may
have.

Practitioner Briefings about the outcomes of SCRs

3.1.15These briefings would be available to a wider audience and use the
material prepared in the case study (if available)

Aims:

Clarification: to clarify and discuss the Case Review process and its
purposes

Participation: to provide the opportunity to meet other professionals
to discuss how agencies can best work together to safeguard and
promote the welfare of children.

Learning: To discuss the recommendations and learning from the
case and any implications for practice

It is not appropriate to discuss operational issues in this meeting
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3.1.16 The briefing is usually facilitated by a member of the SCR panel; and
the Training subgroup. The briefing will last approximately 2 hours and
cover the following areas:

e General issues relating to SCR’s (as outlined in Working Together)

e The process of a SCR

e The issues specific to the case review (as outlined in the terms of
reference)

o C(larification of any questions or queried that the practitioners may
have.

Briefings for managers

3.1.17 These briefings will use the overview report/case study and aim to
offer:

e An opportunity for managers to discuss learning from the
case

e Promote shared responsibility for practice development

e Build a culture of learning in organisation
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SCR/REF/MO08

REFERRAL FORM CONSIDERATION FOR A SERIOUS CASE REVIEW

Section 1

Section 1 to be completed within 72 hours of incident by referring officer following discussion with
line manager/designated Child Protection professional, where appropriate. Please refer to
Working Together 2006 and Kent & Medway Safeguarding Children Procedures, Module 14:

email: mscb@medway.gov.uk.

1.1 Referrer Details

Name

Position

Agency

Contact Details

Line Manager

Is your Line Manager aware of the referral?

1.2 Child Details

Yes [] No [

Name

Date of Birth
(dd/mm/yyyy)

Date of Death (if appl.)
(dd/mm/yyyy)

Home Address

Ethnic Origin

Religion

Does the child have any special needs or a
disability? If yes, please specify:

Yes [ No [
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Educational Establishment

Does the Child have any Special Educational Yes H
Needs? If yes, please specify:

No

Is the child subject to a Child Protection Plan? Yes []

No

1.3 Family Details/Significant Others

Name

Relationship to the
child

Date of Birth
(dd/mm/yyyy)

Address

Legal Status/
Criminal Proceedings

Ethnic Origin

Religion

Do any of the above (including parents) have Yes []
special needs or a disability? If yes, please
specify:

No

Have any of the above been or are currently Yes [
subject to a Child Protection Plan? If yes, please
specify:

No

1.4 Other Agencies Involved

Agency

Officer

Position

Contact Details

Are they still involved? Yes []

No [
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1.5 Circumstances Triggering Referral

Please
tick

Death of Child and abuse or neglect is known or suspected to be a factor in the child’s death

Potentially life threatening injury, serious sexual abuse, or serious and permanent impairment
of health or development [through abuse or neglect]

The parent has been murdered and a homicide review is being initiated
The child has been killed by a parent with a mental illness
Concerns about inter-agency working

1.6 Events & Circumstances Relevant to Referral Category

Where was the child at the time?

Who was the carer for the child at the time?

What was the legal status of the child at the
time?

1.7 Details of the Incident or Concern that Lead to Referral

(See guidance at the end of this form)

1.8 Chronology of Key Events

Date (& time where  Event
| appropriate)

Signed

Date
(dd/mm/yyyy)

1.9 Other Matters of relevance

[Please include ant matters which the Panel should be aware of when making a recommendation]
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Section 2

(To be completed by MSCB Screening Panel Chair)

2.1 Screening Panel Meeting

A screening panel
meeting was held on

2.2 Recommendation

A Serious Case Review is: Recommended [ Not Recommended [

Please state the reasons of the panel for this
decision:

Where a Serious Case Review is not recommended please complete Section 2.3

2.3 Other Reviews Options

Please
tick
A Lessons Learned Review
A Multi-Agency Review
A Single Agency Management Review
A Multi-Agency Training Event
Alternative Process Suggested by the Nature of the Case
No Action

The following members of the Serious Case Review Panel have been consulted:

Has legal advice been Sought? Yes [] No [

Signed

Date
(dd/mm/yyyy)
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Section 3
(To be completed by MSCB Chair)

3.1 Decision

My decision is that the case should be subject to the following:

A Serious Case Review

A Lessons Learned Review

A Multi-Agency Review

A Single Agency Management Review

A Multi-Agency Training Event
Alternative Process Suggested by the Nature of the Case
No Action

3.2 Issues

Please
tick

The following issues are
of particular significance:

3.3 Overview Report

I recommend that

be approached to write the overview report.

Signed

Date
(dd/mm/yyyy)
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Section 4

(To be completed by the Chair of the Serious Case Review Panel)

4.1 Scope of Review

The Serious Case
Review Panel met on:

The terms of reference
and scope of the
review is set out:

Signed

Date
(dd/mm/yyyy)
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Section 5 - Guidance for completing this from

5.1 General

The objective of this form is to convey as much
information that is readily available at the time of
completion. If information is unavailable do not delay
in making this referral. Additional facts can be made
later.

e-mail: mscb@medway.gov.uk

Website: WWW.Mmscb.org.uk

Advice and support in completing this form can be _Tel: 01634 336329
found at MSCB offices contactable as follows: Fax: 01634 331484

5.2 Completing the critical incident summary (see Section 1.7)

. Were there any historic, retrospective concerns or clear evidence of a risk of

significant harm to a child within the previous 4 weeks, which was:

— not recognised by organisations or professional in contact with the child or
perpetrator or

— not shared with others or

— not acted upon appropriately?

Was the child killed by a mentally ill parent?

. Was the child abused in an institutional setting (e.g. school, nursery, family

centre, YOI, STC, Children’s Home or Armed Forces Training establishment)?

_ Did the child die in a custodial setting (YOI, Prison or STC)?
~Was the child abused while being looked after by the local authority?
_Did the child commit suicide, or die, while absent having run away from home?

. 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 safeguarding children procedures, which go beyond the
handling of this case?

. Was the child subject to a child protection plan or had it been previously the

subject of a plan or on the child protection register?

_Does the case appear to have implications for a range of agencies and/or
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professionals?

e Does the case suggest that the MSCB may need to change its local protocols or
procedures, or that protocols and procedures are not adequately being
promulgated, understood or acted upon?
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SCOPING DOCUMENT

Serious Case/Lessons Learned Review

Name of Child:

Date of Birth:

Date of death:

Date of critical incident:
Home address:
Educational Establishment
Ethnic origin:

Family Composition/Significant Others

Name Relationship to | DoB Address Ethnic Origin
child

Background information
(should be taken from the SCR/Ref/M08 form)

Terms of Reference

Individual Management Reports should address the following issues (these
are examples and not an exhaustive list — each case will be unique):

1. Establishing the facts of the case.
2. This should include a focus on:

The Child
e Child development needs: health, education, family and social
relationships
e The nature of any injuries up to and including the incident under
review.
e Significant events

The Mother
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e Her recent and previous ante and post natal care (in respect of
her children****x**xx*x*x* and any other pregnancies)

e Her physical, emotional and mental health

e What is known of her wider family and social context, including
parenting capacity and environmental factors

The Siblings
e Child development needs: health, education, family and social
relationships

The Father
e His physical, emotional and mental health
e What is known of his wider family and social context, including his
parenting capacity and environmental factors?

The Framework for the Assessment of Children in Need provides a
systematic basis for collecting and analysing information.

3. Information gathering, assessment of need and decision making by the
agencies involved, from the time that *¥¥¥xikx gnd Fokkkcktookkx
were deemed by ... to be Children in Need

4. Whether Child Protection Procedures were followed.

5. The inter-agency information sharing and decision-making up to and
including the Child Protection Conference on **x¥*xkk,

6. Any cross border issues.

7.  Are any of the agencies aware of any resource issues that may have
affected their ability to respond appropriately to this family?

8. Any other information that appears relevant to the review.

9. Authors are invited to make comment on the learning that this case
might have generated that needs to be reflected in the newly endorsed
MSCB Unexplained Deaths Protocol

Formats of Reports and Chronology

The required report format and chronology can be found in MSCB’s Serious
Case Review Procedures and Practice Guidance (which can be downloaded at
www.mscb.org.uk in appendices 4 and 5 is to be used by all report writers
and preferably emailed as an excel document to MSCB Administrator Steve
Dickens to collate. All report authors must complete a genogram of the family.

Chair MSCB Case Review Panel
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CRITERIA FOR APPOINTING AN INDIVIDUAL MANAGEMENT
REVIEW (IMR) AUTHOR

"Who should conduct Reviews?”

Each relevant service should undertake a separate management review of its
involvement with the child and family. This should begin as soon as a
decision is taken to proceed with a review, and even sooner if a case gives
rise to concerns within the individual agency.  Relevant independent
professionals (including GPs) should contribute reports of their involvement. ”

a) You must appoint as your Author a person of sufficient seniority to be
able to work at all levels within your agency. The Author must be fair
in the way that the views of staff are represented. The Author you
appoint should be familiar with current child protection practice and is
expected to produce an independent and objective report within
prescribed timescales in accordance with national guidance.

b) The Author will have had no significant involvement in the case under
review and should not be the direct line manager of their agency
representative on the SCRP.

c) The Author prepares the report for your agency and is accountable to
the Chief Officer for the quality of the report. The report is submitted
as an agency report.

d) The Author acts as the representative for your organisation in its
interface with the SCRP.

e) The Author should have unrestricted rights of enquiry and access to
staff, records and files. It is envisaged that the Author will wish to
interview staff who are central to the case. Staff who wish to be
interviewed should be offered this opportunity by the Author. Such
interviews should be allowed.

f) The Author must ensure that the relevant staff of your agency are
informed of the purpose of the Individual Management Review and the
process leading to the Serious Case Review. This letter can be copied
and circulated as part of this task.

g) The Author should ensure that all files relating to (child’s name) are
secured, preferably under lock and key, to ensure information is not
lost. The Author should be empowered to demand appropriate
security measures are taken. If the case remains open then a full copy

! Taken from Working Together 2006 — Section 8.18.
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