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Executive Summary

Serious case reviews are carried out when abuse and neglect are known or suspected factors when a
child dies (or is seriously injured or harmed), and there are lessons to be learnt about inter-agency
working to protect children (HM Government 2006a). The review should establish what improvements
can be made to the way in which professionals and agencies work together to safeguard children and
identify how these will be acted upon.

At least every two years, an overview analysis of serious case reviews in England is commissioned to
draw out themes and trends, so that lessons learnt from these cases as a whole can inform both policy
and practice. This is the third such overview analysis. The 161 reviews studied were notified during the
period April 2003 - March 2005.

KEY FINDINGS AND LEARNING POINTS:

® Two thirds of the 161 children died and a third were seriously injured.

@ A total of 47% of the children were aged under 1, but 25% were over 11 years, including 9%
who were over 16. Many older children were ‘hard to help’ and failed by agencies.

e A total of 12% of children were named on the child protection register, and 55% of children
were known to children’s social care at the time of the incident.

e The families of very young children who were physically assaulted (including those with head
injuries) tended to be in contact with universal services or adult services rather than children’s
social care.

e In families where children suffered long term neglect, children’s social care often failed to take
account of past history and adopted the ‘start again syndrome’.

® In the cases where the information was available, well over half of the children had been living
with domestic violence, or parental mental ill health, or parental substance misuse. These
three problems often co-existed.

The findings about the children and their circumstances make powerful and painful reading. Prevention
of child death or injury through abuse or neglect is uppermost in the minds of practitioners and
managers working with children and families. However, the complexity of family circumstances means
that even if the ‘whole picture’ of family circumstances had been known, it would not always have been
possible to predict an outcome for most of the children. Although the majority of these cases may be
essentially unpredictable, and working with uncertainty and risk is at the core of work with children and
families, in most reviews there were numerous childhood adversities that were not known to
practitioners. Awareness of these difficulties and the way in which they had an impact on family life
would have aided professionals’ understanding of the children’s circumstances.

To have a better chance of understanding the risks of harm that children face, practitioners should be
encouraged to be curious and to think critically and systematically. Being aware of the way in which
separate factors can interact to protect from harm or cause increased risks of harm to the child is a vital
step in this process. Since in many of the cases families were known to adult services and not just to



8 Analysing child deaths and serious injury through abuse and neglect: what can we learn?

children’s services, the well being of children and whole families must also be a priority for those working
in services for adults.

The reviews identified not only confusion and misunderstanding of thresholds, but also a preoccupation
among agencies with eligibility criteria for services rather than a primary concern about the child or
children with whom they were working. A key test of the effectiveness of Local Safeguarding Children
Boards will be the extent to which they are able to rectify the long standing problems with thresholds.

Attempts to learn from these cases and a determination to prevent or avoid their reoccurrence can lead
individuals to misinterpret and misapply information. Although domestic violence, parental mental ill health
and substance misuse were common, it is important to stress that, in this study, there are no clear causal
relationships between these potentially problematic parental behaviours and child death or serious injury.

In Working Together to Safeguard Children (2006) there is a government commitment to serious case
reviews being analysed periodically. To optimise the learning from the deaths and serious injury of these
children, there is a need for consistently reported minimum information. This will help build a more
rigorous knowledge base to provide better pointers to prevention of injury or death where abuse or
neglect is a factor.

Background

The study offers an analysis, for the first time, of a near total sample of 161 serious case reviews
undertaken during the two year period from April 2003 to March 2005.

The “full sample’ of 161 cases includes all of the available incidents of child fatality or serious injury
through abuse or neglect, notified to CSCI (Commission for Social Care Inspection), which were the
subject of a serious case review. Only basic information recorded at the time the incident was notified to
CSCl, was available which means that some of this information is sparse or subsequently proved to be
incorrect. The ‘intensive sample’ is a sub-sample of 47 reviews drawn from the 161 cases where fuller,
more detailed information is available from the serious case reviews’ overview reports and chronologies.

The overall aim of the study was to use the learning from serious case reviews to improve multi-agency
practice at all levels of intervention including universal services and early intervention. It also aimed to
analyse the ecological-transactional factors (which we also refer to as inter-acting risk factors) for
children who became the subject of serious case reviews.

The ecological-transactional perspective (Cicchetti and Valentino 2006) requires a dynamic, not a
static understanding and assessment of children and their families. It is wholly compatible with the
ecological roots of the Assessment Framework (2000).

Carers’ experiences of being parented themselves and the history of their own relationships with family,
peers, partners and professionals influences their sense of themselves and others. These emotional
histories, cognitive models and current life stressors will affect carers’ states of mind and the way they
understand and interpret the needs and behaviour of their children. A dynamic ecological explanatory
view of parent-child interaction should allow practitioners to spot warning signs at an earlier stage,
based on less information.

Practice note:
It is what is done with information, rather than its simple accumulation, that leads to more analytic
assessments and safer practice.
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The Findings

The children

In two thirds of the reviews the children died and in a third the children were seriously injured. As in
other studies of serious case reviews, almost half of the children were under the age of one year. Many of
these babies had non fatal injuries (often head injuries).

Practice note:
Staff working with young babies and their families, particularly midwives, health visitors and GPs,
have a key role in safeguarding children.

A quarter of the children were aged between one and five years, and a further quarter were over eleven
years old, including a significant minority who were aged over sixteen. This shows that older adolescents
are being significantly harmed or dying (many committed suicide).

Practice note:
Some older adolescents are beyond the reach of existing services and their vulnerability is not being
recognised or taken sufficiently seriously by professionals.

The parents and carers

Using information from the detailed sub-sample of 47 cases, there was evidence of house moves for
about one third of parents and carers and a similar proportion were living in poor conditions. Only a
small minority had supportive family links. There was evidence of domestic violence in two thirds of
families, and mental health problems or substance misuse among well over half of the parents or carers.
The coexistence of all three potentially problematic parental behaviours was evident in a third of these
families.

Practice note:

The added impact of parental mental ill health, to the known risks of harm to children when
domestic violence and parental drug or alcohol misuse coexist, is a potential risk factor which should
inform both assessment and intervention.

Which agencies were working with these families?

Although 83% of the families had been previously known to children’s social care, little more than half of
the children were recorded as receiving services from children’s social care at the time of the incident
which resulted in the serious case review. A number of cases, however, had been ‘closed’ by specialist
services days or weeks before the incident. As in other studies of serious case reviews, few of the
children’s names were listed on the child protection register (12%). This is a reminder that children living
with the serious risks of harm reflected in these case reviews are rarely within the ambit of formal
safeqguarding procedures.

Practice note:
All practitioners working with children and in services for adults need to be aware of the risks of
significant harm across all levels of need and intervention.
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All practitioners, and particularly those working with the Common Assessment Framework (2006) and
adopting lead professional roles, need a holistic understanding of children and families. They should be
alert to the way in which separate factors can interact to cause increased risks of harm to the child.
Practitioners identifying additional needs for children should be supported in understanding when it is
safe to work with early, low level safeguarding concerns, and when to adopt local safeguarding children
procedures without delay

Practice note:
Working with early needs means working within, not outside of, the safequarding continuum.

How did families and practitioners work together?

In many cases parents were hostile to helping agencies and workers were often frightened to visit family
homes. These circumstances could have a paralysing effect on practitioners, hampering their ability to
reflect, make judgments, act clearly, and to follow through with referrals, assessments or plans. Apparent
or disguised cooperation from parents often prevented or delayed understanding of the severity of harm
to the child and cases drifted. Where parents made it difficult for professionals to see children or
engineered the focus away from allegations of harm, children went unseen and unheard.

When reluctant family engagement was coupled with frequent moves of home, records were often
sketchy or inaccurate and practitioners would not be aware of the sequences of events or behaviours
which might be indicative of serious risks of harm to the child or children.

How did agencies work together, share information and challenge each other?

As in all other studies of serious case reviews, communication problems among agencies and
professionals were common. However, there was some evidence that direct verbal communication
provided a more immediate and effective way to share concerns.

There was hesitancy in challenging the opinion of other professionals which appeared to stem from a
lack of confidence, knowledge, experience or status. Although there were some good examples of
incidents of confident professional challenge, sustained challenge was difficult, and differences of
opinion or judgment were rarely pursued to a satisfactory conclusion.

Practice note:
Since there is considerable emphasis currently on electronic information sharing, it is very important
to remember the power of personal contact.

Typology of cases

In-depth analysis of the intensive sample of 47 cases revealed an even clustering into the following
broad but overlapping themes:

® Neglect
® Physical assault

@ ‘Hard to help’ older children (aged over 13 years) who experienced ‘agency neglect’.
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Neglect:

Many families where children were severely neglected were well known to children’s social care over
many years, often over generations. Family histories were complex, confusing, and often overwhelming
for practitioners. One common way of dealing with the overwhelming information and the feelings of
helplessness generated in workers by the families, was to put aside knowledge of the past and focus on
the present, adopting what we refer to as the ‘start again syndrome’. In cases where children had
already been removed because of neglect, parental history was not fully analysed to consider their
current capacity to care for this child. Instead agencies supported the mother and family to ‘start again’.
The ‘start again syndrome’ prevents practitioners and managers having a clear and systematic
understanding of a case informed by past history.

Engagement with agencies

Families tended to be ambivalent or hostile towards helping agencies, and staff were often fearful of
violent and hostile men. Although parents tended to avoid agencies, agencies also avoided or rebuffed
parents by offering a succession of workers, closing the case, losing files or key information, by re-
assessing , referring on, or through initiating and then dropping court proceedings. There was systemic
failure to engage with the parents’ fundamental problems in parenting and the child’s experience of
direct or indirect harm. These problems were exacerbated by the lack of a shared understanding of
definitions and thresholds for neglect, leading to confusion and delay of key decisions (see also Gardner
forthcoming).

Practice note:
The ‘start again syndrome’ prevents practitioners thinking and acting systematically in cases of long
standing neglect.

Physical assault in young children

Although there were some similarities to the family profiles in the ‘neglect’ cases the key difference was
the presence of ‘volatility’, which tended to erupt into violence. In addition there was often a history of
previous injury, illness or admission to Accident and Emergency for the baby or child. In these cases,
there was less contact with children’s social care, or involvement for briefer periods of time and greater
involvement with services for early needs or universal services in these cases. Domestic violence was
present in almost all these families.

Engagement with agencies

The police tended to be the agency most involved with these families, often containing domestic or
community conflict or violence. Some parents had mental health difficulties and past, but rarely current,
involvement with children’s social care. Links with probation and mental health agencies were more
frequent than links with children’s social care. Many, but not all, families were ‘difficult to engage’ with
many missed appointments. There was sometimes a lack of awareness on the part of health staff and
some branches of the police force to the link between domestic violence and the risk of harm to the child.

Practice note:

Family ‘volatility’ and a history of previous injury or admission to A&E for the child present warning
signs of abuse. Moreover, community and hospital based practitioners need a greater awareness of
the dangers of domestic violence to children’s safety.
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‘Hard to help’ older children

The theme of older adolescent children who were very difficult to help emerged powerfully. Almost all of
these ‘hard to help’ older young people (over the age of 13) had a long history of high level involvement
from children’s social care and other specialist agencies, including periods of state care. Latterly, agencies
had ‘neglected’ these young people’s needs.

Profile

Most children who had experienced extensive contact with agencies shared elements of the following
profile:

® A history of rejection and loss and usually severe maltreatment over many years.

® Parents or carers with their own history of abuse and rejection, most of whom misused substances
and had mental health difficulties.

® By adolescence most were typically harming themselves, neglecting themselves, and misusing
substances.

e It was difficult to contain these young people in school and in placement. There were numerous
placement breakdowns featuring running away. Going missing increased the risk of sexual
exploitation and risky sexual activity. The causes of running away were not properly addressed.

@ Persistent running away sometimes led to discharge home, so that at the time of the incident
which prompted the serious case review, the young person may have been receiving low level
services only.

This catalogue of risk factors reinforces the view that it is the cumulative interaction between these
difficulties that produces the most harmful effects (Rutter 1979). The reviews showed that state care did
not always support these young people fully.

Engagement with agencies

Agencies appeared to have run out of helping strategies and were sometimes reluctant to assess these
young people as mentally ill and /or with suicidal intent. Time was wasted arguing about which agency
was responsible for which service and whether thresholds were met, thereby delaying the provision of
services that the young people needed. There was a lack of coordination of services for these young
people ‘in transition’ and failures to respond in a sustained way to their extreme distress which occurred
in parallel to their very risky behaviour.

Practice note:

‘Agency neglect’ of these ‘hard to reach’ young people should be acknowledged. More creative,
more responsive services are required that address the young people’s trauma and the root causes
of their problems. Better join up with adult services is essential.
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1. Infroduction

1.1 The process of biennial analysis

Serious case reviews are carried out in England when abuse and neglect are known or suspected factors
when a child dies (or is seriously injured or harmed), and there are lessons to be learnt about inter-
agency working to protect children (HM Government 2006a). The purpose of the review is to establish
what improvements can be made to the way in which professionals and agencies work together to
safeguard children and to identify how these will be acted upon.

Recent editions of Working Together (HM Government 1999, 2006a) have documented central
government’s requirement for a two yearly overview analysis of serious case reviews in England to be
commissioned to draw out themes and trends so that lessons learnt from the cases as a whole can
inform both policy and practice.

The latest edition of Working Together, published in 2006, reflected learning from the circumstances of
the death of Victoria Climbié which highlighted the continued failings of services for children and
illustrated, chillingly, how children can remain invisible, in spite of being known to many separate
agencies. Indeed Victoria Climbié’s death prompted the widespread re-examination of the systems
intended to safeguard children’s welfare and culminated in the government’s Every Child Matters:
Change for Children Programme, backed by the legislative spine of the Children Act 2004. Chapter 8 of
Working Together to Safeguard Children (HM Government 2006a) included some changes to the process
of review for serious child abuse cases, now termed serious case reviews.

A significant change is the shift of responsibility for monitoring this process from Area Child Protection
Committees to serious case reviews becoming a function of Local Safeguarding Children Boards. In
conceptual terms there is also a broadening of the use of the term ‘safeguarding’ rather than ‘child
protection” which gives more prominence to promoting children’s welfare. The criteria for determining
when a serious case review should be undertaken are also broader and include the death of a parent
through domestic violence, the death of a child by a parent with a mental illness and, among other
circumstances, a child’s death through suicide. In terms of official notification of the review process, from
1 April 2008, notification is to the Office for Standards in Education (OFSTED) rather than to the
Commission for Social Care Inspection (CSCI).

The effectiveness of serious child abuse reviews in altering practice has been debated many times (e.g.
Dingwall 1989). In response to the Climbié Inquiry, Parton (2002), amongst others, has commented that it
is ill advised to change policy on the basis of the worst cases (child deaths) and that the old adage ‘hard
cases make bad laws’ still applies. It is generally acknowledged that many themes recur repeatedly in
reviews and Inquiries and studies of reviews. But even if the learning and change from analyses of these
worst cases is likely to be limited, there is a heavy responsibility to try to understand more about the
circumstances which might trigger these occurrences and the factors which influence the behaviour of
practitioners who are working with the children and families.

Sinclair and Bullock’s biennial analysis of serious case reviews in England, published in 2002, identified
recurring failings in elements of inter-agency working, in collecting and interpreting information, in
decision making and in aspects of relations with families. The findings from Sinclair and Bullock confirm
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that ‘child abuse is rarely related to a single cause but rather to the interplay of several factors in particular
circumstances’ (Sinclair and Bullock 2002 p26). The three domain approach of the Framework for the
Assessment of Children in Need and their Families (DH et al 2000) provides a good structure for making
sense of these interrelated factors, but early evaluations have suggested it is not always used to full
analytical effect (Horwath 2002, Cleaver and Walker 2004a). A key objective of the current analysis is to
consider how interacting risk factors present themselves in this new cohort of cases.

This biennial review considers those serious child abuse cases (serious case reviews) which were notified
to either the Commission for Social Care Inspection (CSCI) or the then Department for Education and
Skills (DfES) between the two year period of 1 April 2003 to 31 March 2005. The study was carried out
over twelve months (June 06 to May 07) by a team based in the School of Social Work and Psychosocial
Sciences at the University of East Anglia, working in conjunction with the National Society for the
Prevention of Cruelty to Children (NSPCC). The large research team included academics, researchers and
practitioners, some of whom had recent or current experience of working in health and social care and
with Area Child Protection Committees and Local Safeguarding Children Boards. The team was chosen,
in some respects, to model the different knowledge base and perspectives of multi-agency groupings
working with children and families.

A central aim of the study was to learn from the analysis of interacting risk factors present in the cases
under review and to transfer this learning to both everyday practice and to the process of serious case
reviews. It was hoped that the learning from this analysis would help to change the way that
practitioners, clinicians and decision makers think about and approach the work with children and their
families at different levels of intervention. In order to assist with this, a central steering group was
established at the (then) Department of Education and Skills comprising policy makers, researchers,
academics and practitioners who acted as a sounding board for work in progress. A local consultation
group of expert practitioners with expertise in paediatrics, mental health, substance misuse and
operational facets of Local Safeguarding Children Boards also provided useful feedback in earlier stages
of the study. Regional seminars were also conducted by the (then) Department for Education and Skills
in February and March of 2007 to disseminate early findings from this analysis (and from the study being
conducted by Wendy Rose and Julie Barnes of serious case reviews from 2001-3). The regional seminars
also presented early work from the national evaluation of the child death review teams by Dr Peter
Sidebotham and colleagues. Comments from seminar participants and presenters have helped to shape
this report and to keep it focused on practice.

1.2 Aims and objectives of the study

The overall aim of this biennial review is to use the learning from serious case reviews to improve multi-
agency practice at all levels of intervention. This can be considered on three different levels. Firstly, at the
level of universal services and early identification of needs, this includes a better understanding of risks
of harm and thresholds for early intervention; secondly at the later stages of intervention the hope is to
improve joint practice in safeguarding children. Finally where joint practice has to be examined (when
serious case reviews take place) the aim is that lessons are implemented more effectively, learning where
possible from good practice.

The study offers an examination of the total sample of available serious case reviews undertaken during
the specified two year period between 2003 and 2005, and further scrutinises a sub sample of these
reviews. The two samples are explained below:
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® The ‘full sample’: 161 cases for which minimal, notification information was available (Commission
for Social Care Inspection database of notification of Critical Child Care Incidents [2005]).

® The ‘intensive sample’: a sub-sample of 47 cases, drawn from the full sample, for whom fuller,
more detailed information was available (overview reports and chronologies).

The objectives set at the outset of the study are outlined below:

i. To provide descriptive statistics from the agreed full sample (i.e. 161 cases), illustrated by some
examples from the reviews. This is reported in Chapter 3.

ii. To scrutinise a sub sample of cases (i.e. 47) to chart thresholds of multi- agency intervention at the
levels specified in Every Child Matters (Cm 5860 2003). These findings and a discussion of other
themes which emerged are offered in Chapter 5.

iii. Building on the learning from the first two objectives, to seek a meaningful analysis by identifying
some ecological-transactional factors within the sub-sample of reviews. This model of
understanding is explained in Chapter 4 of the report.

iv. To provide practice tools for use by Local Safeguarding Children Boards and practitioners and to
identify any lessons for policy and practice, including examples of good practice. Implications for
safer practice are discussed in Chapter 6 and practice tools are discussed in Appendix 4-7.

1.3 Learning from the data collection process

A mixed methods approach was used to collect the data and carry out the study. Primarily quantitative
methods were used to describe and chart the background characteristics of the children, their families
and multi-agency practice in all 161 case reviews studied (the full sample). Qualitative methods, drawing
on fuller information from the reviews and the stories of the cases, were used to identify and analyse
themes which emerged from the intensive sample of 47 cases. More details about the data collection
process and the methodology for the study are outlined in Appendix 1.

In order to manage and make sense of the relatively large number of reviews in the study, a ‘layered
reading’ approach was adopted. This involved building information about both the full sample of 161
cases and the intensive sample of 47 cases from layers of initially minimal, and later more detailed
information as it became available. The story of each child’s death or serious injury makes very powerful
reading. As a result one feature or theme can take on a disproportionate significance. While it was
important to acknowledge the individual differences of each child or young person, it was also essential
to consider each case objectively as part of a larger whole of 161 or 47 reviews. The layered reading
approach allowed the children and their circumstances to be studied respectfully, but systematically.
Initially, minimal notification, information from each review was studied as a constituent part of the 161
cases rather than allowing particular reviews to dominate the thinking and the learning. The later stages
of the study allowed individual cases and individual children’s circumstances to be studied in more
depth. This approach also helped the research team not to be overwhelmed, emotionally, by the
material at the outset of the study.

Moving from the individual children’s circumstances, a number of learning points emerged about the
serious case review process and about researching serious case reviews.

The early data collection phase of the study (outlined in full in Appendix 1) attempted to gather
information about the full cohort of reviews for the two year period under scrutiny and this study
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presents findings from the first near full cohort of reviews for England. Some cases may have been
missed however, and inaccuracies and inconsistencies were apparent in some of the reporting, recording
and data storage of reviews. Similar points were also raised by Sinclair and Bullock (2002), Reder and
Duncan (1999) and Rose and Barnes (2008) who were unable to report on full sets of these serious child
abuse cases. Previous similar studies have examined up to approximately 50 cases per cohort only and
this is the first analysis of a large number of reviews reported over a two year period.

The opportunity to analyse data obtained at the point of notification of a near full cohort of English
serious case reviews presents new challenges in identifying patterns and trends. To make sense of
patterns and themes emerging it is helpful to make comparisons with other, similar studies of death and
serious injury or harm through abuse and Chapter 2 charts some comparisons with earlier studies.
Opportunities also present themselves to compare data from this study with findings from research into
larger populations for example of ‘near miss’ child protection cases (Bostock et al 2005) or with the
growing body of knowledge about unexpected child deaths. This latter category will include, in time,
findings from the child death review teams being established in line with guidance in Chapter 7 of
Working Together (HM Government 2006a). Although child deaths through abuse are a sub-set of all of
unexpected child deaths, it needs to be remembered that serious case reviews also include many
children who do not die but are seriously injured and harmed (one third of the cases in this study). It is
important that research as well as practice in these two separate but interlinking elements remain
connected, even though the learning from serious case reviews cannot be joined up straightforwardly
with that from the unexpected child death data.

1.4 The process of serious case reviews

Learning from Executive Summaries

Chapter 8 of Working Together (HM Government 2006a) highlights the following about executive
summaries:

® They will be made public.

@ They should include, as a minimum, information about the review process, key issues arising from
the case and the recommendations which have been made.

@ The publication of the executive summary will need to be timed in accordance with the conclusion
of any related court proceedings.

® The content needs to be suitably anonymised in order to protect the confidentiality of relevant
family members and others (para 8.33 p179).

The data collection process for the study revealed that there were two problems that compromised the
national learning that could come from the reviews’ executive summaries. The first related to the extent
to which they are available publicly or to the practitioner community, and the second to the way in
which the bulk of them were written, focusing narrowly on recommendations.

Seventeen executive summaries from the 161 reviews were available on LSCB/ACPC websites making
them fully accessible, but the availability of others was more restricted. There are clearly problems of
confidentiality for Local Safeguarding Children Boards, both for the family concerned and staff involved,
in making these reports available to the public, but since some areas are able to overcome this difficulty
the problem may not be insurmountable. If executive summaries were more readily available, as
intended, these could add pertinent information for the dissemination of learning. Easier access to
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summaries from other regions would also help LSCBs to look at the extent and type of serious case
reviews in their own area. A number of difficulties have transpired to limit the availability of these
summaries, for example the Pan London agreement not to make them public. The sensitivity of these
cases and the ensuing media interest is undoubtedly a barrier but this also becomes a barrier to learning
which is limited to local geographical area only.

In terms of the way in which these summaries were written, a key issue is that they need to provide
enough background information about the case and the dynamics of the abuse for the reader to be able
to interpret the recommendations and understand the lessons learned. If summaries are very bland or
focus exclusively on recommendations and procedures, the learning will be very limited. There is also a
wide variation in the way executive summaries are written; in the length, structure and detail included.
Greater consistency in the format and structure of these summaries could be helpful.

Reder and Duncan sum up the problem that arises in the reliance on bland summaries or the focus on
recommendations.

Since the majority of local agencies and Area Child Protection Committees have tended to concentrate
their attention on the final list of recommendations, the reductionist style made it less likely that the
required behaviour would be implemented successfully. (Reder and Duncan 2004a p98)

Proposed structure for executive summaries

If the following items were included in executive summaries, a greater depth of learning could
potentially be achieved:

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

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

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

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

e 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;

e® Context of agencies involved and resourcing (e.g. staff absences, vacancies etc);

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

® Key themes and lessons learnt.

Family involvement in serious case reviews

Sinclair and Bullock made the criticism that families were excluded from the serious case review process
(Sinclair and Bullock 2002). Efforts have been made to redress this and the new edition of Working
Together (HM Government 2006a) requires agencies to consider not just whether, but how family
members should be involved in serious case reviews. In the reviews studied here (from 2003-5) it was
apparent that families were sometimes involved. In 21 of the 47 cases studied (almost half) some
mention was made of the consideration of family involvement. In the remainder no reference was made
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to this at all. In a small number of cases the review panel appeared to give tentative thought to involving
family members:

The Panel did not establish any intention to involve family members in the review — a matter which
remained under consideration.

Family members’ participation was not always actively encouraged, for example the onus could be left
with the parents to contact a named person connected with the serious case review if they wished to
contribute to the review. In some cases family members were invited to participate and they chose not
to do so. In some instances their choice to decline was thought to be detrimental to the final report
‘there are areas where clarification from them could have assisted.’

In nine of the 47 cases studied in depth, however, families were involved in the serious case review
process. Family members were usually visited in their own homes, often with a supportive person
present, by the Chair of the review or the overview report writer, or by an independent social worker or
child protection coordinator, who subsequently presented their views to the review panel. Family
members who were listed as taking part included the child’s parents, a parent’s partner, grandparents,
and siblings. In a small number of cases the child (him or herself) also contributed to the review, being
visited similarly by the Chair of the review, usually with a supportive family member or other supporter
present. Advice was sometimes offered (for example by a Children’s Guardian) that it would not be in the
child’s best interests to be interviewed for the purposes of the review by an unknown person. However,
in these circumstances the child’s views could be presented, for example through the involvement of a
social worker who was already undertaking direct work with the child.

In some instances the child or family member met initially with the Chair of the review and was then
visited for a follow up meeting by an independent social worker:

The Chair of the Review Panel visited the child’s parents who both expressed a desire to take part in the
review. An independent social worker visited the mother and obtained her views which were expressed
in a report. The mother saw and agreed to the contents of this report. The father was visited by a
different independent social worker. A written report of this meeting was seen and agreed to by him.

Where parents who were part of criminal proceedings contributed to the review this could lead to the
review timescale being extended so that it did not conflict with the prosecution: ‘it would not be ethical to
invite parents to contribute to the review before their trial as evidence may be contaminated, they would be
under caution’. In some other cases when criminal prosecutions were ongoing this was seen to preclude
parental involvement, although grandparents or other family members were sometimes invited to
participate.

From the limited information available it appeared that family members were asked to contribute to the
review for the purposes of checking the accuracy of information and history and to ask their views about
services provided. These contributions were usually valued and seen to have a worthwhile place in the
review. There was limited evidence of a less useful contribution where family members were asked to
absolve professionals of blame by confirming that they could not have known about the extent of, for
example, domestic violence or substance misuse in the family:

[The parents acknowledged] that their heavy drug use was persistent and that they were not open
about this with professionals.
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Summary of learning about the serious case review process

A number of points have emerged from the study which could be used to provide both a better base line
of information for biennial reviews of these cases and a better overview of the quality of the serious case
review process.

@ If serious case reviews are to be analysed every two years, there is a need for consistently reported
minimum information to provide a better understanding of the total cohort. This could be
provided through continuing the improvements in the recording of the original notification (now
to OFSTED) of a critical incident which might lead to a serious case review. This information could
be matched to the child death data and to other information on serious harm and injury.

® Improving the quality, accessibility and comparability of reviews, or parts of reviews (for example
executive summaries) would encourage shared local and national learning.

This study has not considered the format of serious case reviews in any depth but some feedback from
the (then) Department for Education and Skills Regional seminars held in February and March 07
suggested a desire to consider ways of streamlining the process by reducing the volume of paperwork,
but increasing the learning locally.
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2. Literature review

2.1 Introduction

This brief review provides a summary of selected literature and research in three areas which link directly
to the study:

1) Thresholds of intervention in child welfare practice
2) Serious case reviews
3) Interacting factors linked to risks of harm

These themes were pursued to inform the research process and to provide a literature and research base
to elaborate the aims of the study.

The parameters of the review were as follows: in relation to thresholds, literature since 1991 was
considered to include studies examining the working of the Children Act 1989 in England and Wales, the
key legislation which informs the safeguarding of children, although emphasis was given to more recent
studies. For serious case reviews, an overview of the literature since 2000 was undertaken, as Sinclair and
Bullock’s 2002 study had provided a review of earlier literature. Literature and research pertinent to the
theme of interacting risk factors was examined, for the most part, since 2000 as a means of limiting this
potentially expansive area.

Empirical studies and peer reviewed articles were prioritised over commentaries, books, chapters and
reports. A broad overview is provided rather than a systematic analysis. The literature was identified
using electronic databases and by hand searching electronic and paper journals and following up key
references.

2.2 Professional practice - thresholds

Introduction to thresholds

The debate concerning levels of intervention and thresholds into and between services has been part of
the long standing drive to encourage prevention within child welfare services. Within the Children Act
1989 this included the promotion, development and delivery of more effective services for a broader
group of children and families (Parker in Frost 1997, Hardiker et al 1991). Hardiker’s work (1991) helped
to disseminate the idea, already apparent within health services, of a tiered model of services. Hardiker’s
model of prevention, using four levels, was later appended to the Framework for the Assessment of
Children in Need and their Families (Department of Health et al, 2000). It was adapted into a ‘pyramid’ of
levels of need in Every Child Matters (Cm 5860 2003) and as a ‘windscreen’ continuum of services in the
guidance for the Common Assessment Framework (HM Government 2006b). Mesie, Gardner and Radford
adapt Hardiker’s description of the four separate levels in their work on Public Service Agreements in
Safeguarding Children as follows:

@ Primary Prevention - taking universal action to promote conditions so that problems do not arise
and families are strengthened
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@ Secondary Prevention - focusing on individuals or families who are vulnerable, but may not yet
have problems, or with early difficulties where the risks of breakdown are low;

@ Tertiary prevention - targeting individuals or families who have more entrenched problems to
minimise their adverse effects; and

® Quaternary prevention — optimising the prospects for children where family problems have
resulted in their placement in public care (Mesie et al 2007 p20)

The impact of thresholds

The Children Act 1989 introduced new criteria for children’s social care involvement in the lives of
children and their families in both a voluntary and a compulsory basis. A continuum of involvement and
intervention from the more voluntary ‘children in need’ to the more coercive ‘children in need of
protection’ was presented in early and later studies into the workings of the Children Act 1989 as
thresholds into and through services (Department of Health 1995, 2001). The bulk of these studies found
that access to services were often limited to children deemed to be in need of protection and high
thresholds were limiting or preventing services reaching families where problems were at the early
stages (Department of Health 1995, 2001).

Later studies uncovered similar findings. The first Joint Chief Inspectors’ Report into the work of 8 Area
Child Protection Committees in England in 2002 ‘Safeguarding Children’ (Joint Chief Inspectors 2002)
found that pressures on resources in children’s social care had led to a tightening of the threshold for
services for children where there were concerns about their welfare. Many referring agencies considered
that children’s social care were not providing an adequate response to safeguarding children. The follow
up report in 2005 (Joint Chief Inspectors 2005) reiterated concerns about thresholds, ‘there remain
significant issues about how thresholds are applied by social services in their child protection and family
support work’ (p7). The 2005 study also found that agencies other than children’s social care were often
unclear about how to recognise the signs of abuse or neglect and about how to refer on concerns about
a child.

Recent policy changes and the impact on thresholds

Policy changes in recent years are likely to have an impact on thresholds. In September 2003 the
government published a detailed response to Lord Laming’s Report on the Victoria Climbié Inquiry (Cm
5730, 2003) alongside the Green Paper ‘Every Child Matters’ (Cm 5860, 2003) which proposed an overhaul
of children’s services in England supported by new legislation, the Children Act 2004. Laming’s view was
that children are best protected by preventative and supportive services in the community that are
sensitised to safeguarding children. This is exemplified by the practice guidance ‘What To Do If You're
Worried A Child Is Being Abused’ (HM Government 2006c¢) which is aimed at ‘everyone’ working with
children and families. Thus the widespread changes represented another shift towards prevention. Other
changes which will have an impact on thresholds include the appointment of a Director of Children’s
Services, presiding over education and children’s social care in each local authority, pooled budgets
within new children’s trusts arrangements, the replacement of Area Child Protection Committees with
Local Safeguarding Children Boards (LSCB) and the introduction of the Common Assessment Framework
(CAF) and Lead Professional (LP) Working.
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Working Together (HM Government 2006a) sets out the new LSCB functions which include specifying:

the action to be taken where there are concerns about a child’s safety or welfare, including thresholds
for intervention (p50) ........ clear thresholds and processes and a common understanding of them
across local partners may help to reduce the number of inappropriate referrals and to improve the
effectiveness of joint work, leading to a more efficient use of resources (p51).

Thresholds in early intervention and working with additional needs

Common Assessment Framework (CAF) and Lead Professional (LP) working provide a framework for early
intervention so that agencies can become involved with children who are considered to have ‘additional
needs.’ This avoids the problem of waiting for problems to worsen to meet the higher thresholds for
specialist services like children’s social care. The CAF is intended to shift thresholds downwards and
move the focus from dealing with the consequences of difficulties in children’s lives to preventing things
from going wrong in the first place (HM Government 2006b). The LP role is intended to avoid duplication
so that more services can be offered at a lower level. Working Together 2006 states that the CAF, where it
is undertaken, can provide the structure for a written referral to children’s social care and that, where a
common assessment has been completed on a child, this information will be used to inform the initial
assessment led by children’s social care.

Brandon et al’s study (2006a; 2006b) of the early stages of CAF/LP working found examples in practice of
thresholds of intervention going both up and down. Thresholds went up when other agencies
experienced that under these new working practices children’s social care were pitching their
intervention at an even higher level and not working with the lower levels of children in need (i.e. s17 of
the Children Act 1989) at all. Thresholds were also perceived to be going up when work previously
undertaken by children’s social care staff was being carried out by personnel from universal services as
part of the early intervention strategy to prevent problems becoming entrenched. Thresholds into
children’s social care were found to go down, however, where clearer referrals (via CAF) were presented,
making it easier for children’s social care to justify taking on work which would previously have been
rebuffed. As this evaluation was undertaken in the early stages of implementation, it will take some time
before the impact of these new working practices on thresholds and levels of intervention becomes
apparent.

The thresholds in complex needs, including the involvement of children’s social care

One of the objectives of the Quality Protects Programme launched in 1998 was ‘To ensure that referral
and assessment processes discriminate effectively between different types and levels of need and produce a
timely service response’ (Department of Health 1999 p20 in Rose, Gray and McAuley 2006 p26). New
assessment guidance was issued in 2000 launching the Framework for the Assessment of Children in Need
and their Families (Department of Health et al 2000) as statutory guidance for social workers and
colleagues in other agencies to use with all children in need, including those deemed ‘at risk of harm’
under s47 of the Children Act 1989. More discussion of assessment is to be found in Chapter 4 which
considers an ecological-transactional perspective.

Corby et al’s (2002) small scale study of parental perspectives of the Assessment Framework in one local
authority found that parents viewed the assessment process positively and felt they did receive a
speedier response than before the implementation of the Assessment Framework. The study found that
when assessments were carried out with skill and sensitivity, some parents changed their attitudes
towards social workers and towards their own strengths and difficulties as carers. Cleaver and Walker’s



Analysing child deaths and serious injury through abuse and neglect: what can we learn? 23

(2004b) much larger scale study evaluated the use of the Assessment Framework in 24 English local
authorities and found that there was an improvement in the quality of assessments and in interagency
collaboration over assessments. However analysis, judgement and decision making were causing
problems for practitioners who lacked confidence in these areas. The National Children’s Bureau are in
the process of producing work in this area entitled ‘Putting Analysis into Assessment’ (see Dalzell and
Sawyer 2007).

These evaluations focused on attitudes towards the assessment process rather than an evaluation of the
impact of the Assessment Framework on particular children and families in meeting their needs. Calder
(2003) expresses concern that the resources have not been provided to implement this way of working.
Reder and Duncan (2004b), in examining the Victoria Climbié Inquiry Report, suggest that improvements
to assessments will come about when practitioners adopt an assessment mindset when responding to
referrals and emphasise the need to regularly review their opinions as they gain new information.
Cooper et al (2003) go a step further and recommend considerable changes to the child welfare system
which would negate the need for thresholds altogether. These changes include relocating social workers
to multidisciplinary teams based in accessible places for families, such as schools, health centres and
community organisations. They suggest this will change families’ perception of social workers and allow
practitioners to reach out to the community and ‘increase the possibilities for trust, authority and
negotiation.’ (p90).

The threshold to child protection and children looked after, or compulsorily detained

A study of children whose names are on the child protection register in 8 local authorities (Commission
for Social Care Inspection 2006) examined the threshold criteria applied by both adult and children’s
services and found that professionals considered that high thresholds created tensions between
agencies and prevented help getting to parents when they need it. As in earlier studies from the 1990s
(Department of Health 2001), adherence to high thresholds was found to lead to services being
withdrawn too quickly, for example when a child’s name is no longer on the child protection register.
Thresholds were also thought by professionals to have an impact on the nature of assessments, with the
emphasis placed on risks of harm rather than needs. Most parents interviewed felt that the assessment of
their own needs was inadequate, that services came too late and were not always relevant.

Spratt’s study (2000; 2001) of how 200 child protection referrals in Northern Ireland were acted upon
considered whether it might be possible to treat more initial referrals as ‘child-care problem enquiries’ as
opposed to ‘child protection investigations’. He states that responding to referrals only as an
‘investigative response’ resulted in ‘families being traumatized and children’s needs left unmet’ (p597), as
cases were closed once risks had been checked and calculated, with no ongoing work. This echoed the
findings of Gibbons et al’s study of nearly 2,000 referrals in 1995.

Corby (2003) studied social work decisions made on 400 child protection/children in need cases and
noted concern about how a move to assessment first, and then to safeguarding measures after this,
could lead to some children not being adequately safeguarded. This study revealed that practitioners
were struggling to combine safeguarding children with the promotion of their welfare as required by
both the Assessment Framework and the Children Act 1989. This theme is considered further by Cleaver
and Walker’s (2004b) study of early implementation of the Assessment Framework. They discovered an
absence of in depth assessment for up to a quarter of the most needy cases studied and suggested that
this reflected an organisation-led approach to decision making dictated by the availability of resources
rather than the needs of the children.
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Child protection thresholds in emotional abuse and neglect

Identifying and working successfully with emotional harm and neglect are known to pose problems.
Operational difficulty may result from the way in which emotional abuse and neglect are described,
which for the purpose of considering child protection registration, are by their most acute manifestations
(in both the 1999 and the 2006 editions of Working Together):

emotional abuse is the persistent emotional ill-treatment of a child such as to cause severe and
persistent adverse effects on the child’s emotional development and severe neglect is associated with
major impairment of health and development (Department of Health et al 1999;

HM Government 2006a).

Because these descriptions do not include early signs and symptoms, there may be tendencies both to
delay recognition and /or to over-identify behaviour as abusive in order to reach a threshold to attract
services. Thoburn and colleague’s large-scale study of emotional harm and neglect found evidence to
support this hypothesis (Thoburn et al 2000). Nearly a quarter (23%) of 337 referrals to children’s social
care included concerns about emotional abuse and neglect. On examination this was found to mask an
over estimate of the extent of neglectful or emotionally abusive parental behaviour but was an
underestimate of the proportion of children whose emotional development was being or was likely to be
impaired if services were not provided.

Platt’s study also echoes this concern about the identification of emotional harm and neglect, finding
that investigations were more likely to be initiated where there was an observable event or injury to
respond to, and that referrals indicating neglect were less likely to be pursued (Platt 2006). Buckley also
concluded that these cases were most likely to be closed without any services being offered and
recommended an approach to assessment that focused more on children’s welfare than parental
culpability (Buckley 2000).

Because of these areas of concern, the Department of Health /Department for Children Schools and
Families Research Programme ‘Safeqguarding Children’ is focusing on both emotional abuse and neglect
and in particular ‘effective interventions.’

Relevance of thresholds to the current study

This study is being carried out in the midst of the bedding in of wholesale changes to the system of
children’s services in England including the establishment of Local Safeguarding Children Boards. It is
important that learning from the reviews is pertinent to the work of these Boards and helps them to be
confident in their work, not just with serious case reviews but with the whole spectrum of safequarding
and promoting welfare from early intervention thresholds to emergency protection. It is crucial that the
children’s workforce is helped to be more confident in recognising and responding both to early needs
and to signs of maltreatment as early as possible.

A central aim of the Government’s Change for Children Programme is that children needing help at all
levels, from early intervention to safeguarding their welfare, are not overlooked. We know from studies
of serious child abuse that most children who die from abuse or are seriously injured are not child
protection cases but children known to have additional needs (Reder and Duncan 1999, Sinclair and
Bullock 2002, Brandon et al 2002). As Lord Laming said ‘child protection cases do not always come labelled
as such’ (para 17.106 Cm 5730 2003). Increasingly, lead professionals and common assessment
framework workers will work alongside these children and their families. The national evaluation of
CAF/LP work however (Brandon et al 2006a), found that there is not always a good join up between
services for early intervention and safeguarding, so that children’s need for protection may continue to
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go unnoticed. This evaluation also found that practitioners welcomed clear structures and processes and
explanations of ‘levels of intervention’. For this reason understanding and communicating thresholds
along the safeguarding continuum from early signs of maltreatment to later indications of significant
harm is a key strand of this project.

In this study an intensive sub-sample of 47 cases was examined to chart thresholds for action and
intervention as follows:

1. A threshold for recognition (i.e. when might abuse or neglect have first been a concern).
2. A threshold for early intervention in partnership with parents.

3. A threshold for safeguarding actions.
4

. A threshold for compulsory safeguarding actions (e.g. court actions) or voluntary
placement/arrangements (i.e. s20 Children Act 1989) or safe placement of a child away from the
parent or carer.

This is reported in Chapter 5 and in Appendices 4 and 6. The threshold mapping activity draws on
learning from developmental studies of interacting risk factors to interrogate each case. The cases and
threshold patterns were then examined and grouped against common themes in the cases and key
features in the child, the parents/carers and the community/environment of the family.

2.3 Serious case reviews

Learning from serious case reviews

After more than thirty years of debate about the purposes of reviews into serious child abuse cases,
many of the same mistakes are still occurring. Munro (2005b) suggests, like Bostock et al (2005) and
Brandon et al (1999a; 2002), that serious case reviews need to focus less on who is to blame and whether
procedures have been followed and more on wider factors which could explain why these incidents are
continuing to occur after decades of new procedures and policies. Stanley and Manthorpe (2004) point
out that inquiries have led to defensive practice, a higher number of child protection referrals, greater
emphasis on audit in practice, and the recruitment of fewer social workers.

A major recurring theme emerging from serious case reviews is communication. As well as a reluctance
to share information, failings in this area have included a lack of clarity of information, problems in
interpreting information and the lack of clear agreements between workers. As Reder and Duncan (2003
p82) point out:

Since the 1970s, virtually all reviews of fatal child abuse cases in the UK report that there was evidence of
communication failures between professionals (Reder et al 1993, Falkov 1996, Brandon et al 1999,
Dale et al 2002, Sinclair and Bullock 2002, Lord Laming 2003).

The government has sought to address this by planning better IT solutions, such as the information
sharing system, ContactPoint, which can be used by all agencies. Stanley (2003) and Munro (2005a)
criticise this as a solution to the problem of inter-professional communication, and both state that
technology is only a tool, not an answer in itself. Munro (2005a) argues further that it is not sharing the
information that is the problem for practitioners, but assessing the information. The Integrated Children’s
System, about children in need, is intended to help not only with the collection, but also with the
collation and analysis of key information.
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Reder and Duncan (2003) and Brandon et al (2002) also make this point adding that assessment is not
merely about collecting information but attributing meaning to the information. Assessments tend not
to be holistic (Cleaver and Walker 2004a), but to focus on single domains of the assessment triangle
rather than an understanding of all three areas (Horwath 2002, Munro 2005a). Practitioners also tend not
to move on from an initial, often optimistic, judgement despite new information emerging (Munro 1999,
Munro 2004b, Munro 2005a, Brandon et al 2002). Further difficulties highlighted in inquiry reports have
included ineffective decision making, lack of inter-agency working and poor recording of information
(Sinclair and Bullock 2002).

Many studies allude to the influence of wider factors. These include the impact of managerialism and the
audit culture on present day social work (Reder and Duncan 2004b, Parton 2004), the complexities of
current social work (Parton 2004), the use of coping mechanisms by practitioners in this immensely
difficult area of work such as avoiding the truth of the situation, and over-identifying with a parent
(Reder and Duncan 2004b, Rustin 2005, Cooper 2005), the practitioners’ working environment, including
workload, resources, the working atmosphere, the provision of supervision, and confidence in one’s
ability as a worker (Reder and Duncan 2004b, Rushton and Nathan 1996, Munro 2005a).

Suggestions for improvement include providing practitioners with tools to conduct better assessments
(which includes their communication with other professionals and with children and parents, and also
the need to consider the history of a case). Improvements could also be achieved if practitioners were
helped to analyse information gathered in an assessment, and were able to change their view, and to
scrutinise both their own and others’ practice (Reder and Duncan 2004b, Horwath 2002, Munro 1999,
2004b, 2005a, White and Featherstone 2005). Recommendations have also been made that practitioners
be given tools to undertake risk assessments. Tools for this are very common in the US but less popular
in the UK. Hughes and Rycus’ review article summarises findings on the US risk assessment literature and
concludes that many risk assessment protocols and tools in use do not improve either the consistency or
the accuracy of protective decisions for maltreated children (Hughes and Rycus 2007). Assessment tools
are clearly not a substitute for sound professional judgement.

A number of practice tools do exist which aim to help with the analysis element of assessment and
professional judgement, for example NCB'’s ‘Putting Analysis into Assessment’ (Dalzell and Sawyer 2007)
and Core Assessment Toolboxes (Cleaver and Walker 2004b). A model of assessment intended to analyse
interacting risk factors was devised and introduced in Warwickshire (Tuck 2004) and is being adopted
elsewhere in England. It should also be noted that Chapter 4 in the Framework for the Assessment of
Children in Need and their Families (Department of Health et al 2000) considers analysis, judgements and
decision making and refers to questionnaires and scales which are intended to help practitioners by
providing evidence on which to make these judgements.

There is some concern that used in isolation, tools could minimise scope for individual professional
judgement (Munro 2004a) and that other resources are needed such as supervision (Brandon et al 2005)
and professional skill (Munro 2004a). Jones and colleagues have similarly queried the validity of actuarial
approaches, and drawn attention to the limitations and imprecision of the evidence base for decision
making (Jones et al 2006 p281). They also endorse the need to exercise careful and systematic
professional judgement.

A recent study of serious case reviews undertaken between 1998 and 2001 was carried out by Sinclair
and Bullock and published in 2002 (Sinclair and Bullock 2002). Their overview focused on learning from
the profile of the children who died or were seriously injured. They also aimed to identify what helps and
what hinders the serious case review process in the 1999 edition of Working Together, to ascertain
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whether the revised serious case review process had led to any changes in policy or practice at a local
level and to identify from the reviews any lessons for policy and practice at a national level. Their
recommendations for future study of serious case reviews included the need for better identification of
children vulnerable to abuse, improved understanding of the process of change in public services and
the development of practice tools.

The biennial review of serious case reviews from England from 2001-3 is being undertaken by Rose and
Barnes and is due to report at the same time as this study.

Recent Changes to serious case reviews

The Children Act 2004 and its accompanying Regulations placed serious case reviews on a statutory
footing. With the demise of Area Child Protection Committees, serious case reviews became a function of
the Local Safeguarding Children Boards (LSCBs) which were to be in place by 1 April 2006. Some other
changes required in Working Together 2006 were to be implemented by 1 April 2008. These included the
introduction of a new process to review the deaths of all children and a

rapid response by a group of key professionals who come together for the purpose of enquiring into and
evaluating each unexpected death of a child” and ‘an overview of all child deaths in the LSCB area
undertaken by a panel (HM Government 2006a p128).

This means that LSCBs will review information on all deaths, including unexpected deaths of all children
in the local authority area, not just those in contact with organisations responsible for safeguarding their
welfare. LSCBs will be required to draw conclusions on what can be learned to prevent or avoid the
deaths of all children in the future.

This change is welcomed by Bunting and Reid (2005) who commented on the multidisciplinary child
death review teams (CDRTs) in America, and were mindful of the proposals recommended in Every Child
Matters (Cm 5860, 2003) for such a system in England. They found that benefits in America from CDRTs
included improved multi-agency working and communication, more effective identification of suspicious
cases, a decrease in inadequate death certification and a broader and more in-depth understanding of
the causes of child deaths through systematic collection and analysis of data. They add that this can
promote preventative, rather than reactive, work;

The findings and risk factors identified during the review process have enabled the team to propose and
implement a wide variety of prevention initiatives such as reducing the risk of sudden infant death
syndrome (SIDS) and suffocation deaths as well as preventing deaths by suicide, drowning and abuse
and neglect. (Bunting and Reid 2005 p89)

A similar example can be found in Schnitzer and Ewigman’s (2005) study of the deaths of all children
under five years of age in Missouri, US between 1992 and 1999. A sub sample of 149 inflicted-injury
deaths by a parent or caregiver were identified during the eight year period. It was found that children
residing in households with unrelated adults were nearly 50 times more likely to die of inflicted injuries
than children living with two biological parents. Children in households with a single parent and no
other adults in residence had no increased risk of inflicted-injury death. The majority of known
perpetrators were male and most were the child’s father (34.9%) or the boyfriend of the child’s mother
(24.2%). Seventy three per cent of the injuries were inflicted by shaking or striking the child.

Schnitzer and Ewigman claim that the study has important implications for educational strategies to
prevent fatalities caused by inflicted injuries and for child care policy. They point out that educational
campaigns regarding shaken babies are wrongly aimed mostly at mothers, rather than fathers. The
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introduction of Child Death Review Panels in England could similarly contribute to understanding the
risk factors in child fatality, and add to learning about interacting risk factors.

Suggested changes to serious case reviews

It has been disputed that learning from deaths and serious injuries is the best way to inform practice
(Powell 2003). Bostock et al’s (2005) study of ‘near miss’ cases in 8 local authorities in England and Wales
proposed an alternative to serious case reviews. ‘Near misses’ are defined as incidents in child care cases
where something which could have gone wrong was prevented, or as something which did go wrong
but no serious harm was caused. Such incidents