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CHILDREN AND FAMILY COURT ADVISORY AND SUPPORT SERVICE
Paper for the Board meeting on 12 September 2008 

Outline Child Death/Serious incident report  

1
AIM AND PURPOSE

1.1
The purpose of this report is to inform the Board on issues surrounding child deaths or serious injury relating to Cafcass since January 2008. 

2
ACTION FOR THE BOARD

2.1
For information.

3
RECOMMENDATION

3.1
That the contents of the report be noted.

4
KEY STRATEGIC ISSUES FOR THE BOARD TO CONSIDER
4.1
Cafcass’ duty is to safeguard and promote the welfare of children in Family Court proceedings. This report provides an update to the Board on changes in inter-agency procedures and informs the Board of situations that have led to tragic outcomes. 

5
FINANCIAL IMPLICATIONS

5.1
None

6
RISKS

6.1
No specific risk identified for the agency at this time.

7
sustainability issues
7.1 None

8
 IMPLICATIONS FOR THE CHILDREN’S RIGHTS AGENDA

8.1
Staying safe is one of the five Every Child Matters outcomes. This report is key to that work. 


9
IMPLICATIONS FOR DIVERSITY

9.1
Nothing identified.

Elizabeth Hall 

Head of Safeguarding 

August 2008 

Outline Child Death/Serious Incident Report For Board Sept 2008
Wider Context

1. The Government’s new arrangements for reviewing child deaths came into force from April 2008. This is leading to some delays in LSCB’s considering some incidents, with the need to review all deaths to determine whether or not they are unexpected and whether any question of harm arises. 


2. In January 2008, the government published 2 research documents into child deaths and serous incidents – 2001-3 and 2003 – 5. Entitled ‘Analysing child deaths and serious injury through abuse and neglect: What can we learn? ‘.   The reports have been made widely available via Local Safeguarding Children Boards. The relevant lessons have been incorporated into the new Cafcass Risk Assessment course, which has just been finalised. 


Wider Safeguarding Developments Within Cafcass


3. The Safeguarding Framework was implemented in May 2007, and will be updated following review in December 08 / January 09.


4. The Framework sets out a three-fold process for risk assessment (screening and identification in all cases, with more detailed assessment where risk is present). This supports our work in complying with the new statutory duty to risk assess, implemented in the autumn 2007. 


5. The Ofsted inspections, internal audits and serious case reviews have all demonstrated that the culture of continuous risk assessment is not yet properly embedded in the organisation. This is being addressed via a number of routes:


· A new key performance indicator about screening for risk factors

· A new facility on the case management system, to measure screening and risk identification. This started in June 2008 so the first management reports are coming through. (The data will build up incrementally so it will not be until the end of quarter 2 that it will be possible to report using reliable data. 

· A new safeguarding and domestic violence resource pack. This will be available for all teams to use in a ‘pick ‘n mix’ fashion, to address the specific learning needs at local level. This will be led by the Heads of Service (QI) once the materials are finalised at the end of August 2008.

· A new risk assessment course, developed by external consultants. There are plans for 40 courses this financial year 

· The new practice direction on domestic violence (May 2008) is taking time to bed in, but should assist the change of culture in dealing with domestic violence across the family justice system.

6. Safeguarding is addressed as a priority within the new performance management system 


Within Cafcass

7. The system of the Customer Services Team in Taunton taking on responsibility for  recording all deaths / incidents has now been running since April 2007. This has led to a much better overview. The data we collect and the system for process chasing will be updated, to reflect the new structures.


8. The proposal for the future is that any death / serious incident notification gets forwarded by safeguarding / customer services to the relevant Operational Director (OD). (This awaits the third OD taking up her post in the autumn.) The OD is then responsible for:


· Ensuring that the immediate steps are taken (e.g. securing the file; checking well-being of any remaining children;)

· Identifying the person responsible for liaising with the SCR panel

· Identifying the person to undertake the Cafcass Management Review,

9. Customer service / safeguarding are responsible for identifying a named ‘buddy’ – one for the practitioner whose case is involved and one for the manager if needed. 


10. This system will be clarified in the revision of the Safeguarding Framework planned for Nov / Dec 2008. 

11. Once the re-structure is completed the intention is that the majority of Cafcass Management Reviews are undertaken by specialist service managers who have had no line-management involvement with the case or practitioner. Exceptions would be:

· Operational service managers with a particular interest in undertaking one as part of their PDP

· Where Cafcass is short of capacity, using an external resource

· Where it is anticipated that there are likely to be serious criticisms or strong media interest, when it may be appropriate to use an independent external resource

Learning About and Learning From Serious Case Reviews

12. An E-learning tool is available for any Cafcass member of staff with an interest in this process. Staff who undertake the Cafcass internal management reviews are encouraged to complete this course. This will be a requirement once the re-structure is complete.


13. Further training is being arranged initially for the specialist service managers   This will be a 2 day course, then a break during which each participant will undertake a case review (although in terms of numbers, hopefully not all SCRs). This 2-day course will run twice – autumn and new year – to catch all the specialist service manager resource. Then in March 2009, both groups will come back together for a day, to review the learning and issues that will have arisen as they put this into practice. We have designed the training for 2 days to enable space for exploration of some of the emotional content of this work. 


14. Lessons learned – within Cafcass, David Moy (Customer Services Manager) is leading a new Learning Action Panel which seeks to pull together the learning from serious case reviews, serious complaints, and other mechanisms of customer feedback. In its first 2 meetings we have worked through the lessons from Cafcass Management Reviews since April 2007. A digest of that learning, and actions taken, is attached (appendix 1) 


15. Implementing the action plans and disseminating learning from this process is of course crucial. The newly established Learning Action Panel reviews all recommendations with a view to any further action that may be needed, and how to disseminate learning. A new system of ‘Practice Updates/Alerts’ is being implemented to support this. The first of these related to the need for duty processes in each office to ensure that all information is received, assessed and acted upon. 


16. In addition, we need to find less formal means of enabling staff to learn from the stories that lie behind the management process of the Learning Action Panel. This has been discussed with our Communications section. From September, I will start a trial of telling one story in Channel C each month with associated learning, These will not all be where Cafcass has gone wrong, and I will also try to find ‘near miss’ stories, which have been turned around by good practice. 

Recent Cases

17. The detailed information about deaths / incidents notified between 01.04.08 and 31.07.08 is attached as appendix 2.

18. There has been a very significant increase in numbers during this financial year. There does not seem to be any identifiable reason for this but we will need to monitor it closely because any escalation in serious incidents is obviously of concern in itself, and our capacity for responding properly is severely stretched. 


19. Cafcass tracks the progress of serious case reviews even when we were not involved with the child or family. This is because the final recommendations may relate to ‘all agencies’ – and we need to be able to respond quickly to those whilst still draft. In addition there is important learning from those reviews. 


20. In the situations where the child or family was known to Cafcass, there have been some high profile and extremely concerning incidents recently, where it appears that Cafcass has not done as well as we should expect in meeting the needs of very vulnerable children. The management reviews are still underway, so no detail is appropriate at this stage. Some immediate learning has been implemented – for example, duty processes in all offices to screen incoming information; and changes to the way web-based queries are received. 


21. For the immediate response as well as the eventual action plans, responsibility for implementation will again rest with the Operational Directors working alongside Safeguarding for any national recommendations. 

Elizabeth Hall

Head of Safeguarding

Cafcass

18.08.08

Appendix 1

Learning From Cafcass Management Reviews Since April 2007

(this material is taken from the Learning Action Panel. For this process, David Moy pulls together recommendations so that themes are addressed rather than individual actions from each review. )

	Learning
	Action

	All practitioners should be familiar with good practice safeguarding requirements


	All practitioners reminded of the importance of updating via LSCB interagency courses at least once every 3 years

Updated safeguarding briefing materials from the launch in 2007, to become a flexible pack for use by all teams locally, co-ordinated by HoS (QI)



	All practitioners should attend the domestic violence training especially self-employed contractors


	Sheena Adam (Head of KLDP) to review attendance on this mandatory 3 year programme and report back to SPIB

	Safeguarding Framework review should clarify responsibilities in case conferences
	This is a detailed point about inaccuracies in a set of local authority minutes that were not followed up when received by Cafcass. This links to recent Practice Update about reading and responding to all information that comes into Cafcass irrespective of whether the case is closed.



	The case plan should be used as a key tool for safeguarding, and reviewed regularly by managers


	The new case recording policy has redrafted case plans that have delivered this outcome in the pilot teams – for implementation by 1.11.08

	Compliance with the record keeping policy, report writing guidance and safeguarding framework should be subject to management review – importance of accurate and reflective record keeping
	The introduction of the Practice and Performance Assessment Framework and improved performance management tools will mainstream this work rather than depending on snapshot audits.

The training materials to support the new case recording policy, along with workshops led by Cafcass legal, will support the same message 

The new KPI and CMS reports also support this management overview.



	Inter-agency training for all Cafcass staff to be promoted to limit the risks of isolated working
	Sheena Adam (KLDP) and Elizabeth Hall (safeguarding) to undertake review of all safeguarding training in context of Working Together requirements for all staff. By November 2008



	Quality assurance of all reports (public as well as private) before they go to court


	This is part of the performance management system, already being implemented in many teams but should go mainstream in September / October 2008. 

	Clarity of boundaries in work with extended family / new partners in private law. – link with confusion about police checks for new partners


	Safeguarding training will pick up the “new partner” confusion.

Wider issue fed back to Bruce Clark in his lead role for private law. 

	Report for court should address risk more clearly as part of the welfare checklist
	Analysis & Recommendations guidance addresses this – feedback is that the new templates promote this emphasis.

The new QA tool for pre-filing of reports also prioritises this



	When instructing experts in public law cases, Cafcass should issue guidance about the importance of ensuring the necessary skills are available


	This will be picked out in one of the new Channel C ‘stories’

Still discussing how else this message could be delivered, possibly through the Family Justice Council



	Safeguarding matters in all cases should be addressed within supervision as a matter of routine
	New supervision policy pulls in the requirements from the safeguarding appendix ‘supervision for safeguarding’ For implementation autumn 2008 following consultation



	System of management of Self-employed contractors to be reviewed to ensure safe practice is ensured  
	This was also picked up in the Accountability Review recommendations

The SEC contract is being reviewed

The supervision policy emphasises that there should be scrutiny of the work by Cafcass to ensure that SECs are delivering high quality practice which meets all the baseline requirements of safety and risk assessment, irrespective of terms of employment. 

The Practice and Performance Assessment Framework will be used to evidence the quality of all work regardless of employment status.
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