Statutory Guidance on Learning and Improvement 
Introduction 

1. The professionals and organisations we rely upon to protect children make difficult decisions every day which can have a profound effect on the welfare of children.  To do this job well they need to be able to reflect on the quality of the services they are providing and consider whether there are ways in which they can adapt or improve their practice.  When tragedies happen, key professionals including social workers, health professionals and police have a responsibility to learn from the case.  They should take whatever action is needed to reduce the likelihood of such cases recurring. This needs to be an open and transparent learning process so that the public can see where improvements are being made to protect children from harm in the future. 

2. This guidance sets out a new approach to learning and improvement by Local Safeguarding Children Boards (LSCBs) and their partner organisations in local authorities, children’s social care, health services, police, probation, youth offending teams and the Children and Family Court Advisory and Support Service (Cafcass).  The guidance places a requirement on LSCBs to develop a local framework for learning and improvement in which:

· reviews are conducted regularly, not only on cases which meet statutory criteria, but also on other cases which can provide useful insights about the way organisations are working together to safeguard and protect the welfare of children; 
· these reviews look at what happened in the case, and why, and what action will be taken by the LSCB and its partner organisations to learn from the review findings;
· action results in lasting improvements to services which safeguard and promote the welfare of children and help protect them from harm; and
· reports of reviews and follow-up action are shared with the public so that there is transparency about the issues arising from individual cases and the actions which organisations are taking in response to them.  
3. The guidance sets out the principles which LSCBs and their partner organisations should follow when conducting Serious Case Reviews (SCRs), child death reviews and other reviews and audits.  It also provides checklists of the actions which are needed in order to ensure that reviews lead to sustained improvements in services.  
Status of the guidance
4. This guidance is issued under section 16 of the Children Act 2004, which states that local authorities and each of their statutory Board partners must, in exercising their functions relating to Local Safeguarding Children Boards (LSCBs), have regard to any guidance given to them for the purpose by the Secretary of State. As such this document does not have the full force of statute, but should be complied with unless exceptional circumstances arise. This guidance applies in England. It replaces the statutory guidance on child death reviews and Serious Case Reviews (SCRs) in Chapters 7 and 8 respectively of Working Together to Safeguard Children (2010) and the amended guidance on SCRs contained in a letter dated 10 June 2010 from the Parliamentary Under-Secretary of State to the Chairs of LSCBs and the Directors of Children’s Services in England. 
Who is the guidance for?
5. This guidance is for LSCBs and their partner organisations, members of child death overview panels and Serious Case Review (SCR) subcommittees and panels, SCR reviewers and authors.  It is also for all professionals, including Designated Doctors for Child Deaths, and organisations who are involved with children who die, and all those involved in SCRs and other learning reviews led by LSCBs (such as management reviews of cases not meeting the SCR criteria).
The framework for learning and improvement
6. LSCBs must put in place and maintain a local learning and improvement framework which is shared across local organisations that work with children and families. Within this framework, organisations must be clear about their responsibilities for contributing to the learning and improvement processes and for making sustainable changes to services as a result of the learning.
7. The local framework should cover the full range of reviews and audits which are aimed at driving improvements to safeguard and promote the welfare of children.  Some of these reviews (i.e. Serious Case Reviews and child death reviews) are required under legislation.  It is important that LSCBs understand the criteria for determining whether a statutory review is required and always conduct those reviews when necessary.  The final decision on whether to commission an SCR rests with the LSCB Chair.
8. LSCBs will also want to conduct management reviews of cases which do not meet the criteria for an SCR, but which can provide valuable information about how organisations are working together to safeguard and promote the welfare of children.  Although not required by statute these reviews are important for identifying improvements which need to be made to local services.  Such reviews may be conducted either by a single organisation or by a number of organisations working together.  LSCBs should follow the principles in this guidance when conducting these reviews.
9. Learning reviews are not ends in themselves.  The purpose of these reviews is to identify improvements which are needed.  LSCBs and their partner organisations should translate the findings from reviews into programmes of action which lead to sustainable improvements and the prevention of death, serious injury or harm to children.
10. The different types of review are:

a) Child death review — a review of all child deaths up to the age of 18, and a rapid response to each unexpected death of a child;
b) Serious Case Review — for every case where abuse or neglect is known or suspected and either:

-
a child dies; or
-
a child is seriously harmed and there are concerns about how organisations or professionals worked together to safeguard the child;
c) Management review of a child protection incident which falls below the threshold for an SCR; and
d) Review or audit of practice in one or more agencies.
Principles for learning and improvement
11. The following principles should be applied by LSCBs and their partner organisations to all reviews:
· there should be a culture of continuous learning and improvement across the organisations which work together to safeguard and promote the welfare of children – identifying opportunities to draw on what works and promote good practice; 
· reports from cases meeting the SCR criteria must be published in full, including the LSCB’s response to the review findings, in order to achieve transparency;  

· LSCBs and partner organisations should also make information available to the public about the issues identified in all reviews and audits and the action taken in response, so that the public can hold them to account for making improvements;

· the approach taken to reviews must be proportionate according to the scale and level of complexity of the issues being examined;
· reviews of serious cases must be led by individuals who are independent of the case under review and of the organisations whose actions are being reviewed; 
· professionals must be involved fully in reviews and invited to contribute their perspectives without fear of being blamed for actions they took using sound judgment and with good intentions;

· families, including surviving children, should be clear about how they are going to be involved in reviews and their expectations should be met;

· the impact of SCRs and other reviews on improving services to children and families and on reducing the incidence of deaths or serious harm to children must be described in LSCB annual reports and will inform inspections; and

· improvement must be sustained through regular monitoring and follow up so that the findings from these reviews make a real impact on improving outcomes for children.
Systems methodology
12. SCRs and management reviews should be conducted using systems methodology as recommended by Professor Munro in her review of child protection
.  This means gathering information not only about what professionals did in the case, but also about why they took that action and what this reveals about aspects of the way in which local services operate which may need to change. 
13. Reviews conducted under this approach look at how the actions of professionals are influenced by the organisations and systems in which they are working.  They explore whether there are factors to do with the working environment which make it hard for professionals to do the right thing. 
14. The Government’s ambition is that in the future all SCRs and management reviews should be conducted in this way. The Government does, however, acknowledge that it will take time for the necessary skills and expertise to develop and for experience of new ways of working to become embedded. 
Selecting reviewers

15. When commissioning an SCR or management review, the LSCB should satisfy itself that the people conducting it are suitably qualified to use the approach set out in this guidance.  This could be demonstrated through one or more of the following:

· evidence of a suitable track record in systems investigations either in child protection or in another sector;

· evidence that the person has undergone training in systems methodology; or

· references from one or more employers or organisations for whom the person has completed a systems review satisfactorily.

16. Reviewers will need:
· relevant expertise in management and/or the services being reviewed for example the police, children’s social care or health services;
· expert investigation skills;
· strong interviewing and facilitation skills;
· research and analytical skills; and
· excellent report writing skills.
Serious Case Reviews
	The Regulations relating to Serious Case Reviews



	Regulation 5 of the Local Safeguarding Children Boards Regulations 2006 sets out the functions of LSCBs.  This includes the requirement for LSCBs to undertake reviews of serious cases in specified circumstances.  Regulation 5(1)(e) sets out that:

(1) The functions of an LSCB in relation to its objective (as defined in section 14(1) of the Act) are as follows— 

(e) undertaking reviews of serious cases and advising the authority and their Board partners on lessons to be learned. 

(2) For the purposes of paragraph (1)(e) a serious case is one where— 

(a)abuse or neglect of a child is known or suspected; and 

(b)either— 

(i)the child has died; or 

(ii) the child has been seriously harmed and there is cause for concern as to the way in which the authority, their Board partners or other relevant persons have worked together to safeguard the child.



17. Cases which meet one of these criteria (i.e. regulation 5(2)(a) and (b)(i) or (ii) above) must always trigger an SCR.  An SCR should always be carried out when a child dies in custody, either in police custody, on remand or following sentencing, in a Young Offender Institution, a secure training centre, or a secure children’s home or where the child was detained under the Mental Health Act 2005. 

18. Where a case is being considered under regulation 5(2)(b)(ii), unless it is clear that there are no concerns about inter-agency working, the LSCB must commission an SCR.  The final decision on whether to conduct the SCR rests with the LSCB Chair.  If an SCR is not required because the criteria in regulation 5(2) are not met, the LSCB may choose to commission a management review.
19. LSCBs should consider conducting management reviews on cases which do not meet the SCR criteria.  They will also want to review instances of good practice and consider how these can be shared and embedded.  LSCBs are free to decide how best to conduct these reviews.  Although these reviews need not lead to a separate published report, the LSCB should oversee implementation of resulting actions and reflect on progress in its annual report. 

	Serious Case Review checklist



	Notification

The relevant local authority must notify Ofsted promptly of all serious incidents which may meet the criteria for an SCR.

The LSCB for the area in which the child is normally resident should decide whether the case meets the criteria for an SCR.  This decision should normally be made within one month of notification of the incident.  The final decision rests with the Chair of the LSCB. The LSCB must let Ofsted and DfE know their decision.

Appointing reviewers

The LSCB must appoint suitably qualified individuals to lead the SCR.  There should be at least one reviewer who is independent of the LSCB and the organisations involved in the case.  There should be at least one reviewer who has demonstrated to the LSCB that they are qualified to conduct reviews using the approach set out in this guidance.
Engagement of organisations

The LSCB should ensure that there is appropriate representation in the review of professionals and organisations who were involved with the child and family.  The LSCB may decide as part of the SCR to commission Individual Management Reviews from some or all of the relevant organisations, but this will not always be necessary.  The priority should be to engage organisations in the process in a way which will ensure that important factors in the case can be identified and appropriate action taken to make improvements.

Timescale for SCR completion
The LSCB should aim to complete an SCR within six months of initiating it.  If this is not possible, for example, because of related court proceedings, every effort should be made to (i) capture points from the case about improvements needed and (ii) take corrective action while the SCR is in progress.

Agreeing improvement action
The LSCB should oversee the process of agreeing with partners what action they need to take in light of the SCR findings.  
Publication of reports

All reviews of cases meeting the SCR criteria must result in a report which is published.  From the very start of the SCR, the fact that the report will be published should be taken into consideration. SCR reports should be written with publication in mind.  

Reports should not contain personal information relating to surviving children, family members or others.  This includes detailed chronologies, family histories, genograms, or information known to organisations about the child(ren) and family members.  LSCBs should comply with the Data Protection Act 1998 in relation to SCRs, including when compiling or publishing the report and comply also with any other restrictions on publication of information, such as court orders.  

Reports should set out clearly what issues contributed to the incident, why these problems occurred and what changes are required to prevent harm to children occurring in the future.

To help with local, regional and national learning, these issues should be described according to a standard typology of issues using an approved template.
Reports should include information about actions which have already been taken in response to the case and the review findings, and the impact these actions have had on improving services.  

Reports should also set out what further action will be taken following the review in order to help prevent future harm to children.


Providing information to the Department for Education

20. The LSCB is required to supply anonymised information on child deaths and copies of SCR reports to the Department for Education, so that the Department can commission research and publish nationally comparable analyses of these deaths and serious injuries.

Child death reviews
	The Regulations relating to child death reviews



	The LSCB functions in relation to child deaths are set out in Regulation 6 of the Local Safeguarding Children Boards Regulations 2006. The LSCB is responsible for: 
a) collecting and analysing information about each death with a view to identifying— 

(i) any case giving rise to the need for a review mentioned in regulation 5(1)(e); 

(ii) any matters of concern affecting the safety and welfare of children in the area of the authority; and 

(iii) any wider public health or safety concerns arising from a particular death or from a pattern of deaths in that area; and 

(b) putting in place procedures for ensuring that there is a co-ordinated response by the authority, their Board partners and other relevant persons to an unexpected death.


21. Each death of a child is a tragedy for his or her family (including any siblings) and enquiries should keep an appropriate balance between forensic and medical requirements and supporting the family at this difficult time.  
22. Professionals supporting parents and family members should assure them that the objective of the child death review process is not to blame anyone, but it is to learn lessons in order to improve the health, safety and well being of children and ultimately to prevent further such child deaths
. 
Responsibilities of Local Safeguarding Children Boards 
23. The LSCB is responsible for ensuring that a review of each death of a child who is normally resident in the LSCB’s area is undertaken by a Child Death Overview Panel (CDOP). The Panel will have a fixed core membership with flexibility to coopt other relevant professionals.  They will be drawn from organisations represented on the LSCB and include representatives of the local authority (including public health) and education services and the police.  It will be chaired by the LSCB Chair or his or her representative.  That individual should not be involved in providing direct services to children and families in the area. One or more LSCBs can choose to share a CDOP.  
24. LSCBs should be informed of the deaths of all children normally resident in their geographical area. The LSCB Chair should decide who will be the designated person to whom the death notification and other data on each death should be sent
. LSCBs should use sources available, such as professional contacts or the media, to find out about cases when a child who is normally resident in England dies abroad.  The LSCB should inform the CDOP of such cases so that the deaths of these children can be reviewed.
25. In cases where organisations in more than one LSCB area have known about or have had contact with the child, lead responsibility sits with the LSCB for the area in which the child was normally resident at the time of death. Other LSCBs or local organisations which have had involvement in the case should cooperate in jointly planning and undertaking the child death review. In the case of a looked after child, the LSCB for the area of the local authority looking after the child should take lead responsibility for conducting the child death review. 
	Specific responsibilities of relevant bodies in relation to child deaths



	Registrars of Births and Deaths (Children & Young Persons Act 2008)
	Supply the LSCB with information which they have about the death of the child they have registered.

Notify LSCBs if they issue a Certificate of No Liability to Register. 

Send the information to the appropriate LSCB (the one which covers the sub-district in which the register is kept) no later than seven days from the date of registration.

	Coroners (Coroners Rules 1984 (as amended by the Coroners (Amendment) Rules 2008)


	Duty to inform the LSCB, for the area in which the child died, of the fact of an inquest or post mortem.
Powers to share information with LSCBs for the purposes of carrying out their functions, including reviewing child deaths and undertaking SCRs.


	Registrar General (section 32 of the Children and Young Persons Act 2008) 
	Power to share child death information with the Secretary of State, including about children who die abroad.

	Medical Examiners 


	Share information with LSCBs about child deaths that are not investigated by a coroner.  

	Clinical Commissioning Groups

	Employ, or have arrangements in place to secure the expertise of, consultant paediatricians whose designated responsibilities are:

- to provide advice on commissioning paediatric services from paediatricians with expertise in undertaking enquiries into unexpected deaths in childhood, and from medical investigative services; and

- the organisation of such services.



	Specific responsibilities of relevant professionals - When responding rapidly to the unexpected death of a child

	Designated Paediatrician for unexpected deaths in childhood

(designated paediatrician)
	Ensure that relevant professionals (i.e. coroner, police and social care are informed of the death; co-ordinate the team of professionals (involved before and/or after the death) which is convened when a child who dies unexpectedly (accessing professionals from specialist agencies as necessary to support the core team); convene multi-agency discussions after the initial and final initial post mortem results are available.


26. A summary of the child death processes to be followed when reviewing all child deaths is set out in Flowchart 1 below.  The processes for undertaking a rapid response when a child dies unexpectedly are set out in Flowchart 2 below. 
Responsibilities of Child Death Overview Panels
27. The CDOP is responsible for:
· reviewing all child deaths up to the age of 18, excluding both those babies who are stillborn and planned terminations of pregnancy carried out within the law;
· collecting and collating information on each child and seeking relevant information from professionals and family members
;
· discussing each child’s case, and agreeing who will provide feedback to the family, in an appropriate and timely manner;
· determining whether the death was deemed preventable
 and decide what, if any, actions could be taken to prevent future such deaths;
· making recommendations to the LSCB or other relevant bodies promptly so that action can be taken to prevent future such deaths where possible;
· identifying patterns or trends in local data and reporting these to the LSCB; and 
· where a suspicion arises that neglect or abuse may have been a factor in the child’s death, referring a case back to the LSCB Chair for consideration of whether an SCR is required. 
28. The aggregated findings from all child deaths should inform local strategic planning, including the local Joint Strategic Needs Assessment, on how to best safeguard and promote the welfare of children in their area. Each Child Death Overview Panel should prepare an annual report of relevant information for the LSCB. This information should in turn inform the LSCB annual report. 
Action by professionals when a child dies unexpectedly

29. When a child dies suddenly and unexpectedly, the consultant clinician (in a hospital setting) or the professional confirming the fact of death (if the child is not taken immediately to an Emergency Department) should inform the local designated paediatrician with responsibility for unexpected child deaths at the same time as informing the coroner. A paediatrician should initiate an immediate information sharing and planning discussion between the lead agencies (i.e. health, police and children’s social care) to decide what should happen next and who will do it. The joint responsibilities of the professionals involved with the child include:

· responding quickly to the child’s death in accordance with the agreed multi-agency plan;

· making immediate enquiries into and evaluating the reasons for and circumstances of the death, in agreement with the coroner;

· liaising with the coroner and the pathologist;

· undertaking the types of enquiries/investigations that relate to the current responsibilities of their respective organisations;

· collecting information about the death
; and

· providing support to the bereaved family, referring to specialist bereavement services where necessary and keeping them up to date with information about the child’s death.

30. If the child dies suddenly or unexpectedly at home or in the community, the child should normally be taken to an Emergency Department rather than a mortuary. In some cases when a child dies at home or in the community, the police may decide that it is not appropriate to move the child’s body, for example because forensic examinations are needed.

31. As soon as possible after arrival at a hospital, the child should be examined by a consultant paediatrician and a detailed history should be taken from the parents or carers. The purpose of obtaining this information is to understand the cause of death and identify anything suspicious about it. In all cases when a child dies in hospital, or is taken to hospital after dying, the hospital should allocate a member of staff to remain with the parents and support them through the process. 

32. If the child has died at home or in the community, the senior investigating police officer and senior health care professional should decide whether there should be a visit to the place where the child died, how soon (within 24 hours) and who should attend.  This should almost always take place for cases of sudden infant death
. After this visit the senior investigating police officer, visiting health care professional, GP, health visitor or school nurse and children’s social care representative should consider whether there is any information to raise concerns that neglect or abuse contributed to the child’s death.

33. Registered providers of healthcare services must notify the Care Quality Commission of the death
. Where a young person dies at work, the Health and Safety Executive should be informed. Local Management reviews undertaken by Youth Offending teams should also feed into the CDOP child death processes. 

34. If there is a criminal investigation, the team of professionals must consult the Senior Investigating Officer and the Crown Prosecution Service to ensure that their enquiries do not prejudice any criminal proceedings. If the child dies in custody, there will be an investigation by the Prisons and Probation Ombudsman (or by the Independent Police Complaints Commission in the case of police custody).  Organisations who worked with the child will be required to cooperate with that investigation.

Involvement of the coroner and pathologist

35. If a doctor is not able to issue a medical certificate of the cause of death, the lead professional must report the child’s death to the coroner in accordance with a protocol agreed with the local coronial service.  The coroner will then have jurisdiction over the child’s body.  

36. The coroner will order a post mortem by a pathologist.  The designated paediatrician will collate and share information about the circumstances of the child’s death with the pathologist in order to inform this process.

37. If the death is unnatural or the cause of death cannot be confirmed, the coroner will hold an inquest.  Professionals and organisations who are involved in the child death review process should co-operate with the coroner and provide him/her with a joint report about the circumstances of the child’s death.  This report should include a review of all medical, social care and educational records on the child.  The report should be delivered to the coroner within 28 days of the death unless crucial information is not yet available.

Action after the post mortem
38. Although the results of the post mortem belong to the coroner, it should be possible for the paediatrician, pathologist, and the senior investigating officer to discuss the findings as soon as possible, and the coroner should be informed immediately of the initial results.  If these results suggest evidence of abuse or neglect as a possible cause of death, the paediatrician should inform the police and children’s social care immediately. He or she should also inform the LSCB Chair so that they can initiate a Serious Case Review.

39. Shortly after the initial post mortem results become available, the designated paediatrician should convene a multi-agency case discussion including all those who knew the family and were involved in investigating the child’s death. The professionals should review any further available information, including any that may raise concerns about safeguarding issues. A further multi-agency case discussion should be convened by the designated paediatrician as soon as the final post mortem result is available. This is in order to share information about the cause of death or factors that may have contributed to the death and to plan future care of the family.   The designated paediatrician should arrange for a record of the discussion to be sent to the coroner, to inform the inquest and cause of death, and to the relevant Child Death Overview Panel, to inform the child death review.
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Appendix 1

Definitions in this guidance

Unexpected death of a child — the death of an infant or child (less than 18 years old) which was not anticipated as a significant possibility for example, 24 hours before the death, or where there was a similarly unexpected collapse or incident leading to or precipitating the events which led to the death
, 
. 

The designated paediatrician responsible for unexpected deaths in childhood should be consulted where professionals are uncertain about whether the death is unexpected. If in doubt, the processes for unexpected child deaths should be followed until the available evidence enables a different decision to be made. 

Preventable child deaths — those in which modifiable factors may have contributed to the death. These factors are defined as those which, by means of nationally or locally achievable interventions, could be modified to reduce the risk of future child deaths. 
In reviewing the death of each child, the CDOP should consider modifiable factors, for example in the family and environment, parenting capacity or service provision, and consider what action could be taken locally and what action could be taken at a regional or national level.
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Flowchart 1: Process to be followed for all child deaths
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Flowchart 2: Process for rapid response to the unexpected death of a child
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� The Munro Review of Child Protection: Final Report: A Child centred system, Cm 8062, May 2011, The Stationery Office


� A leaflet can be given to parents, carers and family members to explain the child death review process. See: http://media.education.gov.uk/assets/files/pdf/t/the%20child%20death%20review%20a%20guide%20for%20parents%20and%20carers.pdf


� A list of people designated by the CDOP to receive notifications of child death information is available at: http://www.education.gov.uk/childrenandyoungpeople/healthandwellbeing/safeguardingchildren/childdeathreview/a0070738/cdop-contacts 


� The templates (Forms A-C) for recording information about each child’s death can be accessed at: � HYPERLINK "http://www.education.gov.uk/childrenandyoungpeople/safeguarding/safeguardingchildren/childdeathreview/a0068866/national-templates-for-lscbs-to-use-when-collecting-information-about-child-deaths" �http://www.education.gov.uk/childrenandyoungpeople/safeguarding/safeguardingchildren/childdeathreview/a0068866/national-templates-for-lscbs-to-use-when-collecting-information-about-child-deaths�.


� See Appendix 1 for a definition of a preventable child death.


� See Footnote 4.


� PJ. Fleming, P.S. Blair, C. Bacon, and P.J. Berry (2000) Sudden Unexpected Death In Infancy. The CESDI SUDI Studies 1993-1996. The Stationery Office. London. ISBN 0 11 3222 9988; Royal College of Pathologists and the Royal College of Paediatrics and Child Health (2004) Sudden unexpected death in infancy. A multi-agency protocol for care and investigation. The Report of a working group convened by the Royal College of Pathologists and the Royal College of Paediatrics and Child Health. Royal College of Pathologists and the Royal College of Paediatrics and Child Health, London. � HYPERLINK "http://www.rcpath.org/" �www.rcpath.org�





� Regulation 16 of the Care Quality Commission (Registration) Regulations 2009.


� PJ. Fleming, P.S. Blair, C. Bacon, and P.J. Berry (2000) Sudden Unexpected Death In Infancy. The CESDI SUDI Studies 1993-1996. The Stationery Office. London. ISBN 0 11 3222 9988.


� Royal College of Pathologists and the Royal College of Paediatrics and Child Health (2004) Sudden unexpected death in infancy. A multi-agency protocol for care and investigation. The Report of a working group convened by the Royal College of Pathologists and the Royal College of Paediatrics and Child Health. Royal College of Pathologists and the Royal College of Paediatrics and Child Health, London. � HYPERLINK "http://www.rcpath.org/" �www.rcpath.org� 
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