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Report summary

Learning lessons from serious case
reviews 2009-2010

Ofsted’s evaluation of serious case reviews from 1 April 2009 to 31 March 2010

This report provides an analysis of the evaluations of 147 serious case reviews that
Ofsted completed between 1 April 2009 and 31 March 2010.

Key findings

B Of the 194 children who were the subject of the reviews, a majority were five
years old or younger at the time of the incident. There were 69 under one year
old and 47 between one and five years old.

B At the time of the incident, 119 of the children were known to children’s social
care services. This is a similar proportion to the findings of the previous year’s
report.

B The characteristics of the families were also similar to those identified in Ofsted’s
previous reports. The most common issues were domestic violence, mental ill-
health, and drug and alcohol misuse. Frequently, more than one of these
characteristics were present.

B Some parents were receiving support from agencies in their own right, including
from services for adult social care, adult mental health, substance misuse,
housing and probation. These agencies were found to have held important
information about the family circumstances, but too often this was not shared
early enough.

B Of the 194 children, 90 died. The other 104 were involved in serious incidents,
following a history of concern by the agencies involved, including being the
subject of a child protection plan. The most common characteristics of the
incidents were physical abuse or long-term neglect.

B Local Safeguarding Children Boards identified the lessons to be learnt from the
serious case reviews and made recommendations for action and improved
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practice by agencies in their areas. There are six main messages which recur
throughout the reviews. These messages are about the importance of:

— focusing on good practice

— ensuring that the necessary action takes place
— using all sources of information

— carrying out assessments effectively

— implementing effective multi-agency working

— valuing challenge, supervision and scrutiny.

B A consistent finding from the reviews was that there had been a failure to
implement and ensure good practice rather than an absence of the required
framework and procedures for delivering services.

B Most of the serious case reviews identified sources of information that could have
contributed to a better understanding of the children and their families. They also
highlighted concerns about the effectiveness of assessments and shortcomings in
multi-agency working.

B Reviews found that there had been insufficient challenge by those involved. The
statements of parents or others in the family should not have been accepted at
face value; individual professionals and agencies should have questioned their
own and others’ views, decisions and actions; and there were shortcomings in the
supervision and intervention by managers.

B Local Safeguarding Children Boards also identified failures to ensure that the
necessary action was taken because of gaps in the services that were available;
decisions which, with the benefit of hindsight, were found to be wrong;
insufficient consideration of the child’s individual needs; and ‘professional drift’
resulting in a lack of action.

B Too often the focus on the child was lost; adequate steps were not taken to
establish the wishes and feelings of children and young people, and their voice
was not sufficiently heard.

B Most of the serious case reviews identified sources of information that could have
contributed to a better understanding of the children and their families. This
included information about or from fathers and extended family, historical
knowledge, information from other agencies, the cultural background and
research findings.

B The overview report has a critical impact on the overall quality of the serious case
reviews and the depth of learning. This year, 19 overview reports were judged to
be outstanding. These reports provided incisive commentaries and interpretations
of the actions taken and those that should have been taken.

B Of the 147 reviews, 60 met the six-month timescale for completing the reviews,
which was established in the most recent revision of Working together to
safeguard children (referred to in this report as Working together). Sixty took

Learning lessons from serious case reviews 2009-2010
October 2010, No. 100087



K

Ofsted

between six and 12 months, 19 between one and two years, and eight over two
years.

Ofsted’s previous reports identified concerns about the lack of consideration by
Local Safeguarding Children Boards of race, language, culture and religion. An
uneven pattern was found in the reviews covered by this report. Many of the
reviews did not consider the issues sufficiently or focused on one aspect to the
exclusion of others. In those reviews where race, language, culture and religion
were dealt with sensitively, for example, there was increased learning from the
review.

There was evidence of improvement in the involvement of family members in the
review process. In the best examples, the views of the family were woven into
the final report and had an influence on the findings. However, only 15 reviews
indicated clearly that the Local Safeguarding Children Board had tried to involve
children and young people in them.
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The Office for Standards in Education, Children's Services and Skills (Ofsted) regulates and inspects to
achieve excellence in the care of children and young people, and in education and skills for learners of
all ages. It regulates and inspects childcare and children's social care, and inspects the Children and
Family Court Advisory Support Service (Cafcass), schools, colleges, initial teacher training, work-based
learning and skills training, adult and community learning, and education and training in prisons and
other secure establishments. It assesses council children’s services, and inspects services for looked
after children, safeguarding and child protection.

If you would like a copy of this document in a different format, such as large print or Braille, please
telephone 0300 123 1231, or email enquiries@ofsted.gov.uk.

You may reuse this information (not including logos) free of charge in any format or medium, under
the terms of the Open Government Licence. To view this licence, visit
www.nationalarchives.gov.uk/doc/open-government-licence/, write to the Information Policy Team,
The National Archives, Kew, London TW9 4DU, or email: psi@nationalarchives.gsi.gov.uk.

This publication is available at www.ofsted.gov.uk/publications/100087.

You may copy all or parts of this document for non-commercial educational purposes, as long as you
give details of the source and date of publication and do not alter the information in any way.

To receive regular email alerts about new publications, including survey reports and school inspection
reports, please visit our website and go to ‘Subscribe’.
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