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Introduction 

1.1 Baby A died in April 2013 and in February 2014 Sunderland LSCB subsequently 
completed a Serious Case Review (SCR) into the circumstances surrounding the 
death (and the involvement of services with sibling Child C) This was in 
accordance with Regulation 5 of the LSCB Regulations (2006). 

1.2 There is a requirement for the LSCB to undertake a serious case review in cases 
where a child has died or been seriously harmed in circumstances of abuse or 
neglect and there may be cause for concern about the way agencies have worked 
together to safeguard the child or children. 

1.3 The serious case review for baby A was commissioned and undertaken in 
accordance with statutory guidance, assuring independence through the 
appointment of an independent SCR panel chair and independent author. 

1.4 The purpose of SCR’s is not to establish who is responsible for any death or injury, 
nor intended to attribute blame. They are conducted in order to enable a critical 
analysis of local multi agency practice and to ensure that lessons learned are 
identified and shared in order to improve practice. 

1.5 The decision to hold a SCR was determined only two weeks after the launch of 
revised statutory guidance (Working Together 2013), the SCR panel decided to 
adhere to the previous SCR guidance in Working Together (2010). That is to say 
the requirement for Individual Management Reports (IMR’s) from agencies 
involved and an independent Overview Report. The LSCB were also mindful of the 
revised guidance that advocates a more systems based review. There is an 
acceptance by the LSCB in hindsight that a sharper methodology would have 
produced a more succinct and complete report overall. 

1.6 The overview report was completed in February 2014 but somewhat unusually, 
given that the purpose of a SCR is to draw out all key learning points, the final 
version of the report contained a number of unanswered challenge questions 
directed toward Sunderland Children’s Social care (SCSC).   

1.7 The ‘why’ or challenge questions posed by the LSCB are both pertinent and 
relevant and a detailed response to the individual questions provided by Children’s 
Social Care is attached as Appendix 1. However, the underlying issues identified 
are inter-related and cross cutting hence the main body of this report has been 
compiled in order to respond to the challenge questions posed by the LSCB under 
the following key headings; 

• Quality assuring practice 
• Management oversight and supervision 
• ICT and case management systems 
• The role of the IRO/CP Unit 
• Administration arrangements for the IRO CP service 
• IRO capacity and adequacy 
• Social care caseloads 
• Impact of training on practice 
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 Exploring the LSCB challenge or the “why questions ” 

2.1 The Children's Social Care IMR and the LSCB Overview report both accurately 
identify shortcomings in local practice with regard to this case. It is also accepted 
that the Social Care IMR is incomplete in as much as key questions are left 
unanswered. 

 

2.2 It may never be possible to wholly answer all of the questions pertaining to the case 
of Baby A and Child C, as some of the key personnel involved have moved on, and 
the information recorded about some elements of decision-making is weak and lacks 
supporting rationale. The issue of the quality of recording is addressed in some detail 
within the SCR overview report and in the Children’s Social Care response to the 
challenge questions.  

 

2.3 Many of the local case review findings replicate themes identified in national serious 
case reviews. This is not offered as mitigation it simply provides context and 
highlights the challenge for local partnerships and systems in quality assuring 
safeguarding practice. This is particularly relevant with regard to the following 
themes;  

 

• Management instability and lack of oversight and supervision arrangements  
• Quality and timeliness of assessment 
• Absence of  practice challenge and quality assurance scrutiny 
• Over optimism and family history not being taken into account (start again 

syndrome) 
• Drift in care planning /lack of focus and clarity in plans 
• Inexperienced staff lacking the confidence and competence to deal with complex 

cases 
• Disguised compliance  
• The invisible child and an absence of child centred practice.   

 

2.4 Fundamentally, the factor that allowed practice issues to go unrecognised and 
therefore unchallenged within the case of Baby A and Child C overall was the 
absence of a robust quality assurance system within Children’s Social Care and 
therefore to some extent in joint working arrangements.  

Quality Assuring Practice 

2.5 A robust performance management and quality assurance framework enables early 
identification of deviations from accepted standards and tolerance levels. This is an 
essential element of good safeguarding practice. The capacity for human error 
means that even the most effective practitioner cannot be considered infallible and 
given the complexity and demands placed upon safeguarding and child protection 
services, mistakes and oversights are always possible and in some respects may be 
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considered inevitable. This is particularly relevant where additional factors in the 
work environment or organisation influence practice capacity and delivery. 

 

 

2.6 This case review and the subsequent external review by Coreassets identified that 
the quality assurance framework within children’s social care had become 
fragmented and is recognised as requiring urgent review. This fragmentation has 
occurred due to a number of contributory organisational and external factors; 

• The loss of an experienced and competent data analyst through restructuring 
• The internal case file audit programme being compromised, both through the way 

information were recorded on ICS, but also the loss of the key analyst post above. 
Audits were undertaken to some extent but seemingly without rigour or 
consistency, and once uploaded to the system, in the absence of a suitably 
qualified person (above), key findings were unable to be retrieved in order to 
understand the relevance to local practice.  

• The absence through ill health of the quality assurance lead officer 
• The way that the ICS system was used locally by practitioners and management. 

This approach compromised the ICS system gate-keeping measures and 
therefore the ability to track the child’s journey as part of audit and broader quality 
assurance measures. This approach entailed word documents being used to 
maintain case management records, as opposed to the formatted ICS fields. This 
approach was undertaken in an attempt to manage the limitations of the existing 
version of ICS (due for upgrading in summer 2014). 

• The quality assurance, scrutiny and challenge functions of the IRO/CP service 
being compromised through limited capacity and high caseloads. This was 
exacerbated by a lack of adequate administrative support. 

• High case loads and issues with recruitment, sickness and absence placed 
pressures on the service overall. 

• Management restructures disrupted the continuity of management oversight at 
some levels and temporarily reduced management capacity overall as new 
structures ‘bedded in’. 

• Regular supervision in line with accepted LSCB standards was not being routinely 
applied; there was no consistent supervision model in place across the services. 
This despite some previous significant investment in supervision training. 

• Reductions in the levels of administrative support across the service significantly 
increased the time social workers needed to spend on administrative functions. 
 

Management Oversight and Supervision 

2.7 Evidence of management oversight and supervision was largely absent in the case 
of Baby A and Child C. Supervision where it was recorded was scant and of variable 
quality across all officers involved in the case. This is attributed predominantly (but 
not wholly) to reduced management capacity during that time frame, with some posts 
being lost in restructuring, a level of disruption as new restructuring arrangements 
were bedding in, and long term sickness absence of a senior manager.  
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2.8 The Social Worker initially involved in this case had qualified in the USA and recently 
joined Sunderland children’s social care. The IMR author identified that while this 
was an experienced qualified social worker, there were some cultural differences 
with regard to practice and the application of thresholds, (in neglect for example) 
which had not been considered in induction. 

2.9 There were no concerns with regard to high case load in the case of baby A, with 
only 17 cases allocated to this member of staff. However managers were unaware of 
factors and pressures within the social workers personal life that could have had an 
impact on her practice and decision making.  It is recognised that adequate 
supervision arrangements would have provided not only an opportunity for reflection 
and challenge on case decisions, but also identification of both cultural practice 
differences and additional training or support required. It is accepted that this was 
not the case. 

2.10  Supervision enables social workers to develop good practice and exercise 
professional judgement and discretion in decision-making. The absence of sound 
supervision in the case of Baby A and Child C meant that opportunities to reflect on 
or challenge practice were overlooked.  

2.11  The Coreassets case file audits undertaken in May 2014 showed that the quality 
and regularity of supervision remains variable, with some evidence of good clear 
directive supervision and management oversight but this was not consistent over all 
cases audited. 

2.12  It is important that supervision is consistent and takes place regularly, that both the 
manager and the practitioner have time to prepare for the supervision session, and 
that this is then recorded appropriately.  

2.13  Children’s social care have signed up to and remain committed to compliance with 
the LSCB standards for supervision, they have previously invested in supervision 
training to support that standard. In the light of the audit findings, and the changes in 
management staff, further training may be required to support the implementation of 
a standardised supervision model. 

 Information technology and case management 

2.14 The information management and case recording system applied by children’s 
social care is the Northgate Swift/ICS system, which is also referred to locally as 
CCM. The current version of ICS was heavily criticised as being unwieldy and 
cumbersome, with system pre-determined forms/formats that were not considered 
to be user friendly,(feedback from service users,professionals and Ofsted 
(2010/11). 

2.15 This criticism led to children’s social care senior management team advocating the 
use of an ‘alternative recording system’ from early 2012, which circumnavigated 
the set parameters of ICS. This involved transferring the format for children’s plans 
and assessments into word documents. As these documents cannot then be 
uploaded to ICS they must be stored separately in the Electronic Social Care 
Records drive (ESCR) which is a cumbersome and time consuming measure. This 
was proposed by senior management as a short term solution to overcome the 
ICS shortcomings pending further investment and the implementation of ICS 
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upgrades to a more user friendly version (28.2) due in summer 2014, (not yet 
implemented).  

 

 

2.16 Northgate ICS and other comparative systems, set service parameters as part of a 
broader quality assurance process, and in essence play a role in “gate keeping 
practice”. System parameters effectively reduce opportunity for deviation from 
procedures and accepted practice. For example, a request to convene a child 
protection conference cannot be progressed without confirmation on the system 
that a Section 47 strategy meeting has taken place, similarly the completion of 
assessments cannot progress without management sign off, ensuring a level of 
quality assurance. Also, significantly and most importantly the system enables a 
file structure that follows the child’s journey through service involvement. 

2.17 In addition to the information stored in ESCR, and ICS, some case information 
pre-dating 2012 is held in E- Files. The indexing and file structure within this 
system is not reliable and data retrieval problematic. Workers also routinely stored 
(and at the point of this review and subsequent audit continued to store) ‘live’ 
reports in another word folder called current files. Once any documents, including 
assessments and plans are complete they should be uploaded to ESCR, which 
creates a PDF document. However, there is no standard file structure within 
current files and therefore no cohesive approach to how information is filed, and in 
practice finalised documents are not always uploaded to ESCR. Case summaries 
and chronologies are not consistently applied and the capacity to follow the child’s 
journey across disjointed systems is compromised as a result. 

2.18 In summary, four individual non-standardised information and case recording 
systems are applied. This creates opportunity for both key information to be ‘lost’ 
across the systems, and for case recording and assessments to be overlooked or 
simply not completed. Information retrieval is laborious and unreliable, and can 
significantly limit social workers ability to locate and consider case history in order 
to inform their practice.  

2.19 The removal of systemic gate-keeping parameters that promote compliance with 
procedures creates an opportunity for noncompliance and undoubtedly 
compromises efforts to quality assure practice through case file audit and 
management oversight. 

2.20 The system of uploading to ESCR is highly time consuming, and as the document 
are PDF’s, they cannot be amended or edited and this contributes to staff opting to 
hold completed documents in current files folders as opposed to ESCR in 
accordance with policy guidance. 

2.21 This system places extra and unnecessary demand on social workers, IROs and 
managers, (already under considerable time restraints due to high caseloads and 
the complexity of many cases).  It is a contributory factor to the quality of 
information being recorded and the reliability or accuracy of information that is able 
to be retrieved from the system. This was identified as a factor in the challenges 
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faced by the children’s social care IMR author in trying to gather adequate 
information for her report.  

 

 

 

2.22 The Core Assets auditor identifies this as “being an information management 
system, which does not support a safe systematic and orderly storage of a child’s 
file and weakens quality assurance”. 

2.23 This may have been a contributory factor in the family history not being taken into 
account in the case of Baby A and Child C. It would have certainly compromised 
management oversight and ability to routinely monitor the quality of assessments 
or identify and challenge delays or drift in the case plans.  This, combined with 
limited capacity in administration support, and relatively high social worker 
caseloads would also have had an impact of the standard of minutes and record 
keeping. 

The Role of the Independent Reviewing Officers (IRO ) and Child Protection 
Conferencing Unit.  

2.24 The IRO is a statutory post whose primary function is to quality assure the care 
planning and review process for children in care, ensuring that the wishes of each 
individual child are given full consideration. 

2.25 When a child first becomes looked after a named individual must be appointed as 
the IRO for that child (S25a (1) CYP Act 1989). They have a responsibility to 
review and monitor the performance of the local authority in respect of each child’s 
case. They should also; 

• Promote the voice of the child 
• Ensure plans are based on detailed and informed assessments and provide a 

real response to the child’s needs 
• Offer a safeguard to prevent drift in care planning and service delivery to 

children looked after 
• Monitor the activity of the local authority as corporate parents. 

 
2.26 The role of the IRO is a specialist function which may require them to challenge 

senior local authority managers. There is a specific requirement for them to be 
authoritative professionals with at least the equivalent status as an experienced 
social care manager. 

 
2.27 The IRO is responsible for the effective chairing of each looked after child’s review 

meeting.  In order for these meetings to be productive and sensitive to the needs 
of the child, time and careful preparation is required (IRO Handbook).  
IRO must have the capacity to be able to; 
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• Speak with the child before the review (and good practice is to also speak to 
them between reviews) 

• Speak to the social worker 15 days before the reviews. 
• Scrutinise any relevant reports, plans and assessments, including personal 

education plans, health plans and medical assessments  
 

 

2.28 The IRO manager has additional line management and supervision duties and is 
also required to produce an annual service report. That annual report should 
include outcomes of quality assurance audits undertaken by the unit, service 
performance data and identify whether resource issues are putting the quality of 
service delivery at risk. 

2.29 The IRO Handbook (7.15) estimates that a caseload of 50-70 looked after children 
for a full time IRO would represent good practice in the delivery of a quality 
service, enabling them to meet the full range of functions required of them.  

2.30 Child Protection Conferences are convened where concerns have been 
substantiated and it is judged that a child is suffering or likely to suffer significant 
harm.  

The Role of the Child Protection Conference Chair is; 

• To review all relevant documentation in preparation for the Conference and 
Review, including the social workers report and any assessments and plans. 

• To meet with the family prior to the conference and their role in it. 
• To agree issues of attendance and participation of family members 
• Ensure the child’s voice is heard  
• Ensure consideration to any individual or cultural needs, including any 

requirements for disabled participants 
• Chair the meeting, setting out its purpose for all participants and ensure that 

families are involved in the planning 
• Make a final decision about child protection plans. 
•  In many areas, in addition to the above responsibilities the CP Chair quality 

assures conference and review minutes.  
 

2.31 In Sunderland (and many other authority areas) the roles of the IRO & Child 
Protection Chair have been merged into one unit with shared responsibility for CP 
and IRO functions. 

Administration of the looked after child reviews an d child protection conference 
process  

2.32 While Sunderland CP/ IRO unit are able to draw admin support from a limited 
number of staff within a pooled admin team this is subject to availability, they do 
not have dedicated administrative resources. There are a number of issues with 
this approach, not least that IRO/CP officers in addition to their core role are 
spending valuable time on administrative functions such as managing the 
bookings of rooms for meetings, sending out meeting invitations and typing up 
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minutes. There is as a result a sense that the administrative functions and 
standards may not be wholly coordinated or consistent across the service. 

2.33 The role of the minute taking of a child protection conference carries a significant 
responsibility in ensuring key confidential and sensitive information is recorded, 
and requires a high level of competency to produce reports to an accepted 
standard. The information content of conferences can be distressing and this 
should be considered in relation to the resilience of the record takers. There are 
inherent benefits with regard to coordination and maintaining quality standards in 
having some consistency and continuity in the minute takers.  

2.34 The IRO/CP Manager also identifies the impact of limited administration resources 
elsewhere within children’s social care as having a negative impact with regard to 
the quality of reports, records, minutes and key documents overall. 

2.35 The IRO handbook (7.3) states that the local authority has a responsibility to 
provide sufficient administrative support to facilitate the delivery of an efficient and 
effective review process and sets out key standards for the administrative process. 
The handbook also directs the IRO manager to inform the local authority of any 
shortfalls in this provision and I am advised that this action was undertaken but 
remained unresolved at the time of the Coreassets review. 

IRO/CP Chairs Capacity and Adequacy of the Service 

2.36 All of the staff in post meet the standards required for their role as IRO/CP Chairs. 
No performance issues have been reported as part of this review. The 
arrangements, in respect of chairing these meetings are therefore considered 
adequate, (subject to capacity and adequate support being provided).  

2.37 Following the Sunderland Ofsted inspection in 2012, there was the first of two 
subsequent reviews of the IRO/CP service that led to the staffing establishment 
being increased by one full time equivalent post.  

2.38 During 2013 there was a significant increase in the numbers of children entering 
the care system; this prompted the LSCB to raise a formal challenge as to whether 
the IRO/CP service had capacity to respond to the rise in numbers and still deliver 
against their core quality assurance function. A second service review was 
undertaken and this resulted in a further increase in the staffing establishment, 
taking the total staffing establishment to 8 FTE. 

2.39 The service has had three different managers since 2012 with the substantive 
manager retiring in September 2012, two interim managers have held the post 
between then and May 2014. At the time of this report a third interim is about to be 
appointed until a substantive manager is appointed. This level of change will have 
undoubtedly impacted on the stability of the unit. 

2.40 The IRO/CP access the ICS/ESCR systems to record and check information 
pertaining to the child’s journey as part of their core function, the time 
requirements and limitations of this have been previously explored. 

2.41 The staffing establishment of the IRO/CP services currently stands at 8FTE, yet 
there are 318 children (May 2014) subject to children protection plan and 499 
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children with looked after status (May 2014). Given the combined role of the unit 
this is equivalent to each officer holding a caseload of 102 children compared to 
the advised caseload of 50-70 children.  

2.42 The high caseload, combined with the inadequate arrangements for 
administration, and the case recording system being applied undoubtedly 
compromises the ability of this unit to fulfil its core quality assurance and scrutiny 
functions.  

 

2.43 The time span between 2012 and 2014 also spans the scope of the serious case 
review. The issues outlined above must be considered as contributory factors in 
both the absence of quality assurance and challenge of practice and also the 
quality of some of the records of formal meetings. These form part of the LSCB 
challenge questions regarding case records and arrangements for minute taking. 

Social Care Caseload levels 

2.44 Social workers caseloads in Sunderland over the last two years have ranged on 
average between 20 and 35 per social worker, the increase in numbers of looked 
after children have placed additional pressures on capacity. Social care managers 
have endeavoured to manage the demands of this through a form of caseload 
management that considers case allocations balanced against the experience of 
the social worker and the complexity and level of risk of the case, however the 
rigour of this approach is untested in this review.  

2.45 While this number of cases being held is comparable with many other authority 
areas it is acknowledged both nationally and locally as being too high. Social 
workers with caseloads exceeding 25 have very limited capacity to bring about 
change in families at the level and intensity needed to tackle complex high-risk 
needs. The administrative and associated business support issues 
notwithstanding, this pressure is exacerbated where there are high sickness 
levels, challenges with recruitment and high turnover of social workers as appears 
to be the case in Sunderland.  

2.46 The case load of the Social Worker primarily involved in the case of Baby A and 
Child C was not considered to be high, as she was only case holding 17 cases. 

2.47 We are given to understand that as part of the revised Recruitment and Workforce 
Development Strategies further research is planned to explore the issues 
impacting upon recruitment and retention, alongside a review of existing induction 
arrangements, training and development and career pathways within Social Care. 

The Impact of Training on Practice 

2.48 It is concerning in the light of the recurrent themes in national SCR’s that practice 
does not appear to change in the light of the lessons learned. However, this 
appears to be a challenge nationally and is not unique to Sunderland Social Care.  

2.49  There are number of ways of measuring the impact of training; 
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• Through built in evaluation measure at the point of training delivery that are 
then revisited at later date and this may need to be considered by both the 
LSCB and single agencies. 

• Reflection during supervision in relation to specific case discussions 
• Case file audit findings testing the impact of training and then reflected on with 

the worker or workers concerned. 
 
The latter two areas are identified as requiring strengthening in children’s social 
care. 

2.50 The LSCB has a responsibility to ensure training is in place but this does not 
remove the employing agencies responsibility to ensure adequate training is 
provided to ensure a confident, capable and competent workforce. Within the 
findings of the Baby A case review there were some identified concerns with 
regard to social workers knowledge in respect of the impact of substance misuse, 
disguised compliance, and the vulnerability of babies under 12 months old 
alongside further quality issues with regard to assessments and the identification 
and management of risk.  

2.51 Noting the pending review of the Workforce Development Strategy the Council 
may also wish to consider the value of conducting a training needs analysis of all 
staff, to accurately identify training requirements, and also exploring opportunities 
for action learning sets in relation to the above topics. Commitment needs to be 
given to enabling workers to prioritise training and this will present significant 
challenge given current caseloads and service demands. 

2.52 The implementation of the LSCB Learning and Improvement Framework will be of 
added value locally in ensuring lessons learned are translated into improved 
practice. 

Conclusion 

2.53 In exploring the underlying factors which compromised practice in this case it is 
apparent that the recommendations for children’s social care currently included in 
the overview report may lack the necessary focus and rigour needed to bring 
about effective change in social care practice.  

2.54 The SCR process in this case has been compromised in that key questions 
remained unanswered at the point of the completion of the current version of the 
overview report. There are further implications to be carefully considered by the 
Local Authority and the LSCB if this report is to be published in its current form. 
Further consideration is also needed as to how the responses to the ‘why’ 
questions’ are to be shaped into robust and cross cutting recommendations 
forming part of the overview report and associated action plan, and it may be that 
there is a need to re-enter the SCR process to conclude this satisfactorily.  

2.55 The wider safeguarding system and partnership relies as much on confidence and 
trust as they do on robust systems, processes and quality of professional practice. 
It is important that the further response by children’s social care results in a shared 
and clear view from all concerned that the recommendations from the SCR result 
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in improvement that promotes confidence in single agency and joint working 
arrangements. 

2.56 Identified practice issues will be shared with social care staff without further delay 
and looked at within the context of the recurrent themes found in previous reviews 
undertaken in Sunderland and also in national serious case reviews. 

 

.  

 

 
Appendix 1 Sunderland Council Children’s Safeguardi ng Service response to the 
“why” questions asked in the Baby A and Child C Ser ious Case Review Overview 
Report. 

Meg Boustead. 

 

1.  Why was managerial oversight and supervision ar rangements so 
inadequate, given the LSCB had undertaken an exerci se relating to 
supervision in the recent past? 

1.1  This section considers the reasons why management oversight was not good 
enough in this case. It also explains why supervision standards were not adhered 
to, and considers current arrangements for supervision across the service. 

1.2  It is fully accepted that the level of management oversight in this case was not at 
the level that is expected by the service. None of the assessments, including the 
parenting assessment completed in early 2012 and the subsequent pre-birth initial 
assessment were signed off by the team manager, as they should have been. Also 
delays in completing the pre-birth assessment and arranging the pre-birth 
conference were not challenged. The individual team managers and senior 
management have accepted responsibility for these oversights. The wider 
systemic reasons why team managers are not always able to provide the level of 
management oversight that is expected are being addressed through external 
review. There is recognition nationally that the role of the team manager in a Child 
Protection Team is a particularly demanding one. In Sunderland each of the 5 
child protection team managers has responsibility for between 200 and 300 
children and young people. The demands made upon Child Protection team 
managers have increased over the past 2 years, as there has been an increase in 
the number of care proceedings being initiated and overall the number of children 
in care has increased by 25%. There is acknowledgement that team managers 
need additional support to enable them to discharge their responsibilities as 
consistently and effectively as they would want to. Consequently since September 
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2013 all of the teams now have at least one Senior Social Worker in post to 
provide additional management capacity. There is also a plan in place to increase 
the amount of administrative support available to Team Managers that will 
increase their capacity to provide effective managerial oversight to the teams. 

1.3  Since the events described in this Serious Case Review all team managers and 
senior social workers have been directed to ensure that they quality assure and 
sign off all assessments. Developmental work has been undertaken with social 
workers and managers to increase their understanding of issues of risk to 
vulnerable babies. Since July 2013 there has been a requirement that all Child 
Protection Team Managers discuss all unborn babies in each social worker’s 
supervision. This was extended to babies under 2 in December 2013. Managers 
have been reminded to scrutinise the detail of plans for vulnerable babies living in 
Regulation 24 / Connected carer settings and to ensure that all plans for children 
in these circumstances detail contact supervision arrangements and evidence that 
carers are aware of their responsibilities and are capable of carrying these out. 
Team Managers are required to sign off these plans, and any pre-birth 
arrangements forms, prior to the discharge of a baby from hospital to family 
placements. The senior managers are also checking in their 1 to1s with Team 
Managers that the vulnerable babies’ protocol is being followed.  

1.4  In addition Child Protection Conference chairs and Independent Reviewing 
Officers (IROs) now ensure that they have sight of all completed assessments, for 
child protection and looked after children respectively (previously if assessments 
were completed between reviews meeting the chairperson did not always see 
them). This will ensure that the quality of assessments is also monitored by the 
Independent Reviewing team for children who are either subject to child protection 
or are looked after. Further consideration is being given as to how similar 
arrangements can be developed for children who are subject to a Child in Need 
plan and Early intervention services. 

1.5  As a result of this Serious Case Review we have put in place a new mandatory 
Management Development programme specifically for Team Managers in 
Children’s Social Care. The programme includes modules on learning from 
Serious Case Reviews, assessment, supervision and quality assurance.  

1.6  The requirements for professional supervision of social workers, fostering officers 
and Independent Reviewing Officers are clearly laid out in our Supervision Policy 
that stipulates that supervision should be held at least 10 times per year. Although 
the policy complies with the LSCB’s supervision standards, it is recognised that 
supervision does not always take place at the frequency stipulated due to the 
workload pressures on team managers. The frequency of supervision is discussed 
by Senior Managers in formal 1;1s with Team Managers. Team Managers now 
have to provide evidence to Senior Managers that supervision of social workers is 
taking place. There is evidence of good supervision taking place across the 
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service, but this cannot be consistently evidenced at present, as other aspects of 
the system require development. Compliance with the supervision policy will be 
monitored through a supervision monitoring spreadsheet where planned and 
delivered supervision will be recorded. The quality will be monitored through a dip 
sample of supervision files. All managers will receive externally commissioned 
training on supervision on 19th June 2014. 

 

1.7  There was a particular problem with the supervision of the IROs/Child Protection 
Chairs as there had been a part time manager in post between October 2012 and 
December 2013, which meant that this team were not receiving supervision as 
regularly as they should have been.  Since January 2014 there has been an 
experienced interim full time Independent Review Team manager in post and 
regular supervision now takes place. During the same time period there had been 
a change in manager in the fostering team and management arrangements are 
now stabilised .We are therefore reviewing and strengthening our practice on 
supervision audits as an integral part of our new quality assurance framework. 

 

2.   Given that effective records contribute to bet ter outcomes for children, why 
were records, minutes and plans of key meetings not  available and why 
when some were submitted were they so poor? 

2.1  This section explains why the records and plans for some key meetings were not 
available, and considers the process of recording the outcomes of such meetings 
and what has been done to improve this since the events described in the serious 
Case Review.  

2.2 There are 3 related reasons why it was not possible to locate the minutes of all 
core group meetings, and some other meetings, in this case. These are, firstly, the 
way in which these documents were stored, secondly the number of different 
places where these records are held, and thirdly, in the case of core group 
minutes, the ability of social workers to make an accurate record of such meetings. 
The first reason is that the records are currently quite difficult to store in the 
electronic case file management system. Until February 2012 the assessments 
and plans were linked to what was the Integrated Children’s system, (ICS) now 
known as the Children’s Case Management system (CCM). However CCM (due to 
the difficulties with the nationally designed “exemplars”) did not create user-
friendly documents and the service was criticised by Ofsted in 2010 and 2011 for 
this. Therefore the assessment formats, and individual children’s plans were 
removed from the CCM system between March and May 2012. The documents 
were instead replicated as Word documents, making them easier to complete and 
to read. The revised documents were welcomed by families, social workers and 



 

 

 

15 

other professionals. However the new challenge that this created is that these 
documents are not now linked into CCM so have to be stored separately in the 
Electronic Social Care Record (ESCR) which is a cumbersome and time 
consuming process.  

2.3 The second, linked, reason is the number of systems where documents are 
stored, which can make locating documents difficult. The Individual Management 
Review Author of the Social Care report explained in her report that part of the 
difficulty in locating records of meetings is that there are 4 separate places where 
these are stored on the current electronic case files. As well as CCM itself, and the 
linked ESCR, there are also e-case files (a separate system that has not been 
used since 2012 although it is still holds some historical information). One of the 
problems with the e-case files, was that in the past information was not always 
indexed properly, sometimes making retrieval problematic. The other place where 
documents are stored are the social workers’ “Current work” files, which are 
working files where unfinished documents not yet ready to store in ESCR are held. 
This is a temporary situation until the new version 28.2 of CCM is implemented in 
August 2014. Version 28.2 will reconnect key documents to the CCM system and 
make storage and retrieval more straightforward. In the meantime all social 
workers have been instructed to make sure that they store all completed 
documents in ESCR to facilitate retrieval. Additional administrative support has 
been deployed to assist with moving finished documents from social workers 
personal work files to ESCR.  

2.4 The third reason particularly relates to Core Group meetings, in that the social 
worker has to chair and take the record of the meeting at the same time. 
Consequently the record is not always of the quality that is required. At the time of 
the Serious Case Review it also had to be typed, correctly stored and then 
circulated to the other Core Group members by the social worker. (In some core 
groups other core group members from other agencies offered to take the notes of 
the meeting, which freed the social worker to chair, but this was not routine 
practice). Inevitably the competence of social workers in completing, typing, 
storing and circulating these records varied, particularly in the face of competing 
priorities on their time. A Core Group Meeting template has now been introduced 
to encourage consistency in the format. This is designed to assist social workers 
with the task of making a record of the outcome of core group meetings and 
improves the quality of the content. Business Support staff now type the minutes 
of the core group, save them into ESCR and distribute then to the core group 
members. 

2.5 There are 4 different types of meetings; the first two are Child Protection 
Conferences and Looked after Reviews, which are both chaired by a team of 
Independent Review Officers (IROs) and Child Protection Chairs. In relation to the 
records of Child Protection meetings, these meetings are minuted by a team of 
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minute takers, most of whom are experienced and competent. There is still some 
variation in the quality of the minutes of Child Protection conferences and this is 
being addressed through the Children’s Independent Review Team Quality 
Assurance framework. As a result of this Serious Case Review the Child 
Protection Conference agendas, report formats and the template for the minutes 
have all been reviewed and strengthened in order to improve the outputs of Initial 
and Review Child Protection Conferences, in particular by making child protection 
plans more outcome focused. The minute takers now save the minutes of all Child 
Protection Conferences into the Electronic Social Care Record (ESCR) this is part 
of the electronic file for the child or young person.  

2.6 Minute takers do not attend Looked After reviews, which are often less formal 
meetings and the child or young person is encouraged to attend. Consequently the 
record of these meetings is made by the Independent Reviewing Officer (IRO) and 
then typed afterwards. These records are then filed within the Electronic Social 
Care Record (ESCR) this is part of the electronic file for the child or young person. 
The difficulty locating some of the records of LAC reviews in this Serious Case 
Review has led to Business Support staff in the Children’s Independent Reviewing 
Unit being instructed to store all LAC Review minutes in ESCR, and this is now in 
place. 

2.7 The 3rd type of meeting referred to in the SCR is the Strategy meeting. These 
meetings are normally chaired by Team Managers or Senior Social Workers and 
are recorded by minute takers. The minutes of Strategy meetings are recorded on 
a template agreed in December 2012. The format for recording the minutes of 
Strategy meetings and the process for circulating and storing them has been 
reviewed and strengthened, additional administrative support is being put in place 
to help ensure that strategy meeting minutes are returned to the minute taking 
service to enable speedy circulation and electronic filing. Business support 
resources have been identified to assist with this. 

2.8 The 4th meeting type is the Child Protection Core Group. In common with many 
other areas, there is an on-going problem with social workers needing to chair the 
core group and keep a record of core group meetings. Until recently there was an 
additional burden on social workers, as they had to also type and distribute the 
notes of these meetings to attendees. However business support has now been 
put in place to type, circulate and electronically file core group minutes. There has 
also been further discussion with some SSCB partner agencies about other core 
group members taking notes at Core Group meetings in order to reduce the 
burden on the social worker.  

2.9 Compliance with all of the above will be tested through the case file audit process, 
which is currently being strengthened. Case file audits are being carried out by 
managers and the findings are communicated to social workers so that and gaps 
or issues can be addressed. 
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3.  Why are arrangements for chairing and note taki ng at various meetings so 
inadequate? 

3.1 This section considers arrangements for chairing and minuting the 4 types of 
meetings detailed in 2.1 above. Generally the arrangements for chairing and 
recording Child Protection Conferences and Looked after Reviews in Sunderland 
works very well. All of the Child Protection Conference Chairs and IROs meet the 
requirements of Working together 2013 and the IRO Handbook. They are all very 
experienced at chairing meetings and complaints from service users or 
professionals about the conduct of the meetings are very rare. However following 
the criticism of the practice of the Child Protection chairs / Independent Review 
Officers within the Serious Case Review, the quality assurance role of the 
Children’s Independent Review Team has been reviewed and strengthened as it 
was recognised that they were not always providing sufficient challenge within the 
system. As Child Protection Chairs they are now more regularly raising Quality 
Performance Reports in relation to Child Protection Conferences and as 
Independent Review Officers (IROs), they are invoking the IRO Dispute Resolution 
protocol if there is any delay in plans for looked after children. The challenges they 
make are recorded in the Children’s Independent Review Team Challenge log as 
well as being recorded on the individual case files of children and young people. 
As described, in 2.4.and 2.5 above, arrangements have now been put in place for 
the Child Protection Conference minute takers to save the Conference minutes in 
ESCR, and for business support staff to save the Review record for LAC Reviews 
in ESCR, ensuing that there is a clear record and facilitating retrieval. 

3.2 In addition, as part of the implementation of the recommendations from the 
Serious Case Review, the LSCB is reviewing the agenda, report format and the 
template for the minutes of Child Protection Conference are all being reviewed in 
order to strengthen and improve the outputs of Initial and Review Child Protection 
Conferences, in particular by making child protection plans more outcome 
focused. 

3.3 As explained at 2.6 above, Strategy meetings are normally chaired by Team 
Managers or Senior Social Workers and recorded by minute takers. The minutes 
of Strategy meetings are recorded on a template agreed in December 2012. As a 
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result of this Serious Case Review the format for recording these minutes and 
process for circulating and storing them has been reviewed and strengthened. 

3.4 As outlined in 2.7, core group meetings are chaired by social workers.  The 
competency of individual social workers in chairing core groups will vary. 
Consequently training for social workers in chairing core groups is being provided 
as part of the Children’s Safeguarding Workforce Development plan 2014/15. This 
will include re-enforcing the requirement for social workers to be open to 
professional challenge from other core group members and the need to avoid 
being defensive when challenged. Until recently the social worker not only had to 
make the record of the meeting but also had to distribute and file this record. The 
minutes are now recorded on a template which ensures consistency in the format 
and promotes quality in the content they are given to business support staff to 
type, distribute and file.   

 

4.  Why are the training opportunities provided to frontline practitioners and the 
learning from research and reviews not leading to i mproved practice? 

4.1  Until 2012 the training programme in place for social workers had a broad focus 
which reflected the wider models of professional practice and standards in place at 
the time. However during 2013, the early responses to the Munro Report (2011) 
begun to impact on provision and the training provided placed more emphasis on 
social workers being responsible for their own professional development. Social 
workers were provided with access to research and learning through Community 
Care Inform, an online leaning resource, and a range of e-training was provided, 
which has benefits in terms of accessibility. However this did leave a current gap 
in training opportunities for more experienced social workers and managers which 
we are addressing via the Management Development Programme and the 
2014/2015 training programme, which includes externally commissioned training 
on assessment, which is being delivered in June 2014.  It is recognised that more 
single agency training is required alongside the SSCB training programme. 
Consequently the Workforce Development strategy has been revised and 
updated, reflecting the changes in practice development nationally and the new 
social work career pathway that will be put into place over the next year. This will 
include the requirement for all social workers to maintain appropriate levels of child 
protection knowledge, including attendance at relevant SSCB training events, and 
personal reflection on their professional development. This will be identified 
through the Annual Appraisal and regularly monitored through supervision. The 
revised supervision audit process will check that this is in place for all social work 
qualified staff. 

4.2 All Children’s Social Care staff are encouraged to attend SSCB training and 
attendance is monitored through the SSCB. The Children’s Social Care Individual 
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Management Review identified that the social worker and the two team managers 
had attended relevant SSCB training and departmental training. The social worker 
and her manager were also both booked onto the SSCB Vulnerable Babies 
workshops that were being held at the time of Baby A’s death but unfortunately 
were not scheduled to attend until after the events that led to the Serious Case 
Review.  The SSCB is in the process of putting in place an audit to evaluate the 
effectiveness of training which will at first be used to evaluate SSCB training but 
can then be used to measure the effectiveness of single agency staff 
development, and this will compliment planned revisions to internal arrangements 
outlined above. 

4.3 The learning from this Serious Case Review had already begun to be 
disseminated to the teams prior to the Learning and Improvement workshops 
hosted by the SSCB, in September and October 2013. The Head of Children’s 
Safeguarding and the Assistant Head of Children’s Safeguarding   met with each 
of the CP teams about the initial learning from the SCR, including the requirement 
to follow the Vulnerable Babies Protocol, and the involvement of other agencies, 
especially midwifery, in pre-birth assessments. The learning from the SCR, and 
the Single Agency Action plan arising from the SCR has been shared with all 
Children’s Social Care Team Managers 

 

5. Are high caseloads accepted by senior management  if this leads to poor 
practice and leaves children vulnerable? 

5.1 In relation to this Serious Case Review, the Children’s Social Care single agency 
management review author specifically asked the social worker about her 
workload at the time of the events described in the Serious Case Review, and she 
reported that she felt that her caseload at the time (17 cases) was manageable. 
However caseload sizes are an issue in Sunderland as elsewhere. 

5.2 Overall most social workers’ caseloads are more manageable than they were 3 or 
4 years ago. Caseload sizes were shared with the SSCB Vulnerable Babies Group 
in November 2013; at this time average caseloads in the child protection teams 
were approximately 25. There was a regional exercise on caseload size 
undertaken at this time and caseload sizes in Sunderland were in line with those 
across the Region. Although social work caseloads do fluctuate in size and 
complexity, and at times there is variation between teams, there is recognition that 
for some social workers they are still too large. Caseloads fluctuate in relation to 
demands on the service and the recent increase in number of Looked After 
children has inevitably had an impact on caseloads. Current caseload sizes in the 
Child Protection teams range between 22 and 29, but are over 30 in some 
instances. 
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5.3 Caseload sizes are actively managed by moving cases between staff, on occasion 
moving staff between teams to address a workload imbalance, and when 
necessary employing additional agency staff. Agency social workers are also used 
to cover for long-term absences and fill any gaps; there are currently 8 agency 
social workers in the service. The safe management of higher caseloads is 
dependent upon the experience of the individual social worker and the quality of 
the manager overseeing the work. More experienced managers are more able to 
support staff with higher caseloads than less experienced managers. The current 
structure is designed to have the Senior Social workers having reduced caseloads 
and taking on a quality assurance function alongside the Team Manager.  Where 
the senior social workers are able to fully realise their role the team managers are 
able to operate more effectively. 

5.4 Individual poor practice is not tolerated and disciplinary measures are put in place 
if practice falls below the acceptable standard and cannot be addressed by the 
worker and manager together. Although the skill mix across the social work teams 
has improved, the imperative to continue to recruit and retain experienced social 
workers remains as much a priority as ever. Children’s Social Care currently has 
14 vacancies, 9 posts were recruited to in March 2014 and these staff are 
beginning to come into post. Of these new staff, 7 are newly qualified and 2 are 
experienced social workers. There is a further round of recruitment currently 
underway targeted at attracting experienced social workers.  

 

6.  What factors mitigated against expected practic e in this case?  

6.1 Although the practice identified in this Serious Case Review is not standard 
practice across the service, it does demonstrate weaknesses in the quality 
assurance mechanisms in place to ensure consistency of practice.  There has 
previously been recognition that there is a significant challenge in relation to 
improving the consistency of quality of social work across the service. This was 
recognised by the Ofsted Inspection of Safeguarding and Looked after Services in 
February 2012, and continues to be evident through case file case file audits and 
management reviews. Some progress has been made, but due to the combination 
of staff turnover, volume of work/caseload sizes, problems with the Children’s 
Case Management (CCM) case system and sometimes-stretched management 
capacity, progress against these objectives has been slower than planned.  

6.2 It is very difficult to say exactly why the failings that characterise this case 
occurred. The Individual Management Review Author did try to outline some of the 
reasons underlying what went wrong with the management of this case. One of 
the problems was that there was no handover between the two-team managers 
when the social worker moved team in October 2012. This was because the first 
team manager was on sickness absence at the time the social worker transferred 
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team. Both the team managers acknowledge that had this handover taken place 
the support needs of the social worker would have been more fully explored and 
the second team manager would have made fewer assumptions about the 
competence of the social worker to complete the tasks she had been assigned. 
The 2nd team manager fully acknowledges that she should have identified the lack 
of robust assessment at a much earlier stage. The capacity of team managers to 
provide sufficient critical challenge and the lack of challenge from other parts of 
the system, notably the CP Chair/IRO has been described above. These constitute 
missed opportunities and the response to this learning is being embedded across 
management and social workers. 

6.3 A broader understanding of the reasons why practice in this case fell short of what 
is expected from staff and managers can be seen in the wider context of the other 
changes taking place across the service at the time. The immediate impact of 3 
key managers leaving the service at the same time in September 2012 needs to 
be seen in the wider context of overall reduced management capacity due to 
implementing the new structure, at the same time as a reduction in the availability 
of key support services such as business support, training, and performance 
management. These factors were cumulatively significant in there effect on our 
capacity to maintain consistent levels of oversight in this case. 

6.4 The lack of a robust quality assurance process throughout the child protection 
system at the time meant that the failings in this case were not identified until after 
the sad events that precipitated the review. This has led to the need for a full 
review of the QA framework in place across Children’s Social Care, including the 
fostering service and the Children’s Independent Review Unit. 

 

7.   The inadequacy of IRO resources has been raise d by the Board on a number 
of occasions, why has there been no effective actio n to date? 

7.1 As outlined in 3.1 above the current Child Protection Conference Chairs and IROs 
are all experienced at chairing meetings and meet the requirements of Working 
together 2013 and the IRO Handbook. The team is very experienced and 
knowledgeable, however there has been an issue about their capacity to provide 
effective challenge in relation to Child Protection and looked after planning. The 
service has benefited from additional resourcing and has implemented a range of 
measures to improve effectiveness. Regular reports from the IRO service to the 
SSCB will seek to provide further evidence and assurance of these improvements. 

7.2 Since the Ofsted inspection of Safeguarding and Looked After services in 
February 2012 the capacity of the Children’s Independent Review Team has been 
reviewed twice, both times leading to an increase in the establishment. An 
additional permanent full time IRO post was created in 2012, bringing the capacity 
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to 7 full time equivalent. However with the increase in number of looked after 
children over the course of 2013 the capacity of the Children’s Independent 
Review Team again became stretched. Therefore an additional member of staff 
was seconded into the service on a temporary basis in January 2014.This post 
has now been established on a permanent basis, increasing the permanent 
establishment to 8 full time equivalent IRO/CP Chairs.  

 

 

7.3 During 2013 the LSCB raised concerns about the capacity of Child Protection 
Chairs to carry out their quality assurance functions. Since the full time manager 
has been in post the quality assurance role of the Child Protection Chairs/IROs 
has been reviewed. The size of the establishment will be kept under review to 
ensure that there continues to be sufficient capacity in the service to provide 
effective challenge to both the Child Protection and looked after systems. 

7.4 Between late 2012 and the end of 2013 there was also an issue in relation to the 
management capacity of the team, which was reduced following the early 
retirement of the Independent Review Team Manager in September 2012. A 
temporary part time interim management arrangement had been put in place while 
an alternative service delivery model was explored. This was reviewed in late 
2013; an experienced full time interim manager has been in post since January 
2014 and the permanent manager post is now being advertised. 

 

 

 

 

 

 

 

 

 

 


