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Guidance & Procedures

1 Introduction

This practice guidance has been developed by Herefordshire Safeguarding Adults Board (HSAB) Serious Case Review (SCR) Sub Group and follows best practice guidance given by ADSS (Association of Directors of Social Services).

2 Purpose of a Serious Case Review (SCR)
The purpose of the SCR is not to apportion blame as to who is responsible for the death or significant harm to the vulnerable adult or how the death or significant harm happened, that is for the criminal process or coroner’s office.

 The purpose of an SCR is to:

· Establish whether there are lessons to be learned from the case in which local professionals and agencies work together to safeguard vulnerable adults
· Identify what those lessons are, how they will be acted upon and what is expected to change as a result within a given timescale: and as a result to improve practice
· Inform and improve local inter agency working
· Review the effectiveness of procedures (both multi agency and those of individual organisations) and make recommendations for improvement
· To prepare or commission an overview report which brings together and analyses the findings of the various reports from agencies in order to identify the learning points and make recommendations for future action
3 Criteria for SCR

The HSAB has the lead responsibility for conducting a SCR.  A SCR should be considered when:

· a vulnerable adult dies (including death by suicide) and abuse or neglect is known or suspected to be a factor in their death.  In such circumstances the Herefordshire Safeguarding Adults Board (HSAB) should always conduct a review into the involvement of agencies and professionals associated with the vulnerable adult.

· a vulnerable adult has sustained a potentially life-threatening injury through abuse or neglect, serious sexual abuse, or sustained serious and permanent impairment of health (or mental health) or development through abuse or neglect, and the case gives rise to concerns about the way in which local professionals and services work together to safeguard vulnerable adults.

· serious abuse takes place in an institution or when multiple abusers are involved, the same principles of review apply.   Such reviews are, however, likely to be more complex, on a larger scale, and may require more time.   Terms of reference need to be carefully constructed to explore the issues relevant to each specific case.

4 Referral process for a Serious Case Review

Requests for a Serious Case Review (SCR) may come from any of the Herefordshire Safeguarding Adults Board partner agencies, the coroner, MPs, Elected Members and other interested parties.

Where a case is believed to meet the criteria for a SCR, then the Chair of the HSAB must be notified as soon as practicable.  Using the pro forma   “Request for a Vulnerable Adults Serious Case Review” sent to the Chair of the HSAB (Appendix 1)

On receipt of the SCR request the HSAB Chair will review the information against the criteria and confirm whether case proceeds to SCR or recommend alternative course of action e.g. Individual Practice Reviews  or a Near Miss Review.  Then instruct the HSAB Business Manager.
As soon as a request for a SCR is confirmed a HSAB Business Manager.r will

· write to agencies involved to ensure that their records are secured.

· request identification of Individual Management Review Writers (IMRW) from each agency.

Where it is identified that there is more than one local authority involved at the outset, agreement will be reached between those authorities as to who takes the lead.

5 Setting up a Serious Case Review

The HSAB Chair will be responsible instructing the SCR Group for:-

· the appointment of a Panel and Panel Chair, (ensuring there is no conflict of interest or previous involvement), and adequate support secured for them.

· ensuring the panel has representation from all relevant or appropriate agencies involved in the case – see practice guidance below

· Consider budgetary requirements for the panel.


The Chair of the Serious Case Review Panel (SCRP) will be responsible for:- 

· setting the terms of reference of the SCR

· setting timescales (it is expected that the SCR process will be completed within 6 month)

· ensuring the review process is conducted according to the terms of reference.

The Initial Meeting which should be convened within 1 month of the receipt of request will agree:-

· Terms of reference

The terms of reference should identify:-

· What appears to be the most important issues to address in trying to learn from this specific case.

· Which agencies and organisations are needed to contribute and who else should be asked to submit reports or contribute to the process.

· The means by which non-professionals should contribute to the reviews.

· The time period - i.e. how far back should enquiries cover and what the cut-off point is.

· What history/background will help better to understand the recent past and present.

· The evidence required to support the report.

· How decisions were made when, by whom and reasons for these actions.

· Policies and procedures required, does the agency have them and if they were followed.

· Training required, was it provided, when and by whom.

· What risk assessments were conducted, when and by whom.

· What assessments were carried out, how were assessed needs met

· Resource issues, the context and how resource issues were addressed.

· Identify any racial, cultural, linguistic or religious issues and how these were met.

· Senior management knowledge and decisions surrounding this case.

· Inter agency working.

· The need for a coordinated approach if other parallel enquiries, for example the Coroner’s Court, are being conducted or if other Safeguarding Adults Boards have an interest

· Evidence required – 

· Individual Management Reviews –including GPs, Ambulance Service, Fire Service etc  See HSAB IMR Toolkit

· Careful consideration should be given as to whether it is appropriate to consult or involve a victim of abuse or their relatives.

· The appointment of the Overview Report Writer who will attend all subsequent meetings (guidance Appendices 4 & 5)

· Support and other resources required

· Dates times and venues of meetings

· Nature and extent of legal services required (Data Protection, Freedom of Information and Human Rights Act in particular)

· Where there is the need – the completion and implementation of media and communication strategies.

Practice Guidance General Principles -

In both the conduct of a Serious Case Review and an Individual Management Review, the following principles must be observed.  The degree of relevance will depend upon the nature of the case and type of review:-

(a) Urgency – Agencies should take action immediately and follow this through as quickly as possible.

(b) Impartiality – Those conducting reviews should not have been directly concerned with the vulnerable adult or the family.

(c) Thoroughness – All-important factors should be considered and there should be an opportunity for all those involved to contribute.

(d) Openness – There should be no suspicion of concealment.

(e) Confidentiality – The Serious Case Review Panel will operate within a framework of confidentiality paying due regard to the balance of individuals rights and the public interest.

(f) Co-operation – The HSAB expects close collaboration between all the agencies involved.

(g) Resolution – Action should be taken to implement any recommendations that may arise and accepted by the agencies concerned.

(h) Review – Action should be taken to ensure recommendations have been implemented.
6 SCR Receipt of evidence

This stage of the process is formal information sharing and becomes the second and/or subsequent meeting of the SCR Panel. 

Each agency will present its Individual Management Review (IMR) as set out in Appendix 3 and any other relevant information. Panel members will be encouraged to query and comment on the reports presented.

Consideration made of whether each IMR provides sufficient information for a robust Overview Report to be compiled.  If not further information should be requested from individual IMR writers.

The panel will confirm the brief for the content of the Overview Report and instruct the writer accordingly. (Appendix 5 – content of Overview Report)

7 Report, Recommendation and Action Plan 

On the receipt of the Overview Report – (received within the timescale set at the initial meeting) the Panel will examine all information provided in the report, discuss and confirm the following for presentation and ratification of the HSAB:

· The Overview Report and Executive Summary – that can be made public.

· That all contributing agencies are satisfied that their information is fully and fairly represented in the Overview Report

· Recommendations are translated into an Action Plan

· To whom the report or parts of the report should be made available, and indicate the means by which this will be carried out. 

· The processes for dissemination of the report and/or key findings to interested parties, for the receipt of feedback and for the any debriefing to staff, family members and, where appropriate, the media.

The Action plan will indicate

· Responsibilities for various actions

· Timescales for completion of actions

· The intended outcome of the various actions and recommendations

· Mechanisms for monitoring and reviewing intended improvements in practice and or systems (Learning Log).

Appendix 1

Request for a Vulnerable Adult Serious Case Review under Herefordshire’s Safeguarding Adults Board Serious Case Review Protocol

To – The Chair of Herefordshire Safeguarding Adults Board

	Person requesting SCR
	     

	Job title
	     

	Organisation
	     

	Workplace
	     

	Address
	     

	Contact No
	     

	email
	     


	Other names contact
	     

	Job title
	     

	Contact no.
	     

	email
	     


Please give brief details of the incident(s).    Please include how you feel this meets the criteria for a Serious Case Review – See Paragraph 3 above

	Date
	Details

	     

	     


Continue on separate sheet if necessary

Agencies known to be involved in case:

     
Any other information you feel is relevant:

     
Signed ……………………………………….    Print Name ……………………….

Date ………………………………………….

Appendix 2

The Overview Report Writer Role

The Chair of HSAB will appoint the Overview Report writer.  

· The HSAB Overview Report should bring together and relate the information and analysis contained in the IMR’s. 

· Overview Report writers must be able to take an objective view and be able to establish a coherent and factual view of the whole case, including the events and actions taken by all the agencies and professionals involved. Accordingly, Overview Report writers must have the ability to cross-reference information contained in IMR’s and where necessary challenge findings and recommendations.

· The report writer is accountable to the Chair of the Serious Case Review Sub Group

· To assist in the preparation of the report, the report writer will meet with the SCRP as often as considered necessary with the following objectives:

· To review the scope of the SCR.

· To enable the Panel to monitor the progress of the report.

· To identify any new issues arising.

· To ensure that the report writer has accurate factual information regarding processes currently in place within the agencies.

· To alert agencies to any immediate action required.

· To review likely recommendations.

· To discuss the final format of the report.

It is the responsibility of the Chair of the SCRP to ensue that meetings between Panel members and the Overview Report writer do not compromise or undermine the objectivity and impartiality of the final report.  

Appendix 3
Contents of an Overview Report

The objective of the report is to bring together and relate the information and analysis contained in the IMR’s, together with reports commissioned from any other relevant interests.  Overview Reports should be produced according to the outline format below although, as with IMR’s, the precise format will depend upon the features of the case.  The Overview Report and include the date when the report was agreed at HSAB.
Introduction

a) Summarise the circumstances that led to a SCR being undertaken in this case.

b) State Terms of Reference of SCR.

c) List contributors to the SCR and the nature of their contributions 

d) List SCRP members and the writer of the Overview Report.

The Facts

a) Compile an integrated chronology of involvement with the vulnerable adult on the part of all relevant agencies, professionals and others who have contributed to the SCR process.  Note specifically in the chronology each occasion on which the vulnerable adult was seen, and the vulnerable adult’s views and wishes sought or expressed.

b) Prepare an overview which summarises what relevant information was known to the agencies and professionals involved, about the carers, any perpetrator, and the circumstances of the vulnerable adult.

Analysis

a) Explore how and why events occurred, decisions were made, and actions were taken or not.  

b) Consideration, with the benefit of hindsight, whether different decisions or actions may have led to an alternative course of events.  The analysis section is also where any examples of good practice should be highlighted.

Conclusions and Recommendations

a) A summary of, in the opinion of the report writer, are the lessons to be drawn from the case and how those lessons should be translated into recommendations for action.

b) Recommendations should include, but not be limited to, the recommendations made in IMR reports. Recommendations should be few in number, focused and specific, and capable of being implemented.  If there are lessons for national, as well as local, policy and practice these should also be highlighted.

Practice Guidance – Membership of SCRP





Suggested membership should consist of people with appropriate experience in their agency


A representative of the subject of the SCR where appropriate (see below) 


Adult Social Care Manager 


Integrated Commissioning Manager


PCT Manager


HHT Manager where appropriate


Senior Member of staff from West Mercia Police	


Senior Member of staff from Probation 


Relevant CQC inspector (if registered provider involved)


 Independent Sector Provider Representative


Other professionals e.g. Advocacy services, Coroner.





Careful consideration must also be given to how vulnerable adults and families are represented on the panel. For example whether they are directly involved or represented via advocacy services
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