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Lessons Learned (update 5) – Multi Agency Reviews – Child J
Multi Agency Review’s (MARs) are undertaken to improve both individual agency and inter-agency working. Key recommendations are identified and monitored for each agency. 
This briefing is to inform you how changes can be made within professional practice across Blackpool to ensure effective safeguarding of vulnerable children.

The lessons from this review are similar to those emphasised in the annual national reports by Ofsted

.
Key Themes

Assessments
The experience, characteristics, feelings and needs of Child J and her siblings were not always identified and were hard to recognise.
	Recommendations
· Historical information about a family and assessments must inform the assessment and be reviewed in the light of new information or a change in family circumstances.

· All core assessments should have  a multi agency focus to ensure there is a holistic, shared picture of a young person
· Agencies need to be clear about their responsibilities in relation to attendance and contribution to care plans.

· If siblings are treated differently the reasons should be evident within the assessment and case records.
· Young people and parents should be seen separately. More creative approaches to this issue must be explored when dealing with difficult to engage families.



Support and Intervention

There were a number of highly motivated professionals working with Child J, however it is apparent that she was exposed to ‘professional overload’.

	Recommendations
· Routine communication must be maintained between professionals to ensure there is a coordination of both plans and response to any crisis (a single point of contact – SPOC) 

· A single point of contact to be considered when a number of agencies are involved



Consideration of Court Orders 
Child J was accommodated on a voluntary basis, however there was a question as to whether Parental Responsibility was being exercised effectively.

	Recommendations
Where Parental responsibility is in question:
· Considerations should be made as to whether it is appropriate to initiate care proceedings.

· Practitioners should consider the full range of court orders to promote the welfare and safety of a young person



Race/Ethnicity
There are many different descriptions of Child J’s cultural and ethnic origins in agency records including contradictions within single agency records. There are also many indications that Child J did not have a coherent sense of self. 
	Recommendations
· Ethnicity must be recorded and questioned at assessment and review stage

· Consideration of how a child’s needs may be met in this area of development must be considered 




Promoting Sibling and family contact
The relationship between Child J and her family was difficult and promoting contact was problematic. 
	Recommendations
· If a child makes a request this should be clearly communicated as the child’s request not a service response

· Relationships with family, especially once a young person has become Looked After should be promoted and maintained.
· Sibling relationships should be maintained, using court order processes if necessary.
· Requirements around private fostering in relation to sibling contact must be reinforced




Management of Risk
Child J was exposed to many serious risks from a variety of sources. These were recognised by professionals and there was a high level of concern expressed for her. However there was a lack of co-ordinated risk management and care planning between agencies.
	Recommendations
· Routine communication must be maintained between professionals to ensure there is a coordination of both plans and crisis response (a single point of contact – SPOC) 

· Consideration should be given to the establishment of a Risk Management Group (Northumberland Model)



Conclusion

The Review revealed many examples of good work across agencies, however, there is learning about professional practice and decision making that can be strengthened both within and across agencies. Please apply these lessons within your own practice.
BSCB Business Unit, September 2011

� Learning lessons, taking action:Ofsted’s evaluations of serious case reviews 1 April 2007 to 31 March 2008


� Learning lessons from serious case reviews: interim report 2009–10, Ofsted’s evaluation of serious case reviews 1 April to 30 September 2009
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