
 

Learning from Serious Case Reviews – Child O 
 

 The LSCB will conduct a number of workshops and a conference to raise the profile 
of the lessons in this and the other SCR being published 

 

 

 

 

 

 

 

 

  

 

 

 

 

THEME 1: Assessing and Responding to risk 

Finding 1 

There were indications that Child O’s parents were struggling to parent him and his twin, and yet this was not 
responded to with a co-ordinated ‘early help’ offer. Child O’s family context was very complex, not least his 
relationship with his twin and this should have been an important consideration for every practitioner who 
came into contact with the family in terms of the impact of parenting twins and the impact of ‘being of twin.   
Lesson to be learned  
Practitioners and supervisors should understand and respond to the needs of ‘twin families’ in the context of assessment 
of risk and need.   
 

Do you always consider the demands of coping with twins and particularly when additional risk factors have 
been identified? 

Finding 2 
The extreme social isolation/home education of Child O was not recognised as a risk factor. 
Lesson to be learned 
Practitioners should recognise, assess and respond appropriately to the possible safeguarding implications for children 
and young people who are isolated and/or home educated. 
 

Are you clear about the rights and responsibilities of those who choose not to send their child to school?  
Are you aware of the risks around safeguarding and what action can and should be taken to protect those 
children who are at risk of abuse? 

This short briefing summarises the findings and lessons from a Serious Case Review (SCR) into the death of Child O in 

2011 – the SCR focusses specifically on the services that were provided to Child O and his family both in Cumbria and 

in Newcastle where they lived, it also focusses on how the agencies worked together and individually prior to his 

death. Given the historic nature of this review, a considerable amount has changed to improve practice across the 

LSCB and its member agencies, and the lessons and recommendations from this SCR are reflective of that. 

A  Serious Case Review takes place “where abuse of a child is known or suspected; and 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”. 

If you work with children and families in Cumbria, there may be additional specific actions and recommendations 

for your agency and your role. Please ask your manager, or contact your representative on the Cumbria Local 

Safeguarding Children Board, to find out more.   You can read the full report at www.cumbriaLSCB.com  

Child O’s story 

Child O died tragically at 17 years old after hanging himself. The Coroner report concluded that he took his own life 

whilst suffering from mental health problems and after consuming a substantial amount of alcohol. Child O was a very 

vulnerable young person with complex and poorly understood needs and risk factors: he had an extremely complex 

history of contact with services in Cumbria and the North East. Child O was home educated from the age of ten; 

coupled with the parent’s withdrawal of Child O and his identical twin from the community and their disengagement 

from services this left them very isolated in their remote home.  

http://www.cumbrialscb.com/
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Finding 3 
Child O was invisible and his voice was not heard. 
Lesson to be learned 
Practitioners who visit children when they are home educated should see and speak to children and young people 
regularly and this should be specified and agreed as part of a child or young person’s plan. 
 

Are you visiting a child who is home educated, do you speak to the child alone? 
Finding 4 
Parental factors including neglect, disguised compliance or fabricated or induced illness were not given full consideration 
by multi-agency or single agency professionals. 
Lesson to be learned 
Practitioners and supervisors need to recognise, understand and respond to neglect, disguised compliance and 
fabricated or induced illness. 
 

Do you establish the facts and gather evidence about what is actually happening, rather than accepting 
parent’s presenting behaviour and assertions? Do you focus on outcomes rather than processes and can you 
keep the focus of your work on the child? 

Finding 5 
Child O and his family were unique and presented practitioners with several challenges and they did not always know 
how to respond to Child O (a child and later as a young person) or to his family. 
Lesson to be learned 
Practitioners and supervisors should proactively seek to discuss cases, share information, and give and receive support to 
and from multi-agency colleagues in their work with families or individuals. 
 

Do you receive regular supervision? Do you discuss complex and changing family dynamics and do you make 
 use of family chronologies in your supervision?

 
THEME 2: Service and Geographical Boundaries 

Finding 6 
Child O and his family moved between geographical areas and between service ‘areas’. This caused a loss of focus on 
Child O as a child in need and a child at risk and an increased focus on service criteria and geographical ‘responsibility’. 
Lesson to be learned 
Practitioners must ensure that children and young people who do not neatly fit service criteria do not ‘bounce’ between 
services and/or geographical areas. 
 

Are you aware of the LSCB Policy regarding working across geographical boundaries? Do you know how to 
liaise with other agencies in other areas? Are you discussing these children in supervision? 
http://cumbrialscb.proceduresonline.com/chapters/p_ch_moving_bound.html   
 

Sharing learning from serious case reviews in order to improve safeguarding practice is vital. We use the 

recommendations from case reviews to improve safeguarding of children & young people.  

If you would like to discuss this briefing or any of its contents then please speak to your line manager, your representative on the LSCB 

or contact the LSCB Office. 1st Floor - Lower Gaol Yard, The Courts, Carlisle, Cumbria, CA3 8NA Email LSCB@cumbria.gov.uk  

http://cumbrialscb.proceduresonline.com/chapters/p_ch_moving_bound.html
mailto:LSCB@cumbria.gov.uk

