
Learning from Serious Case Reviews - Children P

This short briefing summarises the findings and lessons to be learned from a Serious Case Review (SCR) 
undertaken by Cumbria LSCB regarding  Children P who were a pair of siblings who became the subject 
of interim Care Orders in July 2013 and placed in foster care due to longstanding concerns of sexual abuse 
and neglect. 

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 

Children P’s story

In April 2015, Cumbria LSCB began a Serious Case Review (SCR) in relation to the services that 
were provided to Children P and their family. Children P were two siblings born in 2007 and 2009 and 
resided with their maternal grandmother and her partner until July 2013. The family was well known to a 
considerable number of agencies because of issues related to a serious history of inter-generational sexual 
abuse, alcohol and drug misuse, domestic violence and mental ill health. The mother and her siblings had 
been subject to child protection plans during 2005 under the category of sexual abuse and neglect.

It is worth noting that some of the practice in this case is fairly historic – but the lessons remain 
important as we continue to improve.

THEME 1: Agencies responses to concerns of sexual abuse
Finding  1

In this case as the category of harm changed from sexual abuse to neglect, the sexual abuse was no 
longer explicit within the Child Protection Plans for the children and therefore this became almost ‘hidden’ 
from practitioners.
Lesson to be learned 
When a child protection plan category changes it is incumbent upon the conference chair to ensure 
that the new plan takes account of the history and any outstanding actions including assessments that 
have not been addressed within the previous plan. This case highlights the importance of clear, full 
and accurate recording of the history of the child or young person, including their understanding and 
knowledge of their family. Transfer summaries and chronologies are essential tools for workers and their 
supervisors to rely on.
Are you familiar with the LSCB Child Protection Conference Report Template and guidance 
documents? 
Do you share your chronologies with other professionals to help them build a picture of risk?
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Finding  2

In this case there appeared to be a lack of knowledge and confidence in dealing with sexual abuse, which 
included recognising age appropriate sexual behaviour in young children.
Lesson to be learned 
Practitioners and managers must equip themselves with up to date knowledge of child sexual abuse 
including age appropriate sexual behaviour in children.
A history of sexual abuse must be taken into account in risk assessments to determine the carer’s ability 
to keep children safe.
Are you familiar with the LSCB policy “Responding to Abuse and Neglect”?
Is your safeguarding training up to date? 

THEME 2: Agencies responses to concerns of sexual abuse
Finding  1

In this case the assessments appear to have been adult focussed with little attention to the impact of their 
issues on their parenting and safety of the children.
Lesson to be learned 
Parental alcohol and substance misuse assessments should be multi-agency and practitioners must 
ensure that resultant plans are child focussed, timely, address the risks to children in order to effectively 
safeguard them.
This case highlights the importance that assessments relating to drug and alcohol misuse in respect of 
the parents and other care givers must include a thorough analysis of how their substance misuse poses 
a risk to the children. In addition, other known risk factors of parental emotional and physical ill health and 
domestic violence should be examined in relation to substance misuse.
Do you understand the impact of parental alcohol and substance misuse on the lived experience 
of children? 

THEME 3: Professional understanding of neglect to protect children
Finding  1
This case was characterised by chronic and extreme neglect within a highly dysfunctional family system. 
Professionals failed to take into account other risks facing the children that were heightened by the 
neglectful environment.  
Lesson to be learned 
Practitioners should consistently use chronologies and LSCB Neglect Tools to understand and assess the 
emerging pattern of risks over time.
Do your chronologies provide you with as full a picture as possible?
Finding  2
Risk assessment and analysis should have evidenced the lack of parenting capacity and in the absence of 
thorough assessment, plans drifted and there was a delay in decisive action to protect the children.
Lesson to be learned 
Risk assessment, analysis and decision making in cases of neglect must be child focussed.
The Graded Care Profile (GCP) was developed as a practical tool to give an objective measure of 
the care of children across all areas of need.  Have you undertaken the LSCB GCP training?
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THEME 4: Granting Residence Order
Finding  1

In this case, the order was initially supported by the local authority however a number of troubling incidents 
preceded granting of the order, which should have alerted professionals to the fact that the order was not 
in the children’s best interests.
Lesson to be learned 
Where private law orders are supported by a local authority, managers and practitioners must continue to 
assess whether the order remains in the child’s best interest and should this position alter, timely action 
must be taken to inform the court of the revised position.
Child Arrangements Orders have now replaced Residence Orders. 
Do you have the correct template? 
Do Section 7 and Section 37 Court Reports have evidence of Managerial Oversight?
Is Permanence Planning for the child/children foremost throughout any involvement?

THEME 5: Multi-agency meetings
Finding  1
In this case, in the face of longstanding and apparently overwhelming adult problems in this family, it is 
questionable whether those in attendance at multi-agency meetings, effectively scrutinised, update and 
implement the child protection plans.
Lesson to be learned 
Multi-agency meetings are an essential part of the child protection planning process and therefore multi-
agency professionals must ensure that the child protection plan is child focussed and implemented as a 
detailed working tool.
Do you understand your role at multi-agency meetings? 
Do you prepare well for multi-agency meetings?

THEME 6: Interagency working to safeguard and 
assess risk in relation to domestic abuse between parents

Finding  1

The family dynamics were characterised by domestic abuse which was well known to professionals. The 
relevance of the significant age difference between the teenage (under 18) mother and older father, and 
the apparent power imbalance, which together with other risk indicators should have alerted professionals 
to the lived experience of the child.
Lesson to be learned 
Practitioners should assess the risk of domestic abuse in teenage (under 18) intimate relationships to take 
account of factors such as: intergenerational domestic abuse, older partners, teenage parent’s exposure 
to sexual, physical, emotional abuse and neglect. Where the victim of domestic abuse is a teenager under 
18, professionals should always consider  a  referral to Early Help or MARAC, and MARAC decision-
making must reflect the increased risk for this age group
Any frontline agency representative that undertakes a risk assessment with a domestic abuse victim, 
and thereby determines that their case meets the high risk threshold, can refer a victim’s case to a local 
MARAC. The threshold for MARAC is high risk with 14 or more ticks on the SafeLives-DASH Risk 
Indicator Checklist or where professional judgment warrants a MARAC referral. 
Is your MARAC training up to date? 
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Finding  2

In this case the mother of the children was 17 when she first became a parent. In spite of what was known 
about her history and childhood experiences, consideration was not given to her own needs as a child.
Lesson to be learned 
Professionals working with parents who are under 18 years of age should use family history, chronology 
and genealogy to identify patterns of risk to ascertain whether the parent should have their own plan 
addressing their needs as an individual child beyond an assessment of their parenting capacity – 
threshold decisions must be documented for both the parent and their child(ren).
This case highlights the need for practitioners to understand and consider the impact of trauma and abuse 
on young parents. 
All parents who are under 18 with whom professionals are already working must have an 
assessment based on their needs as a child. Any threshold decisions must be well-document for 
both the parent and the child.

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, Cumbria House, 117 Botchergate, Carlisle, CA1 
1RD. Email LSCB@cumbria.gov.uk 

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


