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Executive Summary 

Introduction 

A serious case review (SCR) is a local enquiry carried out where a child has died or been 

seriously harmed and abuse or neglect are known or suspected, and there is cause for 

concern about professional working together. This study is the fifth consecutive analysis 

of serious case reviews in England undertaken by the same research team dating back 

to reviews from 2003-2005. The study considers a total of 293 SCRs relating to incidents 

which occurred in the period 1 April 2011- 31 March 2014. These most recent reviews 

are also analysed in the context of learning from SCRs over the ten years since 2003-

2005. The aim of the study is to provide evidence of key issues and challenges for 

agencies working singly and together in these cases. It is also to provide the government 

with evidence of what is changing as a result of their reforms, and to identify areas where 

further change may be required to support organisations to learn from serious case 

reviews and to keep children safe.  

Key Findings: What do SCRs tell us about the child protection 

system? 

The pattern of serious case reviews over time shows that once a child is known to be in 

need of protection, for example with a child protection plan in place, the system is 

working well. There has been an increase in the number of serious case reviews carried 

out since 2012, but this has been against a backdrop of a steady year-on-year increase 

in child protection activity. There has been no change in the number of child deaths 

linked directly to maltreatment and, if anything, a reduction in the fatality rates for all but 

the older adolescent age group. Furthermore, only a small minority of children at the 

centre of a serious case review (12%) had a current child protection plan at the time of 

their death or serious harm. This is at a time when nationally numbers of children with a 

child protection plan have been rising dramatically. 

There are still, however, pressure points at the boundaries into and out of the child 

protection system, where cases are óstepped upô from universal and targeted services 

and óstepped downô from child protection and children in need. While fewer than half of 

SCRs revealed current involvement with childrenôs social care, almost two thirds of the 

children had at some point been involved with childrenôs social care at least to the level of 

child in need. With hindsight, it is apparent that many of these childrenôs cases had either 

been closed too soon or lacked the ongoing support services and monitoring that the 

children and families needed. This highlights the need for long-term planning and support 

where children have known risks or vulnerabilities and especially where they have 

already suffered maltreatment. 
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While these most recent SCRs suggest there may be a good awareness of risk factors 

among staff across universal, early help and specialist services, they also suggest that 

practitioners are not always rigorous in assessing and following through on all identified 

risks including domestic abuse. Where the threshold for childrenôs social care 

involvement is not met, there may be little analysis of risks of harm. Support plans may 

be unclear and can easily drift.  

It is important to note, however, that throughout our review we encountered examples of 

creative and effective child safeguarding. For many of the children, the harms they 

suffered occurred in spite of all the work that professionals were doing to support and 

protect them.  

Background 

For this study we have used a systems methodology to look beyond learning at an 

individual practitioner level, to understand the deeper systems issues that may have 

contributed to the childôs death or serious harm, while setting this understanding within 

the wider context of the case. We have extended our previous work by considering the 

cases within a framework that looks at opportunities for prevention/protection, within the 

concept of pathways to harm, as illustrated in the diagram below. This has provided a 

helpful shift away from individual blame to the intended focus on opportunities for 

improvement within our systems for safeguarding children.  

Pathways to harm, prevention and protection 
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Findings 

Pathways to harm ï children, parents and the wider environment 

Most, but not all, serious and fatal child maltreatment takes place within the family with 

children living at home or with relatives. Pathways to harm include the context of the 

childôs and the parentsô characteristics, vulnerabilities and risks which interact with their 

environmental circumstances. 

Children and young people are vulnerable in different ways at different ages. Both the 

youngest infants and older children (adolescents) stand out as being particularly at risk of 

harm for different reasons. Babies and young children are inherently vulnerable and 

dependent, and features which mark them out as especially fragile place them at higher 

risk of abuse and neglect. Low birth weight babies and those requiring special care 

because of, for example, illness or the impact of maternal drug misuse, potentially pose 

challenges to their parents over and above the considerable demands of any new-born 

infant. By adolescence the impact of long-standing abuse or neglect may present in 

behaviours which place the young person at increased risk of harm. Almost two thirds of 

the young people aged 11-15, and 88% of the older adolescents, had mental health 

problems. Some young people responded to adversity by engaging in risk-taking 

behaviour including drug and alcohol misuse and offending. A particularly vulnerable 

group are disabled children where signs of abuse and neglect may be masked by, or 

misinterpreted as due to, underlying impairments. 

There is cumulative risk of harm to a child when different parental and environmental risk 

factors are present in combination or over periods of time. We previously noted this 

particularly in relation to domestic abuse, parental mental ill-health, and alcohol or 

substance misuse, but it also includes other risks such as adverse experiences in the 

parentsô own childhoods, a history of violent crime, a pattern of multiple consecutive 

partners, acrimonious separation, and social isolation. When presented with any of these 

risk factors, practitioners should explore whether there may be other cumulative risks of 

harm to the child, as well as any protective factors. The impact of all domestic abuse is 

harmful to children and a step-change is required in how we understand and respond to 

domestic abuse. There is a need to move away from incident-based models of 

intervention with domestic abuse to a deeper understanding of the ongoing nature of 

coercive control and its impact on women and children, and also on men. 

In terms of the childôs environment, transient lifestyles and inappropriate housing can 

adversely impact on the safety, health and wellbeing of children of all ages, including 

adolescents who may be living in unsafe accommodation outside of the family home. 

Although families are usually a supportive and protective element in a childôs life, for 

some the wider family context can instead present additional risks. Professionals should 

work with the extended family but be alert to the fact that not all family networks will be 

supportive.  
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Being at school can promote good overall development and provide a buffer against 

adversities for the child both within and beyond the home. Children who are not regularly 

in school, due to poor attendance, home schooling or exclusion, can be vulnerable due to 

their óinvisibilityô and social isolation. Where neglect or maltreatment is already occurring, 

absence from school increases the childôs risk of further harm. óManaged movesô 

between schools have the potential to damage supportive and established relationships 

that children have with peers and school staff.   

Pathways to prevention and protection 

Most children were not involved with the child protection system through a child 

protection plan or a court order, although many were receiving services as óchildren in 

needô. Many of these children and families had also been known to childrenôs services in 

the past, and as such should be considered by agencies as having recognised and 

potentially long-lasting vulnerability or risk. 

Hearing the voices of children and families 

A key theme in the SCRs was ensuring a focus on childrenôs needs and identifying 

vulnerable families. óHearing the voice of the childô is crucial but so too is hearing the 

voice of the immediate and wider family. Hearing children requires safe and trusting 

environments for children to be seen individually, speak freely, and be listened to. The 

voices of adolescents are of equal importance to those of younger children, but they may 

struggle to express their needs or feelings, or to engage effectively with services, and 

there are dangers of older adolescents falling between child and adult services. 

Importantly, children and young people may demonstrate ósilentô ways of telling about 

abuse and neglect through verbal and non-verbal emotional and behavioural changes 

and outbursts.  

As with professionals, family members may be kept in the dark and be unaware of or 

unable to recognise potential risks, not know where to go with their concerns, or not have 

their concerns taken seriously. This was a particular issue for parents of young people 

being sexually exploited. Like children, family members can be intimidated by 

perpetrators or worried about the consequences of reporting concerns including the 

breakdown of relationships and the potential removal of children. They may be fearful 

and mistrustful of child protection services especially if they have had previous negative 

experiences. There are particular issues in relation to hearing the fatherôs voice in 

situations of separation and during private law proceedings.  

Family members might, however, also be covering up abuse or neglect. Balancing 

parental support, building on resilience and progress, while maintaining an attitude of 

respectful uncertainty is a challenge. Treating parents with openness and respect allows 

professionals to build a trusting relationship within which challenge can be made. This 

includes an attitude of professional curiosity which requires professionals to think beyond 
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the usual remit of their own professional role and to consider, holistically, the 

circumstances of the child and family. 

Communication and information sharing  

Effective safeguarding work depends on collaborative multi-agency working and no 

single professional retains all of the required knowledge or skills. Communication is 

essential for collaboration but is inevitably one of the key points of breakdown. There is 

evidence of uncertainty amongst practitioners about how and when to share information, 

despite national guidance. Breakdown in communication can happen where there is an 

absence of local safeguarding systems, barriers to effective co-working or failure to 

recognise or act upon safeguarding opportunities. Effective communication requires 

practitioner skills and a culture that promotes information sharing as well as clear 

systems and guidance that enables information to be critically appraised and used to 

guide decision making and planning. Information received must be triangulated and 

verified and child protection agencies must feedback promptly to referrers and others 

participating in safeguarding.  

Assessment and thresholds  

As in our previous biennial analyses, differences in perceived thresholds for child 

protection intervention could lead to frustration or breakdown in effective working, 

resulting in children falling through the gaps or their needs not being met. Assessments 

contribute to effective decision making and action to protect children. Assessments may 

be needed at the point of early help not just once child protection risks have been 

identified. The Common Assessment Framework (CAF), or Early Help Assessment 

(EHA), can help to explore risks and vulnerability and embed a holistic approach to the 

family. But to work effectively, there need to be clear thresholds and clear pathways for 

escalation and de-escalation. The CAF was not always seen as robust enough and the 

reliance on parental consent and willingness meant it was not always used in the cases 

where it was needed. Some professionals also linked CAF with social deprivation and did 

not use it for children from more affluent families, who were nevertheless in need of 

support.  

Childrenôs social care assessments need to be planned, comprehensive and timely and 

involve all professionals working with the family. Opportunities for improvement were 

identified in adequately appraising relevant information, minimising delays, and improving 

clarity in the assessment processes. Professionals tended to see assessment as a one-

off event rather than an ongoing process, relying at times on a single visit and single 

sources of information. This made it difficult to keep an open mind to different 

explanations for any presenting feature. This included cases where abuse was 

discounted for a particular concerning presentation, which should not be taken as 

confirming that the child had not suffered or would not suffer serious harm. 
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At child protection conferences an incomplete or inadequate assessment could 

undermine the plans for subsequent protection and support. In these cases child 

protection or child in need plans often continued ineffectually without progress being 

made or, more worryingly, cases could be closed and óstepped downô specifically 

because of a lack of progress. The fact that a decision has been made to end a child 

protection plan does not necessarily mean that all risks to the child have ceased and this 

may also apply when the case moves out of childrenôs social care into early help or 

universal services. 

Reluctance to take responsibility 

As in our previous analyses, professionals often hung back expecting others to act, or 

passed on information thinking their responsibility ended at that point. Assumptions could 

be made about the actions or views of others, including those of parents or carers, 

without checking them out first. This way of thinking could be prompted by professionalsô 

narrow view of their responsibility in a case, solely from the perspective of their own 

discipline.  

Agency structures, processes and cultures  

While the move to embracing systems approaches to carrying out SCRs appears to have 

led to a greater depth of analysis, in most cases this has still maintained an emphasis on 

professional failings, even in many of those SCRs which purported to use systems 

methods. We have endeavoured, instead, to capture the creative thinking emerging on 

ways to promote good practice and foster prevention and protection. 

Building effective structures   

The changing shape of agencies, with new commissioner-provider structures in health 

and the broadening scope of childrenôs safeguarding, meant that the configuration of 

services was a key issue both in social care and in health. Some SCR recommendations 

looked towards reconfiguration, emphasising that any redesign should meet the needs of 

children and families effectively. This included ensuring staffing structures reflected 

appropriate knowledge, skills and experience. 

Reviews highlighted the complexity and fragmentation of primary care health services 

which rely on a mixture of independent, public and private contractors, and where 

professionals are often working in relative isolation. The inevitable transitions within 

primary care services, such as those between midwifery and health visiting, and between 

health visiting and school nursing, mean that local teams need to ensure that there are 

appropriate structures in place for smooth transition, and that information is recorded and 

passed on. For vulnerable families in particular, any transition should be planned so 

appropriate support is maintained. 
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Complexity and fragmentation were even more of an issue in secondary health care 

services and in the interplay between primary and secondary care. Navigating between 

complex agency structures can prove difficult for both professionals and families. Clear 

coordinated care pathways for families with particular vulnerabilities are needed to help 

ensure parents and children receive timely and accessible help. Local services need 

clear signposting and clear criteria for referral and acceptance/rejection of cases. 

Coping with limited resources 

In contrast to previous biennial reviews, resource issues were regularly flagged up in 

these latest SCRs. This may reflect the ongoing impact of the economic climate and the 

difficult balance between rising public expectations of services and finite resources. It 

may also reflect a shift towards more rigorously exploring the systems issues underlying 

individual failings.  

The steady increase in child protection activity since 2009 has occurred during a time 

when many services have remained static or been cut, thus leading to increased 

workloads for individual practitioners and teams. High and unmanageable workloads can 

result in delays in provision of services, higher thresholds for accepting referrals, or a 

lower quality of service being provided. Agencies tended to adopt short-term pragmatic 

solutions, rather than considering the ongoing needs of families. These ways of 

managing can threaten effective working, jeopardise the quality of assessments, and 

prompt delays and bureaucratic obstacles. 

Some recommendations addressed workload issues through effective scheduling and 

configuration of services; through strengthening systems for staff support and 

supervision; or for ensuring adequate administrative support. The impact of increasing 

workloads in the face of limited resources places an imperative on leaders and managers 

within all agencies to think creatively about how their systems and structures can 

effectively support front-line workers.  

Embedding responsive cultures 

There is a need for a shift in emphasis from incident or episodic service provision to a 

culture of long-term and continuous support. Professionals working with children and 

families need to be given managerial permission and encouragement to recognise the 

long-term, ongoing nature of vulnerability and risk particularly in relation to neglect and 

emotional abuse.  

The serious case reviews often reflected highly complex cases with multiple risks and 

vulnerabilities, often extending over considerable periods of time. This complexity was 

exacerbated by the interactions between multiple professionals working with the family, 

often in isolation from one another. As identified in our previous analyses, the complexity 

and dynamics within the family could be mirrored in the involvement and responses of 

professionals. In many ways it is not surprising that the more complex a case, the more 
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complex the inter-agency working becomes. Authoritative practice is an appropriate 

response to such complexity and managers and service leads have a responsibility to 

model authoritative practice in their own leadership. Principles of authoritative practice 

include allowing professionals to exercise their professional judgement in light of the 

circumstances of particular cases. They also include encouraging a stance of 

professional curiosity and challenge from a supportive base and each professional taking 

responsibility for their role in the safeguarding process, while respecting and valuing the 

roles of others. This needs to occur alongside relationships of trust with children, young 

people and parents which need to be carefully developed and maintained.  

The quality of serious case reviews 

Since June 2010, there has been a requirement to publish SCRs which has brought both 

challenges and changes to the review process and the production of the final report. The 

process of the serious case review and the shape of the final report depend largely on 

the review methodology adopted and at least nine different review types were apparent in 

the SCRs we studied.  

Criticisms of SCR reports have focused on the emphasis on detail at the expense of 

clarity and analysis, with suggestions that briefer, more proportionate, SCRs might 

reduce delay and the long wait for the learning. SCR reports studied here were much 

shorter than predecessor reviews with an average length of 48 pages; earlier SCR 

reports were often in excess of 100 pages. Delays were apparent at particular points in 

the SCR process and reasons for delays included: complex negotiations around the 

decision about whether to initiate the review; hold ups during the process; and delays in 

releasing the report for publication, often because of concerns about the impact on family 

members.  

Our previous study highlighted the large number of recommendations with an average of 

47 per review. This time, more than two thirds of SCRs had fewer than 10 

recommendations and almost all had fewer than 20. However, there is still great variation 

in the quality of recommendations.  

Different methodological approaches, particularly systems models, result in different 

approaches to the number and nature of recommendations. Not all SCRs have 

recommendations and many systems-model SCRs offer learning points or findings and 

questions for the LSCB to consider instead. The widespread adoption of systems 

approaches to reviews appears to have led to a greater focus on learning lessons, and of 

separating out lessons to be learned from specific recommendations. Several of the  

systems-methods SCRs present findings in an easily accessible way, which relate the 

findings clearly to the case, and appear to promote much deeper analysis and thinking by 

practitioners, managers and Board members. However, even within these, there was 

variation in how the findings were presented and how relevant they were. Furthermore, 
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there were some circumstances where the findings identified specific issues for which it 

would have been appropriate for the SCR to make recommendations to the Board. 

Our review suggests that good quality SCRs should incorporate particular characteristics. 

These include lessons learned which are clearly linked to the findings of the review; 

findings and questions for the LSCB, to promote deeper reflection on the lessons of the 

review, and leading to a response and action plan developed by the Board to address 

that learning; specific recommendations where there is a clear case for change, again 

with a response and action plan developed by the Board; and a strategy for 

dissemination and learning of the lessons that will reach relevant practitioners and 

managers within the Boardôs constituent agencies. 

Conclusion 

In most SCRs, even when the author specifically commented that a childôs death could 

not have been predicted or prevented, they nevertheless were able to identify learning 

points, and often areas for improvement in the structures or processes of the 

organisations and individuals working in child welfare and protection. This implies that 

there were actions which could be taken to reduce the risk of future child deaths or of 

harm to other children. 

We therefore suggest an approach that steers away from trying to pronounce on whether 

a death or serious harm could have been predicted or prevented, to acknowledging that 

there is always room for learning and improvement in our systems. We owe it to children 

and their families to identify those lessons, disseminate the learning, and implement 

appropriate actions for improvement. 

Such an approach embraces the model of pathways to harm and protection adopted in 

this report. It recognises that children are harmed within contexts of risk and vulnerability 

and that there are many opportunities for prevention and protection, even without being 

able to accurately predict which children may be harmed, when or in what manner. It 

affirms the very positive work being done by professionals working with families to 

support and challenge, and acknowledges the need for an authoritative approach, 

combining authority, empathy and humility. Most of all, it challenges the culture of blame 

and failure, and helps us move instead to a narrative of óprogress and hopeô, affirming 

what has been achieved, and taking hold of the opportunities to learn and improve. 
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Chapter 1: Introduction 

1.1 The child protection landscape 

The public and professional understanding of child protection continues to be influenced 

by the deaths of young children in appalling circumstances. Recent high-profile deaths 

have included Daniel Pelka who was tortured at the hands of his mother and step-father, 

and Hamza Khan whose death from starvation was undiscovered for two years. Recent 

years have also seen a widespread concern about serious harm to potentially large 

populations of young people from child sexual exploitation. Such diverse cases come 

under the auspices of a serious case review where the imperative is to learn from the 

plight of these children and young people, improve services to children and families and 

to reduce the incidence of deaths or serious harm. To improve transparency and public 

confidence in the child protection system, there is a requirement to publish serious case 

reviews (SCRs). 

A serious case review is a local enquiry undertaken by the Local Safeguarding Children 

Board (LSCB). It is carried out where a child has died and abuse or neglect are known or 

suspected and, additionally in cases of serious harm, there are concerns about inter-

agency working. óSerious harmô replaced the term óserious injuryô in Working Together 

2013, and in the 2015 edition, serious harm is defined to include a potentially life-

threatening injury and serious and /or likely long-term impairment of development 

resulting from abuse or neglect (HM Government, 2015, p.76). While there are strict 

criteria for conducting a serious case review, LSCBs should also consider holding 

reviews on cases which do not meet these criteria, in particular to review instances of 

good practice and consider how these can be shared and embedded.  

It is now almost five years since the publication of the Munro Review of Child Protection 

(Munro 2010, 2011a, 2011b) and during this period there have been a number of 

government reforms and some changes to the child protection system, although key 

legislation has remained unchanged. In line with recommendations from the Munro 

Review there has been a stripping back of bureaucracy, and a degree of local autonomy 

informing both day to day practice and wider policy. Within childrenôs social care, initial 

and comprehensive assessments have been combined into a single assessment.  

Financial austerity and Government spending reviews have seen successive waves of 

reduction in the amount of central funds available to local authorities while giving local 

authorities a degree of control about how to spend these reduced funds. The requirement 

to retain statutory provision has seen deep cuts to many non-statutory support services 

although local authorities are required to publish their plans for providing early help. Local 

authorities have been facing pressures from two sides: from cuts in funding and from 

increased levels of poverty and deprivation (Ofsted, 2014). The changing landscape of 

service provision over recent years provides a backdrop to the way that agencies work 

together and to the universal, specialist and statutory services that children and families 
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receive. At the same time poverty and deprivation have been affecting the daily lives of 

children with levels of child poverty expected to rise rather than fall (Social Mobility and 

Child Poverty Commission, 2014).  

Stripping back of bureaucracy has also affected the guidance for agencies working 

together to protect children. The revised editions of Working Together in 2013 and 2015 

have been substantially slimmed down with the guidance on undertaking serious case 

reviews now based on principles rather than prescription, taking up nine pages in the 

2015 edition of Working Together, in comparison with twenty three pages of detailed 

guidance in the 2010 edition (HM Government, 2010; 2013; 2015). Working Together 

2013 also indicated that LSCBs were free to decide how best to conduct SCRs and could 

use any learning model for these reviews ówhich is consistent with the principles in this 

guidance, including the systems methodology recommended by Professor Munroô (HM 

Government, 2013, p.67).  

Working Together 2013 also instituted a national panel of independent experts to advise 

LSCBs about the initiation and publication of SCRs. This panel has produced two annual 

reports which underline the importance of serious case reviews for maintaining public 

trust in the child protection system and for learning (DfE, 2014a; 2015). However the 

2015 report acknowledged that SCRs are costly and made it clear that a proportionate 

approach to carrying out the review needs to be adopted to enable the aims of the SCR 

to be met without incurring excessive cost or workload. The 2015 report also reiterated 

that the point of publishing SCRs is not to punish but to learn, and sees the reinstatement 

of the regular national analyses of SCRs as a means of ensuring that the SCR system 

has the impact intended.  

1.2 The project 

Although the University of East Anglia together with the University of Warwick have 

undertaken four successive two-yearly national analyses of serious case reviews for the 

government since 2003-05, there has been a three year gap since our last study of cases 

from 2009-11. The period under scrutiny for our fifth analysis is the three years 1 April 

2011 - 31 March 2014, and straddles two editions of Working Together: the edition from 

2010 and the edition published in 2013, both of which have different guidance for 

carrying out a serious case review. The way the changes in guidance affect the SCR 

process is considered in greater detail in Chapter 9. 

This study examines themes and trends emerging from the three years in question 

(2011-14) as well as the cumulative learning since 2003 when our team was first involved 

in the national analysis of SCRs (Brandon et al, 2008; 2009; 2010; 2012). With the 

addition of the cases from 2011-14, we now have a continuous database of just over 
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1,100 cases drawn from notifiable incidents which became a serious case review dating 

back to 20031. We are also extending our earlier analysis of SCR recommendations and 

action plans undertaken for the most recent biennial analysis (Brandon et al, 2012) in line 

with the specific recommendation from the first annual report of the national panel of 

independent experts on serious case reviews. 

1.2.1 Aims  

The primary aim of the current study is to provide child protection professionals and 

others working in these areas with evidence of key issues and challenges in cases where 

children have died, or have been seriously harmed, and there are concerns about how 

agencies have worked together. In addition, the study endeavours to provide the 

government with evidence of what is really changing as a result of their reforms, and to 

identify areas where further change may be required to support organisations to learn 

from SCRs and keep children safe. 

1.2.2 Objectives  

1. To analyse data (both quantitative and qualitative) from the DfE-held child 

protection database (CPD) and SCR reports with an incident date between 

1.4.2011 and 31.3.2014. 

2. To identify common themes and trends across all 2011-14 reports and in the 

context of wider themes and trends in SCRs from 2003-14 drawing out 

implications for policy makers and practitioners. 

3. To review the quality of SCR reports and the recommendations made, analysing 

the extent to which SCR authors clearly define and address recommendations.  

4. Key findings are being published separately but simultaneously in a series of 

accessible, user-friendly summaries for professionals in the field and for LSCBs. 

1.2.3 Pathways to harm, pathways to protection ï our approach 

The approach taken to this triennial review of serious case reviews builds on our 

preceding analyses. In addition, an analytic framework has been developed, drawing on 

systems methodology and our previous approach to identifying relevant themes. For this 

study we have used a systems methodology to look beyond the detail of learning at an 

individual practitioner level to understand the deeper systems issues that may have led to 

the childôs death or serious harm, and setting this understanding within the wider context 

of the case. We aim to discern themes linked to practitionersô working at different levels 

of services e.g. in primary or secondary care (health) or early help and óabove the 

threshold casesô (childrenôs social care/social work). A particular extension of our 

                                            
 

1
 Most calculations in this report are from the 940 cases from 2005 onwards however, because of better 

availability of data from DfE from this date. 
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previous work has been to consider the cases within a framework that looks at 

opportunities for prevention/protection within the concept of pathways to harm. This 

builds on our previous ecological-transactional approach, to consider the opportunities for 

intervention within the overall context of the case and any recognised or unrecognised 

elements of vulnerability and risk. 

The model we have used builds on current understanding and application of systems 

principles to learning from adverse events. Reasonôs model of understanding adverse 

events (Reason, 1990) has provided a very valuable framework for moving beyond 

individual failures to recognising the interactions between humans and systems. This 

model, while originating in the fields of engineering, has been very appropriately adapted 

by Vincent and others to understand adverse events within healthcare settings (Vincent, 

Taylor-Adams et al, 1998; Vincent, 2010) and by Munro and others to apply to childrenôs 

social care (Munro, 2005; Fish, Munro et al, 2008). Such systems approaches are 

recommended but not the required framework for undertaking serious case reviews:  

ñLSCBs may use any learning model which is consistent with the principles in the 

guidance, including the systems methodology recommended by Professor Munro.ò 

(HM Government, 2015, p.74)  

This interest in systemic approaches has provided a helpful shift away from individual 

blame to focus on the flaws inherent in our systems for safeguarding children, and 

therefore a context for learning and recommendations. 

The systems approach can be summarised in the following diagram (Figure 1). The basic 

underlying premises are that latent failures in our systems provide the context within 

which active failures (errors or violations) by individuals may occur and result in specific 

incidents leading to adverse outcomes. This pathway may be somewhat mitigated by 

various barriers and defences. In considering how to prevent adverse outcomes, the 

emphasis is on identifying and remedying both active and latent failures, and on 

strengthening the barriers and defences that might prevent these failures resulting in 

harm.  

 

Figure 1: A systems approach 
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This can be expanded to highlight different levels of latent failures as demonstrated in 

Figure 2 below: 

Figure 2: Levels of system failures 

 

While this provides a very helpful and appropriate framework for identifying weaknesses 

in our systems and the potential for learning and action to improve our systems, there is 

a danger in applying it without adaptation to incidents of serious or fatal child 

maltreatment. 

An adverse event in engineering (e.g. an aeroplane crash, the collapse of a building) or 

in health care (e.g. an incorrect amputation or administration of the wrong drug) can be 

appropriately traced back to the underlying engineering or health care systems, and the 

interactions between individuals (e.g. the pilot, the doctor), the environment (e.g. weather 

conditions, busy emergency departments) and the system (e.g. design flaws in the 

building, inadequate protocols for checking drugs). However, when it comes to a child 

seriously or fatally harmed through maltreatment, the fundamental process leading to the 

adverse outcome is the harmful action(s) of a person or persons (the perpetrator) 

external to any of the systems. Thus, there is a further pathway of harm interacting with, 

but extrinsic to, any of our individual or inter-agency systems for safeguarding. 

With that in mind, any approach that does not take account of this fundamental 

underlying pathway can only go so far in seeking to prevent future harm to children. The 

pathway of harm thus consists of the interaction between the childôs vulnerability and any 

risks posed by the parents, carers or others; this interaction takes place within the 

context of the wider social, physical and cultural environment within which the child and 

family live. Such interactions may result in harmful actions or omissions by perpetrators 

or carers, which, in turn, may lead to the child being seriously or fatally harmed.  

In this model (Figure 3), it is important to recognise that not all child maltreatment 

consists of discrete incidents of harm. Thus there may be ongoing contexts of harmful 
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actions or omissions by carers; and fluctuations in the degree of vulnerability and risk; 

changes in the background context; and reductions as well as exacerbations of risk. This 

is illustrated by the curved arrows in the model. 

 

Figure 3: Pathways to harm in child maltreatment 

 

 

Along those pathways to harm, different professionals and wider society will also interact 

with the child and family. This provides different opportunities for protection from harm, 

particularly where the vulnerability of the child, or risks posed by the parent/carer or 

others are identified, or where there is early evidence of harmful actions or omissions by 

the perpetrators or carers. The aim in such situations is to protect the child from serious 

harm by means of appropriate interventions. Similarly, at an earlier stage, there may be 

opportunities for prevention, aiming to slow down, stop or reverse any progression along 

the pathway to harm, to reduce vulnerability or risk, or to prevent harmful actions or 

omissions. Much of this preventive work will take place outside any formal child 

protection systems. These preventive and protective interactions between professionals, 

parents and wider society, along with the underlying systems and processes which may 

support them, are illustrated in Figure 4. 
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Figure 4: Pathways to prevention and protection 

 

This model, therefore, has provided the framework within which we have approached the 

analysis of cases in this triennial review. In the thematic analysis, we have tried to identify 

not just any active or latent failures reported in the reviews, but also to consider the 

interaction between professionals and parents; the opportunities for prevention or 

protection that arose at different points along the pathway to harm; and the underlying 

systems and processes that might either get in the way of or support more effective 

prevention and protection. 

1.3 Guide to Chapters 

Chapter 2 provides an overview of the cases included in this triennial review, and over 

time since 2005, and sets basic demographic and other details in the context of wider 

activities to safeguard children.  

Chapter 3 gives an overview of the nature and circumstances of serious or fatal harm, 

and the background context within which these cases were situated. 

Chapter 4 looks at the pathways to harm, particularly exploring issues around 

predisposing vulnerability and risk in the children, parents and family. 

Chapter 5 looks in depth at the adolescents in this cohort, particularly exploring the 

issues raised in cases of child sexual exploitation and of suicide and self-harm. 

Chapter 6 explores opportunities for prevention and protection that arise when working 

with individual cases, focusing on early intervention, recognition of vulnerability and risk, 

and practitioner engagment at an individual case level. This chapter will be of relevance 
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to all professionals working with children and families or with adults with parenting 

responsbilities. 

Chapter 7 explores opportunities for protection of children through the multi-agency 

working arena, focusing on working with cases once vulnerability, risk, or early evidence 

of harm have been identified. 

Chapter 8 considers the underlying systems and processes that may hinder or support 

effective prevention and promotion work. It identifies some of the creative thinking that is 

emerging on ways to promote good practice and improve opportunities for prevention 

and protection. 

Chapter 9 reviews the quality of the serious case reviews and the recommendations 

arising from these. 

Chapter 10 provides a summary of the key lessons arising from this triennial review in 

the light of the learning from the eleven years of national analyses. 
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Chapter 2: Patterns of serious and fatal child 
maltreatment 

The focus of this chapter is to describe the patterns and key features of the 

circumstances that led to the serious case review. In many cases the review related to a 

single incident of serious or fatal harm, however in some of the serious harm cases there 

was no single incident that led to the review, but rather an ongoing context or pattern of 

harm, or allegations that related to previous, historic incidents. We highlight the latest 

findings and then place them within the context of data obtained in the previous three 

biennial reviews, undertaken by the same research team, covering the period 2005-11. 

2.1 Sources of information and approach to analysis 

The 293 serious case reviews considered here all relate to deaths or serious harm which 

occurred in the three year time period 1st April 2011 to 31st March 2014. All had been 

notified to Ofsted for inclusion on the Department for Education (DfE) Child Protection 

Database (CPD). From the CPD notification schedules, the researchers created an 

SPSS database (statistical package for the social sciences) and data relating to the child, 

the family and the incident were inputted to this database, and statistical analysis 

undertaken on the 293 notifications which met the time criteria for inclusion in this 

triennial review. For comparison, statistics from the previous three biennial reviews are 

given. Our composite database now comprises almost all2 of the notified serious case 

reviews held in England since 2005, totalling 940 cases.  

For each of the 293 serious case reviews, a search was made of the NSPCC national 

case review repository and on individual LSCB websites for published final reports. In 

total 175 final reports were obtained through this route by mid-October 2015. A letter was 

subsequently sent to the relevant 65 LSCB chairs requesting an update on the status of 

the remaining 118 SCRs. Fifty one chairs responded, providing details of 87 further 

SCRs, of which: 

¶ 2 had been stepped down and did not progress to an SCR 

¶ 2 were incorporated in another SCR 

¶ 31 were not completed, often being delayed by court proceedings / other inquiries 

¶ 28 had been published recently, or published locally, but not made available on 

the NSPCC repository 

¶ 23 had not been published following discussions with the National Panel 

¶ 1 had been published anonymously, without identifying the LSCB 

 

                                            
 

2
 A small proportion of notifications (in each of the biennial review periods) had been made some time after 

the incident, and were therefore not available for inclusion at the time of the analysis. Our total of 940 is 
therefore marginally lower than the true figure. 
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The sub-sample of 175 reflects the full set of 293 reports as far as gender, the fatal/non-

fatal proportion of cases, and the age band of the child. Full details of methodology are 

given in Appendix A. 

2.2 The number of serious case reviews undertaken 2011-14 

There were 293 notifications which met the timeframe criterion for inclusion in our 

study: 63 in 2011-12, 95 in 2012-13, and 135 in 2013-14 (Figure 5) 

 

Between 2011 and 2014, approximately two-thirds (67%) of reviews related to a 

child/young person who died, and a third (33%) to non-fatal harm (Table 1) 

 

The number of SCRs undertaken increased over the three years of this review, from 63 

in 2011-12 to more than double that number (135) in 2013-14. The increase was 

particularly marked in relation to reviews relating to serious harm, rather than death, 

where the number undertaken more than quadrupled from 12 to 53 (Figure 5). 

Figure 5: Number of serious case reviews conducted 

 
 

Table 1 below sets these latest triennial figures in the context of serious case reviews 

undertaken since 2005, and addressed by the research team in the previous three 

biennial reviews. Data for the most recent period, 2011-14, are given in the final column, 

to the right. It is important to bear in mind that absolute numbers in the final column relate 

to three years, while all previous data relate to two-year periods. For this reason, and in 

all subsequent tables, the percentage data for the three year period provide a better 

comparison with the earlier, biennial data than do absolute numbers.   
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Table 1: Death / serious harm 

 

Figure 6 demonstrates that there is considerable year-on-year fluctuation in the number 

of reviews, particularly in relation to non-fatal cases, with peaks in 2007-09 and 2013-14, 

and troughs in 2006-07 and 2010-12. The fluctuations in the number of reviews of fatal 

cases are less marked, with an average of 78 per year. This discrepancy is even more 

pronounced when comparing those deaths directly due to maltreatment (e.g. fatal non-

accidental head injuries, overt homicides) with those related to but not directly caused 

by maltreatment (e.g. suicides of young people, or SUDI (sudden unexpected death in 

infancy) with concerns about parental care).  

Deaths directly due to maltreatment average 34 per year, ranging from 22-42; 

maltreatment-related deaths average 44, ranging from 17-56. For the three years from 

2011-14, there has been no change in the number of SCRs for direct maltreatment 

deaths (26-28 per year); the apparent increase in the number of SCRs is entirely 

accounted for by an increase in the numbers of non-fatal cases and those deaths in 

which maltreatment may be a factor but not the direct cause of death. 

Figure 6: Serious case reviews 2005-14: fatal and non-fatal cases by year 

 
 

 

 

Frequency 
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(n=189) 

Frequency 
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Frequency 

2009-11 
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Frequency 

2011-14 

(n=293) 

 Death 123 (65%) 158 (56%) 118 (66%) 197 (67%) 

 Serious harm 66 (35%) 122 (44%) 60 (34%) 96 (33%) 
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Comparing the three years with the highest numbers of SCRs (2007-09 and 2013-

14) with the three years with the lowest numbers of SCRS (2006-07 and 2010-12): 

1. There is a higher proportion of non-fatal cases in the high-incidence years 

(statistically significant) 

2. There is no significant difference in the age/gender profile between high- and 

low-incidence years 

3. There is a higher (and statistically significant) proportion of ócommunity 

contextô cases (as opposed to ówithin-familyô) in the high-incidence years 

4. There is a significantly higher proportion of deaths related to maltreatment (for 

example suicide and SUDI but where the maltreatment cannot be considered 

as a direct cause of death) compared to direct maltreatment deaths (fatal 

physical abuse, filicide and fatal neglect) in the high-incidence years 

 

In the pre-2013 versions of Working Together, there was potentially an element of 

discretion, on the part of the LSCBs, as to whether to conduct a serious case review in 

the case of serious, but non-fatal, harm. There was far less discretion with regard to fatal 

incidents, although even in cases of death there were decisions to be made as to 

whether an SCR was appropriate. For example deaths from co-sleeping would lead to a 

review if maltreatment and/or neglect were deemed to be factors, but many SUDI deaths 

would not lead to a review; suicides of a looked after child, or in a residential provision for 

children or a young offenders institution, are required to lead to a review, but many 

suicides by young people in the community are not investigated by the SCR process if 

maltreatment or neglect are not judged to be critical factors in his/her life.  

However, Working Together 2013 required that a serious case review be undertaken in 

every case where the criteria fitted, which arguably led to the larger number of SCRs 

instigated by the third year of the current review (2013-14). The tighter criteria have been 

reinforced by the SCR national panel, whose advisory role permits it to challenge 

decisions by LSCBs not to initiate a review. In their first annual report, the panel were 

keen to clarify the position in those Boards which had not notified any potential SCRs and 

ñwould encourage more LSCBs to consider carrying out a proportionate SCR, even in 

cases where the statutory criteria are not metò (DfE, 2014a, p.6). This shift could help 

explain the greater numbers seen in the last year of this analysis, but would not explain 

any of the earlier fluctuation. 

Learning Points 

¶ There has been no statistically-significant change in the number of deaths 

directly caused by maltreatment, which now number 26-28 per year  

¶ However, there are considerable year-on-year fluctuations in the number of 
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serious case reviews carried out; these fluctuations relate primarily to reviews 

which address non-fatal harm 

¶ Working Together 2013 reduced the opportunity for discretion on the part of 

LSCBs as to whether or not to undertake a serious case review; an SCR 

should be undertaken in every case where the criteria fit 

2.3 The geographical and socio-economic distribution of the 
cases 

2.3.1 Where were the serious case reviews held? 

Serious case reviews were notified from all regions of England (Table 2). The serious 

case review rate per 100,000 child population varied from 0.658 in the South West to 

1.143 in the North East. The ratio of fatal to non-fatal serious case reviews varied from 

1:1 (equal numbers of both fatal and non-fatal) in the East and the North East, to 3.3:1 in 

Yorkshire and Humber; the West Midlands region was outlying, with just one non-fatal 

serious case review compared to 25 fatal cases. 

Table 2: Geographical distribution of SCRs 
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SCRs were completed by 118 LSCBs, ranging in number from 1 to 8 with an average of 

2 per LSCB over the 3-year period. This equated to an average annual SCR rate of 0.97 

per 100,000 child population (range 0.00 ï 4.88). Twenty-eight LSCBs did not carry out 

any SCRs. Discounting those LSCBs that did not carry out any SCRs, there was a trend 

towards fewer SCRs per head of population in the larger local authorities (Table 3).  

While there was a greater variation in the SCR rates in smaller local authorities, larger 

authorities tended to carry out fewer SCRs per head of population, and there was a trend 

towards a greater ratio of fatal to non-fatal SCRs in the larger authorities. This may reflect 

an overall greater child protection workload in these authorities, perhaps resulting in a 

higher threshold for undertaking more ódiscretionaryô SCRs (more discretionary at that 

time). 

Table 3: Local authority annual SCR rate according to child population 

* Statistically significant trend: Chi-square 62.9, p<0.0005 

** Not statistically significant 

2.3.2 Socio-economic factors 

Data on socio-economic deprivation were obtained from the Office for National Statistics 

English Indices of Deprivation, 2015.3 These provide various measures of deprivation for 

local authority areas. We used the proportion of Lower Super Output Areas (LSOAs) 

within the 10% most deprived nationally to give an indication of the degree of deprivation 

within each local authority. Figure 7 shows the average annual SCR rate per 100,000 0-

17 year olds by this measure of deprivation.  

                                            
 

3
 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015 

Size of child population Average annual rate of SCRs 

per 100,000 population* 

Ratio of fatal:non-fatal SCRs** 

0 - <50,000 1.42 1.59 

50,000 - <100,000 1.15 2.24 

100,000 - <150,000 0.48 1.90 

150,000 - <200,000 0.60 3.60 

Ó 200,000 0.33 5.33 
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Figure 7: Annual rate of SCRs by local authority according to level of deprivation 

 

 

These data show a slight, statistically significant trend towards higher rates of both all 

SCRs (Spearman Rank Correlation coefficient 0.197, p=0.018) and fatal SCRs 

(Spearman Rank Correlation coefficient 0.260, p=0.002) in those local authorities with 

higher levels of deprivation. A similar, significant trend was seen examining just those 

cases where the death was considered directly due to maltreatment. This is in keeping 

with research suggesting that child maltreatment is more common in deprived 

communities (Pelton, 2015). However, it should be noted that the trend is not marked and 

there is considerable variation between authorities.   

Our review of the 175 cases for which we were able to obtain SCR reports highlighted a 

few issues relating to poverty in some cases, including indicators of poor quality housing, 

overcrowding, homelessness, financial difficulties and unemployment. However these 

were entirely dependent on whether the SCR author chose to comment on them. While 

these issues were mentioned in some cases, this was by no means universal, and, 

indeed, there were a number where the opposite picture was presented, of reasonably 

well-off families, with good quality housing and no indication of socio-economic 

deprivation. Unfortunately data are not collected on the post-code or any other markers 

of poverty or deprivation for individual SCRs, thus limiting our ability to comment more 

specifically on whether there is a true socio-economic gradient in serious or fatal 

maltreatment. 
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2.4 Characteristics of the children and families in the reviews 

2.4.1 Age and gender of the children   

The age of the children at the centre of the serious case reviews 

As in previous national analyses, the largest proportion of cases related to the 

youngest children, who were aged under one year. 120 of the 293 children (41%) 

were aged under one year at the time of their death, or incident of serious harm; and 

nearly half of these babies (43%) were under 3 months old (Figure 8) 

64 of the children (22%) were aged between 1 and 5 years. Only one in ten (28 or 

10%) were in the middle years of schooling, aged between 6 and 10 years. The 

remaining 81 reviews (28%) concerned young people aged 11 years and over; of 

whom 41 were aged 11-15 years, and 40 aged 16-18 years 

 

Figure 8: Age (months) at time of death or harm of babies under one year old 

 

 

The high number of serious case reviews conducted with regard to babies under one 

year of age reflects the intrinsic vulnerability of the youngest babies who are dependent 

on their parents for care and survival. By contrast, children aged 6-10 years, in middle 

childhood, were in the age group least likely to be the subject of a serious case review, 

with only 28 of the 293 reviews in 2011-14 relating to a child of this age (Figure 9). Older 

children are more robust, and less dependent on their parents for their survival. Their 

school environment offers predictability for the child and the ability to offer some respite 

from difficult or chaotic home circumstances. It also provides a degree of monitoring of 

the childôs welfare, and adults and/or peers to whom disclosure might be made. For 

schools to offer this protection, the child needs to be in regular attendance.  
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Poor or patchy school attendance often becomes an issue for those aged 11-15 years, 

and risky behaviour and relationships pose different risks of harm for this age group. Of 

the 22 young people in this age group who died, and about whom reviews were 

conducted, 14 had taken their own lives. Among the 19 non-fatal incidents reviewed were 

14 instances of sexual abuse; four intra-familial, five extra-familial, and five cases with 

elements of sexual exploitation. Overall, nearly two-thirds (63%) of the young people 

aged 11-15 at the centre of a review were female.  

The 40 reviews concerning the oldest age group, 16 and 17 year-olds, included 19 

reviews undertaken in relation to the suicide of a young person. The nine non-fatal 

incidents which led to a review included one incident of sexual abuse, and five of risk-

taking behaviour on the part of the young person, including use of knives, drug use, self-

harm and instances where the young person was the perpetrator of a violent incident.  

Twenty of the forty reviews concerned a young woman.  

Figure 9 shows the age distribution according to the type of incident. The fatal cases, as 

in previous biennial reviews, showed a clear inverted J-shaped curve, with the highest 

numbers in infancy, dropping to lower levels in the middle childhood years, before rising 

again in adolescence. The serious harm cases again showed the highest numbers in 

infancy, though with a less-marked gradient, and no clear rise in adolescence. 

 

Figure 9: Age distribution by type of incident 

 

The noticeably young age of the children at the centre of reviews has been a constant 

feature over time (Table 4). Children aged five and under represent 69%, 66%, 65% and 
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63% over the four time periods from 2005-07 to 2011-14. The proportion of children in 

the other age bands is also broadly similar over time.  

Table 4: Age of child at time of incident 

 

The one age band of young people about whom a higher proportion of reviews were 

being undertaken in the latest time period, 2011-14, were those aged 16 years and over 

(although this increase is not statistically significant). Serious case reviews concerning 

adolescent suicide and child sexual exploitation will be discussed in Chapter 5. 

The average annual rates for all serious case reviews and fatal SCRs were calculated by 

age group using mid-2012 population estimates for England from the Office for National 

Statistics.4  The overall rate of serious case reviews was 0.85 per 100,000 and that for 

fatal cases 0.57 per 100,000.These data5 were compared to those for 2009-10, which 

were presented in the last biennial review (Table 5). This suggests that, for all but the 15-

17 year age group, there has been a reduction in the rates of serious case reviews (both 

fatal and non-fatal). Some caution must be exercised in interpreting these data in light of 

the data presented above on the overall fluctuations in the numbers of serious case 

reviews undertaken. 

                                            
 

4
 http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-319259  

 
5
 Note that for Table 5 the age bands given by the ONS are different from those used elsewhere in this 

triennial review 

 Frequency 

2005-07 

(n=189) 

Frequency  

2007-09 

(n=280) 

Frequency 

2009-11 

(n=178) 

Frequency  

2011-14 

(n=293) 

 Under 1 

year 

86  (46%) 123 (44%) 64  (36%) 120 (41%) 

 1-5 years 44  (23%) 60 (22%) 51 (29%) 64 (22%) 

 6-10 years 18  (10%) 26  (9%) 21  (12%) 28 (10%) 

 11-15 years 20  (11%) 40 (14%) 27 (15%) 41 (14%) 

 16-17 years 21  (11%) 31 (11%) 15  (8%) 40 (14%) 

 

http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-319259
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 Table 5: Average annual rates of SCRs per 100,000 population, by age group 

In contrast to our previous studies, a higher proportion of reviews in this latest three year 

period concerned girls (55%) rather than boys (45%). This represents a statistically 

significant shift (Chi Square 6.93, p<0.01) compared to previous years in which there was 

a male predominance (Table 6). 

Table 6: Gender of child 

 

Figure 10 illustrates the girl/boy ratio for each year of age, for the 293 children, and Table 

7 gives the gender proportion in each age band. It can be seen that, in 2011-14, girls 

were over-represented in all age groups except the 1-5 year band (final column). Table 7 

also provides comparative data for 2007-09 and 2009-11 from the two previous biennial 

reviews. 

Age group 2009-10   

All SCRs   

(n=114) 

2009-10   

Fatal SCRs 

(n=73) 

2011-14    

All SCRs   

(n=293) 

2011-14    

Fatal SCRs 

(n=197) 

  Number  

(rate per 100,000) 

Number  

(rate per 100,000) 

Average annual 

number          

(rate per 100,000) 

Average annual 

number          

(rate per 100,000) 

 Under 1 year 44 (6.63) 31 (4.67) 40 (5.74) 26 (3.78) 

  1-4 years 28 (1.11) 19 (0.75) 19 (0.72) 15 (0.56) 

  5-9 years 13 (0.45) 7 (0.24) 9 (0.30) 6 (0.19) 

  10-14 years 16 (0.53) 10 (0.33) 11 (0.35) 6 (0.19) 

  15-17 years  13 (0.67) 6 (0.31) 18 (0.95) 13 (0.65) 

 

 

 

Frequency 

2005-07 

(n=189) 

Frequency  

2007-09 

(n=280) 

Frequency 

2009-11 

(n=177) 

Frequency   

2011-14    

(n=293) 

 Male 106 (56%) 142 (51%) 100 (56%) 132 (45%) 

 Female  83 (44%) 138 (49%) 77 (44%) 161 (55%) 
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Figure 10: Gender and age of the children at the centre of the SCR 

 

Table 7: Age at time of incident by gender 

 

In 2007-09 and 2009-11 more serious case reviews were undertaken for baby boys than 

for baby girls, and our previous biennial studies, in line with international findings, had 

indicated that baby boys were particularly vulnerable. The shift in 2011-14 to a higher 

percentage of reviews relating to baby girls is significant (Chi Square 4.50, p<0.05), and 

this female preponderance related to more fatal cases (rather than non-fatal cases), a 

finding that is difficult to explain in relation to previous research.  

 Age group Gender 2007-09  

(n=280) 

Gender 2009-11  

(n=177) 

Gender 2011-14   

(n=293) 

  Female 

(n=138) 

Male 

(n=142) 

Female      Male 

   (n=77)      (n=100) 

Female      Male 

   (n=161)      (n=132) 

 Under 1 year 55 (45%) 68 (55%) 25 (39%)     39 (61%) 70 (58%)     50 (42%) 

  1-5 years 23 (38%) 37 (62%) 24 (48%)     26 (52%) 29 (45%)     35 (55%) 

  6-10 years 14 (54%) 12 (46%) 11 (52%)     10 (48%) 16 (57%)     12 (43%) 

  11-15 years 26 (65%) 14 (35%) 10 (37%)     17 (63%) 26 (63%)     15 (37%) 

  16 + years  20 (65%) 11 (35%)    7 (47%)      8 (53%)      20 (50%)     20 (50%)      
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The high proportion of reviews relating to 11-15 year old girls, as compared with 11-15 

year old boys, is similar to the pattern in 2007-09. There was a lower proportion of 

adolescent females in the intervening 2009-11 cohort. In the 2011-14 cohort, the greater 

proportion of females in the 11-15 year olds related primarily to serious harm cases. This 

may reflect the impact of cases of child sexual exploitation being included in this cohort, a 

topic that will be covered in detail in Chapter 5. 

 

Learning Points 

¶ Infancy remains the period of highest risk for serious and fatal child 

maltreatment; there is a particular risk of fatality for both boys and girls during 

infancy 

¶ There are further risks to young people during adolescence, including risks 

associated with child sexual exploitation and risks of suicide 

¶ In contrast to our previous studies, a higher proportion of reviews in this latest 

three year period concerned girls (55%) rather than boys (45%).   

  

2.4.2 Ethnicity of the families 

79% of the children at the centre of the reviews were White (and 76% White British); 

6% were Black/Black British and 5% Asian/Asian British. Children with a mixed 

ethnicity background accounted for 8% of the total number 

 

Data for ethnicity are given in Table 8, and in only eleven notifications (4%) was ethnicity 

not stated in the 2011-14 notifications. From 2003 onwards, the families at the centre of 

the reviews have predominantly been white (between 72% and 80%). This is similar to 

the overall proportion in the child population. In the 2011 census, 79% of all children 

aged 0-17 in England were of white ethnicity.6  

                                            
 

6
 Data from ONS, 2011 

http://www.nomisweb.co.uk/census/2011/DC2101EW/view/2092957699?rows=c_age&cols=c_ethpuk11 

http://www.nomisweb.co.uk/census/2011/DC2101EW/view/2092957699?rows=c_age&cols=c_ethpuk11
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Table 8: Ethnicity 

 

Over time, families with mixed ethnicity have accounted for between 6% and 8% of the 

families in the serious case reviews, apart from 2005-07 when the percentage was higher 

at 13%. In the latest set of reviews from 2011-14, eight of the families were mixed White 

and Black Caribbean, six were mixed White and Asian, and four were mixed White and 

Black African. In 2011-14 all except eight of the 222 white families were White British. 

There was diversity in the white non-British families; two were from Ireland, three were 

from other areas of Europe, and the other three were from various parts of the world 

beyond Europe.  

While the data did not show any increased risk among ethnic minority families, our 

thematic analysis did identify some learning points and opportunities for protection 

emerging from some of the reviews where ethnicity and/or culture was an issue. These 

points will be considered in later chapters of this report. 

Learning Point 

 

¶ These data do not suggest any increased risk of serious or fatal child 

maltreatment within ethnic minority families 

2.4.3 Family size 

Full information on siblings was not always available. In particular it was difficult, in some 

instances, to determine whether there were no siblings or whether this information was 

simply missing. 

In 2011-14 over a quarter of reviews (27%) related to an only child 

One in five reviews (22%) related to a child with at least three siblings 

 

 Frequency 

2005-07 

(n=173) 

Frequency 

2007-09 

(n=267) 

Frequency  

2009-11 

(n=172) 

Frequency 

2011-14 

(n=282) 

 White 125 (72%) 204 (76%) 137 (80%) 222 (79%) 

  Mixed 23 (13%) 25 (9%) 11 (6%) 21 (8%) 

  Black/Black British 13 (8%) 24 (9%) 14 (8%) 17 (6%) 

  Asian/Asian British 8 (5%)   12 (4%) 7 (4%)       15 (5%) 

  Other Ethnic Group 4 (2%)   2 (1%) 3 (2%) 7 (2%) 
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Since 2005 approximately a quarter of reviews have related to an only child, and this 

proportion has been fairly consistent over time (Table 9). 

  

Table 9: Number of siblings 

 

In 2011-14 just over one in five reviews (22%) related to families with four or more 

children (i.e. three siblings and the index child), and this pattern has remained constant 

throughout the eleven year period of our reports. The Office for National Statistics 

(2015a) reported that one in seven families (14.5%) in 2011-14 in the UK had three or 

more dependent children; in the 2011-14 families at the centre of the review 125 (or 43% 

of the 292) were composed of three of more children (the index child and two siblings). It 

is clear that larger families are over-represented in serious case reviews, although there 

may well be problems of definition; for example how half-siblings and step-siblings, and 

older siblings not living at home, are counted. Larger family size may bring with it added 

stress, not least financial, and as previously noted in biennial reviews the potential for 

professionals to overlook the needs of an individual child within a large group of siblings.  

Learning Point  

¶ Larger families are over-represented in SCRs when compared to the proportion 

of larger-sized families nationally 

 

2.4.4 Extent of neglect in the childrenôs lives 

A key and recurring theme throughout the previous biennial reviews has been the extent 

and significance of neglect in the childrenôs lives. This is evidenced yet again in this latest 
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review for 2011-2014. From detailed work on the available 175 SCR final reports, neglect 

was apparent in the lives of nearly two thirds (62%) of the children who suffered non-fatal 

harm, and in the lives of over half (52%) of the children who died (Table 10). Evidence of 

neglect was taken to be (a) a child protection plan under the category of neglect (b) 

óneglectô given as the primary category of harm on the CPD notification or as a case 

characteristic on the form, or (c) noted in the final report as an important, and often long-

standing feature of the childôs life.   

Table 10: Presence of neglect 

 

There was a very similar incidence of neglect (60%) in the previous biennial study of 

serious case reviews (Brandon et al, 2012), which analysed data from SCR final reports 

relating to incidents in 2009-11. 

The previous biennial review and subsequent research (Brandon et al, 2012; 2013) 

illustrated the way that neglect manifested itself through a number of pathways to harm 

or death, including severe deprivation, neglect of medical conditions and necessary 

medication, accidents which occur in a context of chronic long-term neglect and an 

unsafe environment, unexplained infant deaths within a context of neglectful care and a 

hazardous home environment, and physical abuse occurring in a context of chronic, 

neglectful care, where the assumptions about the case being ósimply neglectô masked the 

danger to the life of the child through physical injury.  

Neglect is considered in greater detail, both in relation to the death of six children through 

extreme neglect and deprivation, and in relation to 14 non-fatal cases (see Chapter 3). 

2.4.5 Where were the children living at the time of their death or harm? 

Most of the children (245, 84%) were living at home, with at least one parent, at the 

time of their death or serious harm. A further ten children were living with relatives at 

the time  

For the majority (82%), the incident(s) occurred in a family context, but for 52 (18%) 

the death or harm occurred in a setting outside of the home and/or involved non-

family members 

 

  No of children 

2009-11      

All cases  

(n=139) 

No of children 

2011-14  

Fatal cases 

(n=123) 

No of children 

2011-14   

Non-fatal 

cases  (n=52) 

No of children 

2011-14       

All cases 

(n=175) 

  Evidence of neglect 83 (60%)  64 (52%) 32 (62%) 96 (55%) 
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Although most of the children (87%) were living at home or with relatives, as in earlier 

years death and serious harm could also occur to children living in foster care or in 

supervised settings. However, it is not possible to identify any trends in the childrenôs 

placement, given the small number of children living outside of the parental home (Table 

11). 

Table 11: Where living at time of incident 

 

2.4.6 Family or community context to the incidents 

In addition to the information contained in the notifications on where the child or family 

were living, the researchers were able to make a judgement for each review as to 

whether the death or harm had occurred within a family or a community context. This 

categorisation had been developed as part of a previous biennial report (Brandon et al, 

2010). Incidents within a household or family setting involved the mother, father/father 

figure or another member of the household (including separated parents) as the probable 

or known perpetrator of harm to the child. The suicide of a young person within a family 

setting was also included.   

Incidents which occurred within a community context (non-birth family) included those 

perpetrated by non-household members, for example childminders, foster carers, and in 

supervised settings such as hospitals, schools or residential care, gang or street related 

violence, and harm from strangers. The suicide of a young person living outside of a 

family setting was included in this ócommunityô category. Table 12 explores the context of 

the incidents which led to review, for all cases where this judgement could be made.  

 Frequency 

2005-07 

(n=187) 

Frequency 

2007-09 

(n=278) 

Frequency 

2009-11 

(n=177) 

Frequency  

2011-14 

(n=293) 

Living at home 148 (79%) 229 (82%) 145 (82%) 245 (84%) 

Living with relatives 10 (5%) 11 (4%) 8 (5%) 10 (3%) 

With foster carers (short 

term, long term or short 

break) 

7 (4%) 8 (3%) 4 (2%) 8 (3%) 

Hospital, mother and baby 

unit and residential 

childrenôs home 

7 (4%) 15 (5%) 8 (5%) 10 (3%) 

Semi-independence unit 5 (3%) 3 (1%) 1 (1%) 3 (1%) 

Other, including YOI 10 (5%) 12 (4%) 11 (6%) 17 (6%) 
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Table 12: Family or community context of the incidents which led to review 

 

As in previous studies, the majority of cases in 2011-14 (82%) related to incidents 

occurring within a ófamily settingô, and this pattern held whether the case was fatal or non-

fatal. Just under a fifth of reviews (18%) related to an incident which occurred within a 

ócommunity contextô. Figure 11 explores the extent to which the family or community 

context of the harm changed according to the age of the child or young person. 

Figure 11: Family/community context of the harm according to the childôs age 

 

As might be expected, among younger children the incidents occurred almost exclusively 

within a family setting, whether these were fatal or non-fatal. In later adolescence, 

however, the pattern is reversed, with the majority of incidents (both fatal and non-fatal) 

occurring outside of the family. 

 

 

Frequency 2007-09 

(n=268) 

Frequency 2009-11 

(n=139) 

Frequency 2011-14 

(n=291) 

 Family context 213 (79%) 117 (84%) 239 (82%) 

 Community context 55 (21%) 22 (16%) 52 (18%) 
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2.5 Childrenôs social care involvement  

The notification data give only minimal information on childrenôs social care involvement 

with the child and the family, the mandatory information required being the child 

protection status of the child concerned, alongside that of his/her siblings, together with 

the legal status of the child. Involvement of other agencies was not requested7, although 

the narrative section on the notification form often provided some background information 

as to their involvement, particularly about acute health interventions at the time of the 

death or harm to the child.  

2.5.1 Child protection plans 

At the time of the death or harm, in 2011-14, 36 (12%) of the children were the 

subject of a child protection plan (Table 13). A further 36 children (12%) had been 

the subject of a plan in the past 

Over the period 2005-14, the numbers of children with a child protection plan (and 

where an SCR has been undertaken) have fluctuated over time, and are on average 

13% of all children at the centre of a review. This is at a time when nationally 

numbers of children with a child protection plan have been rising 

While children may be named in more than one category, neglect remains the most 

frequent category recorded on the plan, as it is nationally  

Table 13: Index child with a child protection plan (current or past) 

 
* A small number of cases were removed where the plan was highly likely to be post incident. This applied 

to 4 cases in 2005-07 and 4 cases in 2007-09.   

The category of child abuse or neglect noted on the child protection plan is explored in 

Table 14. Children may be named in more than one category, and the columns therefore 

                                            
 

7
 The Ofsted online notification form, introduced in 2014, now requests information on involvement from 

social care and other agencies, along with education and early years provision for the child. This will lead to 
fuller information being available in any future analysis of notifications to the child protection database.  

 Frequency 

2005-07 

(n=175) 

Frequency 

2007-09 

(n=276) 

Frequency 

2009-11 

(n=177) 

Frequency 

2011-14 

(n=293) 

 Never on plan 127 (73%) 198 (72%) 136 (77%) 221 (76%) 

  Current plan* 29 (17%) 43 (16%) 18 (10%) 36 (12%) 

  Past plan 19 (11%) 35 (13%) 23 (13%) 36 (12%) 
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sum to more than the total number of children. Neglect remains the most frequent 

category recorded, as it is nationally.8 A smaller proportion were recorded under the 

category of physical abuse than in the earlier biennial review periods.  

Table 14: Index child with a child protection plan - category of plan 

*Category of plan missing for two children.   

It is often the case that if the index child has a child protection plan then his/her sibling(s) 

do too. For the 36 index children with a current plan at the time of the incident, a sibling 

was also currently on a plan in 22 instances, in a further five the sibling had had a CP 

plan in the past. For only six children did the sibling(s) not have, or have in the past, a 

plan. (The remaining three children were only children, without a sibling.)   

2.5.2 Legal status of the child  

The highest levels of childrenôs social care involvement, where children may be removed 

from home, require court proceedings, and the granting of a legal order by a judge. 

However there could be lack of clarity on the CPD notification as to the legal status of the 

child, when serious harm rather than death had been the outcome. On occasions it is 

clear from the narrative on the form that an order was made following the incident, in 

order to remove the child from the parent(s) or to ensure a degree of supervision in the 

ensuing months or years. On other occasions the order was clearly in force prior to the 

serious harm which occurred, but on some notification forms it is not apparent whether 

the order pre-dated or post-dated the injury or harm suffered. (The problem of 

interpretation obviously does not arise when the child died, since there would be no post-

incident order made.) 

                                            
 

8
  Of the 48,300 children in England who were the subject of a child protection plan at 31 March 2014, the 

category was recorded as neglect for 43%, physical abuse for 8%, sexual abuse for 4%, emotional abuse 

for 36%, and 9% were recorded in multiple categories. Department for Education (2014) Characteristics of 

children in need in England, 2014-14, final. Table D4. 

 Frequency 

2005-07 

(n=46*) 

Frequency 

2007-09 

(n=78) 

Frequency 

2009-11 

(n=41) 

Frequency 

2011-14 

(n=72) 

 Neglect 30 (65%) 46 (59%) 21 (51%) 45 (63%) 

  Physical abuse 11 (24%) 27 (35%) 17 (41%) 12 (17%) 

  Emotional abuse 7 (15%) 21 (27%) 10 (24%) 13 (18%) 

 Sexual abuse 7 (15%) 10 (13%) 5 (12%) 10 (14%) 
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Reading the narratives on the forms, and where available the final reports for those 

cases, eight orders or placements were judged by the researchers as highly likely to be 

post-incident; these comprised three instances of Section 20 accommodation, three 

interim care orders and two care orders. These orders have therefore been omitted from 

Table 15, and the lower estimated figures given. 

Table 15: Legal status of the child prior to the fatal or non-fatal incident 

 

There was no Section 20 accommodation or court order in force for the child in 162 of the 

197 fatal cases (82%) which were subject to a serious case review. For the children and 

young people who suffered serious harm, but not death, an order was slightly more likely 

to be in place, but 76% were not subject to any legal order. 

2.5.3 Social care Involvement ï a wider analysis 

Some of the key questions, when considering professional involvement with the child and 

the family, are what services were offered prior to the incident; were these services 

appropriate; should they have prevented or alleviated further harm; and if children were 

not receiving a service should they have been identified as being in need of the service in 

question? 

The subset of 175 SCRs from the 2011-14 period, for which we had the final reports, 

allowed us to explore the childôs pathway through services, from universal to tier 4. All 

175 children at the centre of the reviews were eligible to receive at least universal 

services, although for some this was at a minimal, or non-existent, level; for example if he 

or she were of pre-school/nursery age, and had not been seen by a health visitor or GP 

since the immediate post-birth period, and had not been taken to routine age-related 

check-ups and immunisations. 
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The following analysis looks in particular at whether the childôs case was open or closed 

to childrenôs social care at the time of the incident, what level of assessment or 

involvement had taken place, and whether the child had been óon the radarô of childrenôs 

social care, without reaching the threshold for an assessment, or service. 

For the 175 cases from the 2011-14 cohort: 

79 (45%) of the childrenôs cases were open to childrenôs social care at the time of the 

incident (Table 16); 

¶ 57 (46%) of the 123 fatal cases were open at the time of death, and  

¶ 22 (42%) of the 52 non-fatal cases were open at the time of the serious harm 

  

33 (19%) of the childrenôs cases were closed cases, at the time of the incident;  

¶ 17 (14%) of the 123 fatal cases were closed cases at the time of death, and  

¶ 16 (31%) of the 52 non-fatal cases were closed cases at the time of the 

serious harm 

 

Table 16: Whether child's case was open to children's social care at time of incident 

 

The final two columns of Table 16 consider the fatal and non-fatal cases separately for 

the three year period 2011-14. Although a higher proportion of those who were seriously 

harmed were either current or past CSC cases (73%) as compared with 60% of those 

who died, this is not a statistically significant difference. For comparison Table 16 also 

provides data from 2009-11; a similar percentage of cases (42% in 2009-11 and 46% in 

2011-14) were open cases at the time of the incident. 

 Number of 

cases      

2009-11          

(n=138) 

Number of 

cases  

2011-14            

(n=175) 

Number of 

Fatal 

cases           

2011-14 

(n=123) 

Non-fatal 

cases 

2011-14  

(n=52) 

 Open case to CSC   58 (42%) 79 (45%) 57 (46%) 22 (42%) 

 Closed case to CSC 32 (23%) 33 (19%) 17 (14%) 16 (31%) 

  Enquiry or request for 

information, unaccepted referral, 

worked with under CAF or by 

family worker. Case below the 

threshold of CSC 

19 (14%) 25 (14%) 20 (16%) 5 (10%) 

 Never known to CSC 29 (21%) 38 (22%) 29 (24%) 9 (17%) 

 Total 138 (100%) 175 

(100%) 

123 

(100%) 

52 (100%) 

 



50 
 

For 20 (16%) of the fatal 123 cases in 2011-14 there had been contact with CSC, 

possibly including a referral which had not been accepted, but the concern had not 

reached the level for opening the case. The remaining 29 (24%) had never been known 

to, referred to, or discussed with childrenôs social care. Likewise for the 52 serious harm 

cases in 2011-14, five (10%) had not reached the level for opening, and the remaining 9 

(17%) had never been known to, referred to or discussed with childrenôs social care. 

Table 17 illustrates clearly that the older children at the centre of reviews were also more 

likely to be known, or to have been known in the past, to childrenôs services than were 

the younger children. Thus nearly two-thirds of the young people aged 11 or over were 

open cases to CSC and a further 15% had been worked with by CSC in the past, 

compared with 39% of babies under one year being open cases, and 11% having been 

an open case previously. In part this is an indication of the fact that the older the child, 

the longer the period of time that agencies have had to be involved. It is also an 

indication of the impact of cumulative harm to the child over the years. This observed 

pattern is statistically significant.  

Table 17: Whether child was known to CSC (currently or in the past) by age of child 

 
(ɢĮ = 24.59, df=9, p = .005)  

 

While the two tables above consider the childôs present or past service from childrenôs 

social care, the level at which services were being, or had been provided, can be looked 

at in greater detail. Children living with a parent(s) under a court supervision order, or 

being looked after by the local authority constituted the highest levels of service 

provision, followed by the child being the subject of a child protection plan, or being 

worked with as a óchild in needô. However, assessments could be undertaken which led 

to no service, and referrals could be made which resulted in no further action being 

required (apart maybe from offering advice, or referral on to another provider). 

 Number of 

children 

aged under 

1   (n=70) 

Number of 

children 

aged 1-5 

years  

(n=45) 

Number of 

children 

aged 6-10 

years (n=14) 

Number of 

children 

aged 11 and 

over (n=46) 

 Open 27 (39%) 17 (38%) 6 (43%) 29 (63%) 

 Closed 8 (11%) 14 (31%) 4 (29%) 7 (15%) 

  óOn radarô but below 

threshold 

10 (14%) 8 (18%) 3 (21%) 4 (9%) 

 Never known to 

CSC 

25 (36%) 6 (13 %) 1 (7%) 6 (13%) 

 Total 70 (100%) 45 (100%) 14 (100%) 46 (100%) 
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In addition there was low-level contact with social work staff by other professionals, for 

example requests for information about a child and his/her family, or checks by other 

professionals (e.g. hospital staff suspecting a non-accidental injury), and working at a 

pre-threshold level, for example under a CAF arrangement, or with a family worker in a 

childrenôs centre setting, where childrenôs social care may be aware of this provision, 

particularly when they are in a shared setting, for example a childrenôs centre. 

For the 137 cases where there had been at least some contact with childrenôs social care 

the following pattern emerges as regards the óhighestô level of help received, with 112 

children getting at least as far as an initial assessment. (First five rows of Table 18). 

Table 18: Highest level of social care input received 

 

The emphasis in this analysis is on the child at the centre of the review. Thus the 

category ónot known to CSCô (at the time of the incident) does include some children 

whose sibling, or half-sibling, had received a service in the past, or some cases where 

the mother had been looked-after by the local authority, and received a leaving care 

service, but was no longer óon the radarô of childrenôs services. 

2.5.4 Setting SCR data in the context of wider child protection activity 

It is worth setting these data in the context of other child protection activity taking place 

over recent years, as we did in the previous biennial review (Brandon, 2012). During the 

years 2011-14, a total of 1,856,400 referrals were received by childrenôs social care 

services in England, an average of 619,000 per year; in 2009-11 this figure was 609,000 

per year. 

Table 19 compares the number and rates of serious case reviews with the numbers of 

children subject to section 47 child protection enquiries and the number who were the 

subject of a child protection plan. This shows that, while there has been a rise in the 

Highest level of input received Number of cases 

Looked After Child (including voluntary S20) 15 children 

With parent(s) on supervision order post care proceedings 4 children 

Child Protection plan for child 35 children 

Services as óchild in needô 21 children 

Initial assessment but no service deemed necessary 37 children 

Referral but no further action required by CSC 9 children 

Enquiry to CSC re child, for information or clarification   13 children 

Worked with as CAF, family support worker, below threshold 3 children 
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number of serious case reviews carried out since a trough between 2010-12, this has 

been on the background of a steady year-on-year increase in child protection activity, 

and, as highlighted in section 2.2 above, there has been no change in the number of 

direct maltreatment deaths, and, if anything, a reduction in the fatality rates in all but the 

late adolescent group. 

Compared to the number of serious case reviews undertaken in relation to a child fatality, 

there are many thousands of children subject to a child protection plan, and an even 

larger number assessed by childrenôs social care via s.47. To put these numbers into 

context, it can be seen that the number of children with a child protection plan between 

2011 and 2014 (line C in Table 19) was over 800 times the number of fatal SCRs (line E), 

and the number of section 47 enquiries (line A) was over 2,000 times the number of fatal 

SCRs. 

Table 19: Numbers and rates of children subject to child protection activity 2009-14 

 

  2009-10 2010-11 2011-12 2012-13 2013-14 

      

Section 47 enquiries and initial child protection 

conferences    

A) Number of children subject to s.47 

enquiries which started during the year 

ending 31 March 

89,300 111,700 124,600 127,100 142,500 

Rate per 100,000 children aged under 

18 years 795.0 990.0 1,099.0 1,115.0 1,241.0 

Children who were the subject of a child protection plan     

B) Children who were the subject of a 

plan at 31 March 
39,100 42,700 42,900 43,100 48,300 

Rate per 100,000 children aged under 

18 years 348.0 379.0 378.0 379.0 421.0 

       

C) Children who became the subject of 

a plan during the year 
44,300 49,000 52,100 52,700 59,800 

Rate per 100,000 children aged under 

18 years 394.0 434.0 460.0 462.0 521.0 

Children who were the subject of a serious case review    

D) All serious case reviews 116 62 63 95 135 

Rate per 100,000 children aged under 

18 years 1.03 0.55 0.55 0.81 1.17 

      

E) Fatal serious case reviews 73 45 51 64 82 

Rate per 100,000 children aged under 

18 years 0.65 0.40 0.44 0.54 0.71 
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In the same time period, 52,700 children were taken off child protection plans each year.  

These were children who had been deemed to be suffering or at risk of suffering 

significant harm and who, through the implementation of a plan, were deemed to be no 

longer at risk, either because they had reached the age of 18, had been placed in local 

authority care, the suspected perpetrator was no longer deemed a risk, or other 

measures had been put in place to support the family and protect the child from harm. 

There may be many more children for whom earlier prevention strategies prevent an 

escalation of vulnerability or risk, whether through CAF, or child in need services, or 

wider health and welfare services. 

Learning Points 

¶ A minority of children (12%) who suffer serious or fatal child maltreatment 

were on a child protection plan at the time of the incident. A further 12% had 

previously been on a plan 

¶ Almost two-thirds (64%) of children who suffered serious or fatal child 

maltreatment, and were the subject of a serious case review, were or had 

previously been óknown to childrenôs social careô and an open case to CSC 

¶ A further 14% of children were below the threshold for a service; their referral 

had not been accepted, or an assessment had not led to a service, but they 

were óon the radarô. Thus in 78% of the cases childrenôs services were or had 

been aware of the child. In the remaining 22% of the cases childrenôs services 

had never been alerted or involved 

¶ Fluctuations in the numbers of serious case reviews need to be interpreted in 

the context of a steady increase in child protection activity since 2009. During 

the years 2011-14, a total of 1,856,400 referrals were received by childrenôs 

social care services in England, an average of 619,000 per year 
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Chapter 3: The nature of the death or serious harm  

This chapter analyses in detail the nature of the incident or harm which led to the serious 

case review. Of the 293 SCRs undertaken, 197 related to fatalities. Of these, four cases 

involved more than one child in the family being killed; one further case was notified as 

serious harm rather than a death, but involved a case of arson in which one child died 

and one survived. For the purposes of these further analyses, only a single index child is 

included. 

3.1 Child maltreatment fatalities 

The fatal cases were categorised according to the classification system used in previous 

biennial analyses (Table 20). Of the 197 fatal cases, we were able to categorise the 

death in 178 cases (90%). There were 19 deaths for which there was insufficient 

information available from the CP database or the final reports to enable us to classify 

the death. Each of these fatal categories will be explored in turn, drawing on learning 

from the 9 years where the fuller information was available.  

Table 20: Categories of death in fatal cases 

  

 

 Frequency 

2005-07 

(n=123) 

Frequency  

2007-09  

(n=158) 

Frequency 

2009-11 

(n=118) 

Frequency  

2011-14 

(n=197) 

Fatal physical abuse 27 (22%) 33 (21%) 30 (25%) 48 (24%) 

Deliberate/ overt homicide 9 (7%) 22 (14%) 20 (17%) 28 (14%) 

 Familial 8 16 19 22 

 Extra-familial 1 6 1 6 

Infanticide/ covert homicide 7 (6%) 6 (4%) 7 (6%) 3 (2%) 

Extreme neglect/    

deprivational abuse 

2 (2%) 2 (1%) 2 (2%) 6 (3%) 

Deaths related to maltreatment 57 (46%) 81 (51%) 50 (42%) 93 (47%) 

 Sudden unexpected death 

in infancy 

20 28 15 31 

 Suicide 20 21 17 37 

 Other death related to but 

not directly caused by 

maltreatment 

17 32 18 25 

Other death, category not clear 21 (17%) 14 (9%) 9 (8%) 19 (10%) 
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The ages of the children at death ranged from birth to 17 years 11 months. The age 

spread varied according to the category of death. Figure 12 demonstrates that the 

majority of fatal physical assaults occur in infancy and the early pre-school years; 

extreme neglect occurs across early childhood; while deliberate, overt homicide occurs 

across the age spectrum. Covert homicide cases occurred exclusively in infancy. The 

sudden unexpected deaths in infancy (SUDI) were, by definition, limited to infancy, while 

the suicides were mostly in late adolescence, though with outliers as young as nine 

years. Other deaths related to, but not directly caused by, maltreatment occurred across 

the age spectrum. 

Figure 12: Ages of the children at death* 

 

* This box-plot shows the range of age at death for children in different categories. The solid line 

in each box gives the median age at death for that category, the olive box gives the inter-quartile 

range, within which 50% of deaths will be found, and the bars above and below the box give the 

95th centiles. Significant outliers are identified by circles. 

3.1.1 Fatal physical abuse 

There were 48 children who died from fatal physical abuse in this cohort, accounting for 

the largest single category of fatal SCR cases (24%). The ages in this category ranged 

from 1-60 months (median, 10 months); 73% were aged under two years. Forty-six 

percent were male and 24% were non-white ethnicity. The suspected perpetrator was the 

biological father in 29%, a non-biological father figure/motherôs partner in 23%, and the 

mother with or without her partner was suspected in 4%. In approximately 40% of the 

final reports it was not clear who the perpetrator was. Fifty-one percent of families were 
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known to childrenôs social care prior to the incident, but only two of the children were or 

had been on a child protection plan. 

The fatal physical abuse cases shared many features in common with the non-fatal 

serious harm cases. In the majority of cases, where specified, the cause of death was a 

severe non-accidental head injury, including intracranial bleeds from suspected shaking 

or shaking-impact injuries. In many cases, there were other injuries, including fractures to 

the head, chest and limbs. 

Many of these cases of fatal physical abuse appear, on first inspection, as arising óout of 

the blueô in otherwise normal, unremarkable children living in families known (at the time) 

only to universal services. As such, it would appear that none of these events was 

predictable. However, a closer inspection of the cases reveals that there are often 

pointers toward some parent or carer risks arising within a vulnerable social context. 

Most notable are the risks presented through situations of domestic abuse, particularly 

when this is in a context of a young or immature mother, or one who has ambivalent 

feelings to her child, and perhaps exacerbated through a transient or chaotic lifestyle with 

multiple partners, frequent house moves or overall social isolation. It is the combination 

of multiple risks coming together in a family with a young infant that puts that infant at risk 

of harm, and therefore provides opportunities for recognition of this risk and for 

preventive interventions. These issues are explored further in Chapter 4. 

By way of contrast, cases of fatal physical assaults involving older children seem to 

present a very different pattern, with an ongoing pattern of child vulnerability, and 

persistent harm involving physical and emotional abuse and neglect. These cases differ 

in their underlying characteristics and could therefore be considered as a separate 

category of severe and persistent child cruelty. Two cases, that shared features of 

extreme neglect and physical abuse, are considered separately later in this chapter. 

3.1.2 Deliberate or overt homicide 

There were 28 cases of deliberate or overt homicide, accounting for 14% of all fatal SCR 

cases. The children in these cases spanned the entire age range from 5 months to 17 

years 9 months (median, 6 years 6 months). Forty-three percent were male, and 29% 

were non-white ethnicity. The suspected perpetrator was the biological father in 36%, 

and the mother in 36%. Eighty-five per cent of families were known to childrenôs social 

care prior to the incident, and 20% of the children were or had been on a child protection 

plan. In six cases (21%) the perpetrator was known to the child, but not a primary carer; 

these extra-familial cases will be considered separately. 

Six cases involved the death of more than one family member: either more than one 

child, or the mother along with one or more children. In 12 cases, the perpetrator took or 

attempted to take their own life. 
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In none of these cases were there any significant health, developmental or behavioural 

concerns identified in the children. The children came across as healthy, happy and well-

adjusted, often in spite of disrupted family environments. With the exception of two 

infants, these cases mostly involved older children, typically of school age, and therefore 

beyond the age of perceived vulnerability to abuse. Although only 20% of these children 

were, or had been, the subject of a child protection plan, the majority of families were 

known to social services, most notably around issues of domestic abuse, which was 

prominent in nearly all the cases, or mental health problems in one or both parents. 

In contrast to the cases of fatal physical assault, in which the perpetrator was often a 

non-biological father figure/new partner of the mother, in these cases, the perpetrator 

was usually a biological parent ï either the mother herself, or the biological father. In 

several cases, there appears to have been a trigger event, often a court case around 

residence or contact, which preceded, or was preceded by, the murder. 

While such cases are fortunately rare (around 10 cases per year in England), they are 

particularly disturbing as in these cases there often appears to have been some 

calculated premeditation and planning suggesting a clear intent to kill the child or 

children. Previous work has highlighted the distinction between male-perpetrated overt 

filicide, in which the motivation often seems to stem from domestic abuse and a desire to 

exert control or inflict revenge, and mother-perpetrated filicide where the motives appear 

more to stem from óaltruismô and an apparent desire to save their child from further 

suffering (Bourget, Grace et al, 2007). This distinction again was found in this cohort. 

3.1.3 Extra-familial child homicide 

There were six cases of child homicide perpetrated by persons known to the child, but 

not a primary carer. These were all of older children, ranging from 12 to 17 years (median 

17 years 1 month). All but one were female. The male victim was a 14 year old 

immigrant, with a troubled background, who was killed in a drug-related gang incident. 

Two of the female victims were killed by a partner or ex-partner. Their deaths carried 

similarities with many domestic homicides. Both had been victims of domestic abuse, and 

both perpetrators had histories of violent offending. Two other girls were killed by wider 

family members; both had difficult backgrounds with evidence of child abuse or neglect. 

The final case involved a 16 year old girl who was killed in a sexually-motivated attack by 

an older man whom she had met via social media. This girl had previously suffered a 

sexual assault and was known to be at risk of sexual exploitation. 

While there was some heterogeneity in these cases, all of these young people were 

known to have troubled backgrounds, with multiple known risks of harm. Most of the 

perpetrators were known as violent offenders or had previously displayed disturbing 

violent behaviours. 
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3.1.4 Covert filicide 

There were three cases of covert filicide (2% of all fatal SCR cases). In these cases there 

appeared to have been some intent to kill the child, but using less overtly violent means 

than in the cases of overt filicide, and often with some attempt to conceal the death or the 

manner of death. One child died shortly after birth as an apparent infanticide and the 

other two were aged seven months. These two children had been referred to childrenôs 

social care prior to their death, but neither was on a child protection plan. All three 

children were killed by their mothers. 

In the two older cases, the mothers both had significant mental health problems and had 

displayed signs of not coping with their own needs and their parenting responsibilities. In 

one case there was clear evidence of domestic abuse and controlling behaviour. In the 

other case, although there was no clear evidence of domestic abuse, the father had 

severe, chronic ill-health requiring full-time care by the mother, and there were some 

indications of manipulative and controlling behaviour towards the mother. 

The third case involved a teenage mother who had denied and concealed her pregnancy, 

and then suffocated her child immediately after the birth. This case was unusual in that 

there were no obvious indicators of concern around the mother or the wider family, other 

than parental separation (motherôs parents). The mother had not demonstrated any 

significant mental health problems, and, indeed, had presented as an intelligent and 

articulate young woman who was doing well at school. 

3.1.5 Extreme neglect and deprivational abuse  

There were six children who died directly as a result of extreme neglect, accounting for 

3% of all fatal SCR cases. These children ranged in age from 4 months to 7 years 3 

months. Four were male, and three were of non-white ethnicity. All six children were 

known to childrenôs social care, but only two were on a child protection plan. In one case, 

responsibility for the childôs death was placed on the father figure; in all other cases, 

responsibility rested with the mother alone or both parents. 

Four of these children died directly of the consequences of extreme neglect, either as a 

result of cardiac arrest or multi-organ failure arising from malnutrition, or, in one case, as 

a possible consequence of hypothermia. In one case, where both parents were 

implicated, extreme parental beliefs had led them to refuse appropriate medical care. In 

all of these cases, there were multiple concerns about the welfare of the children over a 

period of time, particularly with evidence of poor growth. In all cases, there was evidence 

that the family was isolated, or that this was a particularly vulnerable mother, perhaps 

through teenage pregnancy, the impact of domestic abuse, or mental health problems. 

One SCR described how the mother had become óso overwhelmed with own problems 

and needs that she was incapable of adequately caring for herself let alone any 

dependent children.ô   
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3.1.6 Severe and persistent child cruelty 

In the remaining two cases the children, aged 4 and 7 years, had died as a result of 

physical injuries on a background of severe, persistent physical and emotional abuse and 

neglect. Although in both cases there was ongoing involvement of professionals from 

multiple agencies, this did not appear to have resulted in any meaningful appraisal of the 

childrenôs vulnerability. In both of these cases, the child in question appeared to have 

been scapegoated. 

The distinct nature of these cases suggests that they should be considered separately 

either from extreme neglect per se, or from severe and fatal physical abuse, but rather as 

a new category of ósevere and persistent child crueltyô. While rare in comparison to the 

apparently impulsive assaults of younger children, these cases are extremely troubling, 

and tend to garner a lot of media attention. In these cases, the abuse inflicted on these 

children shares similarities with current understanding of most domestic abuse as óa very 

deliberate choice to hurt, damage and control the otherô (Storkey, 2015, p.83). In the 

words of Stark, such behaviour is órational, instrumental, and intentional behaviour rather 

than impulse driven or the byproduct of a dysfunctional personality or up-bringingô (Stark, 

2007, p.202).  

3.1.7 Deaths related to but not directly caused by maltreatment 

There were a total of 93 cases where a child had died of other causes (natural, external 

or self-perpetrated) but where maltreatment, while not directly causing the death, may 

have contributed to the death or was identified as being present in the background of the 

childôs life. This group therefore accounted for 47% of all fatal cases. Thirty-one of these 

cases were infants who presented as sudden unexpected deaths in infancy; and 37 were 

young people who died as a result of suicide or self-harm; the remaining 25 represented 

a mixed group of causes. 

The 31 cases of SUDI were aged 0-19 months at the time of their death (median 2 

months). 29% were boys, and 17% were from non-white ethnicity. The majority of these 

infants (81%) were known to childrenôs social care, and 27% were the subject of a child 

protection plan at the time of their death. In many of these families, long-standing issues 

of neglect and other risks, relating to the child or the siblings had been identified. Most of 

these children died while co-sleeping with a parent or in other dangerous sleeping 

arrangements, such as on a sofa, on soft bedding, or in make-shift bedding. Many of 

these families appear to have led chaotic lives, with frequent house moves, periods of 

homelessness, or inappropriate housing. Substance and alcohol misuse was common, 

as were parental mental health concerns. Some of these infants were found to have 

previously unrecognised injuries or evidence of malnutrition at autopsy (though not 

sufficient to have caused the death). 

The Office for National Statistics reported a total of 249 unexplained infant deaths in 

England and Wales in 2013, a rate of 0.36 deaths per 1,000 live births (Office for 
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National Statistics, 2015b). These deaths are typically classified by coroners as either 

sudden infant death syndrome (SIDS) or óunascertainedô. Previous epidemiological 

research has identified that these deaths share many background factors in common with 

child maltreatment, so it is perhaps not surprising that a proportion of these deaths will 

have some concerns and so result in a serious case review (Blair, Sidebotham et al, 

2006). While it is possible that some of these deaths may have been covert homicides, 

there was little in the SCR reports that we examined to suggest that this was a likely 

explanation. Much more plausible is the consideration that these were vulnerable infants, 

living in chaotic environments, within which they ended up being exposed to recognised 

SIDS risks. 

The 37 young people who died as a result of suicide or self-harm were aged 9 years 5 

months to 17 years 11 months (median 16 years 3 months). Just over half (51%) were 

boys, and 14% were from non-white ethnicities. The majority of these young people 

(84%) were known to childrenôs social care, with 12.5% being on child protection plans, 

and 25% in local authority care as looked after children. The characteristics and needs of 

this group of young people is considered in detail in Chapter 5. 

There were 25 other deaths related to but not directly caused by maltreatment. These 

included children and young people who died of natural causes, typically long-standing 

medical conditions, but in whom parental neglect may have played a part in the progress 

of their condition, or their final demise; children who died as a result of accidents or 

injuries, where neglect or lack of supervision may have played a part; and a number of 

other causes of death. The median age of these children was 28 months, ranging from 1 

month to 17 years 10 months. 64% were boys, and 17% were of non-white ethnicity. As 

with the SUDI and suicide cases, the majority (85%) of these cases were known to 

childrenôs social care, with 42% being on a child protection plan and 21% looked after. 

Within this group of cases there were six cases of methadone or heroin poisoning and 

four children who died from drowning, either in a bath (3 children) or in a garden pond. 

Other children died as a result of falls (2 children), or from furniture falling on them (1 

child). Many of the children who died of medical causes had long-standing underlying 

chronic health needs or disabilities. In some cases, the cause of death was an acute 

illness, or an acute exacerbation of their underlying illness, for which medical help had 

not been sought promptly. The older young people in this group typically had significant 

difficulties, with troubled backgrounds and often with dangerous or non-compliant 

behaviour which may have contributed to their deaths. In nearly all the cases within this 

category, there were multiple issues in the parentsô backgrounds, including drug and 

alcohol misuse, criminal behaviour, mental health problems and domestic abuse. A large 

number of the cases where the child died of a medical cause had evidence of poor 

engagement, on the part of the parents, with health and social care services. These 

issues are explored in detail in Chapter 4. 
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3.1.8 Reframing violent and child maltreatment deaths 

In our previous biennial reviews (Sidebotham, Brandon et al, 2011; Brandon, Sidebotham 

et al, 2012) we have developed a framework for categorising violent and child 

maltreatment deaths. We and others have built on and further developed this model 

(Sidebotham, Bailey et al, 2011; Sidebotham, 2013a; Brown and Tyson, 2014). In 

reviewing the fatal cases in this triennial review, the model has proved a viable 

framework for understanding the nature of these cases, and from the information 

available, we were able to categorise the majority of cases. However, our analysis has 

suggested the need for further modification, in particular, separating out those cases of 

severe, persistent child cruelty into a distinct category. This revised model is illustrated in 

Figure 13 below, along with the numbers of cases within each category. 

Figure 13: Violent and maltreatment deaths 

 

3.2 Non-fatal harm 

Of the 293 serious case reviews included in this triennial study, 96 related to non-fatal 

cases. The median age of these 96 children was two and a half years, with a range from 

new-born to 18 years. Just under half (43%) were aged under one year at the time of the 

serious injury or harm. Over half (58%) of the children were female, and 23% were of 

non-white ethnicity. The majority of the reviews (81%) related to harm within the family 

context, the other fifth to harm in the wider community, and from people not in the 

immediate family circle.  
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Twenty-nine of the children were, or had been, on a child protection plan (30% of the 96) 

and, where childrenôs social care involvement was known from the available final reports, 

42% were open cases prior to the incident, 31% had been closed, 10% had been 

referred but not reached the level for opening, and 17% had never been known.  

The non-fatal cases were categorised according to the classification system used in our 

previous biennial analyses (Brandon et al, 2010, 2012). A new category has been added 

to capture the cases of child sexual exploitation (CSE), which have been a relatively new 

area of concern in serious case reviews (Table 21), although there were two cases 

involving CSE, where young women in care went missing, in our first biennial review of 

cases from 2003-05. 

Table 21: Categories of serious harm in non-fatal cases 

 

Each category is explored in turn, relying on data from the CPD notification for all cases, 

and on final reports, where available, for details of childrenôs social care involvement and 

the likely perpetrator of the harm. 

3.2.1 Non-fatal physical harm  

There were 50 cases of non-fatal physical abuse, accounting for 52% of non-fatal cases. 

The ages of these children ranged from new-born to 17 and a half years (median 3 

months) at the time of their injury; three quarters (74%) were aged under one year. Half 

of the children were boys and 21% were non-white ethnicity. All the incidents took place 

within a family context. 

 Number of 

incidents      

2007-09    

(n=116) 

Number of 

incidents    

2009-11    

(n=60) 

Number of 

incidents    

2011-14    

(n=96) 

 Non-fatal physical assault  66 (57%) 31 (52%) 50 (52%) 

  Neglect 14 (12%) 6 (10%) 14 (15%) 

  Sexual abuse intra-familial 8 (7%) 6 (10%) 13 (14%) 

 Sexual abuse extra-familial   12 (10%) 6 (10%) 5 (5%) 

 Sexual exploitation    5 (5%) 

 Risk-taking / violent 

behaviour by YP 

9 (8%) 8 (13%) 8 (8%) 

 Other / not known 7 (6%) 3 (5%) 1 (1%) 

 



63 
 

Of the 50 children in these serious cases reviews, six had a current child protection plan 

at the time of the assault, and five had had a plan in the past; the majority (39) had never 

had a plan. In the sub-set of 27 reviews, where the final reports were available, 20 of the 

children (74%) were known to childrenôs social care. Of these, 11 (41%) were open 

cases, six (22%) were closed cases, and three (11%) had not reached the level for 

opening when referred. The other seven children had never been referred to CSC. 

From the sub-set of final reports relating to non-fatal physical assault it appeared that the 

perpetrator was the mother (37% of the cases), the father (22%), motherôs partner (7%), 

or both parents (19% of cases), with 15% of reports being unclear as to the source of 

harm to the child.   

There was evidence in the final reports that domestic abuse was a characteristic in half 

(50%) of the families. Physical assaults often occur in a context of chronic, neglectful 

care, and in these fifty serious case reviews (where a serious physical assault was the 

main focus) there was evidence of neglect in 43% of the cases. It is important to 

remember that for many children and young people multiple types of abuse may co-exist. 

3.2.2 Neglect 

Neglect was given as the primary incident cause in 14 non-fatal serious case reviews. 

The median age of these 14 children was six years, with a range in age from new-born 

(no medical assistance at birth at home, and the baby testing positive for heroin) to 17 

years of age. Nine of the 14 children (60%) were boys, and all incidents took place within 

a family context. 

Two of the children were on a CP plan at the time of the incident, and a further four had 

been in the past. For eight children where information on their childrenôs social care 

history could be determined from the final report, seven (87%) were known to childrenôs 

social care; two being open cases and five being closed cases. In the case of the eighth 

child, a sibling was in receipt of a service from childrenôs social care. 

However the extent of neglect is likely to be underestimated by looking solely at the 

notified primary cause of harm. Instead, a detailed examination of all non-fatal final 

reports found evidence that neglect was apparent in the lives of nearly two thirds (62%) 

of the children and young people. This was evidenced by there being a child protection 

plan under the category of neglect; neglect being given as the primary category of the 

incident or a case characteristic on the notification form; or neglect being discussed in the 

final report as an important, and often long-standing feature of the childôs life. Similar 

findings regarding the extent of neglect in previous biennial reviews were discussed in 

section 2.4.4 above. 

Neglect may have been apparent to professionals often through a combination of poor 

growth, non-attendance at health appointments, including routine surveillance, or poor 

school attendance. Further issues identified in some of the reports included children 












































































































































































































































































































































































































































