Haringey Counci NOTICE OF MEETING

Children's Safeguarding Policy and Practice
Advisory Committee

THURSDAY, 28TH JULY, 2011 at 19:30 HRS - CIVIC CENTRE, HIGH ROAD, WOOD
GREEN, N22 8LE.

MEMBERS: Councillors Amin, Corrick, Davies, Hare, Rice and Stewart

AGENDA

1.  APOLOGIES FOR ABSENCE
2. URGENT BUSINESS

The Chair will consider the admission of late items of urgent business. Late items will
be considered under the agenda item they appear. New items will be dealt with at
Item 11 below.

3. DECLARATIONS OF INTEREST

A member with a personal interest in a matter who attends a meeting of the authority
at which the matter is being considered must disclose to that meeting the existence
and nature of that interest at the commencement of the consideration, or when the
interest becomes apparent.

A member with a personal interest in a matter also has a prejudicial interest in that
matter if the interest is one which a member of the public with knowledge of the
relevant facts would reasonably regard as so significant that it is likely to prejudice the
member’ judgement of the public interest.

4, MINUTES (PAGES 1 - 6)



10.

11.

To consider the minutes of the meeting held on 11™ April 2011.

MATTERS ARISING
THE MUNRO REVIEW OF CHILD PROTECTION (PAGES 7 -12)

Members of the Committee to consider a summary of the Munro Review into Child
Protection from the Independent Member.

AUDIT PLAN 2011- 2012 (PAGES 13 - 14)

The Committee to consider proposals from the Independent Member on topics and
areas for audit in the coming year.

OFSTED INSPECTION MILESTONE REPORT (PAGES 15 - 26)
The report sets out the key areas for activity to continue the work of improving the

quality of our services in respect of Safeguarding and Children in care. The report
sets out the key tasks and ‘milestone’ reports on progress.

EXECUTIVE SUMMARY OF SERIOUS CASE REVIEW ON FAMILY Q (PAGES 27
-42)

The Committee to discuss the findings of a published Serious Case Review.
EXCLUSION OF THE PRESS AND PUBLIC

That the press and public be excluded from the meeting for consideration of items12-
15 as they contain exempt information as defined in Section 100a of the Local
Government Act 1972 (as amended by Section 12A of the Local Government Act
1985): paras 1 & 2: namely information relating to any individual, and information
likely to reveal the identity of an individual.

To consider any required exempt items of business.
ANY OTHER BUSINESS

Date of next meeting :

e 13 September 2011 7.30pm

« Joint meeting with Corporate Parenting on 11" October 2011

David McNulty Ayshe Simsek



Head of Local Democracy and Member Services  Principal Committee Co-ordinator

5™ Floor Tel: 0208 489 2929

River Park House Fax: 0208 489 2660

225 High Road Email: ayshe.simsek@haringey.gov.uk
Wood Green

London N22 8HQ
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MINUTES OF THE CHILDREN'S SAFEGUARDING POLICY AND™ PRACTICE ADVISORY
COMMITTEE
MONDAY, 11 APRIL 2011

Present: Councillor Rice (Chair), Councillor Amin, Hilary Corrick, Councillor
Davies, Councillor Hare, Councillor Strickland.

In Xanthe Barker, Sylvia Chew, Marion Wheeler.

Attendance:

MINUTE ACTION
NO. SUBJECT/DECISION BY

CSPAP | APOLOGIES FOR ABSENCE
Co1

Apologies for absence were received from the following:

Councillor Stuart McNamara - Councillor Alan Strickland substituted

CSPAC | URGENT BUSINESS
C02

There were no items of Urgent Business.

CSPAC | DECLARATIONS OF INTEREST
03

There were no declarations of interest.

CSPAC | MINUTES
04

RESOLVED:

That the minutes of the meetings held on the following dates be
confirmed as a correct record:

» 24 January 2011
» 17 March 2011 (Joint meeting with the Corporate Parenting
Committee)

CSPAC | OFSTED INSPECTION REPORT
05

The Committee received, for information, the Ofsted report conducted
into safeguarding and Looked After Children (LAC) during 10 to 21
January 2011.

The report reflected the progress that had been made since November
2008 with an overall assessment of ‘adequate’ with the capacity for
improvement being assessed as ‘good’ being awarded. This was




Page 2

MINUTES OF THE CHILDREN'S SAFEGUARDING POLICY AND PRACTICE ADVISORY
COMMITTEE
MONDAY, 11 APRIL 2011

considered to be a significant milestone for the service which would
continue to be built upon.

The Committee discussed the areas for improvement identified in the
report and an update was provided as to how these were being
addressed. It was noted that the Corporate Parenting Committee would
monitor progress with respect to the recommendation that LAC who
went missing should have the opportunity to meet with a suitably
designated independent person upon their return.

There was discussion around how children and young people who went
missing, who were not in the care of the Local Authority, were monitored
and it was requested that officers should determine where and how this
function was carried out. In response to a suggestion that all children
should have the opportunity to discuss the reasons for their
disappearance with an independent person the Committee was advised
that although this would be desirable the Local Authority was dependent
on the information that it received from other organisations with regard to
this. Consequently it may not be possible to maintain a consistent
approach.

The Committee was advised that one of the causes of children going
missing from home was to due to grooming and it was noted that this
could affect any child regardless of their background.

The Committee discussed the recommendation around the monitoring
and extended use of personal education plans for LAC and it was noted
that this would be monitored by the Corporate Parenting Committee.
There was agreement that the educational attainment of LAC should be
a key area of focus.

In response to a query as to how the recommendation made with
respect to quality control and assurance would be affected by budget
cuts and what preparation was being made for this, the Committee was
advised that a multi agency scorecard was being developed at present ,
which would be in place by May. In addition officers were working with
the Local Safeguarding Children’s Board (LSBC) to form an outcomes
based quality assurance framework and a sub group had been formed to
monitor progress with respect to this.

There was agreement that that the Committee should receive a report on
this at a future meeting.

In response to a query as to the level of work that would need to be
undertaken in order for the service to achieve an assessment of ‘good’
the Committee was advised that at least another year would be required
for services to be developed to a point that might attract this kind of
assessment. It was noted that an assessment of ‘adequate’ was a
milestone for the Borough at this point and that it had not been
anticipated that an assessment of ‘good’ would been given for the overall
rating.
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MINUTES OF THE CHILDREN'S SAFEGUARDING POLICY AND PRACTICE ADVISORY

COMMITTEE

MONDAY, 11 APRIL 2011

In terms of the national picture an assessment of ‘adequate’ placed
Haringey very much in the average category. It was noted that there
were an increasing number of Local Authorities being assessed as
‘inadequate’.

In terms of the recommendation made with respect to reducing the level
of non attendance at child protection review medicals and the monitoring
of this, the Committee was advised that there were instances where
information was not passed between NHS and Local Authority. The
recommendation recognised that this exchange of information was
essential and it was noted that mechanisms were being established to
systemise this.

The Committee was advised that the recommendations set out in the
report would be picked up within the Safeguarding and Looked After
Children’s Plan (which was originally called the Joint Area Review (JAR)
Plan). An improvement plan would also be compiled and submitted to
Ofsted setting out how the improvement areas identified would be
addressed.

During discussion with colleagues from health it had become apparent
that a list of children considered to be ‘of concern’ was kept and this was
now being shared with the Local Authority. Further work would be
undertaken to develop information sharing between nurses caring for
children that were subject to Child Protection Plans and social workers.

In response to a query as to how effectively the Local Authority and
health worked together the Committee was advised that joint working
had improved significantly since 2008. This relationship had been
strengthened further by the establishment of the joint Public Health team
and their locating to River Park House.

There was a general consensus that it would be useful if a
representative from health attended a future meeting to gain an insight
into their perspective on safeguarding and the relationship with the Local
Authority.

The Chair thanked officers for their work with respect to the Ofsted
inspection and the progress made in order achieve the assessment
awarded.

RESOLVED:
i.  That the report be noted.

ii. That a representative from health should be invited to attended a
future meeting as discussed above.

Marion
Wheeler /
Clerk

CSPAC
06

AUDIT EXERCISE
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MINUTES OF THE CHILDREN'S SAFEGUARDING POLICY AND PRACTICE ADVISORY

COMMITTEE

MONDAY, 11 APRIL 2011

The Committee discussed potential areas for audit to be undertaken
over the next year.

It was noted that the next meeting was being held after the beginning of
the new Municipal Year. Given the likelihood that new members were
would be appointed to the Committee, it was suggested that this should
be used as an opportunity to ‘familiarise’ new members with its role.

There was agreement that the proposed date of 31 May for the next
meeting was too soon and there was agreement that this should be
moved to June/July.

The Committee discussed potential areas for audit and the following
were suggested:

» Children who went missing from home (not LAC) and the
notifications from the Police regarding domestic violence

» Children that were part of homeless families and how long they
lived in temporary accommodation and what measures could be
taken to address this

» Children placed in the Borough by other Local Authorities

There was agreement that at the next meeting the Committee should
finalise the areas for audit over the forthcoming year.

RESOLVED:

i.  That the Committee should finalise the areas for audit over the
forthcoming year at its first meeting of the new municipal year.

i.  That the meeting date scheduled for 31 May should be moved to
June/July.

Clerk

Clerk

CSPAC
07

A VERBAL UPDATE ON THE POSITION OF CHILDREN'S TRUSTS
AND SHADOW HEALTH WELLBEING BOARD

The Committee was provide with an verbal update with respect to the
establishment of the new shadow Health and Wellbeing Board (sHWB)
and the position with respect to the Children’s Trust.

It was noted that the Board was being operated in shadow form for a
year until it became a statutory requirement in April 2012. During this
period the Children’s Trust would also continue to operate in its present
form.

The position with respect to relationship between the bodies would be
reviewed in a years time.

RESOLVED:

That the verbal update be noted.
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MINUTES OF THE CHILDREN'S SAFEGUARDING POLICY AND PRACTICE ADVISORY

COMMITTEE

MONDAY, 11 APRIL 2011

CSPAC | EXEMPT ITEMS OF BUSINESS

08
RESOLVED:
That the press and public be excluded from the meeting for
consideration of the following item as it contained exempt information as
defined in Section 100a of the Local Government Act 1972 (as amended
by Section 12A of the Local Government Act 1985): paragraphs 1 and 2:
namely information relating to any individual, and information likely to
reveal the identity of an individual.

CSPAC | CHILD PROTECTION INVESTIGATIONS

09

The Committee considered a report that provided an overview of Child
Protection cases that had been audited between November 2010 and
March 2011.

The following key issues had arisen:

» Joint working — police timetables, delays in referral by schools

» Drift and lack of urgency when children appeared to be in no
immediate danger

» Pressure on conferencing service

» Timescales

An update was provided with respect to the cases outlined in the report.
It was accepted that ‘drift had occurred in some cases and the
Committee was advised that this was being addressed with individual
managers where appropriate.

It was noted that delays had been caused when social workers had
waited pending a decision from the Crown Prosecution Service. There
was agreement that officers should liaise with the Police in order to
agree a protocol that would ensure that communication with regard to
cases where legal action was pending was maintained.

There was agreement that the Committee should receive a report
providing an overview of how the cases undertaken during the period
between November 2010 and March 2011, where there had been
referrals between the Police, health and the Local Authority had
progressed and a timeline of key events.

RESOLVED:

i.  That the report be noted.

i.  That the Committee should receive a report providing an overview
of cases between November 2010 and March 2011, where there
had been referrals between the Police, health and the Local
Authority and how these had progressed.

Marion
Wheeler/
Sylvia
Chew
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MINUTES OF THE CHILDREN'S SAFEGUARDING POLICY AND PRACTICE ADVISORY
COMMITTEE
MONDAY, 11 APRIL 2011

CSPAC | ANY OTHER BUSINESS
10

There were no items of AOB.

The meeting closed at 8.50pm.

COUNCILLOR REG RICE
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Haringey
Briefing for: Children’s Item number
Safeguarding  Policy
and Practice Advisory
Committee
Title: The Munro Review of Child Protection: Final Report

A child-centred system

Hilary Corrick, Independent Member
Lead Officer:

Date: 28th July 2011

1. Introduction

Professor Eileen Munro was commissioned by the Coalition Government to
undertake a review of child protection in this country and make
recommendations as to how the system could be improved. Members will
find attached to this report a briefing paper which summarises Professor
Munro’s final report.

2. Background information

The report was commissioned in the light of publicity surrounding a number
of child deaths, and professional concern about working within a very
prescriptive culture, leaving little room for professional judgment.

3. Members will note

the recommendations of the report and the increased freedom it advises for

local accountability and performance management. Members will no doubt
wish ensure new local systems are robust and child focussed.

Page 1 of 1
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Briefing Paper
The Munro Review of Child Protection: Final Report
A child-centred system

This is the final report of a review commissioned by the Government in
June 2010. The report proposes changes to the current child protection
system which are intended to create the conditions in which professionals
can focus on the safety and welfare of children and their families and
make the best professional judgments about the help they need.

The first report (Part One: A Systems Analysis)described how the
current system had evolved, shaped by key driving forces:
e The importance of children and young people’s safety and
welfare to society as a whole;
e The uncertainty inherent in the work;
e Hindsight bias, which focuses on professional error rather than
its causes; and
e The performance management culture which focuses on process
and targets rather than outcomes for children and families.
That report sought to analyse why previous reforms had failed to achieve
their goals, and concluded that these driving forces had produced a
defensive system emphasising procedures and recording at the cost of
developing the skills needed to work effectively with families.

The second report (Part Two: The Child's Journey)looked at how the
system could be reformed to keep a focus on the child’s experiences from
needing help to receiving it.

This final report's recommendations are based on the following key
principles of a good child protection system:

e System should be child focused - this means talking to children
and young people and their families.

e The family is usually the best place to bring up children -
sometimes difficult judgments have to be made about the right
to protection from abuse and the right to be with the family.

o Helping children and families involves working with them - the
quality of the relationships between the child, the family and
professionals has a direct impact on the effectiveness of help.

e Early help is better for children;

e Children's needs and circumstances are varied so the system
should be flexible and offer variety;
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Good professional practice is informed by knowledge of the
latest theory and research;

Uncertainty and risk are features of the work - risk
management can only reduce risks not eliminate them;

The measure of success of child protection systems is
whether children receive effective help.

The review proposes the following areas for reform:
Valuing professional expertise by

Removing barriers to professional judgment. This means a radical
reduction in regulatory prescription - timescales, paperwork,
inspection, performance indicators - to a focus on principles that
underpin good practice

Move away from standardised services to professional
judgement and local partnerships

Move away from a compliance culture fo a learning culture with
more freedom to use professional expertise and skills.

Clarifying accountabilities and creating a learning system by

Removing the statutory requirement for Children's Trust Boards,
possibly replacing its function with the new health and wellbeing
boards which allow for local variability;

LSCBs should maintain their scrutiny function and encourage
multi-agency training;

The discrete role of the DCS and Lead Member should be
protected

SCRs should be based on a systems learning methodology rather
than a scrutiny model; reports should not be evaluated by
Ofsted.

Sharing responsibility for the provision of early help because

Preventative services do more to reduce abuse and neglect than
reactive services;

Prevention improves children’s life chances as well as reducing
abuse and neglect;

Early help minimises adverse experiences, and damage done is
hard to reverse; it's cost effective compared to the cost of
later more serious problems;

Coordinated services maximise efficiency, and can identify
children who need services from children’s social care at an
earlier stage.
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Developing social work expertise because good practice is not
sufficiently widespread. Social workers need formal training and high
intelligence o achieve the level of critical reasoning needed to make
sound judgments and decisions about complex family situations. The
professional skill of developing relationships which facilitate change has
been gradually replaced by a focus on collecting information and making
plans - the "rational-technical approach”. The requisite expertise for
children and family social work is based on 1. Relationship skills;

2. Intuitive understanding and emotional responses; and

3. Using evidence, both from assessment and analysis,
information received, and research.
The Social Work Reform Board (SWRB) is developing a Professional
Capabilities Framework which will set out what is required in terms of a
social worker's knowledge, skills and capacity, which this review considers
must include a sound knowledge base, the ability to undertake critical
reflection and analysis, and skills in intervention.

The organisational context: supporting effective social work practice
The ability of social workers to provide effective protection and support
fro children is significantly dependent on how secure and contained they
feel by the organisation. The review considers that organisations should
review the way that children's social work services are delivered locally.
The Reclaiming Social Work model of Hackney is described as a case
study. There is a need for career pathways that keep good practitioners
in front-line practice. There should be a Chief Social Worker nationally to
advise the Government on social work practice. There is a need to develop
a more positive image for social workers.

Implementation of the proposals within the report will come about
through the following recommendations:

1. The Government should revise both the statutory guidance,
Working Together to Safeguard Childrenand The Framework for
the Assessment of Children in Need and their Families and their
associated policies.

2. The inspection framework should examine the effectiveness of the
contributions of all local services, including health, education,
police, probation, and the justice system fo the protection of
children.

3. The new inspection framework should examine the child's journey
from needing to receiving help, explore how the..experiences of
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children ...inform and shape the provision of services, and look at
the effectiveness of the help provided.

4. Local authorities and their partners should use a combination of
nationally collected and locally published performance information
to help benchmark performance, facilitate improvement and
promote accountability.

5. The existing statutory requirement for LSCBs to publish an annual
report... should be amended to require its submission to the Chief
Executive, Leader of the Council, ...local Police and Crime
Commissioner and the Chair of the health and wellbeing board.

6. ..Working Together..should be amended to state that ... LSCBs
should...assess the effectiveness of help provided to children and
families, including early help services and the effectiveness of
multi-agency training...

7. Local authorities should give due consideration to protecting the
discrete roles and responsibilities of a DCS and Lead Member ...
before allocating additional responsibilities to the roles....

8. . The Government should work collaboratively with (health
organisations) and others to research the impact of health
reorganisation on effective partnership arrangements and the
ability to provide effective help for children.

9. The Government should require LSCBs to use systems methodology
when undertaking SCRs...

10. The Government should place a duty on local authorities and
statutory partners to secure the sufficient provision of local early
help services for children and their families.

11. The SWRB's Professional Capabilities Framework should
incorporate capabilities necessary for children and family social
work...

12. Employers and higher education institutions should work together
so that social work students are prepared for the challenges of
child protection work.

13. Local authorities and their partners should ...review and redesign
the ways in which child and family social work is delivered...

14. Local authorities should designate a Principal Child and Family
Social Worker, who is a senior manager with lead responsibility for
practice..and still actively involved in frontline practice...

15. A Chief Social Worker should be created in Government...

Hilary Corrick
Independent Member
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Haringey
Briefing for: Children’s Safeguarding Policy and Performance
Advisory Committee
Title: AUDIT PLAN 2011 - 2012
Lead Officer: Hilary Corrick, Independent Member
Date: 28th July 2011

1. Background information
The Children’s Safeguarding Policy and Performance Advisory
Committee has undertaken a number of audits of safeguarding practice
since the Committee began. These have been useful in highlighting
practice issues both for Members and for officers, and have resulted in
changes to practice, particularly to improve communication with service
users and other agencies.

Now that the Committee has been reconstituted on a more formal and
permanent basis, it seems important to establish an audit plan for the
coming Committee year.

2. The Audit Plan
Meeting date: Proposed audit:
September 13th All referrals from a week in July chosen at
random by the Chair

November 3rd Domestic Violence

December 12th Update on cases referred in the July week
January 26th Children subject to CP plans

March 13th To be agreed.

Page 1 of 2
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The September meeting will hopefully also have the benefit of a report on
an overview of the safeguarding planning and monitoring framework in
Haringey, as well as The Chair and Manager of the Local Safeguarding
Board to discuss the role of the LSCB and how the various safeguarding
groups fit together.

In September members could consider whether they would like the
Domestic Violence audit to focus on under 2 year olds living in
households where domestic violence is a feature.

There have been a number of other suggestions for audit — children
subject to child protection or children in need plans who move into the
Borough; an overview of cases referred by health and the police; disabled
children subject to Section 47 enquiries; cases of long term neglect. A
decision could be made as to whether the Committee wished to look in
detail at one of these areas in March 2012.

Page 2 of 2
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Haringey

Briefing for: CSPPAC Item number

Title: Safeguarding and Looked After OFSTED inspection
milestone report — June 2011

Lead Officer: Marion Wheeler
Assistant Director Safeguarding
marion.wheeler@haringey.gov.uk
0208 489 1912

Date: 28 July 2011

1. Issue under consideration

This report sets out the key areas for activity to continue the work of
improving the quality of our services in respect of Safeguarding and
Children in care. The report sets out the key tasks and ‘milestone’ reports
on progress.

2. Background information

Not applicable

3. Options for consideration

For information and consideration by members.

4. Comments from the Chief Financial Officer

Not applicable

5. Comments from the Chief Legal Officer

Page 1 of 2
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Not applicable
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Haringey

Briefing for: CSPPAC Item number

Title: Executive summary and key findings of Serious Case
Review concerning family Q

Lead Officer: Marion Wheeler
Assistant Director Safeguarding
marion.wheeler@haringey.gov.uk
0208 489 1912
July 11 th 2011

Date:

1. Issue under consideration

Following a domestic violence homicide in December 2009, the Serious
Case Review sub committee of the Local Safeguarding Children Board
undertook a serious case review ( Chapter 8 Working Together to
Safeguard Children 2010). The Review is now completed, has been
evaluated by OFSTED ( rated ‘outstanding’ ) and the executive summary
is now published

2. Background information

Not applicable

3. Options for consideration

For information and consideration by members, Executive Summary of the
Serious Case Review undertaken in respect of Family Q. A series of
summary issue and learning points from the review.

Page 1 of 2
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Haringey

4. Comments from the Chief Financial Officer

Not applicable

5. Comments from the Chief Legal Officer

Not applicable
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Page 29

London Borough of Haringey Serious Case Review
Family Q

HARINGEY LOCAL SAFEGUARDING CHILDREN BOARD

SERIOUS CASE REVIEW
Executive Summary

Family Q

Date of trigger incident — 31.12.09

Author Brian Boxall BDB Consultancy Ltd

SCR Executive Summary 20/11/10
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London Borough of Haringey Serious Case Review
Family Q

EXECUTIVE SUMMARY
INTRODUCTION
Circumstances leading to the review

In December 2009, police were called to an address in Haringey. There they found the
body of a woman. A police investigation commenced which led to her husband being
arrested and subsequently charged with her manslaughter. Present at the time of the
assault were their four young children.

There was a long history of domestic violence between the children’s mother and
father. Both had been involved with a number of agencies, including criminal justice
organisations, over the preceding years.

Chapter 8 of ‘Working Together 2010’ sets out the circumstances in which a Local
Safeguarding Children Board (LSCB) should consider undertaking a Serious Case
Review. They include when:

e a child sustains a potentially life-threatening injury or serious and permanent
impairment of physical and/or mental health and development through abuse or
neglect; or

e achild has been seriously harmed as a result of being subjected to sexual abuse;
or

e a parent has been murdered and a domestic homicide review is being initiated
under the Domestic Violence Act 2004.; or

e a child has been seriously harmed following a violent assault perpetrated by
another child or adult:

and the case gives rise to concerns about the way in which local professionals and
services worked together to safeguard and promote the welfare of children. This
includes interagency and/or inter disciplinary working.

The purpose of a Serious Case Review is to:

e establish what lessons are to be learnt from the case about the way in which local
professionals and organisations work individually and together to safeguard and
promote the welfare of children;

o identify what those lessons are both within and between agencies, how and within
what time scales they will be acted upon, and what is expected to change as a
result; and

e improve intra-and inter agency working and better safeguard and promote the
welfare of children

The death of the children’s mother led to the instigation of a domestic homicide review
by the Metropolitan Police. Upon examination of the information presented the
Independent Chair of Haringey Local Safeguarding Children Board (LSCB) agreed
that a serious case review would be undertaken. Ofsted were informed that the
Haringey LSCB would seek to engage Haringey Safeguarding Adults’ Board in the
process in order to maximise learning across children’s and adults’ staff groups.
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THE SERIOUS CASE REVIEW PROCESS

Haringey LSCB set up a Review Panel to oversee the process of the review in
February 2010. Graham Badman, Independent Chair of the LSCB, undertook the role
of chair. An independent author, Brian Boxall, was appointed to write the Overview
Report. The Panel met seven times between April and November 2010, when the
final review was signed off by the LSCB. It included a specialist advisor on Domestic
Violence. A three month extension was granted to the statutory six month timescale
for completion of the review, in order that family members could be enabled to
contribute.

The Serious Case Review Sub Group agreed the Terms of Reference for this review:

1.

2.

10.

11.

12.

13.

Each agency was asked to produce a chronology of their involvement with any
member of the family during the specified period and to consider the following:
Were there any issues in communication, information sharing or service delivery
between services?

Was the work in this case consistent with each organisation’s and the LSCB’s
policy and procedures for safeguarding and promoting the welfare of children, and
with wider professional standards?

What were the key relevant points/opportunities for assessment and decision
making and effective intervention in this case in relation to the children and family?
What was the quality and timeliness of decision making and do assessments and
decisions appear to have been reached in an informed and professional way?
What was the quality of multi-agency risk assessments?

What did each agency know about the history of each of the parents? Consider
whether both the mother’s and father’'s experiences in the light of their childhood
and previous relationships was appropriately identified, acted upon and has any
relevance.

Was the impact of domestic violence on each of the children recognised, and was
appropriate action taken to respond to the needs of the children in the light of what
was known by the agency about domestic violence that was occurring in the
household? Did each agency have systematic processes in place to ensure
compliance with statutory responsibilities to safeguard children in the context of
domestic violence, including appropriately targeted training?

What training has been provided in adult-focussed services to ensure that, when
the focus is on meeting the needs of an adult, this is done so as to safeguard and
promote the welfare of children?

Were practitioners aware of “what it was like to actually be that child”; sensitive to
the needs of the children in their work; and knowledgeable both about potential
indicators of abuse or neglect and what to do if they had concerns about a child’s
welfare?

Did the agency contribute to the Multi Agency Risk Assessment Conference
(MARAC) process in relation to this case? What was the impact of the MARAC
process in responding to the needs of this family?

Did actions accord with assessments and decisions made? Were opportunities for
effective intervention, such as s.47 investigations, taken? Were appropriate
services offered/provided and/or relevant enquiries made, in light of assessment?
Did practice since October 2009 show the impact of any lessons learned from
Haringey’s 2009 Serious Case Reviews?

Was practice sensitive to the racial, cultural, linguistic and religious identity and
any issues of disability of the child and family, and were they explored and
recorded?

Was there sufficient management accountability for decision making? What was
the quality of supervision? Were senior managers or other organisations and
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professionals involved at points in the case where they should have been?
14. Evaluate the impact of any organisational change over the period covered by the
review and establish the capacity of front-line services for effective response.

The scope of the review was agreed as 1 January 2005 to 1% January 2010 to reflect
the period during which there was clear escalation in incidence of domestic violence.
Authors were also asked to highlight events that occurred prior to 2005 if they
considered them to be relevant.

Individual Management Reviews (IMRs) were initially requested from:

e LA Children & Young People’s Service;

Metropolitan Police;

General Practice;

Children’s Community Health Service managed by Great Ormond Street Hospital
for Children NHS Trust,

Whittington Hospital NHS Trust;

Barnet Enfield and Haringey Mental Health Services;

Schools & Early Years settings;

London Probation Trust;

HM Prison Pentonville;

Epic Trust-HARTS service;

LA Housing Service (including Hearthstone & Homes for Haringey);

A Health Overview IMR was produced to synthesise the findings of the five IMRs from
health agencies and evaluate the practice of all involved health professionals . A
further IMR was subsequently provided by Pentonville Prison Healthcare. Enfield
Local Safeguarding Children Board also supplied a report. Recommendations for
further action identified in IMRs are being addressed by all agencies. The authors of
the IMRs were appropriately independent as they had not been involved with the
family at any time.

This executive summary highlights the key issues identified by the serious case review
and areas for further learning across the partnership.

Parallel Processes

The Metropolitan Police undertook a Domestic Violence Homicide Review. The review
was made available to the Serious Case Review Panel. A criminal prosecution was
also undertaken and concluded during the review process.

Family Involvement

Members of the family agreed to be interviewed as part of the serious case review.
Their contribution was invaluable as it ensured increased understanding from the
family’s perspective.

SUMMARY OF AGENCY INVOLVEMENT
Family Background and history prior to 2005

Mother

There is very little known about her background before 2005 other than she had lived
locally all her life. Prior to meeting father she had a daughter who was born in 1989.
Mother was white British with no recorded disabilities.
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Father

Father is also white British. He has stated that from the age of two years until the age
of 18 he was in the care of a Local Authority. During this time he reported that he was
in 23 care placements. He was previously married and had a daughter from this
marriage. He stated that he had a further two relationships prior to meeting mother;
both relationships produced children.

Between 1988 and 1995 father had 13 recorded presentations to Mental Health
Services and three admissions for alcohol detoxification and/ or treatment of his
mental health disorder. He had a diagnosis of alcoholism and personality disorder. He
never registered with a GP.

Contextual Information pre-Review Period 2005-2009

It is not clear when mother and father first met, but there is evidence from police and
health records that mother had been subject to violence at the hands of father for at
least 10 years before 2005.

Twice in January 2004, mother attended the local police station and alleged that father
had punched and throttled her until she passed out. Father was arrested and charged.
Mother subsequently withdrew the allegations.

Two children were born in this period, in 2001 and 2003.

Review Period 2005 - 2009

During 2005, police attended the home address on multiple occasions resulting in
father being arrested three times. On a number of these occasions it was mother’s
eldest daughter who contacted the police. She was nearly 15 years old at the time.

Between 2005 and 2009, there were a total of 14 referrals/notifications to children’s
social care, 13 of which were notifications from the police. On only four occasions was
the completion of an Initial Assessment considered and only two of these
assessments were completed.

One of the police notifications was very detailed. It listed the number of incidences of
domestic violence since 2003 and specified concern that the children were present.
However the level of risk was identified as low and ‘no further action’ was taken.

In 2008, mother attended her local GP. She disclosed that her partner had assaulted
her. She had cuts and bruises to her head. She said that the children had been
present at the time. She stated that it had also happened many times in the past. She
stated that the police were involved. The GP did not send a referral to the Children
and Young People’s Service, assuming that the police would have done so.

In early 2009, father pleaded guilty to assault on mother. He was sentenced to 48
weeks imprisonment suspended for two years. He was required to take partin a
Probation-run Integrated Domestic Abuse Programme (IDAP).

Mother attended a specialist domestic violence service having been referred by the
police. She was assessed as “high risk”, against the domestic violence Multi Agency
Risk Assessment Conference (MARAC) checklist. The specialist domestic violence
service contacted Housing Services. They informed them that mother had requested a
management transfer. They also made a referral to Children and Young People’s
Service. This good practice was supportive of mother. The case was referred by the
Independent Domestic Violence Advisor (IDVA), to the MARAC.
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In March 2009, father attended court but the case was discontinued as the case
papers could not be located. Father was released from custody. Police were not made
aware of this until three weeks later. The officer in the case contacted the Crown
Prosecution Service and convinced them that the case should be reinstated. A
summons was issued.

Father appeared at court in April, for breach and a further alcohol treatment order was
added to his suspended sentence order. He was remanded in custody until July 2009.

Mother was discussed in three successive MARAC meetings. In June 2009 a Child
Protection Advisor attending the MARAC sent an e-mail to Children and Young
People’s Service staff and management suggesting that there were child protection
concerns that should be acted upon. There is no evidence that any individual
responded to these concerns. This was the first time the potential effects of domestic
violence on the children had been highlighted.

The case was closed to MARAC in July 2009 because father was still in custody at
that time. It was never referred back upon his release.

In the same month the Probation Service produced a pre-sentence report. They were
unable to offer any alternative other than custody with a recommendation that whilst in
custody father should address his alcohol problems and a psychiatric assessment
should be completed. Despite this, the probation risk assessment was ‘medium’.

Father was sentenced to 52 weeks imprisonment with 105 days on remand to count
toward the sentence. The court recorded this wrongly as 26 weeks. The prison
calculated father’s sentence based on the inaccurate information and concluded that
he was due for release the following day. He was released at the beginning of August.

A letter from the Court Clerk pointed out the error in the initial warrant. The amended
warrant indicated a sentence of 52 weeks. A sentence of 52 weeks equals 364 days —
or just less than one year. There was as a consequence no requirement for the
Probation Service to be involved following his release. Father was duly re-arrested
and returned to prison to complete his sentence.

Whilst in prison he was subject to intervention by the prison health care service. He
was at one stage diagnosed as having a borderline personality disorder. At no stage
was any agency informed.

Mother resumed contact with father while in prison. At the same time any meaningful
contact with agencies that had been supporting her came to an end.

Father was released in October 2009. He was not subject to any licence conditions or
supervision. A month later he self-presented to a hospital Emergency Reception
Centre when drunk and abusive, but left before there could be any intervention. No
other services were informed.

One month after this Mother was taken to hospital having been found apparently
lifeless at her home address. She was pronounced dead on arrival at the hospital.
CONCLUSIONS/LESSONS LEARNED

This serious case review has been complex and far reaching. It has not only examined
the actions of child-focused agencies but it has also had to consider the impact of
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adult-focused services, including the criminal justice process, the prison and mental
health services, both in the community and within the prison. The impact that these
services had on father is inextricably linked to the risk posed to the children in this
family. The review has identified a number of issues from which lessons can and must
be learned.

Assessment of Family History

It is evident that most agencies knew little about either of the parent’s childhood or
early adult background. The only agencies who did become aware of father's
background, and who gained some insight as to how this may have affected him, were
the Mental Health and Probation Services. Unfortunately they did not share this insight
with any other agency. The Mental Health Service - both the generic service and the
prison mental healthcare service - failed to consider the children within the family
when assessing father and his needs. Both they and the Probation Service remained
adult focused.

Father’s history was very significant. It provided a picture of an individual who was
deeply disturbed probably, in part, due to his childhood experiences. This was very
relevant information when considering his ability to form relationships or to be a
protective parent. Because father’s history, was never considered, his mental health
problems were never identified or assessed by agencies other than by the Mental
Health Service.

The failure of agencies to fully assess all males in a household has been highlighted in
previous national serious case reviews. Brandon et al (June 2009) 'Understanding
Serious Case Reviews and their Impact ‘A Biennial Analysis of Serious Case Reviews
2005-07 stated “Assessments and support plans tended to focus on the mother’s
problems in caring for her children and paid little attention to the men in the household
and the risks of harm they might pose to the children given histories of domestic
violence or allegations of or convictions for sexual abuse. The failure to take account
of men in assessments occurred sometimes even when good information was
available’.

Access to Information & Information Sharing

Information sharing is essential, but the quality of that information and access to it is
dependant on effective recording systems within agencies. The Children and Young
People’s Service electronic recording system had limitations in that information did not
automatically transfer across the records of children in the same family. It was up to
the author of a given record to copy that record across into other family members’ files
but this was not consistently carried out - a particular problem when the information
being entered on a file concerned the whole family rather than a specific child. The
system does not facilitate the creation of a family record. This was identified in the
Children and Young People’s Service individual management review and is being
addressed.

The original records of father’s interaction with Mental Health Services, between 1988
and 1995, were held in paper files. An electronic database replaced these paper files
in 2007, but these records were not automatically transferred onto the new system.
Therefore health professionals did not have access to father’s early life assessments
and as the paper files were never subsequently requested or retrieved, significant
information was never fully taken into account.

1
Brandon et al (June 2009) Understanding Serious Case Reviews and their Impact ‘A Biennial Analysis of Serious
Case Reviews 2005-07’
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Paper files and access to them was again highlighted as an issue when Health Visiting
records were not transferred from a Primary Care Trust in another borough. It was not
clear to the Review why the transfer did not take place but equally the records were
never chased up. They have subsequently been located and found to contain
information about domestic violence between mother and father, which should have
informed health visitors’ assessments.

Failure to access relevant information that could be stored in different parts of a
system was also an issue in relation to GPs. Although GP records contained a history
of significant domestic violence, this was hidden from immediate view and, due to the
way the GP accessed the records, this information was not known by him.

Agency individual management reviews have made recommendations to address
these concerns.

Information Sharing across Universal, Targeted and Specialist Services

In order for children to be effectively protected, good information sharing across the
universal health service providers - General Practitioners, the Maternity Service,
Health Visitors and School Nurse Service - is essential. The issue is no less significant
for other universal providers such as schools and housing services. The level and
quality of information provided between services, from pre-birth through to school, is
an essential safeguarding tool.

This review identified that information sharing between the universal health services
was not consistent. The mother’'s GP’s record had an entry indicating that she was “At
risk of violence in home” but this information was not picked up and highlighted to
maternity services when she was referred to them upon becoming pregnant. The
Health Visiting Service did become aware of some of the domestic violence concerns,
but assessed them to be historic information stating that the ‘parents were still
together and the difficulties had settled down’. This was a not an accurate picture and
was totally reliant on information being supplied by mother.

Normally, if there is school involvement with children who are subject to a social work
assessment, the social worker would communicate with the school. Because this did
not happen at any assessment point in this case, the communication between health
visitor and school nurse acquired a greater significance. Health visiting information
was passed to the school nursing service in a blue folder denoting concern, but
because the level of need was considered to be ‘low’ the school nurse filed the report
without doing anything with it — hence the school remained unaware that there were
any concerns.

It is of note that at that time domestic violence was not a category requiring an
enhanced health visiting service. As a result of the Joint Area Review inspection
(2008) this was changed and the use of the blue folder was extended to unresolved
child protection concerns, including a history of domestic violence.

Conclusions that domestic abuse incidents are historic must be avoided as there can
be long periods of time between incidents, and there will also be many incidents that
go unreported. It should be the case that any indication of domestic abuse within a
family should be relayed to the relevant school so that they at least have knowledge of
the family history and can take it into consideration if they have concerns about a
child.

Flaws in information sharing were also exposed in relation to housing staff and the
specialist domestic violence service, in the main because the focus of their attention
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tended to be the adult. Although there were examples of good practice, both services
were guilty at times of accepting what mother told them at face value and not passing
information to children’s social care. Recognition of the impact of domestic violence
on those children and need to do something about it was insufficiently strong; not least
when the fact that father had been released from prison in October was known but not
shared with social workers.

This review identified how the ability to access information is vital if effective
assessments/judgments are to be made. A failure at any stage to highlight significant
concerns has a knock-on effect. If this is not taking place, then communication and
information sharing within the wider multi-agency system becomes flawed leading to
some agencies, specifically schools in this case and then latterly social workers, not
being aware of relevant information.

Referrals and Interventions

It was evidenced that when presented with domestic violence referrals or notifications
the Children and Young People’s Service failed to respond in line with procedures and
thereby failed to fully support any of the children or mother. In October 2008, a child
protection investigation should have been considered in line with the London Child
Protection Procedures, because a child under 12 months old was present.

The initial assessments that were undertaken did not involve any agency other than
social care. There was a perception held by some staff, that when undertaking initial
assessments the social worker was, at that stage, not conducting child protection
enquiries and therefore any contact with external agencies required parental consent.
They also judged that information could not be shared with other agencies for an initial
assessment because it may contravene Data Protection legislation. These inadequate
assessments led to cases being closed with no further action being taken.

This was an issue discussed in Laming 2009 The Protection of Children in England: A
Progress Report (p41)?

‘Those who have local accountability for keeping children safe should ensure that all
staff in every service, from frontline practitioners to legal advisors and managers in
statutory services and, voluntary sector, understand the circumstances in which they
may lawfully share information about both children and parents, and that it is in the
public interest to prioritise the safety and welfare of children’

Their decision making was also influenced by the domestic violence risk assessment
levels indicated on police notifications. The risk was identified as ‘low,” but the risk that
was being assessed was measuring the likelihood of physical harm to the children
rather than the nature of any emotional impact that might result from exposure to
domestic violence. The receiving social worker will not necessarily have known that.
Each agency had different processes for assessing risk and different measures for risk
levels.

The role of the Children and Young People’s Service has been fully examined in this
review and it must be placed in the context of the position of the organisation at that
time. Significant and positive changes have taken place as a result of the Peter
Connelly Serious Case Review, but what cannot be underestimated is the effect that
the lack of a social work response had on other agencies.

2 Laming 2009 The Protection of Children in England: A Progress Report TSO (p41 )
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As has previously been highlighted the universal health services failed to make good
informed assessments which might have led to referral and interventions. Mother was
pregnant and gave birth on a number of occasions, but these services, whilst
concentrating on mother’s clinical needs, failed to identify the issue of domestic
violence and the risk to the children and mother’s reaction to her situation.

Despite having concerns, agencies such as the police and the specialist domestic
violence service failed to challenge the lack of response to their notifications and
therefore tacitly accepted the implication that there was little risk to the children.

The overwhelming feeling this review leaves the reader with is that the children had no
voice. No agency really worked with them; the work was all adult-focused. Even when,
on the isolated occasion, an agency identified that the children may be suffering and
submitted notifications or referrals they did not challenge a lack of action. This would
indicate that agencies felt that their role was completed upon submission of the
referral.

The interview with one of the children confirmed this view. Despite being exposed to
domestic violence in the family home for a number of years, despite being the
individual who often called the police when her mother was being attacked, she was
never spoken too or asked how she felt. She believes that if she had been consulted
she would have been able to say what she was feeling and what she and her siblings
were being exposed to.

Domestic Violence

There is little evidence that the impact of domestic violence on children was fully
considered by any agency. This appears to have been due to a number of generally
held misconceptions. Firstly, the lack of any physical evidence that the children were
affected. They showed no signs of any physical injuries or demonstrated any signs of
abnormal/unusual behaviour, especially at school; and secondly the belief that mother
was able to protect her children from risk, a situation that, in itself, may have placed
more pressure on mother not to co-operate with the authorities in the fear that her
children might be removed.

Understanding of the complexities of domestic violence such as the impact on women,
why they might react in certain ways, why their vulnerability may compromise the
choices they make and the long term impact on their children, was still at a basic level
over the period reviewed.

The family members were able to provide some insight into what mother and the
children were going through. The children were able to compartmentalise their life at
home and their life at school. By doing this they were able to hide their home life from
teachers. Mother achieved the same. This shows that the perception that the school
had, that friends would have made them aware if anything was going on, is wrong. As
a close family member revealed, even she was unaware of the extent of the violence
being endured by mother and withessed by the children.

The Multi Agency Risk Assessment Conference (MARAC) was in place as of 2008. Its
intended function was set out in The Co-ordinated Action Against Domestic Abuse
3(CAADA) (2010) :

A MARAC is a meeting where information is shared on the highest risk domestic
abuse cases between representatives of local police, probation, health, child
protection, housing practitioners, Independent Domestic Violence Advisors (IDVAS)

3 CAADA (2010) Administration and Governance Template

SCR Executive Summary 20/11/10 10



4.30.

4.31.

4.32.

4.33.

4.34.

4.35.

4.36.

Page 39

London Borough of Haringey Serious Case Review
Family Q

and other specialists from the statutory and voluntary sectors. After sharing all relevant
information they have about a victim, the representatives discuss options for
increasing the safety of the victim and turn these into a co-ordinated action plan. The
primary focus of the MARAC is to safequard the adult victim. The MARAC will also
make links with others to safeguard children and manage the behaviour of the
perpetrator. At the heart of a MARAC is the working assumption that no single agency
or individual can see the complete picture of the life of a victim, but all may have
insights that are crucial to their safety *

Whilst its main function is to support the adult victim the MARAC should be a vehicle
through which other safeguarding processes can be linked. This includes the child
protection process and processes such as Multi Agency Public Protection
Arrangement (MAPPA) or adult protection. The process is reliant on appropriate
referrals, information sharing risk assessment and planning.

It is evident from agency individual management reviews that the MARAC role and
function within Haringey was not fully understood. If it had been functioning well it
should have allowed for a full assessment of the risk father posed to the children and
their mother and a multi agency plan would have been produced and implemented.
There is no evidence that an effective plan was ever produced or followed up. The fact
that even the MARAC had not recognised the need to consider the impact of release
of father from prison is evidence of this.

The effectiveness of the MARAC was limited and, as the domestic homicide review
highlighted, unless the police were directly responsible for an action then the minutes
did not record the details of that action or information about its completion.

Role of Criminal Justice Agencies

There was significant involvement in this case from criminal justice agencies;
specifically courts, probation and prisons. The children in the family were never fully
considered by any of these agencies. Sentencing decisions, both in respect of father’s
initial early release and the later misconception that the 52 week sentence constituted
a year when in fact it equated to only 364 days was very important. Its knock-on effect
was to allow father, who was considered to be potentially dangerous, to be released
without supervision as he had received a sentence of less than 12 months. This meant
that he could not be considered as a category 2 Multi Agency Public Protection
Arrangement (MAPPA) subject that would have increased the risk assessment
process and monitoring.

Whilst it is accepted that the consequences of the sentencing decisions could not have
been easily rectified, it was compounded by the lack of any effective information
sharing between the prison and probation service. Neither the police nor children’s
social care were notified that father was to be released.

As father was not subject to a licensing arrangement any subsequent management of
him as a MAPPA subject would sit with the police, not the Probation Service. Unless
he has been identified as a MAPPA subject prior to being sentenced and a local police
owner has been identified, then the only way father’s risk could have been assessed
and managed was if the local police had been informed of the risk he posed. This did
not take place. The function of the prison service, the probation service and the police
with regard to information sharing and the application of the MAPPA process need to
be reviewed in light of this case.

Role of Mental Health Services
Mental health services, at various stages, not only had knowledge of father’s very
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difficult childhood and his history and mental condition, but they were also aware that
he was father of a number of children. At no time did they assess the impact that he
might have on those children. They were considering only the adult, their client, not
the family he was part of. The ‘Think Family’ principle was not applied.

During his time in prison, father had significant involvement with the prison mental
health team where he was diagnosed at one stage with a borderline personality
disorder. This diagnosis was changed just prior to his release. As his condition was
not diagnosed as ‘severe’ he did not meet the criteria for inclusion on the ‘Care
Programme Approach’. This would have required a health care professional to have
considered the whole family and a programme of support which would have been
continued upon father’s release. Father had never registered with a GP. The prison
mental health team thought, wrongly, that he could not be referred directly to a
community mental health programme when he was released.

Father was therefore considered to be potentially dangerous but was expected, upon
his release; to register himself with a GP and seek help - an expectation that he would
self-administer his own support when all the evidence indicated that he had at no time
previously had been able to achieve this. He was also an abuser of substances - both
drugs and alcohol. The prison service mental health team recorded his treatment on
the prison’s internal recording system, but there was no requirement to record father’'s
treatment on an external electronic system, so when father presented to the local
hospital Emergency Reception Centre in late2009 the treatment he had received in
prison was not known. None of the mental health providers considered it necessary to
contact children’s social care to make them aware of the potential danger father posed
to other people.

Good Practice

The review has sought to highlight good practice where it existed. The joint working
between housing staff and the specialist domestic violence service needs to be
recognised as they were one of the few groups that by working together became
engaged with mother and started to support her in her wish to detach herself from her
situation.

Police officers also demonstrated good practice: specifically the officer who insisted
that the Crown Prosecution Service proceed with a summons against father when they
had previously discontinued the case having lost the file. They clearly recognised the
potential danger he posed and took proactive action to ensure he remained in the
system.

The examples of good practice in this case are unfortunately limited.

Subsequent Changes

The review did establish that important changes that have taken place in Haringey as
a consequence of the Peter Connelly Serious Case Review. This has included the
formation of the new First Response Multi Agency Assessment Team (FR MAT) and
the development of a Risk Management Strategy by the Local Safeguarding Children
Board. If this is fully embraced by all agencies, then many of the issues with regard to
information sharing and effective initial risk assessments will be addressed.

This case does highlight the need for closer links with adult-focussed services in order
to ensure the effective protection of children. This can be modelled by adult-focussed
services re-thinking about the way in which they can achieve compliance with statutory
duties under the Children Act 2004 and by closer co-operation between the
Safeguarding Children and Adult Boards.
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Whilst no child died or suffered serious physical injury they are likely to have suffered
long term emotional harm. The death of their mother may not have been avoided but
better multi agency working might have reduced the level of harm the children were
exposed to. It is right to end with a child’s view - that neither she nor her siblings were
spoken to about what they were facing. The process that should have been protecting
these vulnerable individuals failed to properly identify what was happening to them or
what they needed.

SERIOUS CASE REVIEW RECOMMENDATIONS

The Haringey Local Safeguarding Children Board and Haringey Safeguarding
Adult Board to:

Develop a joint protocol to underpin a joined up approach to safeguarding of both
children and adults specifically in relation to domestic violence and mental health,
taking into account:

¢ the role and remit of other partnership boards

e existing protocols and practice guidance

The Haringey Local Safeguarding Children Board and Haringey Safeguarding
Adult Board to work with the Domestic Violence Partnership Board in Haringey
to:

Review current training approach to domestic violence, to ensure that it is underpinned
by core knowledge and understanding of issues such as:

e The long and short term impact of DV on children

o Co-dependency

o Work with male perpetrators and other men in the household

o Parental mental iliness, including personality disorder

Scope a review of the Multi Agency Risk Assessment Conference (MARAC) to identify

what work needs to be done by which Board to produce:

o a framework for a ‘Think Family’ approach that explicitly considers the needs of
children

¢ the development of a clear, recorded meeting process that identifies actions, leads
and timescales

e a system for monitoring and scrutiny that can evidence an understanding of
process and function and require action to be taken to address any areas of
weakness

Ensure that the information sharing issues highlighted by this review are specifically
addressed by all agencies in their action planning.

Review the current service provision for people with personality disorder to recognize
the point at which a parent with this diagnosis needs support and services so as to
enhance the support provided to the children and families.

The Haringey Local Safeguarding Children Board to:
Embed systems to improve and monitor multi-agency assessment practice in line with

the principles laid out in the LSCB Risk Management Strategy 2010 and Section 11
Children Act 2004.

SCR Executive Summary 20/11/10 13



10

11

12

Page 42

London Borough of Haringey Serious Case Review
Family Q

Monitor the effectiveness of the First Response Multi Agency Team (FR MAT).
Lessons learnt from this Serious Case Review to be used to inform and the strategy
for development of the First Response team.

Ensure that staff from all agencies gives equal importance to the role of males
involved with a family, resident or non resident, during their assessment processes. To
be examined during audits.

National Issues
The Haringey Local Safeguarding Children Board and Haringey Adult
Safeguarding Board to:

Bring to the attention of the Department of Health issues highlighted in this review,
specifically the link between health provision for transient individuals, including
released prisoners, and entry into community health services when these individuals
are not registered with a general practitioner.

Bring the attention of the Ministry of Justice issues highlighted in this serious case
review with regard to the implementation of the Multi Agency Public Protection
Arrangements (MAPPA) process within the prison.

Bring to the attention of the London Safeguarding Children Board the need to review,
in conjunction with the Metropolitan Police, the current Domestic Homicide Review
Process operating across London. Consider the implementation of a multi-agency
Domestic Homicide Review Process in line with the Home Office interim guidance,
and identify how it can operate in conjunction with, and inform the serious case review
process, be this for adults or children.

Bring to the attention of the London Safeguarding Children Board the need to review,
in conjunction with the Metropolitan Police, the current MERLIN notification system to
identify how and when safeguarding issues that do not reach a crime threshold should
be made subject to police referrals rather than notifications under the current practice.
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