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Serious Case Review of the services provided to ‘E’ and her family between January 2004 and September 2008

Executive Summary including details of key events, the findings of the review and recommendations for changes in service provision  

Arrangements for the Serious Case Review

Between October 2008 and April 2009 Bournemouth and Poole Safeguarding Children Board (the LSCB) conducted a serious case review (SCR) of the services provided to a young woman ‘E’ and her family in order to fulfil the requirements of Chapter 8 of the statutory guidance Working Together to Safeguard Children 
 and the pan-Dorset Inter-Agency Safeguarding Procedures. 
 The decision to hold the SCR was made by the Independent Chair of the LSCB in October 2008, following the recommendation of the LSCB Serious Cases Review Panel. The findings of the review were accepted by Executive Group of the LSCB at its meeting on 15 April 2009.

The purpose of the SCR is set out in Working Together as follows:

· to draw together a full picture of the services provided for the young person and her family; 

· to establish whether there are lessons to be learned from a case about the way in which local professionals and agencies work together to safeguard children 

· to identify clearly what those lessons are, how they will be acted upon and what is expected to change as a result, and hence improve inter-agency working and better safeguard children.
The SCR covered the work of the following Dorset based agencies which provided services for E and her family:

· Dorset Healthcare NHS Foundation Trust – this health trust provides child and adolescent mental health services (CAMHS) for young people with the most complex mental health needs (the trust also commissions services from other trusts and private providers when it cannot meet a young person’s needs
· Bournemouth and Poole Primary Care Trust (GP services)

· Bournemouth and Poole Primary Care Trust (primary care services including community based mental health services)

· Dorset Police

· Poole Council – Children and Young People’s Integrated Services (the information provided covers school and education service involvement from Poole and Dorset schools)

· Poole Council – Children’s Social Care.

During 2007 E was an inpatient at an NHS hospital outside of Dorset, so the review has also considered information from local services in that area. When E died in September 2008 she was an inpatient at a private psychiatric hospital in Buckinghamshire. This hospital has provided the SCR with a great deal of very detailed information about the care that E received there and the contact she had with other local services during her stay.

Under the Serious Case Review arrangements all of these agencies were asked to review their records and produced an internal chronology of their involvement, interview key staff and provide an individual management report review. The authors of individual management reviews were senior staff with expertise in children’s safeguarding who had not previously been involved with E and her family.

The SCR panel was chaired by a Detective Chief Inspector who is the Head of Public Protection for Dorset Police and included senior representatives of the following agencies with expertise in safeguarding children: 

Nurse Consultant – Safeguarding Children, Bournemouth and Poole Primary Care Trust,

Service Manager, Bournemouth Children’s Social Care

Safeguarding and Quality Assurance Manager, Poole Children’s Social Care

Principal Education Social Worker, Bournemouth.

The report was prepared on behalf of the panel by an independent person with expertise in children’s safeguarding. He had previously prepared a number of reports for reviews involving the deaths of young people with mental health problems in other local authority areas.

Background information and reasons for conducting the SCR 

The review concerns a young woman who died in September 2008 shortly before her 17th birthday. A member of the hospital nursing staff found E unconscious in her bedroom with a scarf tightly secured round her neck. She had strangled herself during the 15 minute gap between scheduled staff observations. All the circumstances and initial investigations indicated that E had caused her own death and there was no evidence of any third party involvement. The Coroner’s inquest has yet to be held and will be responsible for legally determining the cause of death.
Working Together makes clear (section 8.9) that a Serious Case Review (SCR) may be required when in the case of a young person’s death is caused by apparent suicide if other factors indicate that it is necessary. In this case it was clear that the circumstances of the death fell within the parameters of the guidance on cases requiring a SCR because:

· despite her relatively young age E had experienced substantial periods of inpatient psychiatric care (these are detailed below) and she died in an institutional setting

· after her death it was confirmed that E had reported persistent bullying (experienced over a number of years) and she had also made allegations of child sexual abuse (by other young people outside her family)

· agencies in Dorset who had been involved with her had little knowledge about these concerns (and in the case of the alleged sexual abuse key local agencies had no knowledge) 

· despite the very high level of mental health service involvement with E and her family, it was established that the children’s services authority had had only minor involvement, had played no role in commissioning E’s placements and had not been notified of long term hospital admissions made outside of the local authority area

Taking these factors into consideration it was clear that there were likely to be important lessons for a number of agencies in relation to the wider safeguarding of children and the provision of services for young people with complex mental health needs. 

The scope of the SCR and matters falling within the remit of other enquiries into the death of E

The terms of reference of the SCR focus on the following areas: 

· information known to each agency in relation to E and her presentation of mental health issues, including background information about self-harm, sexual abuse and bullying;

· how risks to E were assessed and the actions that were taken in relation to these risks;

· whether the necessary procedures were in place at the time of E’s death, and if so, were they implemented appropriately;

· how information was shared between agencies and with the family
· how decisions were made in relation to placements for E
· the checks made while commissioning these placements and if they demonstrated compliance with Section 11 of the Children Act 2004 and the specific regulations governing the notification of long term hospital admission of a young person
· whether practice was sensitive to the racial, cultural and religious identity of E and her family.
There were a number of internal enquires conducted into circumstances surrounding her death and in relation to the mental health services which E received, and the LSCB Panel has had access to the findings of these reviews and incorporated the learning from them.
Family involvement in the SCR

The SCR panel has also involved E’s parents and talked with them in detail about the services that they received and the reasons for their complaints. 

Key events 

Prior to E being transferred from middle to upper school in late 2005, she  claimed that she had been sexually assaulted by male peers, though this was only disclosed in 2008 - some weeks before her death. She spoke of being assaulted on only one occasion.

E was first referred to CAMHS services at the age of 14 by her GP because of her low mood and reported episodes of deliberate self harm. Between December 2005 and May 2006 E was seen by a primary mental health worker, who established that she had previously self harmed (though she said she was not currently doing so) and that there was a history of bullying at school. In May 2006 the mental health worker referred E for a fuller psychiatric assessment 

E’s upper school was made aware of bullying that she said was taking place at that time and took steps to stop it. Some of this bullying took the form of abusive instant messages sent to E’s computer.

By June 2006 E was diagnosed as having clinical depression, treated with anti-depressants and referred for an assessment including the possible use of cognitive behavioural therapy (CBT). 

E’s condition continued to deteriorate and after a number of assessment appointments in July 2006 she was admitted to an inpatient adolescent treatment unit in Dorset. This was the first of four admissions to this unit over the period July 2006 – March 2007. At first it was hoped to use these as planned admissions to offer treatment and support to E and her family. However E’s condition and behaviour continued to deteriorate and the unit consultant was forced to admit her as an emergency on a number of occasions. E’s behaviour included repeated self harm through cutting and taking a number of overdoses, reported psychotic hallucinations and marked fluctuations in mood and behaviour. Sometimes E was calmer, but there was no clear pattern to her behaviour. A number of therapies and drug treatments were tried but there was no clear pattern to the changes in her behaviour or consistent link between treatment and improvement. When E was not in hospital she was cared for at home, placing a huge amount of stress on her family because her parents felt that the threat of self harm was constant. 

In the spring of 2007 E was cared for at home by her family. E received individual therapy and her family were offered family therapy sessions. The stress for E and family members proved extremely difficult to tolerate. E took two significant overdoses and cut herself on many occasions. Events culminated in E being compulsorily detained under the Mental Health Act 1983 and admitted to a regional inpatient unit in Taunton. Again the stress for E and her family was significant.

This admission lasted until the winter of 2007, during which time E was very ill, disturbed and unsettled. As the unit was an open one she ran away on a number of occasions and attempted to harm herself. She was said to be obsessed with the idea of death. She was felt to be sufficiently well to discharge home in November 2007, with the support of individual and family therapy. 

E’s fifth admission to the inpatient unit in Dorset lasted for just under a month from late December 2007. This was a very disturbed period during which E’s disorder and behaviour worsened, involving repeated instances of attempted self strangulation and other forms of self harm. This led to the frequent use of physical restraint and medication to calm her and eventual short term emergency transfer to a more secure adult ward.

In early 2008 when E was aged just over 16 years old, she was transferred to the secure unit of a private hospital in the Home Counties approximately 100 miles away. She remained there until her death in September 2008. At first her behaviour remained extremely disturbed and challenging. However during her stay there was a gradual improvement until during the final six weeks she was able to take advantage of home leave and consideration was being given to the process of transfer to a more open unit, along with an eventual move back to Dorset. At the time of her death E’s parents and the clinicians treating her were optimistic about the prospects for improvement, though still vigilant about possible risks. A letter written by E at this point show that she appeared to have gained some insight into how ill and depressed she had been.

Throughout E’s treatment by CAMHS her condition and behaviour proved very difficult for staff to understand and treat. There was no consistent diagnosis of and she showed no consistent pattern of responding positively to any form of treatment or therapy. 

E and her parents expressed serious concerns about the services that they received and was indicative of a breakdown of relationships and loss of trust between E, her parents and clinicians in the Dorset services. Both E and her parents were much happier with the care and treatment that she was receiving at the hospital where she died.

Key lessons learnt by the agency management reviews and the SCR overview report 

The Serious Case Review panel has studied carefully the complicated picture of an illness or disorder that lasted for over three years. We have not been able to identify any one decisive action that professionals could have taken that would have been guaranteed to alter the outcome for E. There are however important lessons to be learnt and the local safeguarding boards which cover Dorset will need to ensure that change is introduced in two ways: firstly all professionals working with vulnerable children and young people need to be able to study the key points of this young woman’s very sad case history and the lessons arising from it; secondly, services need to be reviewed and reshaped in a way which enables professionals to put revised approaches and learning into practice. The key learning points arising from the case are summarised in the following paragraphs. The final section of this document sets out the recommendations that have been made in order to ensure that the lessons of the review result in improvements in practice. 

1 It is clear that E was bullied although the full extent of her experience and its role in the development of her problems cannot be fully established. Bullying must be recognised as a potentially important factor in the development of children’s mental health problems, schools need to provide a firm response and there needs to be a strategy involving other agencies to support the work that schools do to prevent and reduce bullying. In E’s case it appears that the bullying may have had a sexual component and schools need to be aware of this possibility.

2 Transitions between schools have been recognised for some time as being very significant and potentially difficult for children. It appears that the onset or worsening of E’s difficulties was triggered by her transition to upper school and with the benefit of hindsight it is clear that she would have benefited from additional support at that stage in her life.
3 In this case time was lost in a community based CAMHS intervention. Early intervention by CAMHS can be successful and effective but if they are to take on complex work staff working within CAMHS early intervention projects need to be properly supervised and supported to ensure that work does not drift and that serious problems are recognised quickly and passed to specialist staff for assessment and treatment. Early interventions by CAMHS staff need to take full account of the role that the school can play and involve schools fully in their assessments and interventions.
4 Cognitive behavioural therapy (CBT) can be an effective early intervention for young people suffering from depression and there need to be sufficient resources available to provide young people with this option at an early point and without an undue wait.

5 In E’s case it is clear that during the period when attempts were being made to avoid or reduce the length of inpatient admissions and treat her in the community insufficient support was given to E’s family and her parents were expected to manage unacceptably high levels of risk at home. It is recognised that inpatient psychiatric admission has many disadvantages for young people, especially if a young person has a series of admissions and begins to lose contact with ‘normal life’. There is nothing wrong in principle with seeking to care for a young person in the community but when this is proposed there needs to be a thorough risk assessment and a proper package of support and guidance for the young person, parents and other family members. The risk assessment needs to be kept up to date to take account of changes and developments. It also needs to make full use of the services that can be offered by all agencies working with young people, including social care services.

6 E was placed in two inpatient psychiatric units outside of Dorset. Before young people are placed in such units checks should be undertaken to ensure that the arrangements for safeguarding in the unit comply with national standards. When a health trust makes the placement all of the local authorities involved need to be informed (i.e. both the local authority where the child normally lives and the authority). 

7 In this case the standard of care, risk assessment and treatment provided by the private hospital where E died were good. Some potentially concerning shortcomings in safeguarding arrangements within the hospital were identified (in relation to information sharing about allegations of abuse and the implementation of disciplinary procedures). Though there is no evidence that these impacted negatively on the care of E they need to be remedied swiftly by the hospital with the support of the Local Safeguarding Children Board in the area concerned.
8 Interventions with vulnerable children who have complex mental health needs need to take advantage of the services on offer from the full range of agencies. They need to be properly coordinated by a key professional or care coordinator. In future specialist inpatient facilities and other complex packages of care need to be commissioned through a multi-agency arrangement. 
9 It is evident that in this case there was a breakdown in the working relationship between the patient and her family and the CAMHS clinicians, but no external advice was sought to develop an alternative strategy or approach. In future clinicians who are working with a case where no progress is being made need to be able to take advice from professionals from outside of their immediate service who can offer a fresh perspective or at least restore confidence.
10 One important additional component would be in place if vulnerable young people with mental health problems had access to an independent advocate or reviewing mechanism similar to the ones which apply to children who are looked after by a local authority or living in a residential children’s home. In this case it took nearly three years for the patient to be able to set out her concerns about the approach to her treatment. The input of an independent advocate may have helped her do so sooner and might have had a positive effect on the services E received.
11 When E was at her most disturbed she could only be protected by repeatedly restraining her, moving her to a unit for adults or moving her to secure provision out of the county. Inpatient units for young people in Dorset need to be developed so that they have access to the kind of facilities that are needed to protect the most disturbed patients without needing to transfer them in an emergency.

12 The inpatient psychiatric units that E was admitted to in Dorset and Somerset need to review the measures that they take to protect children from absconding and self harm. It is clear that there will always be limitations to the measures that a unit which is not secure can take to prevent a young person from leaving or from harming herself. However the review found that there should be a review of the arrangements for the safety of patients in the units that E attended. Patients admitted to these units and their parents need to be given full information about the arrangements to protect patients from self harm in these units as part of the process of admission.

13 Taken as a whole the individual management reviews, the review of E’s clinical care and the LSCB overview report have made more than 70 recommendations for action. Not all of these are of a broad strategic nature. Some are reminders of details of established procedures and working practices. However a number of the recommendations will have significant implications for the way in which CAMHS services are provided in Bournemouth and Poole. The LSCB will ensure that there is a coordinated approach to the implementation of recommendations from this review involving all of the agencies that have participated.
Learning the lessons of the SCR and the implementation of recommendations

The findings of the SCR and the recommendations that flow from them have been adopted by the LSCB. It has produced an action plan that sets out the actions needed, who is to be responsible for taking action and the timescales for completion. The LSCB will oversee implementation over the coming months to ensure that lessons are learnt and practice improves. 
A full list of the recommendations made by individual agencies and the LSCB are available in a linked document on the Bournemouth and Poole LSCB website. 

The recommendations which are the most strategic in nature concern CAMHS and the development of the strategy on bullying. When implemented they will lead to significant improvements in service provision to children and young people with mental health problems. 

The LSCB has agreed with the Dorset Healthcare Foundation NHS Trust that there should be a coordinated implementation of all of the recommendations arising from this Serious Case Review which relate to CAMHS services as part of the current remodelling of tier 3 and tier 4 CAMHS services and the wider update of the Dorset CAMHS strategy 2006-2009. 

The main areas that will be addressed are as follows:

· A full review into the treatment packages offered to young people and their families who present with complex deliberate self harm.
· New tier 3 inpatient unit provision to treat disturbed adolescents in a separate intensive care area and to avoid the use of adult secure facilities.
· A clear triage (screening) process to be established for new referrals, based on agreed criteria for each tier of the service including obtaining background information and the formulation of risk

· audit care of patients with depression including the use of hypnotics in line with NICE Guidelines

· provision of sufficient suitably trained therapists in the tier three service to meet the CBT requirements

· consideration of a fundamental reorganisation of the relevant inpatient adolescent treatment service in order to equip it to provide Crisis and Home Treatment as an alternative to hospital admissions

· inpatient services to provide a safe and secure environment for patients 

· standards for assessment, diagnosis, risk management and discharge planning which meet national best practice guidelines and are subject to an ongoing review and audit

· treatments offered will be in line with agreed care pathways, where available and will be in line with best practice guidelines

· staff providing psychological treatments will always be appropriately trained and supervised.

· establishment of standards whereby the family is at the core of service provision

· standards to be set and audited for the management of adolescents in low stimulus / seclusion

The remodelled tier 3 and tier 4 service and the revised CAMHS strategy should ensure that full account is taken of the role that all agencies (including schools) need to play in CAMHS services and ensure in particular that schools are fully involved at all levels of CAMHS provision, both in the strategy and in the implementation of policy in individual cases. 

A multi-agency review process will be introduced for children and young people with complex needs who are receiving services provided by tier 3 and tier 4 CAMHS. This will include arrangements for provision of a lead professional / care coordinator

The remodelling of CAMHS services and the review of CAMHS strategy will include consideration of the commissioning of an independent advocacy service for vulnerable children and young people receiving CAMHS services 

In future all organisations that are commissioned to provide services on their behalf have in place Safeguarding Policies and Procedures in line with “Working Together to Safeguard Children 2006”. All future contracts will outline clear standards for service providers in complying with guidance.

The chair of LSCB will ensure that the current multi-agency strategy on bullying is completed promptly and that the LSCB takes whatever steps are required to ensure that there is full support from all agencies to support the work of schools in combating bullying. Future development of policy and practice in relation to bullying will take full account of the importance of sexual harassment and bullying and bullying that takes place via the internet or other digital media (e-bullying). The chair of LSCB and Directors of Children’s Services will consider how best to monitor and support the work that schools carry out in implementing their anti-bullying policies.

� Department of Health, Home Office, Welsh Office, Department for Education and Employment, Working Together to Safeguard Children,2006


� http://www.bournemouth-poole-lscb.org.uk/pictures/content185/3.5+scr+protocol+nov+07.pdf
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