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[bookmark: _bookmark0][bookmark: _Toc206573896][bookmark: _Toc213396188]Who is the Guidance for
This practice guidance should be followed by all involved with safeguarding children or adults. The guidance is particularly aimed at those undertaking or contributing to Rapid Reviews or Serious Case Reviews (SCR’s) and those responsible for quality assuring and embedding the learning from the review process.
[bookmark: _bookmark1][bookmark: _Toc206573897][bookmark: _Toc213396189]About this Guidance
This guidance provides arrangements for the commissioning, organisation and dissemination of learning from reviews into serious child and adult safeguarding cases and should be read alongside the Safeguarding Partnership Jersey (SP Jersey) Multi-Agency Arrangements for Safeguarding Children and Adults [here].
This guidance provides professionals with a time scaled, step-by-step guide to follow when undertaking or participating in a Rapid Review/SCR. It describes the approach and sequence of events, whilst also highlighting key statutory elements. It outlines responsibilities for key people during the Rapid Review/SCR process and includes template letters and documents to be used whilst the process progresses to its conclusion - see Appendix 1 - Rapid Review/SCR - Sequence of Events Flow Chart -see [here] for a printable copy.
[bookmark: _bookmark2][bookmark: _Toc206573898][bookmark: _Toc213396190]Introduction and Context
The Children and Young People (Jersey) Law 2022  requires that safeguarding partners must provide arrangements for reviewing and learning from serious child safeguarding incidents - see commensurate Statutory Guidance – see [here].  Responsibility for how the system learns lessons sits with the islands’ designated Safeguarding Partners, who collectively include the Chief Executive Officer, the Chief Officers of the Administrations of the Ministers for Children and Families, Justice and Home Affairs and Health and Social Services and the Chief Officer of the States of Jersey Police - see Safeguarding Arrangements 2025 – see [here]. 
Below is a visual for the governance structure of the Safeguarding Partnership:

[image: A diagram of a company
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Although at present there is no specific law requiring reviews of serious adult cases, there is a requirement for registered persons to adhere to guidance and policy endorsed by the Jersey Care Commission (JCC) (Article 11(e) Regulation of Care (Standards and Requirements) (Jersey) Law 2018) in respect of safeguarding. The Human Rights (Jersey) Law 2000 makes it unlawful for a public authority to act in a way that does not uphold the European Convention on Human Rights (ECHR) and this includes acts of omission i.e. a failure to act.  There is arguably an implied duty under several ECHR headings to review cases to prevent future harm.  
As set out in this document for: -
· Children - Jersey’s approach to conducting Rapid Reviews/SCR mirrors best practice in England, (see Working Together to Safeguarding Children 2023) and guidance provided by the Child Safeguarding Practice Review Panel.  Jersey’s practice guidance follows the Jersey Children’s First (JCF) Model, and working together guidance as set out in the Children and Young People (Jersey) Law 2022 and Commensurate Statutory Guidance. 
· Adults - Jersey’s approach to conducting Rapid Reviews/SCR follows best practice as set out in the Care Act 2014 UK and local Shadow Multi-Agency Safeguarding Arrangements for adults. 
[bookmark: _bookmark3][bookmark: _Toc206573899][bookmark: _Toc213396191]Purpose of Rapid Reviews/SCR
[bookmark: _Hlk208816842]The overall purpose of Rapid Reviews/SCR’s is for agencies to learn lessons, improve individual and collective working, to explore how practice can be improved through changes to safeguarding systems with the aim of reducing the risk of recurrence of similar incidents. 
[bookmark: _bookmark4][bookmark: _Definitions_of_a]Rapid Reviews/SCR’s are not conducted to hold individuals or agencies/organisations to account. Where this may be a requirement there are other processes for that purpose, including through employment law and disciplinary procedures, professional regulation and in exceptional cases, criminal proceedings. 
[bookmark: _Toc206573900][bookmark: _Toc213396192]Criteria for Review of a Serious Incident for Rapid Review/SCR
For Children (defined as anyone under 18 years): - 
A serious incident for a child is defined where:
(a) abuse or neglect of a child is known or suspected by a safeguarding partner or relevant provider; and
(b)  Either (i) the child has died; or (ii) been seriously harmed 
Serious harm includes (but is not limited to):
· impairment of physical health and serious / long-term impairment of a child’s mental health or intellectual, emotional, social or behavioral development[footnoteRef:1] [1:  This is not an exhaustive list. When making decisions, judgment should be exercised in cases where impairment is likely to be long-term, even if this is not immediately certain. Even if a child recovers, including from a one-off incident, serious harm may still have occurred.] 

[bookmark: _Hlk206577649]Cases which meet criteria (b) (i) or (ii) should trigger referral for consideration for Rapid Review/SCR. 
As a standard the Viscount must be notified of any death in relation to people (including children) who have died in police custody, prison or other places of detention, (see Article 2 of the Inquest and Postmortem Examinations (Jersey) Law 1995.) The viscount must be notified of any death of a child who is accommodated in a children’s home or a home consisting of a care home (see Children (Jersey) Law 2002 and the Regulation of Care (Jersey) Law 2014. The Child Death Overview Panel (on behalf Safeguarding Partners) – Article 6 of Children and Young People (Jersey) Law 2022 has set duties to review every child death. 
The legal duties which lie with the Viscount and CDOP, would not prevent the commission of a Rapid Review/SCR in circumstances where it was felt there is multi-agency learning. Rapid Review/SCR should be considered for children if they die or come to serious harm where they are a looked after child, a child in police custody, on remand or following sentencing, and are accommodated in a Young Offender Institution, a children’s home or care home (whether secure or otherwise.) 
There should be consideration for Rapid Review/SCR where a child has died by suspected suicide. 
[bookmark: _bookmark5]Where children have been harmed by other children, the child who has harmed may be the subject of a Rapid Review/SCR, if the definition of a serious incident is met. 
Adults (defined as anyone 18 or above): -
A case is defined as serious if an adult with care and support needs (whether or not any States of Jersey administrations was meeting those needs) if a) AND b) OR c) are met:
a) There is reasonable cause for concern about how the administrations of the States, its members or organisations worked together to safeguard the adult;
b) The person died and the Safeguarding Partners[footnoteRef:2] know/suspect this resulted from abuse or neglect (whether they knew about this before the person died or not); [2:  The term Safeguarding Partners only has legal relevance to children’s safeguarding.  As a matter of policy, the Government of Jersey has chosen to deal with adult safeguarding under the umbrella of legally defined Safeguarding Partners for children where there is no legal requirement to do so for adults. ] 

c) The person is still alive, but the Safeguarding Partners know or suspect they’ve experienced serious abuse/neglect, sustained potentially life-threatening injury, serious sexual abuse or serious/permanent impairment of health or development.
[bookmark: _Toc206573901][bookmark: _Toc213396193]Historic and Non-Recent Abuse: -

Where an adult discloses historic abuse or neglect, this may still be investigated, particularly where there is the potential for conviction and there may be continued risk of harm to the person, or current risk of harm to other adults or children.  Where a historic incident of abuse or neglect meets the criteria for Rapid Review/SCR, a referral should be made for its consideration following this policy.  It may be a Rapid Review/SCR would not be the review of choice; however, the referral allows decisions to be made on a case-by-case basis around how best to proceed.  For example depending on the scale of the abuse or neglect and/or the possibility of other adult survivors, the need to commission an independent review, (please see SP Jersey Adult Safeguarding Policy on Historic and Non Recent Allegations [here] and Organised and Complex Abuse [here].
[bookmark: _bookmark6][bookmark: _Toc206573902][bookmark: _Toc213396194]Domestic Homicide Reviews (DHR’s)

In England and Wales, DHR’s are a formal process conducted to examine the circumstances surrounding a person’s death when it is suspected or known to have resulted from domestic violence or abuse. The purpose of a DHR is not to apportion blame but to:
· Identify lessons learnt across agencies involved (e.g. Police, Social Care and Health)
· Improve multi-agency responses to domestic abuse
· Prevent future domestic homicides through improved policies and practices. 
DHR’s are a statutory requirement in England and Wales under Section 9 of the Domestic Violence, Crime and Victims Act 2004. They are conducted when the death of a person aged 16 or over has, or appears to have, resulted from violence, abuse, or neglect by a relative, a member of the same household, or someone they had an intimate personal relationship with. The purpose is to understand the circumstances that led to the homicide and identify lessons to improve responses to domestic abuse. In Jersey DHRs are not mandated by this same legislation. However, it is viewed as best practice to consider cases which meet the criteria set out above for DHR, albeit SP Jersey do not have the same powers to compel agencies to co-operate.  
The responsibility for deciding whether to commission a DHR will sit with the Safeguarding Partners, guided by the Serious Case Review (SCR) Subgroup.  The SCR Subgroup are advised to use National guidance, such as the Home Office Multi-Agency Statutory Guidance for the Conduct of DHRs, to assist in this decision making.  This guidance then plays a vital role in supporting practitioners to commission and conduct DHR’s as it gives clear procedural guidance, identifies roles and expectations. Helping practitioners and agencies to manage DHR’s confidently and effectively by promoting a consistent, trauma-informed approach. The aim of the guidance is to empower agencies, encourage collaboration and critical reflection, leading to the implementation of meaningful change in how domestic abuse is addressed. 
[bookmark: _Toc206573903][bookmark: _Toc213396195]Rapid Review/Serious Case Review Referrals
Any organisation with statutory or official duties in relation to children or adults (including Child Death Overview Panel (CDOP) and all members of the safeguarding partnership should refer any serious incident for a child or adult which they feel meets the criteria for review (as set out above in Criteria for Referral). Using the Referral Form for Serious Incident Notification - see Appendix 2. This form should be completed electronically. Noting that where a referral is to be made, this should be signed by the Designated Safeguarding Lead or the Registered Manager/Head of Service responsible for safeguarding for the organisation prior to submission. 
Any incident that meets the relevant criteria for a Rapid Review/SCR should be referred to the Safeguarding Partnership  Jersey Business Team (SP Jersey Business Team) by sending the referral form to the  safeguardingpartnershipboard@gov.je   within five working days of becoming aware of the serious incident. 
A record of all referrals will be kept by the SP Jersey Business Team and reported to the Serious Case Review Subgroup.
[bookmark: _Toc206573904][bookmark: _Toc213396196]Serious Case Review Subgroup (SCR Subgroup) 
The SCR Subgroup, made up of representatives from the administrations of the Government and relevant providers, will oversee: -  
· Rapid Reviews of each serious incident referred that meets the criteria;
And 
take responsibility for commissioning and overseeing SCR’s including monitoring case progression, quality assurance and publication of final reports, ensuring effective oversight of the implementation of learning.
Referrals for serious cases must be considered initially by three Professional Leads and include for: - 
· Children’s cases - The Director of Children’s Services, Chief Nurse and Deputy Chief of Police (or other delegated person in their absence). 
· Adult’s cases – The Director of Mental Health, Social Care and Community Services, Chief Nurse and Deputy Chief of Police (or other delegated person in their absence).  
Where there is a difference of opinion about whether a case meets the criteria, a simple majority decision will suffice. 
Where a serious incident meets criteria for review, the procedure for Rapid Review will begin and the Safeguarding Partners will be notified.
Where a referral does not meet the criteria for Rapid Review, feedback should be provided to the person making the referral, describing why criteria has not been met. 
[bookmark: _Toc206573905][bookmark: _Toc213396197]Governance
The Safeguarding Partners - have the responsibility to ensure the system for reviewing serious cases is robust and enables learning for continual improvement.  They are responsible for establishing a communication strategy and for the publication process post SCR. 
The Professional Leads Group - has the delegated responsibility to ensure the system for reviewing serious cases, delivers learning; and outcomes for reform of the safeguarding system generated by that learning are achieved in a timely way.
The Quality Assurance Subgroups – are responsible for the progress of the agreed single and multi-agency action plans, monitoring and conclusions.  They are responsible for feeding back to Professional Leads any barriers within the safeguarding system and/or noting where an agreed action is no longer relevant due to other progress that may have been made.  
[bookmark: _Toc206573906][bookmark: _Toc213396198]Approach and Principles
Decisions on whether to undertake a Rapid Review/SCR will be made transparently and the rationale shared with all relevant partners. 
The subject of the review will be placed at the center of the process. All reviews should establish a strong sense of the daily life for the child or adult and their family/community and consider any protected characteristics, for example age, disability, gender reassignment, pregnancy, race, sex and sexual orientation, see Discrimination (Jersey) Law 2013 [here].
All reviews will be proportionate to the circumstances of the case and all will be conducted in a way which: -
(a) reflects the subject’s perspective and context.
(b) considers and analyses frontline practice, organisational cultures and structures.
(c) establishes the reasons why events occurred as they did.
(d) reaches conclusions.
(e) makes single agency and multi-agency recommendations to improve current and future outcomes for children and adults with care and support needs.
Rapid Reviews do not usually include the person or their family members, but where appropriate, they may be informed a Rapid Review has taken place. 
The persons involved, their families and relatives will be invited to contribute to SCR’s unless there is a strong reason not to. Steps will be taken to sensitively manage their expectations and ensure they understand how they are going to be involved.
Practitioners will be fully involved in reviews and invited to contribute their perspectives without fear of being blamed for actions they took in good faith.
[bookmark: _bookmark7]All participants in the review process will be asked to declare any potential conflicts of interest and will be expected to sign and adhere to a confidentiality agreement.
[bookmark: _bookmark8][bookmark: _Toc206573907][bookmark: _Toc213396199]Information Sharing
Information sharing is essential to safeguard children and adults with care and support needs. Effective Rapid Reviews/SCR’s are equally dependent on all relevant partners sharing the information they hold about the case and associated professional practice.
Where children are concerned the Safeguarding Partners  have the formal authority to request information to support the completion of Rapid Reviews/SCR’s as outlined in the Children and Young People Law 2022 and Commensurate Statutory Guidance on Sharing Information (upheld by Data Protection (Jersey) Law 2018).  
Currently for adults, arrangements for sharing information in relation to safeguarding are set out in Data Protection (Jersey) Law 2018, the Capacity and Self Determination (Jersey) Law 2016 and the European Convention on Human Rights. As Jersey does not have the same legal framework in place for safeguarding adults as it does for children, the Safeguarding Partnership has developed a set of shadow safeguarding arrangements for adults.  Where agencies, by custom and practice, have previously collaboratively worked together to conduct Rapid Reviews/SCR’s for adults, lessons learned have led to changes to systems and processes. Further discussion of the legal framework for Serious Case Reviews for adults is discussed above in the Introduction and Context paragraphs.
All agencies will be expected to share relevant information within the timescales requested and this may include sharing information without consent, in further explanation to this. 
For: -
· Children – there is a statutory requirement to cooperate with serious incident reviews, public function is the lawful basis for sharing information, where consent should not be the basis for doing so, albeit there may be choice to inform children and families, (Children (Jersey) Law 2002, Children and Young People (Jersey) Law 2022 and Data Protection (Jersey) Law 2018.)    
· [bookmark: _Hlk203986384]Adults – Each case is fact and case specific, sharing information without consent is permitted under Data Protection (Jersey) Law 2018 and under wider European Convention on Human Rights, where Safeguarding Adults is concerned as this is a legitimate basis for doing so. Information sharing should include relevant information about parents, guardians, relatives and other family members as well as the children or adults who are the subject of the review. 
[bookmark: _bookmark9][bookmark: _Toc206573908][bookmark: _Toc213396200]Timescale for Completion of the Review
Reviews will vary in their breadth and complexity but in all cases, learning should be identified and acted upon as quickly as possible. This includes before the review has formally commenced and while it is in progress.
A decision on serious Incident applications should be made within five working days of receipt of referral. If the incident meets the relevant criteria, a Rapid Review should commence and be completed within 25 working days of the decision to commence Rapid Review. 
Sometimes the complexity of a case does not become apparent until the Rapid Review is in progress.  Where a Rapid Review then requires a SCR, the SCR should be completed no later than six months from the date of the decision to initiate SCR, (the decision to initiate SCR will generally be made on completion of Rapid Review.)  Where operational circumstances may prevent adherence to agreed timescales, Senior leads may request a reasonable extension. Any such decision must be formally agreed by the Independent Chair to ensure accountability and oversight and must be formally documented.
Normally police investigations would not delay the progress of Rapid Review/SCRs although such investigations may delay publication of SCRs. Where police are concerned that reviews may compromise witness statements, they should bring that to the attention of the Safeguarding Partners. Similarly, where a review may compromise formal investigations against police officers, the Jersey Police Complaints Authority should notify the Safeguarding Partners. Any delays need to be considered as soon as they arise. 
If the delay prevents the publication of the final report within 6 months, the Safeguarding Partners should be informed and provided with the reason for the delay.
[bookmark: _bookmark11][bookmark: _Toc206573909][bookmark: _Toc213396201]Rapid Reviews
Rapid Reviews should assemble the facts of the case, as quickly as possible, to establish whether there is any immediate action needed, to ensure a child or adult is safe from harm and identify the potential for practice learning. (See Sequence of Events Flow Chart - Appendix 1 for key stages and expected timescales.) 
The purpose of the initial scoping for Rapid Review is to quickly gather the basic facts about the case, including determining the extent of each agency’s individual involvement and conclusions around multi-agency learning.  
Rapid Reviews will normally look at a review period of one year from the date of the referral.  Where agencies will also be asked to add relevant information outside of this timescale where required. 
[bookmark: _bookmark12][bookmark: _Toc206573910][bookmark: _Toc213396202]Initial Scoping, Information Sharing and the Securing of Records
On the decision to proceed to Rapid Review, SP Jersey Business Team will complete an initial scoping of the relevant agencies to be included in the Rapid Review.  Their inclusion will be based on their involvement with the subject and/or their professional expertise.  Relevant information will be quickly assimilated using specified letters and templates as follows: - 
· Within two working days of determining whether a serious incident will progress to Rapid Review, a Chair for the Rapid Review will be appointed (from the accepted list of suitable Chairs) (see Role of the Chair) and Rapid Review panel members will be identified. 
· Senior managers in associated agencies will be contacted by the SP Jersey Business Team by Electronic Letter (available from SP Jersey.)
· As enclosed to this letter, the SP Jersey Business Team will forward an electronic copy of the Rapid Review Initial Scoping and Information Sharing Form, with a brief outline and purpose of the Rapid Review (available from SP Jersey.)
· All agencies should prioritise the completion of the Rapid Review Initial Scoping and Information Sharing Form which should be completed by a suitably qualified senior manager; and signed by the Registered Manager, Head of Service or Chief Executive Officer for the organisation prior to return within 6 working days to the SP Jersey Business Team.
· On return of the Rapid Review Initial Scoping and Information Sharing Form, the SP Jersey Business Team will collate and share the documentation received with the allocated Chair for the Rapid Review and the named members of the Rapid Review panel.
· Where the date will then be set for the Rapid Review Meeting.
Securing Records
At the point of receiving the Letter and Initial Scoping of Information Form, agencies must secure all hard copy and electronic records/files. It is imperative that no practitioner or agency makes changes or amendments to the client’s contemporaneous records.  Hard copy records must be held centrally and a hard copy should be made of all electronic records on receipt of the Letter of notification.
Where records must remain accessible to agency practitioners -for example to enable the maintenance of contemporaneous records of care provided – access should be coordinated through a nominated organisational representative while the Rapid Review/SCR is ongoing.  Agencies should clearly mark electronic records as being subject to Rapid Review/SCR, including the name of the nominated representative to be contacted for access.  
More detailed and specific information may be sought if those involved in the Rapid Review Process conclude the case has the potential to identify further learning that cannot be satisfied via the Rapid Review Process and the case is to be considered for SCR.
[bookmark: _bookmark13][bookmark: _Toc206573911][bookmark: _Toc213396203]Setting the Date of the Rapid Review Meeting
The Rapid Review meeting should be scheduled between seven and 13 working days of receiving the referral. 
[bookmark: _bookmark14][bookmark: _Toc206573912][bookmark: _Toc213396204]Shared Documentation at the Rapid Review
The following documents should be shared with all those attending the Rapid Review meeting:
· The completed Referral for a Review that initiated the process. 
and
· Copies of the completed Rapid Review Initial Scoping and Information Sharing documents from all relevant agencies.
Wherever possible the documentation should be shared with participants in advance of the meeting giving them time for analysis of the information and to establish the key events in the subject’s life.
It is recognised that in complex circumstances, it may be necessary to share documentation at the meeting, but this should be an exception. Where this happens, this must be clearly recorded in the meetings’ minutes and extra time may need to be given in the meeting for practitioners to read the contents of late submissions.
[bookmark: _bookmark15][bookmark: _Toc213396205][bookmark: _Toc206573913]The Role of the Chair
The chair of the Safeguarding Review is to lead and oversee the process when a serious safeguarding incident has led to either a Rapid Review or Serious Case Review.
Core purpose of the identified Chair: -
· Provide independent, impartial leadership of the review
· Ensure the process identifies key learning – to the timescales agreed
Key Responsibilities: -
· Facilitating Analysis – guide group members to examine what happened, why and what can be learned, reminding group members Rapid Review/SCR are not conducted to hold individuals or agencies to account. 
· Help the Group to Focus – keep the review proportionate, timely and learning focused.
· Quality Assure – ensure the discussed information from agencies is accurate, complete and considered fairly.
· Guide the group to draw conclusions – on any immediate safeguarding actions, whether the case potentially meets the criteria for SCR, decide what the learning is, what action is required to make change and how this will be disseminated across agencies.
· Reporting – agree as part of the multi-agency the final drafts of reports from Rapid Review and SCR’s.  
Skills and Approach
· Neutral, independent facilitation.
· Strong knowledge of safeguarding, law, core procedures and multi-agency practice guidance.
· Ability to challenge agencies constructively while maintaining trust.
· Focus on system learning rather than blame.

[bookmark: _Toc213396206]The Rapid Review Meeting
The meeting should include relevant representatives from the Safeguarding Partnership in particular those who are/were involved with the subject. 
The Chair of the Rapid Review meeting and its members should:
· Review the facts about the subject’s experience as far as they can readily establish, including details of agency involvement and an analysis of key practice episodes.
· Discuss whether any immediate action is needed to ensure a child or adult is safe from harm.
· Identify immediate actions and learning that should be acted upon.
· Agree how learning will be shared.
· Identify learning and consider improvements to the safeguarding system.
· Decide whether to undertake a SCR.
There must be clear minutes of the outcome of the review and the rationale for any decisions taken. Where the SP Jersey Business Team will complete the Rapid Review Decisions and Recommendations Template (available from SP Jersey.) There should be agreement on how to improve working together, which should include single and multi-agency SMART Action Plans. The minutes of the meeting should record any disagreement or dissent, with any multi-agency actions needed to resolve professional differences where required.
[bookmark: _bookmark16][bookmark: _Toc206573914][bookmark: _Toc213396207]Completion of Rapid Review 
Rapid Reviews should be completed in the timescales set out in this document.
After the Rapid Review Meeting, the SP Jersey Business Team will complete the Rapid Review Decisions and Recommendations Report Template, within five working days of the final Rapid Review Panel Meeting.
The completed Rapid Review Decision and Recommendations Report Template will be shared with the Rapid Review Panel Members, as the final report. This will be sent out for accuracy checks and agreement.  Any amendments should be returned to the SP Jersey Business Team within one working day. If panel members are unavailable during this period, a nominated person should be made available in their absence. 
The SP Jersey Business Team should send the completed Rapid Review Report to the Safeguarding Partners together with a covering letter within two working days of receipt of the returned reports.  The Safeguarding Partners must agree or otherwise to the recommendation in the report regarding whether to proceed with an SCR or accept the Rapid Review’s analysis as a concluding report. 
The agreed report will then be shared with the Professional Leads for review and decision on the recommended outcome within the 25- working day timeline.
All relevant agencies should be informed of the outcome of the Rapid Review.  Where the relevant Quality Assurance Group is tasked with ensuring outcomes are achieved as recommended and to timescale.
It is likely that time will not allow for the involvement of family/carers in Rapid Reviews, but consideration should be given to informing them that a Review has happened. 
Where there is agreement to proceed to SCR, the guidance in the next sections should be used. 
[bookmark: _Toc206573915][bookmark: _Toc213396208]Criteria for SCR
Where a Rapid Review raises the need to ask further questions which cannot be fully met through the Rapid Review Process, Rapid Review Panel members must consider if the criteria are met to proceed to SCR. This may happen where the incident highlights or may highlight: - 
a)  Improvements needed to safeguard children or adults, including where those improvements have not previously been identified in local or national SCR.
b) Recurrent themes in safeguarding children or adults.
c) Concerns regarding two or more organisations or agencies’ effectiveness in working together[footnoteRef:3]. [3:  This is not an exhaustive list and there may be other reasons Panel Members decide to proceed to SCR.] 

They should also have regard to the following circumstances:
(d) Where Safeguarding Partners hold concern about the actions of a single agency.
(e) Where there has been no agency involvement, and this gives Safeguarding Partners cause for concern.
(f) Where the case may raise issues relating to safeguarding or promoting the welfare of children or adults in institutional settings. 
(g) Where family/carer involvement is crucial, and the case proceeding to SCR is strengthened.
Meeting these criteria does not mean a SCR must be undertaken - for example, where a Rapid Review has identified all necessary learning, there is no requirement to proceed to a SCR or where previous SCR’s, either locally or nationally, have led to similar learning.
[bookmark: _Toc206573916][bookmark: _Toc213396209][bookmark: _bookmark17]Proceeding to SCR: Agreeing the Scope and Terms of Reference

The SCR subgroup will formally agree with the scope and terms of reference for the SCR through an initial scoping pre meeting, considering the Key Lines of Enquiry of the SCR. The SP Jersey Business Team will populate the SCR - Terms of Reference (ToR) Template.
[bookmark: _bookmark18][bookmark: _Toc206573917][bookmark: _Toc213396210]Time Period

The period covered by the SCR review should reflect the potential learning likely to be achieved. This should consider changes to the safeguarding system that have already been completed, as there is little value in identifying weaknesses in professional practice or procedures that have already been subject to change and improved. The period should be as short and recent as possible. This, however, needs to be balanced against the need to understand patterns in the system and whether earlier help would have been beneficial.
[bookmark: _bookmark19][bookmark: _Toc206573918][bookmark: _Toc213396211]Focus of the SCR

The SCR should identify the key lines of enquiry to be explored, and these should be confirmed and formally identified in the ToR. The ToR may need to be revised as more information becomes available and where the Independent Lead Reviewer may also add their own thoughts to this.
[bookmark: _Toc206573919][bookmark: _Toc213396212]Methodology

Each case will be examined individually and the methodology adopted will meet the specific needs of the case. The ToR will specify the methodology, information collection and collation tools to be used. These may include Chronologies of Key Events, organisational changes and relationship maps. A genogram should always be provided.
[bookmark: _bookmark20][bookmark: _Toc206573920][bookmark: _Toc213396213]Engaging Children, Family Members, Adults and Carers

Jersey’s Safeguarding Partnership is committed to a ‘think family’ approach where consideration must be given to involving the subject, (age/capacity relevant and where the incident has not involved their death), as well as to: -
· which family members/carers are relevant to the review; 
· how they should be involved; and
· who should be invited to contribute. 
A person’s family history should routinely be considered as part of the review process to understand their wider experiences in the context of the incident.
Plans to engage children, family members, adults, family/carers need to consider any parallel police or coroner’s investigation. 
In line with good practice, it is important to consider how children, family members, adults and carers can be supported to participate meaningfully in SCRs. Efforts should focus on ensuring they have the information needed to understand the process, helping them to engage as early as possible. Where appropriate, multi-agency collaboration should be established to provide the necessary support, with an identified lead practitioner assigned to offer consistent guidance and involvement from the beginning to the conclusion of the review. 
Their needs may include interpretation and translation support, if English is not a first language or they have learning disabilities or special communication needs, where they may require registered intermediaries and practitioners with specialist communication skills to enable equitable communication.  
Specialist support may be required where there are issues of domestic abuse and drawing on expertise to facilitate the appropriate involvement of children or adults with care and support needs.
Family engagement will be included as a standing item at all SCR meetings and the Panel Chair will also identify an individual who will take responsibility for coordinating communication with family members or carers.
[bookmark: _Toc206573921][bookmark: _Toc213396214]Identifying the Family/Carer Network

The lead agency working with the child/family/adult will be asked to prepare a full and accurate genogram to assist the clarification of relationships and dynamics. This will be shared with other agencies at SCR meetings and/or dependent on the methodology, through Reflective Learning Workshops. The genogram can be further updated based on any additional information provided by these agencies. The genogram must not be included in the final published report.
[bookmark: _Toc206573922][bookmark: _Toc213396215]Making Initial Contact with the Family/Carers

Family members will be informed of the review and invited to contribute unless there is a strong reason not to do so. The initial planning meeting will discuss family involvement and agree an approach that will sensitively manage their expectations and ensure they understand the process.
Personal contact should be made whenever possible by the most appropriate professional where the family should then be provided with a letter, the SP Jersey Business Teams contact details, a leaflet to explain and introduce the process of SCR and the Lead Reviewers name (Template Letter available via SP Jersey Business Team.).
Conversations with Family Members/Carers
Family engagement may be led by the Lead Reviewer and conversations should ideally take place before the Learning Event so that the family’s views can be included alongside the analysis of professional practice.
It is recognised family members may decide not to take part in the SCR. All reasons for non- involvement of family members (for example, parallel investigations or the choice of the individual) should be documented in the final report
[bookmark: _bookmark21][bookmark: _Toc206573923][bookmark: _Toc213396216]Parallel Investigations
The case may also be subject to a criminal or coroner’s investigation, individual agency or professional body disciplinary procedures and/or another type of formal review. 
It is anticipated that a SCR will proceed unless there are clear reasons not to.
[bookmark: _Toc206573924][bookmark: _Toc213396217]Legal Advice
Consideration will be given to whether legal advice will be required at the outset or during the SCR.
[bookmark: _Toc206573925][bookmark: _Toc213396218]Timetable for the Review
Considering the factors summarised above the timetable for the SCR must be agreed. This should include the timing of Review Multi-Agency Meetings and where appropriate the timetable for any planned Learning Events and the engagement with families, carers and the subject.  With the aim to complete the SCR within a 6-month period. 
[bookmark: _bookmark22][bookmark: _Toc206573926][bookmark: _Toc213396219]Stage 1 – (Month 1 – 2) 
[bookmark: _Toc206573927][bookmark: _Toc213396220]Appointing a Lead Reviewer
A Lead Reviewer [LR] should normally be appointed to manage the review process, facilitate any Learning Workshops and author the final report, the Lead Reviewer will be nominated by the SCR Subgroup
[bookmark: _bookmark23][bookmark: _Toc206573928][bookmark: _Toc213396221]Appointing the SCR Panel 
A multi-agency SCR Panel will be established to oversee each SCR. This will include representation from relevant Safeguarding Partnership Agencies, along with any relevant subject matter experts. Membership will be decided on a case-by-case basis. 
The panel should be chaired by a nominated member of the SCR Subgroup who holds objectivity and where ideally their agency does not have direct involvement with the case.
The SCR panel members should offer support to the Independent LR to scrutinize information provided by agencies and provide local context and challenge to the analysis of professional practice and the identification of learning. 
Where an agency report is not completed to the expected quality the Independent LR and / or Chair will contact the relevant agency and ask for the report to be revised and resubmitted in a timely manner. 
The panel also oversees the work of the Independent LR to ensure they meet the agreed timescales for the SCR and that the quality of their independent report meets the standard expected.
[bookmark: _bookmark24]The police representative will be responsible for liaising with the Senior Investigating Officer, the Attorney General’s Office and for any family liaison where there are parallel criminal investigations.
[bookmark: _Toc206573929][bookmark: _Toc213396222]Methodology
The SCR subgroup should determine and agree on the method by which the review will be conducted. 
The chosen methodology should provide an approach which considers and analyses frontline practice as well as organisational structures, collaborative working, supportive or missing legislation and the prevailing culture. 
Additionally, the methodology should support the development of recommendations that will improve outcomes for children or adults. It should maintain a clear focus on learning and outline the necessary actions to reduce the risk of similar incidents recurring in the future.
Regardless of the specific methodology chosen the outcome of the SCR should reflect the subject’s perspective, context and cultural background. It must be proportionate to the circumstances and clearly explain, in a concise manner, why the events occurred as they did. 
[bookmark: _Toc206573930][bookmark: _Toc213396223]Agency Action and Expectations
All agencies who provided services to the subject (and their family) during the period specified in the ToR should be formally requested to participate in the review process. The extent of agency engagement will be dependent on the type of review commissioned, the specific ToR and methodology chosen.
Each organisation should have an identified Safeguarding Lead to act as a single point of contact for the coordination and support of the review process.
[bookmark: _Toc206573931][bookmark: _Toc213396224]Stage 2 (Month 3 - 4)
[bookmark: _Toc206573932][bookmark: _Toc213396225]Information Collection and Collation
Dependent on the review methodology chosen, information may be collected using chronologies and/or Information Management Reports (IMR’s) and/or reflective learning workshops. 
The ToR should specify the information collection process and collation tools that will be used in the review.
[bookmark: _Toc206573933][bookmark: _Toc213396226]Information Management Reports (IMR’s)
Where IMR’s are requested, agencies must prioritise their completion. Nominate a suitably qualified IMR author who will, who may also be the SCR Panel Member for their organisation. The IMR should analyse their agency’s involvement with the child or adult. The purpose of the IMR is to evidence good practice and identify shortfalls in the service their organisation provided, in how agencies worked together to safeguard the subject of the SCR. To evidence where they followed or deviated from single agency or multi-agency expected standards of practice, policy and procedures and any identified issues related to the effectiveness of doing so. The IMR should then work towards identifying single agency actions to improve their agencies’ practice, recommend multi-agency actions and any proposed legislative changes to improve the safeguarding system.  The IMR should include an agreed single agency SMART plan of action, where actions have already been completed, these should be included in the table. The finalised IMR must be signed and dated by the author and the organisations Head of Service, Registered Manager or Chief Executive Officer before submission to the SP Jersey Business Team to the identified timescales.
[bookmark: _Toc206573934][bookmark: _Toc213396227]Chronologies
Where chronologies are used, all relevant agencies will be asked to complete a chronology of their agency’s involvement with the child/adult during the period specified in the ToR. 
Any significant events relevant to the case that fall outside the dates in ToR should be included. 
Chronology templates may be created by the SP Jersey Business Team and customised to each case.   
Agencies may also be asked to produce a chronology of organisational changes which may have impacted on frontline practice during the specified period.
[bookmark: _Toc206573935][bookmark: _Toc213396228]Quality Assurance of Agency Submissions
The work of the SCR panel meeting begins once information from IMR’s and chronologies have been gathered.   The practitioner reflective learning workshop will normally take place after this initial information has been gathered.
The SCR panel must be satisfied that the appropriate level of information has been provided by each agency and that the analysis provides sufficient insight into the actions undertaken by the agency, where this should also identify learning.
If necessary, the SCR panel may decide to request more information from an individual agency for further clarity where needed, about their agency’s role with the child or adult.
[bookmark: _Toc206573936][bookmark: _Toc213396229]Establishing Key Themes
Dependent on the methodology chosen, the Independent Lead Reviewer and SCR Panel will discuss the case in detail and develop Key Themes for Analysis accounting for all information gathered. The number of themes should be as few as practicable and focus on core learning. Not all themes identified from the rapid review process need to be explored by the SCR, only that where further examination is required. 
[bookmark: _Toc206573937][bookmark: _Toc213396230]Reflective Learning Workshops
Dependent on the methodology used, a Reflective Learning Workshop may provide a forum for frontline professionals and their line managers to come together in a respectful, positive and supportive environment to consider the circumstances surrounding the case and the reasons why actions were taken. This can enable the LR and SCR panel to identify important multi-agency learning. Invitations to Reflective Learning Workshops will be sent by the SP Jersey Business Team on behalf of the author, to all participants who were involved with the child or adult. This will be accompanied by a short briefing which explains the purpose of the event and the importance of attending. 
[bookmark: _Toc206573938][bookmark: _Toc213396231]Stage 3 – (Month 5)
[bookmark: _Toc206573939][bookmark: _Toc213396232]The Serious Case Review Report
The LR will normally draft the formal report with publication in mind. Reports should meet any requirements specified in the agreed ToR for the review and as a minimum succinctly include:
· A brief overview of what happened, the key circumstances, background and context of the case. This should be concise but sufficient to understand the context for learning and future recommendations.
· A summary of relevant decisions by practitioners and agencies and why these were taken.
· A critique of how agencies worked together, identifying strengths and shortcomings.
· Whether the shortcomings identified are a feature of culture and practice in general.
· What needs to be done differently to prevent harm occurring to a child or adult in similar circumstances in the future.
· Examples of good practice.
· What needs to happen to ensure agencies learn from this case.
The SCR report should also consider the impact of the child or adult’s background and history, along with their cultural context.  
The SCR report conclusions should be written in bullet point format and should be clearly labelled as such. 
Any recommendations in the report should be clearly linked to information contained in the body of the report, linking the evidence and conclusions to the recommendation.  A summary of the recommendations should be provided at the end of the report in bullet point format. 
In all cases, recommendations will focus on improving outcomes for children or adults and should clearly outline the changes and actions required from relevant single agencies, as well as from the multi-agency - both collectively and individually – including any proposed amendments to legislation which may have been identified. 
Reports should be written in a way that avoids harming the welfare of any children or adults in the case. Information should be appropriately anonymised. Intimate and personal details of the family’s life should be kept to a minimum to enable publication of the report.
The SCR panel will be responsible for ensuring the draft report has met the agreed ToR, is succinct and focused on improving safeguarding arrangements.
The final report should be considered by the Professional Leads Group, who should commend the report to the Safeguarding Partners for endorsement. 
The development of a multi-agency action plan in response to recommendations will be completed by the SCR subgroup. The relevant Quality Assurance Children (QAC) or Quality Assurance Adults (QAA) subgroup will monitor the action plans and ensure there is evidence of completion.
[bookmark: _Toc206573940][bookmark: _Toc213396233]Stage 4 (6 Month steps prior to publication/publication where appropriate)
[bookmark: _Toc206573941][bookmark: _Toc213396234]Publication
The Safeguarding Partners should publish ALL Serious Case Reviews, unless they consider that publication will identify a subject or their family/relatives or increase the risk of harm to them. Legal Advice should be sought from the Advice Team prior to publication for a legal review related to, for example, risks of identification and data protection issues. Following this the Professional Leads Group should provide a recommendation regarding publication to the Safeguarding Partners. Such recommendations may include publishing the report in full, publishing a summary of the report, publishing the recommendations only, or not publishing at all.
[bookmark: _Toc206573942][bookmark: _Toc213396235]Preparing for Publication
Publication and media planning will commence once the final report (including the agreed recommendations) has been formally endorsed. Publication planning will include strategic leads from the agencies involved in the review and their media / communication leads.
[bookmark: _Toc206573943][bookmark: _Toc213396236]Managing the Impact of Publication
Consideration will be given to how best to manage the impact of the publication on children, adults, family members, practitioners and others closely affected by the case. The wishes of the child or adults family will be considered as part of the publication and media planning. The proposed publication arrangements will then be discussed with the family and appropriate steps will be taken to minimise the disruption and distress that any media attention surrounding the publication may cause.
The arrangements for informing practitioners will also be considered. It is likely that the senior managers from each agency will take responsibility for informing frontline staff of the date of publication and ensuring they have appropriate support.
[bookmark: _Toc206573944][bookmark: _Toc213396237]Media Strategy
A central point of contact for media enquiries should be identified. This individual can co-ordinate media enquiries during the publication phase and ensure effective liaison is maintained with each organisation’s strategic and press leads.
[bookmark: _Toc206573945][bookmark: _Toc213396238]Formal Publication
Published reports will always include the name of the reviewer(s) and will be made available to read and download from the Safeguarding Partnership Jersey website. Reports will be publicly available for at least one year and the archived reports will be available on request.
Published reports will also be submitted for inclusion in the NSPCC National Repository of safeguarding case reviews. The published report will be submitted by the SP Jersey Business Team by email to: information@nspcc.org.uk. 
A clear plan for disseminating and sharing the learning from the review with all relevant agencies will be developed. This may include organising single or multi-agency meetings or producing briefing notes on the lessons learned for use in agency team meetings and/or supervision sessions.
It is the responsibility of the agencies who have participated in the review to ensure their agency recommendations are fully implemented and used to make improvements to their safeguarding arrangements. The relevant Quality Assurance subgroups will monitor actions and ensure they are complete. Once all actions from a review are completed, a Review Closure Report will be presented to the Safeguarding Partners for their consideration.

[bookmark: _Toc206573947][bookmark: _Toc213396239]Stage 5 – (Month 7 and onwards to case completion)
[bookmark: _Toc206573948][bookmark: _Toc213396240]Monitoring Progress

The QAC/QAA subgroups will regularly review progress on the implementation of recommended improvements and will regularly monitor and follow up actions to ensure improvement is sustained.
The responsibility of completing agreed single agency SMART Action Plans sits with single agency Senior Management Teams and they should maintain a transparent record of actions taken and the timescales to completion.  Where actions have not been taken as agreed this should include the reasons why not and the alternative actions taken in their place.   
The outcomes of Multi-agency SMART Action Plans will be monitored via the relevant Quality Assurance subgroup.
Once all actions have been completed a review action plan report should be completed by the relevant chair from the QA subgroup and presented to the Safeguarding Partners as part of case completion.













[bookmark: _Toc213396241][bookmark: _Toc206573949]Appendix 1 – SPJ Rapid Review/SCR Flow Chart

	In 5 working days of receipt of referral – reasonable extensions to timescale may be requested via the Independent Chair.
	· Where a serious incident is suspected to meet the criteria set out in the Safeguarding Partnership (SP) Rapid Review/SCR Practice Guidance, a referral must be forwarded to the SP Jersey (SPJ) Business Team using the Referral of a Serious Incident Form. 
· When a referral is received the SPJ Business Team will record the referral.
· Progression to Rapid Review be considered initially by three professional leads (or other delegated professionals in their absence) these should include:

	
	For Children – 
· The Director of Children’s Services;
· Deputy Chief of Police; and 
· Chief Nurse.
	For Adults – 
· The Director of Mental Health, Social Community Services;
· Deputy Chief of Police; and
· Chief Nurse.

	
	n.b. Where they hold a difference of opinion about whether a case meets the criteria, a simple majority decision will suffice.



	In 2 Working Days of decision to proceed to Rapid Review (RR)
	· Agencies who have were involved will be identified, along with a Chair for RR.   
· The SPJ Business Team will open a file for the subject, populate and send the Letter Template and the Rapid Review Initial Scoping and Information Sharing Document with a brief outline and explanation of the purpose of the Rapid Review. 
· All agencies should secure the clients records and prioritise the completion of the Initial Scoping and Information Sharing Form (to be completed by a suitably qualified senior manager). 
· A date will be set for the RR Meeting – This should be an extraordinary meeting that is focused on the review with no other agenda items. 
· All agencies involved will identify a relevant panel member for the Rapid Review Meeting.



	In 6 working days
	· Completed RR Initial Scoping and Information Sharing Forms will be returned to the SPJ Business Team and collated.  
· The SPJ Business team will share the Referral for Notification of a Serious Incident Form (which initiated the process) and copies of all of the returned Initial Scoping Information Sharing Documents with the allocated Chair and Rapid Review Panel Members.



	In 7 to 13 Working days
	RR Panel Meeting Members will meet and should: -
· Review the facts about the case as presented in the documentation. 
· Discuss any immediate action needed to ensure the child/adult is safe from harm.
· Identify learning and agree how this will be shared.
· Agree how to improve working together and set actions
· Decide whether to undertake an SCR, taking into consideration the criteria for SCR.
· Record any disagreement or dissent, (with multi-agency actions taken to resolve professional differences where required.) 



	In 2 working days of RR Meeting
	· The SP Business Team will complete the RR Recommendations and Decisions Template and share this as the final report with the RR panel for agreement.  
· RR Panel Members should return any amendments before final signing off.
· Regardless of the recommendation by RR Panel Members Safeguarding Partners will make the final decision on whether the case proceeds to SCR.



	Within 25 working day timeline
	The RR Template will be shared with Professional Leads. All agencies involved will be informed of outcome.  Consideration given to informing family members a review has happened. Where criteria is met for SCR, the SCR Process will begin see SPJ SCR Review Flow Chart.


[bookmark: _Toc208906980][bookmark: _Toc213396242][bookmark: _Hlk206510440]SPJ Serious Case (SCR) Review Flow Chart

	 Stage1 (Month 1 – 2)
	· The SCR Subgroup will hold responsibility for setting the Terms of Reference (ToR).
· A Lead Reviewer (LR) will be appointed by the SCR Subgroup – to manage the SCR process, suggest methodology, facilitate any learning workshops and author the final report.
· Appoint SCR review panel and a Chair - to support the LR, scrutinise returned reports, provide local context, challenge analysis of practice, oversee work of the LR, identify learning and a lead to communicate with the family. 
· The police are responsible for liaising with senior investigating officers, the Attorney General’s Office and for family liaison where there are parallel criminal investigations. 

	
	· SCR Panel meetings organised by SPJ Business Team- first Panel Meeting will agree the ToR, identify key lines of enquiry based on the learning from the Rapid Review, specify information collection process and collation tools.

	
	· The SPJ Business Team will liaise with the Independent LR to identify any additional information required and support appropriate contact with the family



	Stage 2 (Month 3 -4)
	· Information Collection and Collation information may be collected using chronologies and/or Information Management Report’s (IMR’s) and/or reflective learning workshops. Records must remain secure through this process.

	
	· Multi-agency Chronologies, IMR’s and Learning Workshops - analyse agency involvement, how agencies work together, identify good practice and shortfalls, identify single and multi-agency learning and actions to improve practice/working together culture, propose legislative changes to improve systems, include single and multi-agency SMART plans of action, include completed actions. 

	
	· The Independent LR - drafts the final Overview Report – to include Key Themes for Analysis. Not all themes from the Rapid Review will be explored.  
· SCR Panel members will request a midway review, provide feedback to the reviewer on their draft report, to agree and ensure accuracy of the content. 



	Stage 3 (Month 5)
	The SCR Panel Members will complete their internal agency signing off. The Final SCR Report will be submitted as agreed by the SCR Panel to the Professional Leads who should commend the report for the Safeguarding Partners endorsement – and make considerations on publication.



	Stage 4 (Month 6) steps prior to publication/publication where appropriate 
	· Professional Leads should provide recommendation regarding publication to Safeguarding Partners, this may be to publish in full, as summary, as recommendations only, or to not publish. 
· Safeguarding Partners should agree to publish Serious Case Reviews unless they consider they identify a subject/their family/relatives or it increases the risk of harm to them.
· Safeguarding Partners should establish a communication strategy and publication process.

	
	· Prior to publication legal advice should be sought from the Legal Advice Team for a legal review.

	
	· Consideration should be given on managing the impact of publication on all involved. Which should include the wishes of the child/adult and their family/relatives with an aim to manage media attention and minimise the impact on them.

	
	· A central point for Media Enquries should be identified to co-ordinate media enquiries during the publication phase and ensure effective liaison is maintained. 

	
	· The SP Business Team will upload the SCR Report, the learning summary and statement to the SP Jersey Webpage on the day of publication and email the report to the NSPCC National Repository of Safeguarding Case Reviews. 



	Stage 5 (Month 7)
	The SCR Panel Members will reconvene to agree a clear plan for disseminating and sharing the learning from the review will all relevant agencies. This may include single/multi-agency action meetings, briefing notes and lessons learned to be used in agency team meetings and/or supervision sessions. The relevant Quality Assurance subgroup then responsible for action plan monitoring and progression.  Once all actions from a review are completed, a review closure report will be presented to the Safeguarding Partners. 



[bookmark: _Toc213396243]Appendix 2 - Referral of A Serious Incident Form

[bookmark: _Hlk206416947][bookmark: _Hlk206148134]REFERRAL OF A SERIOUS INCIDENT FORM

Background Information

Name of Child/Adult:
Date of Referral:

Agency Referral Author:

	Name
	AGENCY & DESIGNATION/TITLE
	CONTACT DETAILS – Address, telephone number and e-mail address

	
	
	



Electronic Signature of Referral Author …………………………………………………..

Please give the details of the designated safeguarding lead, Registered Manager or Head of Service with whom you have discussed the case.

	Name
	AGENCY & DESIGNATION/TITLE
	CONTACT DETAILS – Address, telephone number and e-mail address

	


	
	



Electronic Signature of Designated Safeguarding Lead, Registered Manager or Head of Service with whom the case has been discussed …………………………………………………………………………..

Section 1: Brief overview of child/adult and family composition

1.1 Child or Adult’s Details

	Name of Child/Adult
	

	Date of Birth

	

	Home address
	

	Gender
	

	Ethnic Origin
	

	Faith/Religion
	

	Disability
	

	Children Only
Is the child/young person looked after?
	

	Children Only
Is the child/young person subject to a child protection plan or have they been previously? (If known, when was that, what was it for and for how long?)
	

	Is the child/adult open to
Children’s Social Care or Adult Social Care (if known who is the lead practitioner)?
	

	Date of Death or Serious Incident (please specify which)
	

	Address or location of death/incident
	

	Name of the Carer at time of incident
	

	Is this case known to be the subject of a criminal investigation? (If so, who is the lead investigator?)
	

	Is this case known to be the subject of a Coroner’s Inquiry? (If so, who is the key contact?)
	

	Are there any reciprocal child or adult safeguarding concerns and have these been shared (If so, who is the key contact?
	



1.2 Details of Family Members and any Significant Others

	Name and address
	Relationship to Child/Adult
	Date of Birth
	Legal Status
	Ethnic Origin

	
	Subject Child/Adult
	
	
	

	
	
	
	
	

	Immediate Family
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



	Extended Family
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Children Only:
What action has been undertaken to safeguard and protect any siblings of the child who is the subject of this referral?

1.3 Other agencies known to be involved
	Agency
	Contact Details: Address, Telephone and E-mail
	Reason for involvement (inc. whether current or not)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Section 2: Case Background
PLEASE NOTE: The information you provide will be used to help establish whether the case meets the criteria for a Rapid Review/Serious Case Review (SCR) or other type of learning review. Remembering the purpose of Rapid Review/SCR is for agencies outlearn lessons, improve individual and collective working, to explore how practice can be improved with the aim of reducing the risk of recurrence of similar incidents. Rapid Review/SCR’s are not conducted to hold individuals or agencies account.  
	Please provide a brief outline of the child and family/adult circumstances and the incident that triggered this referral, stating why you are making this referral, (consider criteria for referral for Rapid Review): -




	Presenting Concerns

	




	Case History 

	





	Extended Family Involvement 



Any Other Relevant Information 



Adults only - please state Adults Care and Support Needs






Please use the chronology table below to outline any events around the time of the incident.Case History
Extended Family Involvement (as required)
Any Other Relevant Information

PLEASE NOTE: This should only include key events and DOES NOT need to be a detailed chronology at this stage.
	Date & Time:
	Event:

	
	

	
	

	
	

	
	


[bookmark: _bookmark25][bookmark: _bookmark29]
2

image2.jpeg
Ministerial Safeguarding Group

l

Safeguarding Partners

!

Professional Leads for Adults and

Children

Quality Assurance
Subgroups x 2

Policy and

Serious Case Review

Procedures Subgroup Subgroup

Learning and
Development Subgroup

Child Death Overview
Panel

Partnership supported by the Safeguarding Partnership Business Team





image1.png
\P2s Safeguarding
% \§ Partnership

7/“ Jersey




