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EXECUTIVE SUMMARY :

INTRODUCTION

On the 12th January 2001, at the Central Criminal Court in London, Marie Therese Kouao and Carl Manning were convicted of the murder of Victoria Climbie.

The government immediately announced its intention to establish an independent inquiry and on the 20th April, Lord Laming, a former Head of the Social Services Inspectorate was appointed as its Chair.

The terms of reference of the inquiry required both an investigation of how the relevant statutory authorities had discharged their duties to Victoria and her carers and, more widely, recommendations to be made about how the inter-agency arrangements for safeguarding the welfare of children might need to be reviewed in order to prevent a similar situation ever being repeated.

Victoria Climbie was born near Abidjan in Ivory Coast on the 2nd November 1991.  She was the fifth of seven children.  In October 1998, Marie Therese Kouao, Victoria’s great aunt, came to Abidjan and offered to take her to live with her in France and to provide her with an education.  Victoria lived with Kouao in France until April 1999 when they travelled to England.  After a week in bed and breakfast accommodation, Kouao and Victoria approached council services in Ealing requesting alternative accommodation and financial support.  Between May 1999 and February 2000 Victoria became known to four Social Services Departments, three Housing Departments and two specialist Police Child Protection Teams.  On two separate occasions she was admitted to hospital because of concerns that she was being deliberately harmed.  

On the evening of the 24th February 2000 Victoria was admitted to hospital one last time.  On admission, her temperature was so low that it could not be recorded on the hospital’s standard thermometer.  Her body was covered from head to foot in bruises and lesions and medical staff were unable to straighten her legs.  She was diagnosed as suffering from severe hypothermia and multi-system failure.  In spite of intensive efforts to save her, she suffered a series of episodes of respiratory and cardiac arrest and was declared dead at 3.15pm on the 25th February.  She was 8 years and 3 months old.

At the post-mortem examination the following day Victoria was found to have 128 separate injuries to her body.  She had been beaten with a range of sharp and blunt instruments, her wrists and ankles had been bound, and she was severely malnourished.  The Home Office Pathologist wrote:


‘All non-accidental injuries to children are awful and difficult for everybody to deal with, but in terms of the nature and extent of the injury, and the almost systematic nature of the inflicted injury, I certainly regard this as the worst I have ever dealt with, and it is just about the worst I have every heard of.’

The Inquiry report was published on the 28th January 2003.  It is 407 pages long and concludes with 108 recommendations.  Each recommendation carries on indication of the timescales within which the proposed action should be achieved.  These timescales are either 3 months, 6 months or 2 years.  Of the 46 recommendations which are addressed specifically to social care, 28 are to be achieved within 3 months and 15 within 6 months.

SUMMARY OF REPORT’S MAIN FINDINGS

The main findings of the report are briefly summarised below:-

1. Although child protection work is very often complex and demanding, the circumstances of this case were not particularly challenging. What went wrong was a fundamental failure to follow simple procedures that required nothing more than basic good practice.

2. The report comes out firmly against a National Child Protection Agency on the grounds that it is impractical to try to separate child protection from wider issues of support to children and families.

3. Area Child Protection Committees are described as unwieldy, bureaucratic and having limited impact on front line services.

4. A new national structure is proposed which is intended to ensure better integration and co-ordination of services and to establish clear lines of accountability through government ministers to front line staff.

5. There must be improvements in the way that information is exchanged within and between agencies.  The government must act to ensure that data protection and human rights legislation do not present an obstacle to sharing information where there are concerns about a child’s welfare.

6. The government should commission research into the feasibility of setting up a national database to provide a central record of every agency’s contact with a particular child or family.

7. Eligibility criteria should not be used to restrict access to services.  Decisions about the allocation of services should only be made after a proper assessment of each child’s needs.

8. Local authorities should be funded to enable them to provide specialist services to children and families 24 hours a day, 7 days a week in the same way as other emergency services.

9. Directors of Social Services and elected members must ensure that front line social workers dealing with complex child protection cases are appropriately qualified, trained and experienced and are supported through regular supervision, up to date practice guidance and operational procedures and manageable workloads.

LOCAL AUTHORITY AUDIT

In a statement to the House of Commons on the day of the report’s publication, Alan Milburn announced that the government’s substantive response to the inquiry would be included in a Green Paper to be published in the spring.  However, he also announced a number of more immediate measures and these included a requirement for all Councils with Social Services Responsibilities to undertake an audit of their services against a checklist of standards linked to the recommendations.  Councils have subsequently been provided with an audit tool in the form of an Excel spreadsheet which must be completed and returned to SSI by the 30th April.

The audit framework groups the inquiry report’s recommendations under broad standards, provides references to relevant statutory duties and responsibilities and sets out the criteria against which current performance is to be judged.  In all there are 60 standards linked to 52 recommendations.

Following receipt of the completed audit it will be evaluated and validated by local SSI Business Link Inspectors and there will be some follow-up inspections or site visits.  Validated evidence will be used as part of the process of determining the performance ratings for Social Services in the autumn and will be reported to the Secretary of State.

A similar exercise is being undertaken by the Police and Health Services and audit tools have been sent to Chief Constables and to Chief Executives of Primary Care Trusts, Hospital Trusts, Strategic Health Authorities and NHS Direct.  

The audit has been structured around 7 key areas.  These are:

1.
Referral

2.
Assessment

3.
Allocation, Service Provision and Closure

4.
Guidance

5.
Training and Development

6.
Organisation and Management

7.
Governance

For each recommendation, one or more standards have been developed and authorities are required to make a judgement about current performance by selecting from one of 4 pre-determined responses.  These vary according to the type of standard but can be summarised as:

1.
Poor

2.
Fair

3. 
Satisfactory

4.
Good

To qualify for a score of 4, the authority must no only judge that the standard is consistently met but must be able to evidence this through reference to arrangements for systematic monitoring and review.  This requirement makes it very difficult to achieve a score of 4 even where we confidently believe that our services do meet the standards.  

SUMMARY RESULTS FROM THE AUDIT

The completed spreadsheet is attached at Appendix 1. The table below shows aggregated scores for all of the standards.

Key Area
Good
Satisfactory
Fair
Poor
Total








Referral
1
4
3

8








Assessment
1
10
3

14








Allocation
2
4
3
1
10








Guidance

3
2

5








Training
1
4
1

6








Organisation
1
1
3

5








Governance
1
5
6

12








Total
7
31
21
1
60

A brief summary of the results of the audit for each of the 7 key areas is set out below:-

Referral and Assessment.

Although we are confident that child protection referrals are dealt with promptly and effectively there are continuing concerns about the capacity of Advice and Assessment Teams, as they are presently constituted, to meet the requirements of the National Assessment Framework.

Arrangements for joint working with the police are generally satisfactory but meeting standards around strategy meetings will be a challenge to both agencies without additional resources.

Assessment and Service Provision

The recent SSI/Audit Commission Joint Review confirmed that in spite of very heavy workload pressures, standards of practice are high and the most vulnerable children are generally well-protected.  However, capacity problems do impact on services and there are concerns about high thresholds for service delivery, numbers of unallocated cases and poor recording.

Guidance and Training

There is a substantial volume of practice guidance and operational procedures around child protection.  Although the current ACPC Handbook is now some years out of date its core elements remain relevant to current practice and arrangements are in hand for a major review.

All social workers in Children and Families Teams are qualified and almost all have attended one of the 2 day Child Protection Foundation Courses put on by the ACPC.  A significant proportion have attended further, more advanced course.  The ACPC delivers a rolling programme of multi-disciplinary training available to all staff but workload pressures and staff shortages can be an obstacle to releasing workers to attend.

Organisation, Management and Governance

The Directorate’s Supervision Policy is well established and social workers reported during the recent Joint Review that they were well supported.  Work is needed on implementing the City Councils appraisal system within the Community and Social Services Directorate.

Quality assurance systems are well developed in some areas but need improving in others.  In particular, periodic case file audits need to be introduced to monitor compliance with the recording policy and to examine the more qualitative aspects of the work.

Governance

Arrangements for keeping members informed about the performance of child protection services and advice and assessment need to be improved.

It is proposed that, subject to the approval of this report by Cabinet and to an acceptance of the findings of the audit by our SSI Business Link Inspector, an action plan is developed which addresses the key points identified as requiring attention and establishes appropriate timescales for action.  A further report, setting out the details of the action plan will be presented to Cabinet in due course.
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