
1. Background to the case 
Serious Case Reviews (SCRs) are undertaken following the death or 
serious injury  of a child  who has been previously known to services 
for abuse/neglect: Child Y took a fatal overdose in 2017. 

In 2014 Child Y had been a victim of familial sexual abuse and 
following this abuse all agencies involved with the child did not follow 
safeguarding procedures leaving Child Y without the necessary  
therapeutic support. This was compounded by mother’s view that the 
family could provide the  necessary support.  

Over the next 2 years Child Y came to the attention of  universal and 
targeted services where issues of loss, self harm, suicide ideation, 
inappropriate sexual relationships and sexual health needs were 
disclosed. Despite the unmet needs services were not brought 
together. In the months before the fatal overdose Child Y was in a 
relationship with an older person; the investigation and enquiry had 
not progressed sufficiently before the child's death. 

 

2. Why it matters 
• There was a failure to follow established policies and procedures to 

safeguard the child by a range of agencies 

• There was an assumption made that other statutory child 
protection services would act 

• There was a lack of professional curiosity when discrepant 
information was presented 

• All services that were in contact with the child were not involved in 
child protection enquires resulting  in lack of information about 
unmet need and risk (including suicide risk) 

• Supervision processes were not in line with safeguarding 
responsibilities and did not identify the failures above 

• The impact of sexual abuse can be similar for  a child and parents 
and this was not sufficiently assessed 

 

 

4.What to do/changes to make 
Supporting children and young people at risk of suicide or serious self-
harm is challenging work. You can improve your confidence and 
competence by talking a look at the SCR report: 

www.lscb.org.uk/case-reviews/ 

A key message from this review is to remind all practitioners of their 
safeguarding responsibilities and competencies; ability to identify 
abuse/neglect; share  information; work together; and provide 
children with the help they need. 

SCR briefings will be available and information about dates will be on 
the LSCB website in due course. 

3. Information/lessons 
• Victims of sexual abuse and their parents/carers require support 

that is joined up as the emotional impact can be wider than the 
impact on the victim 

• All agencies involved in a child's life must be included in statutory 
processes to screen concerns, develop strategies for enquiries and 
assess need/risk 

• Joint working by community health staff with a range of agencies in 
health, in school and social care should be a proactive process 
rather than a reactive one 

• The voice of the child and the voice of the parent should be equal 
in enquires and investigations. Analysis of both provides a clearer 
understanding of services required 

• Recent research on child suicide identifies a pattern of behaviours – 
cumulative risk and traumatic early life experiences build up 
adversity leading to high risk behaviours in adolescence and a ‘final 
straw’ event. The final straw event /suicide attempts  differ greatly 
between children and needs to be fully analysed against past and 
current problems for the child 
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