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 Briefing on the Operational Administration of Serious Case Reviews 

 
PURPOSE 
This briefing informs operational staff on the policy background of adult and children 
serious case reviews (SCR) and their operational responsibilities in regards to how 
they should be administered by CQC. 
 
INTRODUCTION 
CQC recognises that it has a role to play in SCR’s and the learning that arises from 
them, in particular where they relate to a service regulated by us. There are 
significant differences between the statutory basis and policy context of adult and 
children’s SCR’s. However the commissioning and follow up of SCR’s being the 
responsibility of local safeguarding boards is consistent practice across both adult 
and children reviews. 
 
WHAT IS A SERIOUS CASE REVIEW? 
The aim of a serious case review is to openly and critically examine the agencies’ 
involvement in a case where significant harm or death of a child or a person at risk 
has occurred. SCR’s should not be used to reinvestigate nor to apportion blame, but 
rather to establish whether there are lessons to be learnt from the circumstances of 
the case about the way in which local professionals and agencies work together to 
safeguard adults at risk. They should also be used to inform and improve local 
inter‐agency procedures and practice.  
 
WHEN SHOULD A SERIOUS CASE REVIEW BE UNDERTAKEN? 
There is no national guidance on when an adult SCR should be initiated. Each local 
authority will have its own criteria for this. However the Association of Directors of 
Adult Social Services has published guidance on SCR’s which suggests a serious 
case review should be considered when:  

- A vulnerable adult dies (including death by suicide) and abuse or neglect is known 
or suspected to be a factor in their death  

- A vulnerable adult has sustained a potentially life-threatening injury through abuse 
or neglect, serious sexual abuse, or sustained serious and permanent impairment of 
health or development through abuse or neglect, and the case gives rise to concerns 
about the way in which local professionals and services work together to safeguard 
vulnerable adults 

- Serious abuse takes place in an institution or when multiple abusers are involved, 
the same principles of review apply 

The revised Working Together to Safeguard Children states that a children’s SCR 
should take place when a child dies (including death by suspected suicide) or is 
seriously injured and abuse, neglect or serious organisational failing is known or 
suspected to be a factor in the incident.  The Local Safeguarding Children’s Board 
(LSCB) appoints an independently chaired SCR panel to review the involvement of 
organisations and professionals in the lives of the child and family through a series of 
individual management reviews conducted by each organisation involved with the 
child. 
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POLICY BACKGROUND 
 
Children 
Under the revised Working Together to Safeguarding Children commissioning PCTs 
are required to notify CQC on the initiation of a serious case review. Ofsted are 
responsible for evaluating completed children’s SCR’s and since health agencies will 
almost always be involved, are currently committed to providing full copies of 
paperwork associated with SCRs, once their evaluation is completed. It is hoped that 
CQC will use information from the reviews to inform its regulatory processes and 
monitor completion of actions by regulated organisations where relevant. 
 
Adults 
There is no legal framework for adult SCR’s. Historically CSCI had an agreement in 
place with Association of Directors of Adult Social Services that the regulator should 
be informed of the initiation of adult SCR’s and their outcomes. This agreement has 
been transferred into the CQC safeguarding protocol and therefore local 
safeguarding partnerships will notify CQC of the instigation of a SCR and of their 
outcomes and associated action plans on completion. 
 
 
KEY POINTS 
 
  Local safeguarding partnerships should notify CQC of the initiation of an adult 

SCR; this will normally be received by the local Compliance Manager or 
Compliance Inspector. The inspector or manager should inform the Regional 
Director. 

 
  On receipt of the initiation of an adult SCR the central SCR spreadsheet, located 

at Y:\CQC_Records\OPERATIONS\Safeguarding\Serious Case Reviews 
Adults\Notifications should be completed. The Regional Safeguarding Lead will 
monitor the completion and maintenance of the central spreadsheet. 

 
  Completion of the central spreadsheet should ensure that the SCR is captured in 

the Quality Risk Profile of the relevant service. Please ensure that where relevant 
the location code is captured when completing the spreadsheet. 

 
  If Mental Health Operations have been involved in the service the relevant Mental 

Health Operations Manager should also be notified of the request.  

 
  Currently PCTs are required to notify CQC on the initiation of a children’s SCR. 

The notifications are sent to a central, dedicated mailbox 
xxxxxxxxxxxxxxxxxxxx@xxx.xxx.xx, acknowledged on receipt and then passed to 
inspectors for information as part of the regulatory compliance activity.   

 
  Adult SCR’s should be included in Regional Risk Reports. 
 
  CQC holds no decision making authority within the SCR process and therefore 

should not be members of SCR panels. However we should ensure that we are 
aware of the progress of the review. This will ensure that we demonstrate our 
commitment to this work whilst retaining focus on our regulatory responsibilities 
and preventing conflicts of interest. 
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  It is likely that if a regulated service has been involved in the case being 

reviewed, CQC will be requested to provide an individual management review 
(IMR) for a SCR. The regional director should be informed of the request. An IMR 
is a report on what an individual agency involvement has been in the case that is 
being reviewed and will normally include a chronology.  

 
  When CQC is asked to undertake an IMR for an adult SCR, the Terms of 

Reference for the review should be requested from the safeguarding partnership.  

 
  The Regional Director will then make arrangements for completion of the IMR by 

an independent member of staff. (further guidance on the completion of a IMR to 
be provided) 

 
  Before the IMR is provided to the safeguarding partnership it should be agreed by 

the Regional Director. 

 
  The Compliance Inspector / Manager should ensure that a copy of the draft SCR 

report is sent to CQC for factual accuracy and comment before the report is 
finalised. This will ensure that the report accurately reflects our role within the 
process and that we can make a timely response to the findings. 

 
  The Compliance Inspector/Manager should establish if the local safeguarding 

partnership intends to publish the SCR report (all children’s SCR’s are now 
published). If this is the case then CQC communications should be informed. 
CQC communications should liaise with the local authority public communications 
to ensure that arrangements are mutually agreed with the safeguarding 
partnership. 

 
 
Further links 
 
http://www.kcl.ac.uk/schools/sspp/interdisciplinary/scwru/res/knowledg
e/scr.html 
 
http://intranet.cqc.local/CQCIntranet/policies--
guidance/healthcare/safeguarding.aspx 
 
http://www.dcsf.gov.uk/everychildmatters/safeguardingandsocialcare/sa
feguardingchildren/workingtogether/workingtogethertosafeguardchildre
n/ 
 
http://www.adass.org.uk/images/stories/Safeguarding%20Adults/Vulnera
ble%20Adult%20Serious%20Case%20Review%20Guidance%20final2%2
0DEC%2006.pdf 
 
For further support and advice please contact; 
Regional Safeguarding Leads 
National Safeguarding Advisor 




    

  

  
