
900 serious case reviews have
been published since 2003
containing thousands of
recommendations. So why
have lessons apparently not
been learnt? Jeremy Kearney
argues it’s not child protection
that’s at fault but SCRs and our
expectations from them.

hen a childcare social worker
leaves home in the morning to go
to work, they are probably not
too concerned about the risk of
being struck by lightning. This is

quite a reasonable position to take, as the odds
of such an event happening to that particular
person are at least one in 150,000. 

Similarly, they are probably not thinking they
will be killed by a dog (1:125,000), by freak
weather conditions (1:120,000), that they
might be murdered (1:85,000), or even killed by
bee or wasp stings (1:75,000). Yet if, while they
were having breakfast, the early morning news
was covering the political and media fall-out
from the publication of another serious case
review (SCR) into a non-accidental child death,
it would be understandable, as they drove into
their office, if they felt quite anxious about the
possibility of a child they were involved with
being subject to such a review. Understandable,
but mistaken. 

The reality is they would have very little
reason to be concerned about such a traumatic
event taking place as, in probability terms, the
odds of this happening to a particular child are
incredibly small; approximately one in 200,000.
The social worker in question is two-and-a-half
times more likely to be murdered themselves
than to have a child on their caseload die non-
accidentally. 

Given the continual negative publicity about
child protection work in the UK it might seem
strange to argue that if the criterion for judging
it is the number of non-accidental child deaths

in a year, then by this measure it is highly
successful. Research shows that the average
number of such deaths annually has been stable
for quite a while and may in fact be falling. On
average there are 55 deaths per annum, which
for a child population of 11 million equates to a
death rate of 0.0005%. 

On average, only eight (4.5%) of the children
who are killed are subject to some kind of child
protection plan. As approximately 35,000
children are on child protection plans in any
one year, this means that 34,992 do not die.
Therefore, unless the demand is for an

unattainable utopia of no child ever dying in a
non-accidental manner then, realistically, it is
hard to see how the figures could be much
better than this. 

So why does each child death unleash such a
torrent of negative publicity and blame? Clearly,
certain parts of the media have always played a
large role in this response but, in recent years,
there are good reasons to suggest that one of
the main causes of the negative perception of
the child protection system has been the focus
on SCRs. Superficially it seems obvious that,
when a child is killed, a full inquiry should be

W

26
Professional Social Work • December 2013/January 2014

serious case reviews

SCRs

026-027_PSW_Dec13/Jan14_PSW_templates  05/12/2013  14:07  Page 26



are common events whereas, as illustrated
previously, they are extremely rare. It also
creates a view that, because the outcome was
similar (a child died), then the causes must be
similar. This process is what has been described
as the ‘availability bias’, which assumes that
because similar incidents are regularly reported
(‘available’) in the media there must therefore
be a lot of such events happening. 

In reality, as already described, the base rate
of non-accidental deaths in relation to the total
number of children is extremely low – one in
200,000. But because the total population in
question is very large (all children in the UK),
the figure of 55 deaths a year is equivalent to
one death a week. If even a small proportion of
these are reported as failures on the part of
social workers and other professionals, it is
inevitable that the general public will see the
whole system as failing.

Thirdly, SCRs are also ineffective in their
own terms as one of their stated purposes is to
‘learn the lessons’ from particular cases.
However, each new case that appears is used as
an example of how social services and other
organisations have not learnt any lessons since
the previous high-profile child death. 

The press and public clamour to understand
how could this happen again after so many
previous cases. It is surprising then that this
continual feedback on such apparent
ineffectiveness does not appear to have
encouraged writers of SCRs to take stock and
ask why these child deaths continue to occur
despite the analyses produced by these reports. 

This is certainly not due to the lack of
recommendations from the reviews. Based on
an analysis of 20 reviews, each SCR produces,
on average, 47 recommendations – the recent
SCR in relation to the case of Daniel Pelka

being a case in point, offering a total of 48
recommendations. As there have been at least
900 reviews since 2003, if this proportion of
recommendations per review is typical, then
there has been the frankly ridiculous total of
over 42,000 recommendations in the past ten
years. Many of these recommendations are, of
course, saying the same thing in slightly
different language but this statistic certainly
suggests the writers of SCRs and policy makers
are seriously slow learners.

The other related problem with the
recommendations made by SCRs is that in
order to meet their aim of ‘learning the lessons’,
the authors of the reviews feel the need to make
generalised recommendations in relation to the
organisation and planning of child protection
work overall. This is despite the fact that the
extreme rarity of non-accidental child deaths
means that they are, by definition, highly
exceptional, individualistic cases. 

‘Rule of optimism’
So it has been suggested that social workers

are guided in their work by the ‘rule of
optimism’ and therefore always think the best
of the parents; or that they are too focused on
the parents and the child becomes “invisible”.
However, the problem with these
generalisations is that the facts don’t back them
up. If social workers are unwilling to challenge
parents and operate under a ‘rule of optimism’
or forget about the children, how is it that there
are not major concerns about the other cases
on these same social workers’ caseloads? In
other words, why do more children not die?

Albert Einstein said that one definition of
insanity was doing the same thing over and
over again and expecting different results. In
the case of SCRs, they have now been tested
well beyond the limits of their usefulness. By
repeatedly focusing on the rarest cases in child
care – child deaths – they are not only seriously
unhelpful in understanding child protection
work but also damage the ability of social
workers and other professionals to offer
positive services to the many thousands of
children who are not killed but need help 
and support in their lives.
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carried out to ensure ‘lessons are learned’, in
order to prevent such tragedies in the future.
However, the problem with the SCR model is
that it examines the case in question while
already knowing the outcome. In other words,
the case is only being examined because the
child has died. 

Consequently, these are by their nature the
most extreme and exceptional cases. Any other
cases with similar features (of which there are
many), such as violence, poverty, poor housing,
school issues, alcohol and drug misuse, but
having different outcomes, are not examined.
The SCR is only being initiated because the
negative outcome is known and therefore
someone – notably a professional of some
type – must have been at fault. 

But since child deaths are so rare, they are in
fact random. It is impossible to predict in
advance which of the many cases with similar
characteristics will lead to such a fatal outcome.
This has been demonstrated by the history of
non-accidental child deaths over the past 40
years, from Maria Colwell to Daniel Pelka and
those in-between. Such deaths occur on a
regular basis regardless of inquiries, reports and
recommendations. In other words, they are part
of the human condition.

‘Hindsight bias’
In my view, there are three main problems

with SCRs. Firstly, their authors are driven by
what has been described as the ‘hindsight bias’,
which means that, as they look back over the
history of the case, they inevitably look for
moments when they think something different
could have been done in order to produce a
better outcome. As a result, the reports
decontextualise the actions of the professionals
involved in the case (which they have to do as
they were not present at the time), and instead
create a single narrative that gains credibility
from the sheer amount of detail involved. 

Therefore it appears to makes the death of
the child both predictable and preventable.
However, by saying things like “there were 12
occasions when the child could have been
saved” the writers of the SCRs are merely
hypothesising that the outcome of the case
could have been different if only the
professionals had acted in a different manner at
a particular moment in time. It is, of course,
impossible to know if such a hypothesis might
have been true and anyway the outcome has
already been decided. The writers of the SCRs
are claiming the ability to re-write the past but
without any danger of being proven wrong.

The second major problem is that all SCRs
are now publicly available. With estimates
suggesting that about four reviews are
published each week this means that such cases
are continually brought to the attention of the
public. The publicity creates and maintains the
completely incorrect view that such incidents

EINSTEIN SAID INSANITY IS DOING THE
SAME THING OVER AND OVER AND
EXPECTING DIFFERENT RESULTS. SCRS
HAVE NOW BEEN TESTED WELL BEYOND
THE LIMITS OF THEIR USEFULNESS.
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