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PREVENTING CHILD DEATHS - LESSONS FROM HIGH-RISK INDUSTRY

	What is/are the main SOCIAL ISSUE/S that you wish to raise for debate and discussion in this 90 minute workshop? 
1. Across the different regions and countries of Europe, the tragic death of a child from abuse or neglect causes public and media outcry and heightens pressure on politicians to improve the quality of child protection practice. So it is important to ask: are the right lessons being learnt from these tragic child death cases? What methods have been used to-date to review professional practice in such cases in different areas? And how effective have these approaches been at improving our ability to keep children safe? 

2. Is there anything that we can learn from other fields about how better to learn from tragedies and improve quality of service provision? High reliability organizations (HROs), such as nuclear power stations, have an amazing record of safety. Is there anything that child welfare can borrow from such fields to improve the methodology with which we review and learn from professional practice following accidents? 
 

3. Are there ways to increase the opportunity for cumulative learning from child death reviews as a means of drawing together the learning from multiple case reviews both within and across countries? 


	Please describe your project briefly here, indicating what makes it special:

In the UK, as in many countries, serious case reviews or public inquiries following the death or injury of a child from abuse or neglect have had and continue to have a major influence on the way services have developed. However, their value has been increasingly questioned, as it has become apparent that they regularly identify the same problems in frontline practice and make similar recommendations. 

Similar difficulties in aviation, and other high-risk industries led to the development of the systems approach to accident investigation methods. Rather than stopping after faults in professional practice have been identified, this approach looks for causal explanations in all parts of the system. It does so by investigating the many factors that interact and influence an individual worker’s decisions, actions and inactions. This allows for the identification of more effective solutions. Central to the approach is the move from identifying what happened, to endeavouring to understand why the critical decisions, actions or inactions seemed the sensible thing to do at the time. Clearly flying planes differs in significant ways from safeguarding and child protection work. So how would this approach need to be adapted to accrue similar benefits? 

A recently completed project, led and funded by the Social Care Institute for Excellence (SCIE), addressed this question. Building on the previous work of Prof Eileen Munro (2005), two pilot case reviews were conducted in England. Valuable feedback provided at all stages by the professionals involved was used to adapt the model appropriately, both during the process and subsequently. A scoping review of the safety management literature provided the theoretical underpinning (Munro, 2008). The new model is presented in Learning together to safeguard children: developing a systems approach to case reviews (Fish et al. 2008). 

Engineering systems may appear predominantly technical and children’s services appear predominantly social. Yet both are usefully considered to be ‘socio-technical’ systems, although with different degrees of mix. This means that the interactions between people and equipment are fundamental in shaping the way work gets done. The “learning together” model provides a framework for organising all the layers of interaction that influence work with a family. There has been a high level of interest in this work both nationally and internationally and SCIE is drawing up a plan to support local authorities and agencies keen to implement the approach in serious case reviews as well as reviews of routine or ‘good’ case work practice.
FISH, S; MUNRO, E; BAIRSTOW, S. 2008. Learning together to safeguard children: developing a systems approach to case reviews. London: SCIE.
MUNRO, E. (2005) A Systems Approach to Investigating Child Abuse Deaths. Br J Soc Work, 35, 531-546.

MUNRO, E. (2008). A review of the safety management literature. Unpublished working document; available on request from sheila.fish@scie.org.uk . 

Proposed workshop format:

Participants will be given two different exercises detailed below. 


A) Participants will be asked to discuss the following question in pairs: 

 “Where on the spectrum between ‘blaming’ and ‘explaining’ would you place reactions to child death tragedies in your own region or country? You might want to consider responses of different stakeholder groups such as different media, politicians, unions, professionals, academics, families. Illustrate if possible with a recent example”. 

At the end of the exercise they will be asked to mark the place of different countries on a line drawn on a large piece of paper which is marked ‘blaming’ at one end and ‘explaining’ at the other, with the name of the child’s case that illustrates this, where appropriate. A recent English example will be plotted first as a comparator. 

B) Participants will then be asked to do the following exercise in small groups. They will be given a vignette of professional practice in relation to an actual child protection case and asked to discuss: “How might you explain the professional’s decision in this episode?” 
At the end of the exercise presenters will give the actual explanation and ask groups to raise their hands to indicate if their own explanations matched. This exercise will given them an insight into the kind of thinking that the systems approach, discussed in the introduction, encourages. 

The final step of exercise A is designed to capture the key information - marking the place of different countries on a line drawn on a large piece of paper which is marked ‘blaming’ at one end and ‘explaining’ at the other, with the name of the child’s case that illustrates this, where appropriate. 

For exercise B, the small groups will be asked to allocate a ‘scribe’ who notes the main points on a flipchart. These will be collected at the end of the workshop.

Group feedback and general discussion points that emerge at the end of the workshop will be noted by the co-presenter. 













