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The Child's Journey - A “health perspective” for BACCH members
Munro’s first report, Part One: a Systems Analysis, concluded that "the management of children's social care had evolved too far into a top-down, compliance driven organisation. This stifled creativity and distorted priorities" (1.12).
This second report sets out to define the characteristics of an effective child protection system and outlines the improvement required to achieve that end. It builds on the work of Part One: a Systems Analysis that took a whole system approach to the current working of safeguarding systems. At the heart of this report is the assumption that "A good child protection system should be concerned with the child's journey through the system from needing to receiving help, keeping a clear focus on children's best interests throughout."
The essential information is summarised in the introduction, the conclusions and recommendations. For those interested in multiagency learning and accountability, chapter 5 is also essential.

Summary and key recommendations

The report concludes that there should be a greater focus on early help, especially in identifying and helping vulnerable families, rather than making a referral for safeguarding assessment. It suggests improving the decision-making by frontline social workers who will receive better support and supervision. Finally, that there has to be a competent system to detect where things are not working well and then put them right.

The report acknowledges that "removing the level of prescription will require local leaders and practitioners to take greater responsibility for the judgements and decisions they make" (6.4).
Specific recommendations include:

· Inspection plays an important role in the improvement of services and these should be unannounced rather than announced to reduce unnecessary bureaucracy;
· Inspections should examine the whole child protection system not just children's social care;
· A change in the emphasis of Serious Case Reviews to focus more on learning and improvement and less on process;
· Working Together should consist of Statutory advice whilst professional advice should be in a separate document in order to improve readability and use;
· The role of leadership and lines of accountability within the child protection system should be clearer;
· Local performance data should identify how the local system is performing in order to drive learning and improvement;
· There should be an emphasis on early effective interventions within Foundation Years (see Frank Field and Graham Allen reports);
· Assessment of maltreatment should include support from the outset that makes a difference with the result that fewer families are referred to children's social care;
· Better systems for empowering families giving them ownership of their assessment;
· Better assessment and better decision-making tools should be developed;
· Changing the existing time constraints should lead to a greater focus on quality of assessment;
· Greater reliance on professional judgement which in turn requires better training and supervision
· a career structure for social workers; and
· Improving public knowledge and support for child protection. 

Chapter 2 focuses on getting help early, engaging families and better systems of support so that fewer children need to access child protection systems. The important interface with the Public Health White Paper, "Healthy Lives, Healthy People", Frank Field's report, "The Foundation Years", and Graham Allen's report on "Early Intervention" are acknowledged. 
Chapter 3 focuses on the practice of child and family social work with an emphasis on using evidence to assess children's needs and offer more effective help to families. This is being taken forward by the Social Work Reform Board Capabilities Framework. Examples of effective interventions are included in para 3.42.

Chapter 4 covers the management of frontline social work staff. It examines the culture within children's social care and the down side of centrally driven performance management systems. Importantly (para 4.21) it asked the question "is there an alternative framework for assessment of children and their families and what would this look like?" It then goes on to give examples of places that have initiated improvement programmes and their conclusions. The importance of monitoring performance in a way that drives reflection on learning and improvement is discussed in para 4.58, and stresses the importance of regular feedback and the creation of a "learning organisation"

Chapter 5 builds on measuring, feedback and learning from a multi-agency perspective. It looks to the NHS for its experience in quality improvement following the publication in 2000 of "an organisation with a memory" (para 5.37) and how this has influenced the development of both the National Patient Safety Agency and the National Health Service Institute for Innovation and Improvement. It also draws on the publication from US Institute of Medicine report "to err is human" (5.38), which helped drive the development of the Institute for Healthcare Improvement (IHI) and its programme “The London Protocol”, a systems approach to the investigation of clinical incidents.
One of the recommendations will be a minimum data set to measure the local delivery and effectiveness of children's social care services. It would include regular feedback from children, young people, families, staff and partners on the functioning of the system. 
The intention would be to have a secure informatics system that enables both external accountability, and also local shared learning. The inspection framework must support "learning across local organisations and positive outcomes rather than compliance with the process" (5.19). Proportionality of inspection is discussed (5.24) and the potential use of a risk-based approach to the process of inspection.

Helpfully, para 5.25 stresses that in future "inspectors should work more closely together so that Inspectorates are better able to examine children's experiences and a journey through the system from needing to receiving help". In future inspectorate should focus more on enabling improvement than merely describing the inadequacies of organisations.

The importance of "a systematic process of peer reviews embedded within the culture of local authorities and partner agencies could have an important role to play in facilitating learning throughout the system" (para 5.30)
With regard to Serious Case Reviews both "the absence of a transparent methodology and common training leads to problematic variability" (5.44) coupled with the "shallowness and sustainability of learning" are highlighted and it is proposed to "generate and encourage other methods of enquiry" to examine how well the system is working.
Discussion
The report helpfully starts by endorsing a life course epidemiological approach to child protection. The argument is that early interventions have significant long-term future benefits for children, their families and society at large. 
The Articles contained within the United Nation Convention on the Rights of the Child form the basis of both what the system should achieve (outcomes) and how the service should be delivered (values). Implementing these articles requires far greater attention to prevention of maltreatment and neglect, greater participation of children and families in the process of assessment and intervention and finally more robust systems to ensure all the parts of a high quality service are in place and working well together. 
The report rightly recognises the importance of public health interventions to support parents in the process of parenting, which includes reducing inequalities in income and the importance of accessible, evidence–based early intervention programs that are recommended by both the Frank Field and Graham Allen reports. The big question is whether any of these forms of early intervention will be implemented by local authorities at a time of enormous economic restraint. Logically, early intervention should create longer-term gains, but those gains will need to be translated into resources that can be transferred from special educational needs, child and family therapy, criminal justice system and substance misuse budgets as the benefits of early intervention flow into the system in future years. This issue of identifying resources for early interventions is not discussed within this report.
"Assuming those early interventions are readily accessible the key concern is the problem of identifying those children, receiving early intervention services, who are suffering, or are likely to suffer, significant harm and need a different level of response" (1.9).
This is an important statement, and assumes that resources for early interventions will be available. The report does acknowledge the difficulties in deciding whether an individual child is at risk of future harm and recognises that far more sophisticated systems of assessment and decision-making are required. We would welcome advice on better evidence-based processes to improve decision-making in conditions of uncertainty that we often face within child protection systems. These assessment and decision-making tools should be shared across health, education, social care, police and other agencies to make shared decision making a reality.
The current process of individual assessment of families, assessment of services as part of a Serious Case Review and the assessment process adopted by Child Death Overview Panels are all significantly different from one another. Yet their purpose is remarkably similar - to establish what is working, what is not working and decide where interventions will make the most difference in the future. Examination of the occupational and health and safety literature, where the investigation of system failures is an everyday activity, could offer insights into how the process within a multiagency system could be improved. Ideally the same theoretical framework should be used at a family, service and inter-agency levels.
This report majors on creating a system of continuous quality improvement that is shared between all the agencies responsible to create sustainable longer-term learning and improvements. This includes the regulatory agencies which also need to adopt a far greater focus on improvement rather than merely assurance that is based on pathways/children's journeys through the system. This is a welcome re-focusing from centrally driven targets and performance indicators to assist them of continuous regular feedback that informs local practitioners about the quality of care they deliver collectively.
One point that is not recognised to any great degree in this report is the fact that the majority of interventions in the child protection arena are with parents - addressing their mental health, substance misuse, learning difficulties and relationship problems. Whatever recommendations are made for children's services apply equally to those adult services involved with parents.

Recognition for greater participation of children and young people in the process is welcome. The development of Patient Reported Experience Measures (PREMS) and Patient Reported Outcomes Measures (PROMS) are in their infancy within the health service. This needs to be a high priority to increase meaningful participation of children in the decisions made about them, and how they perceive the services they receive.

The report acknowledges that "in the long term, improvement in the quality of the service provided to children, young people and families rests on having a well trained, well supported workforce that understands the underlying principles of child protection and has the space to assess how best to apply them" (1.17)

While we would agree with this statement, we also recognise that there is a paucity of interagency training that is applicable to senior managers/clinicians from the various agencies responsible for the day-to-day working the child protection system. Creating shared programs to introduce continuous quality improvement across agencies should be a high priority.
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