 Extract from Learning lessons, taking action: Ofsted’s evaluations of serious case reviews 1 April 2007 to 31 March 2008 
1.  Mental illness was identified as an issue in 14 serious case reviews. This covered the mental health of parents and also of some of the young people subject to serious case reviews. It was a feature in families where there were long-standing concerns, and also in the background of families where there were no current concerns. Again, it was not always appropriately considered as part of the risk assessment to children as can be seen from the following extracts.

Assessment of parenting capacity was not a routine feature of (adult) mental health assessments at that time.

There was a failure to report the involvement of mental health services with (the father) when he was an adolescent. It also refers to his learning disability which compounded his behavioural outbursts. 

The overview report refers to two root causes... one being the fact that the health visitor and midwife were not made aware of the mother’s mental health history or the father’s learning difficulties, which would have informed their assessments. 
2. The level of involvement of mental health NHS Trusts and other specialist services varied. In some cases they had been very involved in assessments and treatment programmes, and were key contributors to the serious case review. In others they were notable by their absence either because they had not been identified as key partners or because of an unwillingness to get involved as illustrated by these extracts. 

The psychiatric risk assessment had a significant impact on later decisions about placing the children with mother, but the service refused to provide an individual management review for the serious case review. 

CAMHS were working with the children due to behavioural difficulties. A number of concerns were expressed to social services in relation to the harsh parenting regime of the parents. Social services took no action because they regarded the parents as cooperative.
The [mental health NHS Trust] report identifies a lack of pro-active follow up. However, they also rightly note that they were not invited to the pre-birth conference, which was an omission. 

3. For a number of troubled young people subject to serious case reviews the analysis of their history revealed issues of mental health which had not been included in previous assessments. 
4. There were examples of delays in assessing and treating young people in need of mental health services, and of repeated failure to recognise its impact. In one case agencies had failed over a long period of time to assess and coordinate the assessments of the effects of Asperger’s Syndrome on a young person and his behaviour.
Learning disability

5. Seven cases involved both mental health issues and learning difficulties/disabilities. There was an absence of any real assessment of the impact of parents’ learning difficulties on their capacity as parents and on their own mental health. One serious case review focused on the mental health needs of parents with hearing impairment and acknowledged that agencies had not been aware of the important government guidance about deafness and mental health. It also underlined the importance of ensuring that parents with children who have complex needs also have their own needs assessed, including mental and emotional ones, in order to provide support for them as parents.

