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1.0 PURPOSE OF REPORT 
 
1.1 To provide a summary of the Care Inspectorate Report on Serious Incident Reviews 

which sets out the learning from the process and findings from the 200 Initial 
Notifications submitted by local authorities between February 2015 and December 
2017. The full report is attached as Appendix 1. To consider the learning from the 
5 Initial Notifications submitted by Dundee in this period.  
 
 

2.0  RECOMMENDATIONS 
 
 It is recommended that Committee: 
 
2.1 Notes the content of this report, which describes an important aspect of national and 

local scrutiny of Community Justice Services. 
 
2.2 Instructs the Executive Director, Children and Families to continue to present such 

reports in line with future Care Inspectorate reports   
 
 
3.0  FINANCIAL IMPLICATIONS 
 
3.1 There are no financial implications. 

 
 

4.0   MAIN TEXT 
 
4.1   In Scotland, Community Justice Services (CJS) have responsibility for the supervision 

of individuals on Community Payback Orders, Supervised Release Orders, Licenses 
and Parole. Requirements on their management are contained within National 
Outcomes and Standards, which cover practice relating to such issues as risk 
assessments, risk management plans, supervision, compliance and enforcement. 
Local authorities are required to submit an Initial Notification to the Care Inspectorate 
within 5 days if any such person on statutory supervision or licence is involved in a 
Serious Incident, defined in related guidance as where the person:  

 

 is charged with, or recalled to custody on suspicion of, an offence that has 
resulted in the death of, or serious harm to, another person 
 

 The incident, or accumulation of incidents, gives rise to significant concerns about 
professional or service involvement or lack of involvement 

 

 An individual on supervision has died or been seriously injured in circumstances 
likely to generate significant public concern. 

 



Local authorities must submit an Initial Notification of such as incident to the Care 
Inspectorate within 5 days of the incident occurring. The notification outlines the main 
details of the incident and which Order or License the individual is subject to. Within 
30 days of this notification, the local authority must then also submit an Initial 
Analysis, which is a fuller report on how the requirements were being managed. If this 
Initial Analysis shows evidence that risk assessments and case management plans, 
levels of contact, progress reviews and issues of non-compliance were in place and 
addressed appropriately, then the Care Inspectorate decides that the case should not 
escalate to a Comprehensive Review. Conversely, if there is evidence of deficits in 
any of these areas, a Comprehensive Review should be undertaken.     
 

    4.2  The Care Inspectorate serious incident review guidance has been developed in 
conjunction with Multi-Agency Public Protection Arrangements (MAPPA) guidance. 
This sets out the responsibilities of all partner agencies when an individual managed 
under MAPPA becomes involved in a serious incident and when a MAPPA Significant 
Case Review (SCR) may be required. In order to streamline the process, the same 
Initial Notification is sent to both the Care Inspectorate and the local MAPPA Strategic 
Oversight Group (SOG). Where the SOG indicates that it does not intend to conduct 
an SCR, then an Initial Analysis should be submitted to the Care Inspectorate. Where 
the SOG decides to proceed with an SCR, the Care Inspectorate has no further role 
in the scrutiny of the case. This interface with MAPPA reduces duplication and 
ensures that an external scrutiny of practice applies to all individuals who are under 
the supervision of Social Work when a serious incident occurs. 

                         
4.3 The Care Inspectorate report covering February 2015 to December 2017 shows that 

were 200 Initial Notifications within the reporting period across all 32 local authorities. 
In 80% of these, case management was considered to be of a good standard. In the 
40 cases where practice issues were identified, they included levels of contact not 
being sufficient, enforcement not being timeous and home visits not being carried out 
often enough.  

 
4.4     It is important to note that such incidents represent just 1% of all Orders managed by 

CJS across Scotland. It should also be noted that, in the 5 Initial Notifications 
submitted from Dundee over the same period, there was no deviation from National 
Standards at all and the Care Inspectorate provided positive feedback on the 
management of each case. Strong multi-agency collaboration was a particularly 
important feature.   

            
4.5    In accordance with the principles of benchmarking, peer learning and continuous 

improvement, the Care Inspectorate report has nevertheless been used locally with 
the Community Justice Service to both highlight good practice and re-inforce the 
ongoing importance of undertaking case management of statutory cases in 
accordance with National Standards. The report concludes with Key Messages and 
the local position in relation to each is that: 

 
1 It is important that those areas with low or no notifications are more 

proactive in considering when a serious incident meets the notification 
criteria and submit these accordingly – the number of notifications from 
Dundee is proportionate and consists of 2.5% against 3.2% of Scotland’s 
population. 

 
2 Managers responsible for quality assurance should ensure that a robust 

process is in place so that reviews contain the required level of detail. This 
will avoid requests for further information – within Dundee managers not 
connected with the case undertake the Initial Analysis and the Care Inspectorate 
Report helps further clarify the issues to be considered. All reviews are overseen 
by a senior manager. 

 



3 We will explore meeting the required notification timescale with the Social 
Work Scotland Justice Standing Committee and Scottish Government and 
agree further action that may be required - two of the five local Initial 
Notifications were just out with the 5 day period and it is now understood that it is 
referral information only that is required within an Initial Notification, with the fuller 
information provided in the Initial Analysis. 

 
4 It is important that reviews are completed on time in order to get learning 

back into the system as soon as possible. We believe that improvements in 
local authority quality assurance processes could have a positive impact 
on this and will liaise with criminal justice social work – within Dundee all 
Initial Analyses were completed within timescales. 

             
 

5.0 CONCLUSION 
 
5.1 The framework for scrutinising Serious Incidents provides opportunities to identify 

good practice, rectify practice issues and promote continuous learning and 
improvement both nationally and locally. The Care Inspectorate Report provides 
helpful details of compliance with the framework and issues identified across the 
32 local authorities. It is noteworthy that all of the 5 Dundee cases met National 
Standards and none led to a Comprehensive Review but learning is being shared to 
reinforce requirements and maintain good practice.   

 
 
6.0 POLICY IMPLICATIONS 
 
6.1 This report has been screened for any policy implications in respect of Sustainable 

Development, Strategic Environmental Assessment, Anti-Poverty, Integrated Impact 
Assessment and Risk Management.  There are no major issues. 

 
 
7.0 CONSULTATIONS 
 
7.1 The Council Management Team have been consulted in the preparation of this 

report. 
 
 
8.0 BACKGROUND PAPERS 
 
 None. 
 
 
 
 
 
 
PAUL CLANCY 
Executive Director of Children and Families 
 
December 2018 
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