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Serious Case Review Executive Summary 

 

INTRODUCTION 

 

The purpose of this serious case review is as outlined in Chapter 8 (8.5) of the 

Working Together to Safeguard Children 2010 guidance, namely to: 

 

• establish what lessons are to be learned from the case about the way in 

which local professionals and organisations work individually and 

together to safeguard and promote the welfare of children; 

• identify clearly what those lessons are both within and between agencies, 

how and within what timescales they will be acted on, and what is 

expected to change as a result; and  

• Improve intra- and inter-agency working and better safeguard and 

promote the welfare of children. 

 

Serious case reviews are not inquiries into how a child died or was seriously 

harmed, or into who is culpable.  These are matters for coroners and criminal 

courts, respectively, to determine as appropriate. 

 

In production of this report agencies have collated sensitive and personal 

information under conditions of strict confidentiality. The Birmingham 

Safeguarding Children Board (BSCB) has balanced the need to maintain the 

privacy of the Child and family with the need for agencies to learn lessons 

relating to practice identified by the case and has authorised the publication of 

sufficient information to enable this to take place. 

 

A decision to undertake a Serious Case Review was made on the 7 October 

2011.   The BSCB determined that agencies would secure and review their files 

from the 11 September 2007 until the date of the Child’s death.    Agencies were 

required to compile an Individual Management Review (IMR) to provide an 

independent, open and critical analysis of individual and organisational practice.  
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The IMRs should identify lessons learnt by the individual agencies, highlight any 

good practice and include recommendations for single agencies to improve 

practice.  A health overview report was also requested in order to evaluate the 

practice of all involved health professionals with the intention of focussing on 

how health organisations interacted together and to produce any additional 

recommendations if appropriate.   

 

Terms of Reference 

In addition to the generic terms of reference contained within the Working 

Together to Safeguard Children Guidance 2010, the most important issues to 

address in trying to learn from this case were identified as: 

 

Specific issues to be addressed by all agencies 

• Was the response time to the critical incident appropriate? 

• Was any agency aware that these (the child, their mother and the 

alleged perpetrator) had moved into the same household? 

• Was any agency aware of how the relationship had developed? 

• What support was the mother offered in relation to domestic abuse 

she suffered? 

• Did any agency have any concerns about the parenting of the child? 

 

           Additional specific terms of reference to be addressed by the 

Probation Trust 

• What assessments were completed in relation to the alleged 

perpetrator’s potential risk to others? 

• Was the alleged perpetrator subject to any restrictions on his 

supervision? 

 

 

 

 

 

 



BSCB case 2011/2012-02 – 04.06.13 

5 

 

 

SYNOPSIS 

 

A ‘999’ call was made by the Child’s mother who reported that the Child aged 3 

years was unconscious after being assaulted by her partner the perpetrator.  

The Child was treated at the scene and was then transported to hospital in 

Nottingham but the Child died the following day. The perpetrator was arrested, 

charged and subsequently convicted of the murder of the Child.  At the time of 

the assault the mother and the Child were living with the perpetrator in 

Leicestershire having moved there less than a week before.  The Child had 

previously lived for a short period in Derbyshire with the mother and the 

perpetrator and his family.  The child had predominantly lived in Birmingham 

since birth with the mother and the mother’s family.   

 

When the Child was born the parents were both only 17 years of age and were 

living separately.  The birth father was present at the birth but had limited 

contact with the Child.   The mother described the child’s father as controlling, 

jealous and unpredictable and reported instances of domestic abuse and 

harassment by him.   Some of the incidents related to the father’s denial of 

access to the Child. The father was subsequently convicted of an offence of 

harassment against the mother after which their relationship ended.  A referral 

regarding the domestic abuse incident was forwarded by the police to Children’s 

Social Care and the Health Visitor and it was assessed as a ‘high risk’ case.  

This did not however prompt any further multi agency or action by Children’s 

Social Care. The Health Visitor did though discuss the issue with the mother 

and provided an enhanced service until satisfied that the relationship with the 

birth father had ended. 

 

The Child experienced a transient lifestyle residing at numerous addresses in 

Birmingham, predominantly with maternal grandparents but also with extended 

family members and alone with mother.  Hence there was very little stability in 

the life of the Child with the only consistency seeming to be the relationship with 

the mother and maternal grandparents.  The Child had limited contact with the 
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birth father and it is known that the mother had a relationship with another male 

prior to the perpetrator.  Both of these men had convictions for domestic abuse 

against previous partners. After only knowing the perpetrator for approximately 

six weeks the Child referred to him as ‘daddy’.   

 

Substance abuse was also factor in the Child’s life as it known that the mother 

associated with persons convicted of drug offences.  The perpetrator was also 

known to have abused substances. 

 

There were five instances when the Child was presented at hospital Emergency 

Departments with minor injuries or illness.  On the first four occasions the 

explanation given for the injuries or illness, which related to falling off a bed, an 

ear infection, falling by plastic road barriers and falling off a bike, was consistent 

and accepted by health practitioners.  On the fifth occasion the child had 

suffered a dog bite whilst at the home of her former partner.  There was concern 

about late presentation at the hospital and as a result a referral was made to 

Children’s Social Care by the hospital staff. It was decided to undertake an 

initial assessment and a strategy meeting was held. However the threshold for a 

Section 47 Children Act enquiry and associated core assessment was not met 

but the initial assessment was to be completed and a ‘child in need’ plan 

formulated.  A home visit was made by a social worker and the Child was to 

return with the mother to the maternal grandparents’ home where they had been 

living. No further action was taken by Children’s Social Care which was a 

missed opportunity to assess the needs of the Child with the focus of the 

intervention being on the ongoing risk posed by the pet dog and support for a 

housing application by the mother.  

 

Approximately 7 months later, the mother formed a relationship with the 

perpetrator who had been imprisoned for an assault on his ex-girlfriend. This 

was known to the Probation Trust when a pre-sentence report in respect of the 

perpetrator was prepared, and indeed included information about the mother’s 

intention to move to Derbyshire to live with him.   
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There had been long standing concerns about the mental health of the 

perpetrator who had been referred for a mental health assessment but he had 

either cancelled or failed to attend appointments. His family had repeatedly 

reported upon his disturbing, volatile and violent behaviour. Whilst in prison he 

was again referred for assessment but was released prior to his appointment 

date.  Therefore his GP was contacted and advised to make a referral to the 

local community mental health team.  

 

He was under the supervision of the Probation Trust and was subject of a 

curfew.  The perpetrator was assessed by the Probation Offender Manager as 

being of medium risk of causing serious harm to the public and known adults. At 

this time it was known that the mother and the Child were living with the 

perpetrator at his parents’ address and a risk assessment which was completed 

identified the Child to be at medium risk of serious harm, but this was not linked 

to the main assessment relating to the perpetrator.  The focus was upon the 

adults but the risk management plan did include an action to make a referral to 

Children’s Social Care if concerns arose.  It was identified that ‘moving to 

independent accommodation without the protective factor of residing with his 

parents’ was a factor which could increase risk’. 

 

The perpetrator was seen by a Community Psychiatric Nurse and also present 

were the mother and the Child.  The perpetrator described himself as being a 

‘Jekyll and Hyde’ character who was fine one moment and agitated and anxious 

the next.  The mother was asked in the presence of the perpetrator whether she 

felt afraid of him which she denied.  The perpetrator minimised his offending 

behaviour claiming that his ex-girlfriend had lied to get him convicted and he 

also denied using substances or drinking alcohol to excess.  In view of this 

assessment it was decided that the appropriate course of action was to provide 

the perpetrator with contact details of an anger management group and to refer 

the case back to the GP. The GP expressed concern about this decision as the 

parents of the perpetrator were still reporting that he was increasingly volatile 

and in need of medication to calm him down. 
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It was known by Mental Health services that he was under a supervision order 

and by the Probation Trust that he had been referred for mental health 

assessment.  Both of these agencies were aware of the presence of the Child in 

the same household but there was no contact or exchange of information 

between them.   

 

During contact with the Probation Trust the perpetrator repeatedly stated his 

intention to move into independent accommodation with the mother and the 

Child.  However this did not prompt any enquiry or referral to Children’s Social 

Care to ensure that the child was safeguarded.  The mother was to move to 

independent accommodation and the perpetrator was to breach his curfew to 

move in with her.  Within two days he had violently assaulted both the Child and 

the mother. 

 

LESSONS LEARNT 

 

• There was a general failure by agencies to focus on the Child and take 

into account the impact of the mother’s transient lifestyle and 

relationships upon the Child’s safety and wellbeing. 

• Risk Assessments failed to take sufficient account of the Child and the 

management of the risk was inadequate with a failure to act quickly upon 

triggers of increased risk. 

• There was generally a lack of communication and information sharing 

between professionals. 

• An inadequate and incomplete initial assessment was undertaken after 

the Child’s presentation at hospital having suffered a dog bite.  A ‘child in 

need’ plan which was decided upon was never completed. 

• There was an inadequate response to the volatile and violent behaviour 

of the perpetrator with an over reliance on GP treatment and self referral 

for anger management. 

• Adult services engaged with the perpetrator failed to exchange 

information and to make referral to Children’s Social Care when 

appropriate. 
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GOOD PRACTICE 

 

No examples of good practice over and above expected levels of service were 

identified during this Review. 

 

CONCLUSION 

 

Agencies in Birmingham were unaware of the Child’s move to Derbyshire and 

subsequently to Leicestershire and hence there was no transfer of information.  

In addition only adult services were aware of the Child’s presence in the 

household of the perpetrator and, whilst being aware that he posed a risk to 

others, there was a failure to act upon that risk in relation to the Child.  As a 

result no information was shared with Children’s Services and hence no 

safeguarding measures were put in place.  

 

The perpetrator had a history of domestic abuse against a previous girlfriend, 

there were long term concerns over his mental health, he was known to be a 

substance abuser and was displaying increasingly volatile and violent behaviour 

which escalated during the day’s leading up to the Child’s death.  There was no 

history of harm to children by the perpetrator but it was identified that moving to 

independent accommodation, without the protective factor of residing with his 

parents, could increase risk.  It is therefore predictable that the perpetrator 

would pose an enhanced risk to others, albeit not specifically a risk of serious 

harm to the Child. 

 

The Probation Trust only had information gleaned directly from the perpetrator 

who clearly minimised the extent of his mental health issues, substance abuse 

and violence, whilst the Mental Health service was aware of the extent and 

volatility of his behaviour. Clearly referrals should have been made to Children’s 

Social Care when assessment and interventions could have taken place to 

safeguard the Child. 
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SERIOUS CASE REVIEW PANEL CHAIR AND MEMBERS 

 

Independent Chair        Sue Richards – independent consultant 

 

Independent Author     Gill Baker – independent consultant 

 

Panel Members          

• Head of Service, Practice Standards – Birmingham Children’s 

Services Social Care 

• Head of Safeguarding – Birmingham and Solihull Mental Health 

NHS Foundation Trust 

• Designated Nurse, Safeguarding Children – Birmingham NHS 

Cluster 

• Director of Probation – Derbyshire Probation Trust 

• Strategic Partnership Manager - Derbyshire Safeguarding 

Children Board and Children’s Trust 

• Lead for Safeguarding Children and Adults – Leicestershire & 

Rutland Safeguarding Children’s Board 

• Detective Chief Inspector, Public Protection Manager - West 

Midlands Police            

         

ENSURING LESSONS ARE LEARNT 

 

The Serious Case Review has been shared with Derbyshire LSCB, 

Leicestershire and Rutland LSCB, Nottingham LSCB, Staffordshire LSCB and 

ratified by Birmingham Safeguarding Children Board on 8 February 2013.  The 

key learning from this report is supported by four main recommendations and 29 

internal recommendations focussed on improving safeguarding practice.  

Organisations have taken prompt action to implement the emerging learning 

whist this Serious Case Review was being progressed.  The Health Overview 

Report examined the cross cutting themes for Health organisations involved in 

this case and the key learning together with specific recommendations will be  

utilised to enhance health care provision within the new health service structure.  
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Birmingham Safeguarding Children Board requires each agency subject of 

recommendations to demonstrate and evidence that lessons have been learnt 

from this tragic case.   

SCR RECOMMENDATIONS 

 

Recommendation 1 - BSCB share information from this Serious Case Review 

with the Home Office to assist with the evaluation of the Domestic Abuse 

Disclosure Scheme 

 

Recommendation 2 - Derbyshire Probation Trust and Adult Mental Health 

Services in Derbyshire to provide clear instruction and guidance to staff to make 

a referral to Children’s Social Care when it is know that a child is living in a 

household with an adult who has been assessed as posing a risk of serious 

harm to others. 

 

Recommendation 3 - Adult Mental Health Services in Derbyshire as a matter 

of routine should instruct staff to obtain details of the health visitor of a child 

under the ages of 5 years who is known to be living in a household with a 

person who has been referred for mental health assessment. Information should 

then be exchanged in order to safeguard the child. 

 

Recommendation 4 - Organisations are required to provide evidence that 

action has been taken to address individual and management practice which 

has fallen below expected professional standards. 

 

Agency Internal Recommendations 

 

Birmingham Children’s Hospital 

 

1) Nurses should adhere to the recommended discharge process including 

informing GP and HV and ensuring that relevant information has been sent 

out to all intended recipients.   
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2) Discharge letters should contain information relating to any child protection 

concern which has arisen during admission/contact at Hospital1 and should 

be sent to all relevant professionals. 

 

Birmingham Community Healthcare Trust 

 

1)  The paediatric liaison service is to consider how its criteria for notification to 

Health Visitors can be amended to highlight a pre-school child’s recurrent 

attendances at A&E departments   in respect of injuries due to accidents.  

The child subject of the notification will require a subsequent home contact 

from a member of their named Health Visiting team  who is assessed as 

competent, to carry out a reassessment of the circumstances and holistic 

needs of the child. 

 

Birmingham & Solihull Primary Care Cluster  

 

1) The circumstances of injuries to children should always be well documented 

in the GP medical records and notifying the health visitor should always be 

considered. 

 

2) Social Care to regularly feedback to GPs following enquiries on children and 

families. 

 

3) The information collected when children are new to practice should include 

information on who else lives in the household and family support available. 

 

Birmingham Children’s Social Care 

 

1)  Children Social Care should review the level and types of community based 

support available to respond  to domestic violence and this information 

should be disseminated to all staff to ensure awareness of when formulated 

plans of support. 
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Heart of England NHS Foundation Trust 

 

1)   The Trust should design and conduct an audit of the Clinical Guideline for 

the management of Teenage pregnancy that establishes compliance with 

the requirements to: Complete and disseminate the BTPM Notification Form 

See teenage mothers referred later than 12 weeks within two weeks. 

 

2)  Use the Trust Communication team to ensure all midwives are aware of the 

need to complete and send BTPM notifications promptly and if a parent 

forgets to sign to seek a signature assertively. 

 

3)   The Executive Lead for Safeguarding Children should commission an audit 

of the uptake of parent craft & Family Nurse Partnership amongst teenage 

parents up to the age of 19 years 

 

4)   Conduct an evaluation of the effectiveness of the new paediatric Emergency 

Department Assessment paperwork to ensure that assessment is 

adequately enhanced. 

 

5)   To ensure that ED and Trauma and Orthopaedics produce a Training Plan 

illustrating how  they will achieve 100% of Emergency Nurse Practitioners, 

consultants and new doctors in Adult ED services and Trauma and 

Orthopaedics  trained at level 2 in safeguarding children. 

 

6)  A reminder to be issued to all clinical staff in ED regarding the need to record 

the name as well as the designation of any colleague they seek advice from. 

 

West Midlands Police 

 

1) To include in police policy and procedure a reminder that dog bites may 

have child protection implications and ensure that good practice in relation to 

dog bites is promoted 
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Health Overview Report 

 

1)  To develop a system within the control room to ensure that the police can be 

alerted, if required, in circumstances where the call taker remains on the 

telephone to the caller. 

 

2)  For an escalation policy to be developed and disseminated for all staff to 

utilise, when there are concerns that on scene times are excessive. 

 

3)  When persons are assessed as being a significant impulsive risk of harm to 

others this information should be shared with those professionals known to 

be providing a service to the child and family in the spirit of safeguarding the 

child. 

 

NHS Derbyshire County 

 

1) The local safeguarding children board to commission work to be undertaken 

to consider how individuals with mental health problems whose pose a risk 

to children can be identified prior to children suffering significant harm. 

 

2) The GMC guidance on Protecting children and young people: the 

responsibilities of all doctors, to be disseminated to all GP practices once 

final guidance is published and to be incorporated into training delivered by 

named professionals 

 

Derbyshire Health Care Foundation Trust 

 

Recommendations relating to Individual Practitioners 

 

1) When a service user with an offending, violence/abuse, substance misuse 

history moves in with or commences a relationship with a vulnerable adult or 

child, a risk management discussion with the Safeguarding Named 
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Nurse/Advisory Service will take place and appropriate referrals made and/or 

safeguards put in place.    

 

2) All Front line Pathfinder assessors have further input by safeguarding team 

on information gathering/sharing with DHCFT Safeguarding Advisors and 

other key agencies e.g. probation. (Learning Review) 

 

3) All Pathfinder Staff and Service Manager to receive identified Group 1, 2, 

and identified 3 and 4 DSCB Multi Agency Training.  (Change in Trust 

Standards). 

 

Recommendations relating to Teams 

 

4) All Team and Service Managers to receive identified Group 1, 2, and 3 and 

where indicated level 4 Multi Agency DSCB Training 

 

Recommendations Trust Wide 

 

5) Review of Assessment documentation consistent with multi-agency 

formulation and analysis of risk and care planning (re domestic abuse, child 

protection and information sharing). 

 

6) “Think Family” Project to improve awareness, assessment and intervention 

practices about the impact of violence and abuse, substance misuse, 

parental ill health on children and vulnerable others 

Recommendations Interagency 

7) Development forum between DHCFT  and CYPD 

 

Derbyshire Probation Service  

 

1) Derbyshire Probation Trust to ensure that individual practice is addressed in    

relation to domestic violence and child safeguarding referrals 
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2)  Derbyshire Probation Trust to ensure that additional trust-wide training is 

delivered and implemented at team and individual level. 

 

3)  Derbyshire Probation to develop a disclosure guidance and provide advice to 

staff on ‘legal authority’ issues 

 

4)  Derbyshire Probation Trust to address workload and working conditions and   

effect improved management of these issues     

 

East Midlands Ambulance Service  

 

1) A standard operation procedure regarding the process for dealing with 

difficult call in EOC will be developed  

 

2) Clinical Bulletin to be circulated regarding on scene times and challenging 

more senior clinicians to be issued all clinicians 
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1. Introduction 

 

1.1 On 30 August 2011 a ‘999’ call was made by the Child’s mother who 

 reported that the Child was unconscious after being assaulted by the 

perpetrator.  The Child was treated at the scene and was transported to 

a hospital in Derby and then onto a hospital in Nottingham but the Child 

died the following day.  The perpetrator was arrested, charged and 

subsequently convicted of the murder of the Child.  At the time of the 

assault the mother and Child were living with the perpetrator in 

Leicestershire having moved there less than a week before.  The Child 

had previously lived for a short period in Derbyshire with the mother 

and the perpetrator and his family, but had predominantly lived in 

Birmingham since birth with the mother and the mother’s family.  

  

1.2  This case was discussed at Birmingham Safeguarding Children Board 

(BSCB) Serious Case Review Sub - Group meeting on the 8 

September 2011 when a recommendation was made that the case met 

the criteria for a serious case review.  On the 7 October 2011, the 

independent chair of the BSCB decided to pursue a serious case 

review.  Liaison and consultation took place between BSCB, 

Derbyshire Safeguarding Children Board (DSCB), Derby City 

Safeguarding Children Board (DCSCB), Leicestershire & Rutland 

Safeguarding Children Board (LSCB) Nottingham Safeguarding 

Children’s Board (NSCB) and Staffordshire Safeguarding Children 

Board (SSCB), in view of the fact that agencies involved with the Child 

and family spanned these six local safeguarding children board 
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geographical areas. 

 

2.   Purpose, Scope and Terms of Reference 

 

2.1   The purpose of this serious case review is as outlined in Chapter 8 

(8.5) of the Working Together to Safeguard Children 2010 guidance, 

namely to: 

 

• establish what lessons are to be learned from the case about the 

way in which local professionals and organisations work individually 

and together to safeguard and promote the welfare of children; 

• identify clearly what those lessons are both within and between 

agencies, how and within what timescales they will be acted on, and 

what is expected to change as a result; and  

• Improve intra - and inter-agency working and better safeguard and 

promote the welfare of children. 

 

2.2  It was determined that this SCR should focus on the period between 11 

September 2007 until the date of the Child’s death, and it should 

include contact with extended members of the family and any other 

significant persons only in so much as it is relevant to the decision 

making and care of the Child. However it was stipulated that should 

agencies identify information from an earlier date which is relevant to 

the findings of the SCR then that should be included.    
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2.3  The most important issues to be addressed by agencies, in trying to 

learn from this case were identified in the Terms of Reference as: 

 

 The generic ‘Working Together to Safeguard Children 2010’ Terms 
of Reference 

 

• Were practitioners aware of and sensitive to the needs of the 

children in their work, and knowledgeable both about potential 

indicators of abuse or neglect and about what to do if they had 

concerns about a child’s welfare? 

• When, and in what way, were the child(ren)’s wishes and feelings 

ascertained and taken account of when making decisions about the 

provision of children’s services?  Was this information recorded? 

• Did the organisation have in place policies and procedures for 

safeguarding and promoting the welfare of children and acting on 

concerns about their welfare? 

• What were the key relevant points/opportunities for assessment and 

decision making in this case to the child and family?  Do 

assessments and decisions appear to have been reached in an 

informed and professional way? 

• Did actions accord with assessments and decisions made?  Were 

appropriate services offered/provided or relevant enquiries made, in 

the light of assessments? 

• Were there any issues, in communication, information sharing or 

service delivery, between those with responsibilities for working 

during normal office hours and others providing out of hours 

services? 
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• Where relevant, were appropriate child protection or care plans in 

place, and child protection and/or looked after reviewing processes 

complied with? 

• Was practice sensitive to the racial, cultural, linguistic and religious 

identity and any issues of disability of the child and family, and were 

they explored and recorded? 

• Were senior managers or other organisations and professionals 

involved at points in the case where they should have been? 

• Was the work in this case consistent with each organisation’s and 

the LSCB’s policy and procedures for safeguarding and promoting 

the welfare of children, and with wider professional standards? 

• Were there organisational difficulties being experienced within or 

between agencies? Were these due to a lack of capacity in one or 

more organisations?  Was there an adequate number of staff in 

post? Did any resourcing issues such as vacant posts or staff on 

sick leave have an impact on the case? 

• Was there sufficient management accountability for decision 

making? 

 

 Specific issues to be addressed by all agencies 
 

 

• Was the response time to the critical incident appropriate? 

 

• Was any agency aware that these (the child, their mother and the 

alleged perpetrator) had moved into the same household? 

• Was any agency aware of how the relationship had developed? 
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• What support was the mother offered in relation to domestic abuse 

she suffered? 

• Did any agency have any concerns about the parenting of the 

child? 

 

Additional specific terms of reference to be addressed by the 

Probation Trust 

 

• What assessments were completed in relation to the alleged 

perpetrator’s potential risk to others? 

• Was the perpetrator subject to any restrictions on his supervision? 

 
 

2.4  It was anticipated at the commencement of this review that a delay in 

publication would occur due to the criminal investigation.  BSCB 

operates to legal advice given in respect of serious case review reports 

while criminal proceedings are ongoing. It was agreed that criminal 

proceedings should at no time be compromised by publishing any 

findings and that further information may be gleaned from such 

proceedings and could usefully be included in this report.   

 

3.   Process 

 

3.1  Notification of the serious case review was sent to agencies who were 

asked to undertake a management review of any contact with the Child 

and the family. The agencies were requested to look critically and 
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openly at individual and organisational practice to ascertain whether 

changes could and should be made and, if so, how this should be 

achieved. It was requested that a senior member of staff who had no 

involvement with the case, complete the management review.  

Guidance notes which included a template for the review report were 

provided to each agency.   It was requested that upon completion, 

each individual management review (IMR) be agreed by that 

organisation’s senior managers who would be responsible for ensuring 

that their single agency recommendations are acted upon. If agencies 

had no contact with the child or the family they were asked to complete 

a ‘nil’ return. Those agencies which had minimal involvement provided 

an information report. 

 

3.2. A health overview report was also requested in order to review and 

evaluate the practice of all involved health professionals, including GPs 

and providers commissioned by the Primary Care Trusts (PCTs).  

 

3.3  A Serious Case Review panel was established to actively manage the 

serious case review process and to obtain all relevant information from 

agencies and any parallel processes. The panel’s role was to ensure 

robust analysis of IMRs and that the overview report accurately 

reflected agency contributions and met the ‘Working Together’ 

requirements.  The panel was set up with an Independent Chair and 

representatives from a range of agencies relevant to this case.  The 

Independent Overview report author attended all of the panel meetings. 
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3.4  At the first meeting of the Serious Case Review panel, the terms of 

reference provided by the BSCB Serious Case Review Sub Group, 

were reviewed and amendments were made. 

 

3.5 Briefing sessions were held for IMR commissioners and IMR authors 

on 5 December 2011 and 19 December 2011 respectively.  In addition 

a briefing was held for the Health Overview report author and health 

IMR authors on 17 January 2011.  The Independent Overview report 

author was present at each meeting. 

 

3.6  Upon receipt of IMRs from agencies, a composite chronology of events 

was produced.  The IMRs and integrated chronology were discussed 

by the review panel and any discrepancies or need for further 

information was resolved by either written communication or invitation 

to the relevant IMR author to a panel meeting.  As a result amended 

final IMRs were received from the agencies as indicated in paragraph 

6.  The same process was undertaken in relation to the Health 

Overview Report. 

 

3.7  Contact was made with the Senior Investigating Officer of the criminal 

investigation who provided information regarding the case and 

progress through the criminal justice system.  Reference was made to 

a ‘Guide for the Police, the Crown Prosecution Service and Local 

Safeguarding Children Boards to assist with liaison and the exchange 

of information when there are simultaneous Chapter 8 Serious Case 
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Reviews and Criminal Proceedings’ published in April 2011.  

 

3.8  The Review Panel met on four occasions to consider all of the IMRs, 

the health overview report, information reports and to progress this 

Overview Report. 

  

3.9  The Overview Report and Action Plan was presented to and agreed by 

the Birmingham Safeguarding Children Board on 8 February 2013 and 

to the Derbyshire Safeguarding Children Board on 01 June 2012.  The 

findings were also disseminated to Leicestershire & Rutland and 

Nottingham City Safeguarding Children Boards.   

  

4.   Timeliness of Review   

 

4.1  The progress of the case was tracked through the Serious Case 

Review Sub Groups of the five Local Safeguarding Children Boards. 

Agencies were requested to progress their single agency 

recommendations in a timely manner prior to the publication of the 

serious case review. 

 

4.2  This Review was completed within six months of the date of the 

decision to proceed, thus complying with ‘Working Together to 

Safeguard Children’ guidance 2010 and was presented to the SCR 

sub-group of the BSCB on 20 April 2012 and to the DSCB on 1 June 

2012.  This enabled the SCR recommendations and action plan to be 

progressed prior to the completion of the criminal proceedings.  
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Information subsequently gleaned from those proceedings and from 

family engagement are included in this final Overview report. 

 

4.3 Schedule of Serious Case Sub Group Meetings 

 This case and its progress was discussed at BSCB Serious Cases 

Review Sub Group on the following dates:  

 08 September 2011, 29 September 2011, 21 October 2011, 18          

November 2011, 16 December 2011, 20 January 2012, 17 

February 2012, 16 March 2012, 20 April 2012 and 18 May 2012 

 Additionally this case was discussed at DSCB Serious Cases Review 

Sub Group on the following dates: 

        07 October 2011, 02 December 2011 and 03 February 2012   

     

4.4 Key milestones in the completion of the report   

   7 October 2010 - Independent Chair of BSCB decided to pursue a 

Serious Case Review  

           01 November 2011 - Panel members established  

           07 October 2011 - Independent Chair commissioned   

           01 November 2011 - Independent Author commissioned  

20 April 2012 - draft report submitted to BSCB Serious Case Review 

Sub-Group    

01 June 2012 - report submitted to DSCB  

18 January 2013 – report submitted to BSCB Serious Case Review 

Sub-Group (with inclusions after criminal case and family engagement)  

08 February 2013 – final report submitted to BSCB 
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5.   Serious Case Review Panel Members and Independent Overview 

Author 

5.1  Independent Chair:    Sue Richards 

The chair of the serious case review panel is independent of all the 

local agencies and professionals involved in the case, and of both the 

BSCB and DSCB.   She has worked in the field of child protection in a 

range of roles including a quality assurance role, working closely with 

partner agencies and a local safeguarding children board to improve 

systems to protect children.  As part of that role she gained experience 

of serious case reviews as a panel member and IMR author.  

Additionally she has independently chaired serious case reviews for 

two local safeguarding boards and has chaired Learning Reviews for a 

Local Authority.  She was a member of a level 3 MAPPA panel and is 

familiar with MARAC processes with an indepth knowledge of domestic 

abuse issues, particularly the impact on women and children.  

 

5.2 The members of the panel are senior managers from the key statutory 

agencies who had no direct contact or management involvement with 

the case and were not the authors of Individual Management Reviews.  

 

Panel Members: 

• Head of Service, Practice Standards – Birmingham Children’s 

Services Social Care 

• Head of Safeguarding – Birmingham and Solihull Mental Health 

NHS Foundation Trust 
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• Designated Nurse, Safeguarding Children – Birmingham NHS 

Cluster 

• Director of Probation – Derbyshire Probation Trust 

• Strategic Partnership Manager - Derbyshire Safeguarding 

Children Board and Children’s Trust 

• Lead for Safeguarding Children and Adults – Leicestershire & 

Rutland Safeguarding Children’s Board 

• Detective Chief Inspector, Public Protection Manager - West 

Midlands Police 

 

5.3  Independent Overview Author:  Gill Baker 

 

The author of the overview report is a retired police officer and is 

independent of all the local agencies and professionals involved in the 

case, and of both the BSCB and DSCB.  During the last ten years of 

her thirty year police service she was a Detective Inspector specialising 

in child protection, domestic violence, sexual offences, sex offender 

management and vulnerable adult protection.   Within her role she was 

responsible for compiling police individual management reviews and 

was a member of many serious case review panels across the West 

Midlands area.  She was involved in the development of local, national 

and international multi-agency projects and initiatives as well as policy 

and procedures for the police service.  Her work in this field was 

recognised when she was awarded an OBE in 2006 for services to the 

police. Since retirement she has been independent chair and author or 
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two serious case reviews and independent author of a further four 

serious case reviews.  

     

5.4  The panel met on the following dates to consider all the IMRs and to 

progress the Overview Report:  

    19 December 2011 

    26 January 2012 

    1 March 2012 

    16 March 2012 

   

 The independent overview author was present at each meeting. 

 

6.   Individual Management Reviews  

 

6.1  On the 14th October 2011 agencies were asked to provide an IMR or a 

nil return, i.e. no contact with child or family, with a return date of 11th 

November 2011. 

 

6.2  IMRs were received from the following agencies who were involved with 

the child and the child’s family. 

 

 
Agency 

Original 
IMR 
received 

Amended  
Final IMR 
received 

 
Birmingham Children’s Hospital Foundation Trust 
 

 
11.11.11 

 
04.01.12 
Version 3 
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Birmingham Children’s Social Care 12.03.12 30.03.12 
Version 2 

Birmingham Community Healthcare Trust (Health 
Visitors) 

04.01.12 Version 1 

Birmingham & Solihull PCT Cluster (GPs) 05.12.11 16.12.11 
Version 2 

Derbyshire Constabulary  22.11.11 Version 1 

Derbyshire Healthcare NHS Trust  09.12.11 08.03.12 
Version 8 

Derbyshire Probation Trust 02.12.11 09.03.12 
Version 3 

East Midlands Ambulance Service NHS Trust 14.11.11 Version 1 

Heart of England NHS Foundation Trust 
 

09.12.11 Version 1 

NHS Derbyshire County (GPs) 12.12.11 24.01.12 
Version 2 

University Hospitals Birmingham NHS Foundation 
Trust  

10.11.11 Version 1 

West Midlands Police   24.01.12 20.03.12 
Version 3 

 

6.3     Information Reports 

 

Due to a minimal involvement with the child and/or family information 

reports were obtained from the following agencies: 

 

Burton Hospitals NHS Foundation Trust     09.11.11 

Derby Hospital NHS Foundation Trust     21.02.12 

Derbyshire Children’s Social Care      04.11.11 

Derbyshire Youth Offending Service     23.12.11 

Leicestershire Constabulary       13.02.12 

Leicestershire & Rutland Local Safeguarding Children Board  06.12.11 
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NHS Direct         01.11.11 

Nottingham University Hospitals NHS Trust    02.12.11 

NSPCC         08.11.11 

Private nursery in Derbyshire      19.03.12 

The Royal Orthopaedic Hospital NHS Foundation Trust   03.01.12 

Sandwell & West Birmingham Hospitals NHS Trust   21.11.11 

Shelter West Midlands       26.10.11 

South Staffordshire & Shropshire Healthcare NHS Foundation Trust 03.11.11 

Birmingham City Council – Homes and neighbourhoods Directorate 10.11.11 

 

6.4. Nil Returns, indicating no contact with the child or family, were 

received from the following agencies on the dates shown: 

 

 Army Welfare Service    21.11.11 

 BSMHFT   08.09.11 

 Birmingham Women’s Hospital   07.09.11 

 CAFCASS   09.11.11 

 Chesterfield Royal Hospital   02.11.11 

 Education Welfare Service    07.09.11 

 Family Action   28.10.11 

 Lichfield District Council   15.11.11 

 Mid Staffordshire NHS Foundation Trust   09.11.11 

 Multi Agency Teams and Children’s Centres 

 South Derbyshire    09.11.11 

 North Staffs Combined Health Care    09.11.11 

 Staffordshire Council of Voluntary Youth  
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 Service    09.11.11 

 Staffordshire Adult Safeguarding   15.11.11  

 Staffordshire CC Targeted Services   09.11.11 

 Staffordshire Education   09.11.11 

 Staffordshire Probation Service    09.11.11 

 Staffordshire YOS   09.11.11 

 Staffordshire Young Peoples Service   09.11.11 

 Staffs and YOT Partnership Service    09.11.11 

 Staffs Children’s Services    09.11.11 

 Tamworth Borough Council   09.11.11 

 Uni Hospital of North Staffs   09.11.11  

 West Midlands Ambulance Service    07.11.11 

 

6.5  Methodology, Quality and Timeliness of Independent Management 

Reviews and the Health Overview Report 

 

6.6    The Panel have considered twelve IMRs, and a Health Overview report.  

 

6.7  Agencies reviewed their computer and paper records, details of which 

are itemised within their respective IMRs. Each of the agencies, 

conducted interviews of their staff to enhance the quality of their IMRs 

and to try and get an understanding of not only what happened but why 

something did or did not happen. Contextual information relating to 

volume of work, staff turnover, training, sickness, organisational change 

management and supervisory practice is contained within each IMR. 
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Available for agencies is a leaflet issued by BSCB which explains the 

reason, process and what can be expected when a professional is 

asked to contribute to a serious case review. Guidance was also 

provided to IMR authors regarding the interviewing of staff. 

 

6.8 The Panel robustly scrutinised and quality assured each IMR and 

information report as well as the health overview report. Specific issues 

in written form were raised with each of the IMR authors, which resulted 

in amendments and additions. There was a timely response from all of 

the agencies involved to the issues raised.  

 

6.9  Some difficulty was experienced by agencies outside of the Birmingham 

area in terms of adapting to the set template required by BSCB which is 

evidenced by the number of versions submitted.  This served to cause 

some delay in finalising the SCR Overview Report.   

 

6.10 There was also a considerable delay in the initial submission of the IMR 

from Birmingham Children’s Social Care which was due to staff 

sickness.  Repeated requests for submission of the IMR was made by 

the independent SCR Chair who had to raise the matter  with the 

commissioner of the IMR but an explanation for the delay was not 

received until the case was discussed at the SCR sub group meeting on 

the 20 April 2012.  

 

6.11  A total of 29 single agency recommendations were contained in the 
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IMRs which were scrutinised by the Panel and are considered 

appropriate.  

 

6.12 The Health Overview Report is comprehensive and effectively focuses 

upon how the health organisations interacted and provides a robust 

analysis of how and why events occurred. The report clearly identifies 

where practice needs to improve and has generated an additional     

three recommendations, two of which strengthen recommendations 

contained within the IMR submitted by the ambulance service and relate 

to action taken after the Child had sustained the injuries.  

  

7.     Parental and Extended Family Involvement 

 

7.1  In view of the fact that criminal proceedings were ongoing and after 

liaison with the senior investigating officer and the Crown Prosecution 

Service (CPS) it was not felt appropriate to engage personally with the 

parents or extended family until after the conclusion of the criminal 

proceedings.  However the parents and the perpetrator were informed of 

the serious case review process verbally by the police and by letter from 

the Independent Chair of this SCR. The panel were committed to seeking 

the involvement of the family and subsequently the mother, the maternal 

grandmother, the perpetrator and the parents of the perpetrator were 

seen and their views obtained. 
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8.    Ethnicity & Diversity 

 

8.1  Birmingham Safeguarding Children Board’s commissioning 

arrangements for IMR reports requires agencies to specifically consider 

whether practice was sensitive to racial, cultural, disability, linguistic and 

religious identity of the child and family subject of the serious case 

review, and the impact on service delivery. 

 

8.2 The Child was born in Birmingham and predominately lived there. 

Birmingham has a population of approximately 1 million people and 66% 

of residents are White British, compared with the national average in 

England of 87%. There are 333,663 children under the age of 19 and 

about half of these children and young people are from black and 

minority ethnic groups with more than 50 community languages spoken. 

There are high levels of child and family mobility in some parts of the city 

as well as increasing numbers of asylum seekers and refugees.  The city 

has areas of affluence but many of considerable poverty.  Indices of 

disadvantage are much higher than those found nationally and 32% of 

children are eligible for free school meals which is nearly twice the 

national average. (data sourced from local authority statistics January 2011) 

 

8.3  The Child lived for a short period in South Derbyshire prior to moving to 

an address in Leicestershire which was only separated by a street from 

the border with Derbyshire.  Both addresses are in an area of semi-rural 

villages and ex mining towns. Derbyshire is a geographically large, 
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diverse county with deprived urban and ex mining communities.  The 

health of people in Derbyshire is generally better than the England 

average.  The population of South Derbyshire is rapidly expanding with 

an expected rise by 23% from a 2005 population of 88,000 to a predicted 

2025 of 108,600.  The current population is 93,900 of which 20% are 

children aged 0-15 years.  

 

8.3 The Child, mother, birth father, perpetrator and extended family members 

are White British with English as a first language.  There is no detail 

known about whether the family followed a particular religion although the 

Child was baptised in hospital prior to death. In terms of disability it is 

known that the mother sustained an accidental fracture to her right arm 

when she was 10 years of age.  This injury healed but was to restrict her 

participation in physical education whilst at school.  She received surgery 

to correct angulation of the arm but this continued to cause her some 

difficulty which was evident after the birth of the Child when she reported 

difficulty in carrying a pushchair up some steps to accommodation which 

she shared at one time with the Child. There is evidence contained within 

IMRs that the perpetrator abused substances and prior to their 

relationship the mother had associated with persons who had been 

convicted of drug offences. There were also repeated concerns about the 

behaviour and mental health of the perpetrator. 

 
                                
9.      Chronological Sequence of Events 

 

9.1  Each agency is required to collate a sequence of events of their 
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organisations professional involvement with the family this information 

is merged to create an integrated chronology to enhance 

understanding and analysis.  The Serious Case Review Panel identity 

the significant events which occurred prior to the death of the Child.  

   

9.2  On 11 September 2007 the Child was born in the maternity ward of 

Heart of England NHS Foundation Trust by normal  delivery and the 

father was present.  The mother had received routine antenatal care at 

the same hospital which was unremarkable apart from the fact that the 

mother’s initial assessment was conducted at 24 weeks gestation due 

to a late booking by the mother who may not have identified she was 

pregnant until six weeks before.  As the mother was only 17 years of 

age a referral should have been made to the Birmingham Teenage 

Midwifery (BTPM) service as part of routine ante natal care.  A referral 

form was completed but was not sent because the midwife (MW1) 

forgot to obtain the mother’s signature and hence the mother did not 

receive the benefit of this service.  Although the mother was advised 

about an antenatal group for teenage mothers she never attended any 

sessions.  It was recorded that the mother lived with the maternal 

grandparents who provided support, and that the birth father, also 17 

years of age, was only ‘occasionally’ involved.  The mother and the 

Child were discharged from the hospital the following day and were 

transferred to the care of the community midwives. 

 

9.3 On 13 September 2007 the community midwife (CM1) made the first 
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home visit when the Child was found to be well.  Appropriate advice 

and information was given to the mother regarding the care of the 

Child.  A further three visits were made by the community midwives 

when no concerns were noted. The mother and Child were discharged 

from the community midwife service, and a first home visit was made 

by the health visitor 1 (HV1) on 19 September 2007.    An initial holistic 

assessment made by the health visitor (HV1) indicated that the Child 

required a category A level of intervention which meant that the Child’s 

needs could be met through the universal services, i.e. through the 

core programme as recommended at the time by the national child 

health under 5s programme.  It is not documented whether there was a 

verbal handover between the health visitor and the midwife. 

 

9.4 The Child was seen at regular intervals by the health visitor, was seen 

by the GP for the 6-8 week check up and received immunisations at the 

appropriate times.  The mother was also routinely screened for 

postnatal depression.  There were no areas of concern for either the 

Child or the mother. On 15 May 2008 the Child received a 9-12 month 

developmental check up and was found to be developing within normal 

parameters and required no additional interventions.  It appears that 

the Child and the mother were still living with the maternal 

grandmother. 

 

9.5 On 6 June 2008, the mother reported to the police that the birth father 

was harassing her over the breakdown of their relationship and access 
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to the Child.  A further report of harassment was made on the 12 June 

2008 when the mother stated that the birth father had made threats of 

personal violence against her but had never physically assaulted her.  

Four days later the birth father was arrested and released on police bail 

with a condition not to contact the mother.  However the birth father 

breached his bail by contacting the mother by telephone and text, 

which was reported to the police.  The birth father was arrested when 

he answered his bail on 2 July 2008 and he was then charged with 

harassment and remanded in custody until 8 July 2008 when he was 

sentenced at the local Youth Court to an eight month referral order.  In 

police records there is no record of whether or not a referral was made 

to any other agency. 

 

9.6 In fact a domestic abuse notification was received by the health visiting 

service on 15 July 2008, which resulted in an active intervention record 

being opened in respect of the mother.   The police report indicated 

that the mother was very frightened and believed the threats, which 

included threats to kill her, and ended their three year relationship. It 

was reported that the mother believed the threats and feared for her 

safety and the safety of the Child. The police assessment classified the 

mother as a ‘high risk’ victim.  The health visitor made unsuccessful 

attempts to contact the mother by telephone sent a letter offering an 

appointment to see the Child and mother. It was noted that the mother 

had taken action to move to an extended family address in order to 

increase her protection from the birth father. 
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9.7 Three days later the mother again reported to the police that the birth 

father had harassed her by chasing her.  This was investigated but the 

circumstances did not amount to an offence.  After this incident there 

were no further police reports concerning issues between the mother 

and the birth father. 

 

9.8 On 23 July 2008 the health visitor (HV1) made a home visit to the 

mother and saw the Child.  An adult male was present and was 

introduced as ‘step father’ but it is unclear whether that was the 

relationship to the mother or to the Child.  The mother had not received 

the letter sent from the health visitor due to the confusion of her current 

address within the family network.  The health visitor did not discuss 

the domestic abuse incident at this time due to the presence of the 

adult male and to protect the mother’s confidentiality.  Arrangements 

were made to see the Child and mother the following day at a clinic.  

This appointment was kept by the mother and the Child and there was 

discussion about the domestic abuse referral from the police.  The 

mother reported that she had received safety advice after having been 

in contact with a domestic abuse support organisation and from the 

local specialist police unit.   The mother and the Child were recorded as 

living back with the maternal grandparents, although three separate 

addresses were recorded for maintaining contact. 

 

9.9 On 5 August 2008 Children’s Social Care received a referral from 
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West Midlands Police concerning the domestic abuse incidents 

between the mother and the birth father.  It was recorded that the 

situation had been classed as high risk.  However, a decision was 

made by the receiving Referral & Advice Officer to take no further 

action and the case was closed.  It is unclear why there was a delay in 

receipt of this referral and the rationale of taking no further action. 

 

9.10 A further clinic visit was made by the mother and the Child in August 

2008 but records show that there were three failed appointments for 

immunisation during the period October 2008 until 9 February 2009 

when a home visit was made by the health visitor (HV1).  The mother 

and the Child were seen and the Child’s development was recorded as 

being age appropriate.  The mother reported that she had moved to her 

own address for a short time but had moved back to her parents 

address.  The active intervention record on the mother was closed as 

there was no further contact between the mother and the birth father 

with no further incidents of harassment and the Child and the mother 

had family support.  The Child eventually attended for the immunisation 

on 14 April 2009. 

 

9.11 On 8 September 2009 the perpetrator saw his GP and reported 

‘feeling low and tearful with problems with anger’.  He had received 

prescribed anti-depressant medication and a patient health 

questionnaire was completed which contained questions regarding the 

mental state of patient. 
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9.12 On 22 October 2009 the mother contacted a charity for homeless 

people and stated that she had been burgled and was no longer able to 

remain in her council property.  She and the Child had moved back with 

the maternal grandparents.  She was advised of her rights to make a 

homelessness application but ceased her contact and the case was 

closed.  

  

9.13 On 16 November 2009 concerns were expressed by the family of the 

perpetrator about his aggressive behaviour and as a result he was 

seen by his GP later that day.  The perpetrator reported that he was in 

low mood, had problems with his anger and he had pushed his 

girlfriend and had broken her clavicle (collar bone) but had not intended 

to hurt her.  He admitted to snorting Mephedrone1 for past few months 

and he sometimes felt like self harming, but had not acted upon it and 

had no active suicidal or self harm ideation at that time. The GP 

prescribed Diazepam (a sedative) and made a referral to the 

community mental health team for an urgent mental health review.   

 

9.14 The perpetrator was seen by the service manager of the community 

mental health team, which resulted in a recommendation to the GP for 

referral for primary mental health counselling and to a specialist drug 

and alcohol treatment charity.   

 

                                                           
1
 A stimulant which is closely chemically related to amphetamines. Also known as MCAT, miaow, 

meph.  A Class B drug – Misuse of Drugs Act since April 2010 
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9.15 On 3 December 2009 the girlfriend of the perpetrator reported to the 

police that she had been assaulted by him on two occasions.  In the 

first assault he had broken her collar bone and on the second occasion 

he had pinned her against a wall and head butted her.  He had also 

fraudulently used her Paypal2 account.  The perpetrator was arrested 

later that day and was charged with the two assaults and dishonesty 

offences.  He was allowed conditional bail.    

  

9.16 There followed a series of visits by the perpetrator to his GP who 

referred him for a mental health review after he had taken a drug 

overdose and counselling had previously proved ineffective.  He was 

eventually assessed by a community psychiatric nurse when it was 

established that the perpetrator had been violent towards his parents, 

would punch holes in walls and doors and he had behaved in this way 

since the age of 10 when he had received anger management 

counselling.  The perpetrator was still taking Mephedrone.  No formal 

diagnosis of mental illness was made and a referral for an assessment 

with a Consultant Forensic Psychiatrist was made but the appointment 

was not kept.  

 

9.17 The perpetrator continued to display erratic behaviour, threatened 

suicide and admitted using illegal drugs, i.e. heroin and cocaine.  He 

was again seen by a community psychiatric nurse (CPN2) after a 

referral to the Crisis team by his GP.  It was reported that the 

                                                           
2
 Paypal is a method of making financial transactions on the internet 
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perpetrator was ‘appropriate in appearance, with no evidence of self 

neglect, he had poor eye contact with rapport difficult to establish’.  He 

had been taken to the appointment by his parents but he appeared 

reluctant to participate in the assessment, was emotional, immature for 

his age and took little responsibility for his actions. No mental illness 

was identified and support from the crisis team was not accepted by 

him.  However appointments to be seen by a consultant psychiatrist 

were sent out but were either cancelled by the perpetrator or not 

attended. He was eventually discharged back to the care of his GP, 

due to his non-attendance. 

 

9.18 Meanwhile the mother had visited her GP for various physical ailments 

and she also came to the notice of the West Midlands Police in 

January 2010, due to a disturbance in a supermarket when she was 

reportedly amongst a group of ‘violent’ customers.  No offences were 

committed and the Child was not present.   

 

9.19 On 6 March 2010, the Child was seen at the Emergency department of 

Heart of England NHS Foundation Trust.  The mother stated that the 

child had been jumping on the bed and fell off.  Since then the Child 

had been tilting head and holding right ear and the mother reported that 

the Child had been falling more recently.  The Child was examined by a 

doctor who found that there was no visible injury or signs of tenderness 

but there was an amount of wax in the Child’s right ear.  The Child 

appeared to be playing happily and was alert.  The Child was 
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discharged and the mother was advised to return if she felt the Child 

was unwell.  There was no further action regarding the mother’s 

comment about the Child falling more than normal.  A letter was sent to 

the GP advising of the Child’s attendance at the hospital.  

 

9.20 On 24 March 2010, the Child failed to attend the health visitor clinic for 

a developmental assessment appointment.  This assessment did not 

take place until 22 November 2010 during a home visit by a health 

visitor. 

 

9.21 On 15 April 2010, the perpetrator failed to attend court and a warrant 

was issued for his arrest.  When police officers attended his home 

address his mother informed them that she was concerned for his 

safety as he had threatened suicide and enquiries commenced to trace 

him when he was classified as ‘missing’.  It transpired that the 

perpetrator had in fact left the country and flown to Tenerife with a new 

girlfriend. 

 

9.22 On the 23 April 2010 the mother contacted the emergency duty team 

of Children’s Social Care seeking financial support as she had no 

money and was at that time residing with the maternal grandmother.  A 

referral was made to the out of hours Work & Pensions benefit agency 

and details were passed to the Children’s Social Care area team.  It 

was recorded by the duty social worker of the area team that as the 

request for assistance had been forwarded to the benefits agency that 
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there was no role for Children’s Social Care and on that basis the case 

was closed.  There is no record that the mother was advised of the 

outcome of her contact with Children’s Social Care. 

 

9.23 On 26 April 2010 the mother again contacted the charity for homeless 

people when she advised that she wanted to progress the 

homelessness application.  The mother and Child were still living with 

the maternal grandparents but rent arrears were accruing at the 

previous property as housing benefit had stopped. 

 

9.24 On 11 May 2010, the Child and the mother were registered at a new 

GP practice and the Child was seen by the GP.  Mother reported that 

the Child had been suffering from diarrhoea.  The Child was registered 

for child health surveillance.  The following day the Child attended the 

Emergency department of Heart of England NHS Foundation Trust at 

0107 hours as the mother reported that the child had awoken that night 

complaining of pain in the right ear, right side of mouth and abdomen. 

The child was examined and found to be suffering from a viral illness 

and was discharged with no follow up.  It was noted that the mother 

was unsure of whether the child’s immunisations were up to date and 

gave the reason was because she had moved house and had changed 

GP.  It appears that a deregistration letter had been sent to the mother 

on 6 February 2010 from the previous GP. 

 

9.25 On 11 June 2010 the mother came to the notice of West Midlands 



BSCB case 2011/2012-02 – 04.06.13 

46 

 

Police when she was involved in an incident during which a woman 

reported that she had been assaulted but no further action was taken 

due to a refusal to pursue a complaint.  The Child was not present. 

 

9.26 On 28 June 2010 at 1415 hours the Child again attended the 

Emergency department at Heart of England NHS Foundation Trust.  

The mother reported that the Child had been knocked over by plastic 

barriers from road works, which had fallen when they had been out 

walking on the afternoon of the day before.  The child had sustained a 

bump to the head but had not lost consciousness and had not vomited. 

The mother stated that the Child seemed okay immediately after the 

incident but appeared unsteady the following day.  A full physical 

examination took place which revealed bruising to the back of the right 

thigh, to the right side of the lower back, to the back of the head and on 

the right side of the forehead just under the hairline. The Child was 

noted to be alert, had eaten and was playing happily.  The case was 

discussed by the examining doctor with two senior medical colleagues 

and the Child was discharged.  The mother’s account of the injury was 

accepted and she was consistent throughout. The GP was notified of 

the Child’s attendance at Heart of England NHS Foundation Trust. 

 

9.27 On 29 June 2010 a homelessness application was made on behalf of 

the mother to Birmingham City Council but this was unsuccessful as 

the mother had accommodation available with maternal grandparents 

and she had failed to provide information required.  The mother also 
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had made a homelessness application to Solihull Council but that too 

had proved unsuccessful.  Contact with the charity by the mother then 

ceased and the case was closed in September 2010. 

 

9.28 On 2 September 2010, the mother again came to the notice of West 

Midlands Police when she was stop checked in the company of 

persons who had convictions for drug offences.  The Child was not 

present. 

 

9.29 On the 28 September 2010 the Child was taken to Heart of England 

NHS Foundation Trust by ambulance. The mother and birth father were 

with the child and the mother stated that the Child had fallen backwards 

onto a wall sustaining a cut to the head.  The history recorded on the 

ambulance sheet was that the Child had fallen off a bike onto a wall 

sustaining a laceration to the head.  The minor discrepancy in the story 

does not appear to have been identified or explored further by the 

paediatric registrar.  The laceration to the left side of the Child’s head 

was cleaned and closed and the Child was discharged home with 

written and verbal head injury advice.  The social history taken at the 

time stated that the Child lived with parents and was an only child.  It 

did not identify the fact that the Child was at a different address to that 

provided by the mother as the home address.  The address from which 

the child sustained the injury was the same address given by the birth 

father when the birth father had attended the Emergency department of 

Heart of England NHS Foundation Trust on 14 September 2010.  On 



BSCB case 2011/2012-02 – 04.06.13 

48 

 

that occasion the birth father had sustained an injury to his right hand 

which was sustained after he had punched a wall eight days earlier.  

The Child’s previous attendances at the Emergency department of 

Heart of England NHS Foundation Trust were automatically noted on 

the assessment paperwork and therefore the paediatric registrar would 

have been aware of the history.  However these injures would not have 

fitted the criteria for frequent attender policy3 as they took place over a 

114 day period. The GP was advised by letter of this attendance by the 

Child at Heart of England NHS Foundation Trust.  

 

9.30 At 0153 hours on 18 October 2010, the Child attended the Emergency 

department of University Hospitals Birmingham NHS Foundation Trust 

with mother.  The Child had been bitten by a dog earlier that evening at 

1800 hours, and was in very distressed state.  The Child had been 

bitten on the right hand, which was swollen and bruised.  The 

Children’s Services Social Care emergency duty team were contacted 

to establish if the child was known or was on a child protection plan.  

Concern was expressed about the delay in seeking treatment and the 

emergency duty team advised the completion of an interagency 

referral.  At 0344 hours the Child was transferred by ambulance to 

Birmingham Children’s Hospital Foundation Trust for treatment of the 

injury by the paediatric/hands service.  In addition to documentation a 

telephone call was made by the nursing sister at University Hospitals 

Birmingham NHS Foundation Trust to the nursing sister at Birmingham 

                                                           
3
 Frequent Attender Policy – Three attendances or more by a child over a 90 day period generates an 

automatic electronic record alert to ensure consideration of frequency of attendance during assessment.   
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Children’s Hospital Foundation Trust to give a verbal handover which 

included concern about the delay in presentation.  At Birmingham 

Children’s Hospital Foundation Trust the child was examined and 

admitted to a ward under the care of a consultant surgeon.  It was 

noted that the Child was living with the mother and maternal 

grandparents but no information was recorded with regards to the 

circumstances which led to the dog biting the Child apart from the fact 

that it was a ‘family’ dog. 

 

9.31 At 1230 hours the mother was seen by a Children’s Social Care 

Hospital social worker at Birmingham Children’s Hospital Foundation 

Trust and it was decided to undertake an initial assessment.  It was 

established that the Child and mother had been at the home of her 

partner. Contact was made with West Midlands Police and as a result 

two uniformed officers attended the hospital and spoke with the mother.  

The officers decided that there was no necessity to refer the incident to 

the police public protection unit.   However, the hospital Children’s 

Social Care Team contacted the police public protection unit when, 

after discussion and information exchange, it was agreed that the 

matter would be progressed on a single agency basis, i.e. by Children’s 

Social Care.  Lateral checks were made with other agencies and after 

consultation with the Children’s Social Care Hospital Team Manager 2 

a strategy meeting took place at 1030 hours on 19 October 2010.  At 

the strategy meeting it was decided that the mother had acted 

appropriately and the threshold for a Section 47 Children Act enquiry 
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and associated core assessment was not met.  However the initial 

assessment was to be completed in detail and a ‘child in need’ plan 

formulated. The focus of the recommendations centred on the ongoing 

risks from the pet dog and to undertake a further assessment of family 

and home circumstances.  Support was to be given to a housing 

application by mother. Health visitors were notified of the incident and 

as a result discovered that the mother had changed GP and the Child’s 

case was transferred from Health Visitor (HV1) to Health Visitor (HV2).  

The Child was discharged from hospital on 21 October 2010 after a 

home visit had been made by a senior social worker. During the child’s 

stay in hospital it was recorded that the mother’s ‘partner’ had visited 

but it is not clear who this was.   A copy of the medical discharge letter 

was sent to the GP. Children’s Social Care effectively closed the case 

on 28 October 2010 as case records indicate that a detailed ‘child in 

need’ plan was not formulated.  In addition police records indicate that 

papers were filed without further communication with Children’s Social 

Care or a copy of the strategy meeting minutes being received.  

  

9.32 On 22 November 2010 the Health Visitor (HV2) saw the Child and the 

mother who were living with the maternal grandparents.  The purpose 

of the visit was for reassessment of the Child as a ‘new to area’ client in 

view of the change of GP practice.  This was also a follow up of the 

failed attendance of the two and a half year developmental assessment 

and the notification of the dog bite.  The assessment indicated that the 

universal Child Health programme was able to meet the needs of the 
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Child.  The child was observed to be well with clear speech and there 

were no concerns in relation to the Child or the developmental 

progress.  The mother stated that the accommodation was on a 

temporary basis and she was intending to move to her own property 

before the end of the year but there is no record of where she was 

planning to move to.  There was discussion about the dog bite and the 

health visitor was informed by the mother that Children’s Services 

social care had closed the case.  The Health Visitor attempted to make 

contact by telephone with the Social Worker which was unsuccessful.  

There was an entry made in the maternal file, which had been 

previously closed in February 2009.  

 

9.33 The Child was seen at the GP surgery on 26 January 2011 having 

sustained a minor laceration to a finger which had got stuck in a door.  

There were no concerns over this and the child was described as a 

‘happy’ child.   

  

9.34 On 9 June 2011 the perpetrator appeared at Crown Court having been 

arrested when he returned to the UK. He was sentenced to 51 weeks 

imprisonment, suspended for 12 months with supervision, unpaid work 

and curfew requirements. A pre-sentence report indicated that he had 

the option of ‘moving in with his partner who was currently living in 

Birmingham but she intended to move to Derbyshire’. Whilst the 

perpetrator had been in custody awaiting trial he had been referred for 

a mental health assessment but he was released before the 
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appointment took place. It cannot be ascertained due to confidentiality 

reasons exactly why the perpetrator was referred for a mental health 

assessment but this indicates that his behaviour whilst in prison raised 

significant concerns about his mental health. However, his GP was 

advised to make a referral to the local community mental health team.  

Subsequently the perpetrator was seen by his GP and a request was 

made for a formal psychiatric assessment.   The perpetrator was also 

found to be abusing substances when he disclosed taking Mephedrone 

crystals after he sought treatment for severe abdominal pain. 

 

9.35 In addition the perpetrator was seen by a Probation offender manager 

on three occasions prior to an initial supervision plan being completed 

on the 30 June 2011.  The perpetrator was assessed as being of 

medium risk of serious harm to the public and to known adults.  It is 

clearly stated that the mother and Child were living with the perpetrator 

at his parent’s home, but there is no record of any discussion between 

the Probation offender manager and the perpetrator about the mother 

and the Child.  There was no check to ascertain whether the Child was 

subject to a child protection plan.  It was assessed using the Offender 

Assessment System database4 (OASys) that the risk of harm was 

‘likely to be greatest during arguments with partner, times of conflict or 

                                                           
4 OASys is used by the Probation Service to: 

• assess how likely an offender is to be reconvicted 

• identify and classify offending related needs 

• assess risk of harm (to self and others) 

• assist with management of risk of harm 

• link assessments, supervision and sentence plans 

• indicate any need for further specialist assessments 

• measure how an offender changes during the period of supervision/sentence. 
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relationship breakdown and although  the perpetrator was in new 

relationship there was nothing to currently indicate that risk was 

imminent’.  It was identified that moving to independent 

accommodation was a factor which could increase risk and the fact that 

the mother, the Child and the perpetrator were residing with the 

perpetrator’s parents was assessed as a protective factor.  A risk to the 

Child was not assessed within OASys although the plan does include 

an action to make a referral to Children’s Services Social Care if 

concerns arose.  A Spousal Assault Risk Assessment (SARA)5 was 

completed at the same time and did identify the Child to be at medium 

risk but this was not transferred to the main OASys assessment. 

 

9.36 The perpetrator failed to attend a supervision appointment with the 

probation offender manager 1 on 1 July 2011 but stated this was due 

to employment he had found.  This appointment was rearranged to an 

evening one five days later when the perpetrator disclosed that he was 

spending his leisure time with the mother and the Child. Due to the 

change of appointment time the case was transferred to probation 

offender manager 2. 

 

9.37 On 7 July 2011 the Child, the mother and the perpetrator all attended a 

‘taster’ session at a private nursery.  The mother completed an 

admission form but stated she had not registered with a GP as they 

                                                                                                                                                                      
 

5 SARA helps criminal justice professionals predict the likelihood of domestic abuse.  It helps determine the   

degree to which an individual poses a risk to his or her spouse, children, another family member, or any other 

person involved. 
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were new to the area but would provide this information before the 

Child commenced at the playgroup in September.  The staff of the 

nursery reported that the Child was confident and no concerns about 

the family were noted. 

 

9.38 On 23 July 2011 the perpetrator was seen by the GP out of hours 

service complaining of abdominal pain and a diagnosis of gastric 

irritation due to vomiting and stress was made.  The mother was 

present. 

 

9.39 On 26 July 2011, the mother and the Child were present when the 

perpetrator was assessed by a Community Psychiatric Nurse (CPN3).  

The mother stated that she knew of the past history of the perpetrator, 

including his criminal conviction and that she had known him prior to 

the break up with his previous girlfriend.  The mother was asked in the 

presence of the perpetrator whether she felt afraid of him to which she 

said “No”, and stated that they had a loving relationship.  The 

perpetrator was described as being open and willing to talk about his 

history.  The perpetrator described himself as a “Jekyll and Hyde” 

character stating how he was fine at one moment and then agitated 

and anxious the next.  He maintained that his ex-girlfriend had lied to 

have him convicted and denied using substances or drinking alcohol to 

excess.  The assessment identified that the perpetrator’s mood was 

variable, could change quickly but he denied any thoughts of suicide, 

                                                                                                                                                                      
 



BSCB case 2011/2012-02 – 04.06.13 

55 

 

self -harm or planned intent. He disclosed that he had twice weekly 

contact with his Probation Officer. There is no evidence of any contact 

being made or efforts made to obtain or verify information and there is 

no indication of awareness of child safeguarding and any risk that the 

behaviour and lifestyle of the perpetrator might pose to the Child. 

 

9.40 On 28 July 2011, during a telephone call with probation offender 

manager 2, the perpetrator disclosed that he had used heroin whilst in 

prison and had sought help from a drug service which had offered help 

if he cut down his usage.  He then went onto say that he would ‘self 

detox’.   

 

9.41 On 29 July 2011, the mental health assessment was discussed at a 

clinical assessment feedback session with service manager, team 

member, including a social worker and a consultant psychiatrist 

present.  It was agreed that the most appropriate course of action was 

to provide the perpetrator with the contact details of an anger 

management group to help with his feelings of anger and to continue 

support with the GP. No mental health diagnosis was made as it was 

felt a forensic referral was not required in light of the information 

provided from the assessment.  There was no further input from the 

mental health team. 

 

9.42 On 2 August 2011, the perpetrator’s mother contacted the Community 

Psychiatric Nurse and requested medication for him as he was ‘still 
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volatile’; she was advised that the perpetrator should make an 

appointment to see the GP. Later that day the perpetrator and the 

mother of the Child saw the GP who unsuccessfully tried to contact the 

Community Psychiatric Nurse. The GP was able to contact the 

perpetrator’s mother. In the GP notes the perpetrator was described as 

anxious, stressed, not sleeping and needed medication to calm him 

down.  The GP prescribed Diazepam and was to seek further 

information from the Community Psychiatric Nurse. The following day 

the GP discussed the case with the Community Psychiatric Nurse and 

in turn the perpetrator was contacted and advised that he would be 

sent information regarding anger management groups. 

 

9.43 On 5 August 2011, the perpetrator was seen by the probation offender 

manager when he stated that he had successfully detoxed himself and 

did not need any support from the drug abuse support service.  He 

stated that he wanted to move to live with the mother and the Child and 

he gave an address. It was stated that he would have to discuss this 

further as there was a curfew requirement that he live at his parents 

address. The opportunity to assess the risk this move could have 

posed to the Child was missed and indeed did not appear to have been 

identified.  

 

9.44 On 16 August 2011 there was an outstanding appointment at the 

Child’s GP practice (in Birmingham) for a pre school immunisation.  

The GP was not aware that the Child and mother had moved to 
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Derbyshire.  On the same date a telephone call was made to the 

Probation Trust from the perpetrator’s mother to the effect that the 

perpetrator was suffering from anxiety attacks and that he was to see 

the GP.   

 

9.45 On the 17 August 2011 the parents of the perpetrator reported to the GP 

that he had sudden outbursts of anger with no recollection of what he 

had said or done.  The report from the mental health assessment had 

not yet been received at the GP practice and therefore the GP intended 

to write to the mental health service.  On the 19 August 2011 the 

report was received however the GP had already queried whether 

anger management was appropriate in view of the concerns expressed 

by the family.  

 

9.46 On 26 August 2011 during a supervision meeting with the probation 

offender manager, the perpetrator stated that he was in bed all the time 

due to the effects of his medication and when challenged about using 

any other drugs he denied that.  He further mentioned the potential of 

moving in with the mother.  

 

9.47 On 28 August 2011 the perpetrator breached his curfew and informed 

the monitoring agency that he had been ‘kicked out’ by his parents and 

had moved to the address with the mother.  A notification was sent to 

the Probation Trust. 
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9.48 On 30 August 2011 the perpetrator’s mother informed the probation 

offender manager that the perpetrator had moved out to live with the 

mother and Child at an address in Leicestershire.  This meant that a 

curfew requirement had been breached and the Probation Offender 

Manager intended to arrange a visit the new address on 2 September 

2011 when the perpetrator was due to be seen. 

 

9.49 On 30 August 2011 at 1633 hours, a ‘999’ call was received from the 

mother at the address in Leicestershire to report that the Child ‘had had 

a fit, was unconscious but was breathing’. At 1645 hrs the mother 

disclosed that the Child had been assaulted by the perpetrator who 

‘had mental health problems’. She stated that she did not disclose this 

initially because the perpetrator was still in the house at that time, she 

was scared and she ‘didn’t want him to do anymore’. At 1648 hours 

Paramedic 1 arrived at the scene and found the Child to be 

unresponsive and there were injuries to the Child’s head, chest, 

abdomen and all four limbs. A ‘hot response’ ambulance and the police 

were requested and following a more in depth assessment by 

Paramedic 1 an air ambulance was also requested as it was assessed 

that treatment would be required at a specialist hospital rather than at 

the closest hospital. At 1718 hours the air ambulance arrived followed 

two minutes later by the ‘hot response’ ambulance and the police. The 

air ambulance doctor took over the care of the Child and attempted to 

perform a procedure known as RSI6 in an effort to secure the Child’s 

                                                           
6
 Rapid sequence induction (RSI) is a medical procedure involving a prompt induction of general 

anesthesia and subsequent intubation of the trachea. 
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airway in an effort to ensure safe transportation of the child by air. . The 

doctor was unsuccessful despite a number of attempts. As a result it 

was decided to transport the Child to Derby Children Hospital by land 

ambulance.  The Child arrived at Derby Children Hospital at 1855 

hours and was taken to the resuscitation room where the trauma team 

took over the care of the Child.   

 

9.50 The child was transferred to Nottingham University Hospitals NHS 

Trust for treatment.  At 1555 hours on 31 August 2011, the Child died 

and the perpetrator was arrested on suspicion of murder. 

 

10.     Criminal Proceedings 

 

10.1 On the 12 September 2012, the perpetrator was convicted of the 

murder of the Child and was sentenced to Life imprisonment, to serve a 

minimum of 18 years.  He initially entered a plea of ‘Not Guilty’ but 

changed his plea to ‘Guilty’ on the day the trial was due to begin.  

  

 10.2  Parallel Investigations 

 

10.3 North Leicester Coroner Court opened an initial inquest and following 

the conclusion of the criminal trial recorded the death as an unlawful 

killing. 

 

10.4 Due to the fact that the perpetrator had been charged with a serious 

offence whilst under supervision, a Serious Further Offence Review 
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(SFO) was conducted by the Probation Trust. The SFO has been 

submitted to the National Offender Management Service (NOMs)7 and 

was rated as good and well evidenced containing clear actions which 

are intended to address practice issues in the case. The information 

and findings contained in the SFO served to inform the IMR provided 

by the Probation Trust. 

 

10.5 In addition Derbyshire Healthcare Foundation Trust have undertaken a 

Serious Untoward Incident Review which served to inform the IMR 

provided by that agency. 

 

11 Family Engagement 

 

11.1 As previously mentioned it was not possible to engage with family 

members, the perpetrator or his family to contribute to this SCR until 

after the conclusion of the criminal proceedings.  

 

11.2 The Independent Chair and Independent Overview Report Author have 

been able to speak with the mother, the maternal grandmother, the 

perpetrator and the parents of the perpetrator.  It should be noted that 

there were some differences in their recollections and perceptions of 

events, but it was emphasised to them that the purpose of this review is 

to examine the role of agencies and professionals leading up to the 

death of the Child and to learn lessons and was not an examination of 

                                                           
7
 NOMS is an executive agency of the Ministry of Justice which brings together the Probation Service and HM 

Prison Service with the aim of enabling more effective delivery of services. 
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the criminal proceedings or of any investigation into the death of the 

Child.  

 

11.3 The mother stated that prior to when they moved into independent 

accommodation, there was never any violence between her and the 

perpetrator and he had a good relationship with the Child.  They met 

via mutual friends and indeed she knew his previous girlfriend and did 

not fully believe her version of the violence between them believing that 

she was ‘a bitter ex’. The mother attended and listened to court 

proceedings relating to the assault by the perpetrator on his ex-

girlfriend and she felt that the sentence reflected the fact that he had 

absconded to Tenerife rather than as a consequence of the assault.  

The mother did not believe that the perpetrator posed a risk to the Child 

or to herself.  When she moved to live with the perpetrator and his 

family it was quite amicable and there were just the ‘normal domestic 

tiffs’.  She maintained that at no time was the Child separated from her 

and that the Child was always with her.  If the Child was ever naughty 

she would reason with the Child verbally and was never aggressive in 

any way.  She stated that she mixed well with the family of the 

perpetrator and that the Child instigated calling the perpetrator ‘daddy’ 

despite knowing that he was not the birth father.  The mother made no 

criticism or comment about any agency or professional involved with 

her or with the Child.  She stated that she failed to register the Child 

with a GP in Derbyshire because she was waiting until she and the 
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Child were settled in their own accommodation. She very much looked 

upon this move as a new start in a ‘rural’ community as there were very 

few prospects for her and the Child in Birmingham.  She stated that the 

perpetrator had been violent towards her the day prior to the Child’s 

death and that she was planning to leave but could not to do so straight 

away as she needed to wait until she could get enough money together 

to pay for transport back to Birmingham.  Indeed, shortly after the 

Child’s death she told her GP that ‘one week prior to the Child’s death 

she had moved to a new house (in her name) but the day before the 

incident he (the perpetrator) had hit her and she therefore planned to 

get her money and move back to Birmingham’. The mother did 

comment upon the difference between media coverage after the 

criminal case in Leicester and Derby as opposed to Birmingham.  She 

was upset that the emphasis in Birmingham was upon the fact that she 

and the Child were known to Children’s Social Care and other agencies 

rather than upon the outcome of the criminal proceedings and the facts 

of the case. 

 

11.4 Both the mother and maternal grandmother described the Child as 

‘happy, inquisitive, alert and sometimes cheeky’.   

 

11.5 The mother of the perpetrator contacted the BSCB after the conclusion 

of the criminal proceedings as she was eager to contribute to the 

review.  She was subsequently seen and believes that her son was not 

responsible for the death of the Child despite his conviction following a 
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‘Guilty’ plea.  It was reiterated to her that the events after the death and 

the criminal proceedings and conviction are not within the remit of this 

review.  She stated that the mother initially lived with them for a short 

period (2 weeks) whilst the Child was looked after by the mother’s 

sister and this account was later supported by the perpetrator but was 

denied by the mother.    The perpetrator’s mother was critical of the 

mother and of her parenting of the Child but she never raised any 

concerns with any agency or professional at the time.  She also was 

reluctant to confirm that she had raised concerns about her son’s 

behaviour with the GP or with any agency and when asked if he had 

abused drugs she stated that she believed he had not done so. 

 

11.6 The perpetrator was eventually seen on 18 December 2012 by the 

Independent Chair.  A previous appointment made at the prison proved 

unsuccessful following his reluctance to see the Independent Chair and 

Independent Author on 6 November 2012 due to his ill health.  He was 

asked about services accessed and recalled seeing ‘counsellors’ at 

around the age of 12 years due to anger and arguing with his parents.  

He could not however recall the outcome of this intervention.  He 

believes that he suffers from ‘OCD’ (Obsessive Compulsive Disorder) 

tendencies and also thought he had been diagnosed with ‘ADHD’ 

(Attention Deficit Hyperactivity Disorder). He claims that prior to going 

to Tenerife in April 2010 he took an overdose which resulted in a one 

night stay in a hospital. The perpetrator felt that he got help from his 

GP but not from mental health services.  He was unable to articulate 
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what kind of help was needed as he appears to have little insight into 

what makes him angry.  He did state that when he attended the 

appointment (July 2011) with mental health services it would have been 

easier if he had been seen alone or indeed with his mother as he found 

it difficult to explain his difficulties with the mother of the Child present. 

 

12.     ANALYSIS OF AGENCIES INVOLVEMENT 

 

12.1   The Child experienced a transient lifestyle having resided at numerous 

addresses in Birmingham, predominantly with maternal grandmother 

but also with extended family members and alone with the mother. The 

child was later to live with the mother and the perpetrator in Derbyshire 

with the family of the perpetrator before moving yet again to live with 

the mother and the perpetrator.  There was very little stability in the 

Child’s life with the only consistency seemingly being the relationship 

with the mother and maternal grandmother.  Contact with the birth 

father was limited and it is known that the mother had a relationship 

with a partner prior to forming the relationship with the perpetrator. It is 

recorded that after only knowing the perpetrator for approximately six 

weeks the Child referred to him as ‘daddy’. During interview with the 

mother she stated that this was something the Child did without any 

prompting and that the Child understood that he was not the birth 

father.  Domestic abuse featured between the Child’s parents and it is 

known that both of the mother’s later partners had previously been 

convicted of domestic abuse related offences against their respective 

previous partners. Drug abuse was a factor in the Child’s life with the 
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mother associating with persons convicted of drug offences.  In 

addition the perpetrator abused substances, displayed erratic violent 

behaviour and there was concern about his mental health albeit there 

was no diagnosis of mental ill health. 

 

12.2 During agencies’ involvement with the Child and family there was a 

failure to focus on the Child and the effects of the mother’s lifestyle and 

relationships upon the wellbeing and safety of the Child. The move to 

Derbyshire was not known by any agency in Birmingham. Risk 

assessments and management of risk failed to take account of the 

Child and identified triggers of increased risk were not acted upon 

quickly.   There was a lack of communication and information sharing 

between professionals together with an inadequate and incomplete 

initial assessment when concerns were raised after the Child’s 

presentation at hospital and a  failure to complete a ‘child in need’ plan. 

 

12.3 There was an inadequate response to concerns about the volatile and 

violent behaviour of the perpetrator with a failure to assess his mental 

health and an over reliance on GP treatment and self referral for anger 

management. 
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KEY ISSUES 

 

• Lack of Focus on the Child 

 

12.4 Positive action was taken by the police when the mother reported      

domestic abuse and referrals were made appropriately.  However 

despite an assessment of ‘high risk’ a decision was made by Children’s 

Social Care to take no further action.  The Health Visitor did discuss the 

matter with the mother and as a result the mother received a targeted 

health visitor service which was recorded in an Active Intervention 

Record with a cross reference with the child’s record.  The purpose 

was to support the mother in the protection and wellbeing of the child. It 

would seem to the author of this SCR to be more appropriate for a 

children’s service to open the Active Intervention Record on the child 

rather than the adult.  However it is understood that there would be a 

conflict with current record keeping guidance in respect of maintaining 

the confidentiality of the mother which indicates that information 

relevant to the adult carer or parent should not be recorded in a child’s 

record.  It is known that this issue was raised in a previous Birmingham 

SCR (BSCB2010-11/2) when a recommendation was made that this 

procedure be reviewed ‘with the aim of ensuring that the child is kept at 

the centre of the assessment in line with good practice’.    

 

12.5 In October 2010 when the Child was treated at hospital after sustaining 

a dog bite and there was concern about late presentation for treatment, 
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the strategy meeting seemed to focus more upon the removal of the 

dog and support for the mother’s housing application. Potential 

indicators of abuse and neglect were recognised by professionals but 

the four previous admissions to hospital do not appear to have been 

explored in depth.  The initial assessment in respect of the Child was 

not fully completed and a recommendation for a ‘child in need’ plan 

was not followed. 

 

12.6 The relationship between the mother and the perpetrator was known to 

mental health services and to the Probation Trust in Derbyshire who 

also became aware that the mother and the Child were living with the 

perpetrator.  It was known that the Child was living in the same 

household as the perpetrator who was: 

• volatile,  

• aggressive,  

• a perpetrator of domestic abuse,  

and who: 

• abused substances.  

 

However there was no record of any discussion between probation 

offender managers and the perpetrator about the Child and no checks 

with other agencies concerning the Child, for example to ascertain 

whether the Child was subject to a child protection plan. Similarly with 

mental health services there was no curiosity about the Child and the 

Child’s safety whilst living with the perpetrator who was known to be 
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volatile and violent.   

 

• Identification, Assessment and Management of Risk 

 

12.7   There was a failure by Children’s Social Care to react upon receipt of 

the domestic abuse referral in October 2008, which was assessed as 

‘high risk’.  It is understood that ‘high risk’ domestic abuse cases should 

be referred to MARAC8 but this did not occur in this instance and the 

reason for this failure cannot be ascertained. In fact no further incidents 

of domestic abuse were reported between the mother and the birth 

father, but a MARAC meeting would have been an opportunity for 

agencies to discuss the case and assess any risk to the Child.  

 

12.8 The perpetrator had inflicted serious injury to a previous partner for 

which he was convicted and was under the supervision of the 

Probation Trust.  The perpetrator was assessed as being of medium 

risk of causing serious harm to the public and known adults. A risk to 

the Child was not satisfactorily assessed and thus the risk assessment 

was seemingly based on past behaviour without sufficient 

consideration of the circumstances that were current.  It was identified 

that moving to independent accommodation, without the protective 

factor of residing with his parents, could increase risk. However when 

aware of the perpetrator’s intention to move to another address with the 

                                                           
8
 MARAC is a victim focussed meeting where information is shared on the highest risk cases of domestic abuse 

between criminal justice, health, child protection, housing practitioners, IDVAs (independent domestic abuse 

advocates) as well as specialists from statutory and voluntary sectors.   A safety plan for each victim is created. 
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mother and the Child the probation offender manager failed to act in 

order to safeguard the Child. A referral should have been made to 

Children’s Social Care at that point in time.  When information was 

received that the move had actually taken place, with the added 

evidence that the perpetrator had breached his curfew, then contact 

with Children’s Social Care by the Probation Trust should have taken 

place immediately.  The intention to visit the address on the next 

scheduled appointment day was insufficient in terms of child 

safeguarding and indicated a lack of understanding of a risk to the 

Child. It should be noted that under current curfew arrangements it is 

the offender’s responsibility to notify change of circumstances in 

relation to a curfew to the court.  Failure to abide to the curfew triggers 

a report by the monitoring agency to the offender manager who must 

then determine if the failure to abide by the curfew is acceptable or not, 

and if not, take appropriate action which can include commencing 

breach proceedings before a Court. 

 

12.9 During a mental health assessment with the perpetrator it was 

disclosed that he was a ‘Jekyll & Hyde’ character, fine one moment and 

agitated and anxious the next. The mother and the Child were present. 

His past violent behaviour was known about which he minimised 

claiming that an ex-girlfriend had lied to get him convicted.  The mother 

was asked in the presence of the perpetrator if she was afraid.  This 

was poor practice as she would be unlikely to disclose if she was afraid 

in that situation.  There appears to have been no assessment made of 
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the risk posed to the Child or others by the perpetrator. 

 

• Domestic Abuse 

 

12.10 In this case the mother had been the victim of domestic abuse by the 

birth father and went on to form relationships with two men who both 

had a history of domestic abuse against former partners.  In respect of 

the perpetrator it is evident that he minimised his offending, for 

example during the assessment by the Community Psychiatric Nurse 

on 26 July 2011, he claimed that his ex-girlfriend had lied to have him 

convicted.  Whilst the mother stated that she knew of his offending 

behaviour it is doubtful that she fully understood the potential risk that 

he posed. There is scant evidence of any probing by professionals of 

how the relationship between the mother and the perpetrator had 

developed. The perpetrator did not reach the threshold for discussion 

at a MAPPA meeting9 in respect of his violent offending and hence the 

option of making a disclosure to a future partner was not considered.  It 

is of note that there has been a Home Office consultation upon a 

Domestic Abuse Disclosure Scheme and, as a result two types of 

disclosure, i.e. a right to know and a right to ask, are currently (from 

Summer 2012) being piloted for a 12 month period in four police force 

areas.  Whilst the mother in this case may or may not have sought 

information, it could potentially have helped to safeguard the Child had 

the mother been proactively informed of the circumstances of the 

                                                           
9
 MAPPA are the statutory arrangements for managing sexual and violent offenders 
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domestic abuse inflicted by the perpetrator on his ex-girlfriend. It would 

also have ensured that other agencies, e.g. the police, would have 

been aware of the presence of the Child in the household and 

information could then have been shared with children’s services in 

Derbyshire. 

 

Recommendation 1 

 

 BSCB share information from this Serious Case Review with the 

Home Office to assist with the evaluation of the Domestic Abuse 

Disclosure Scheme. 

 

• Mental  Health 

 

12.11 Concerns about the psychological health and behaviour of the 

perpetrator were continually raised by his parents and referrals were 

made by the GP to the mental health service. This commenced prior to 

the assaults on his ex-girlfriend which were reported in December 

2009. Although he was seen by community psychiatric nurses he was 

never assessed by a psychiatrist. Initially this was due to his failure to 

attend appointments and subsequent discharge from the service. 

However later in July 2011 despite a referral from the GP prompted by 

a letter from the prison service when it was felt he should be subject of 

a mental health assessment, it was decided that it was sufficient for 

him to self refer for anger management.  His treatment was reliant upon 
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the prescription of sedatives from the GP.  His continuing and indeed 

escalating volatility was reported but was inadequately responded to. 

 

• Communication and Information Sharing 

  

12.12 An early opportunity for information sharing was missed following the 

domestic abuse incidents between the mother and the birth father 

when the assessment of ‘high risk’ was made.  Had the case been 

discussed at a MARAC agencies would have been aware of the Child’s 

environment and this should have ensured that Children’s Social Care 

took some action. It should be noted that since July 2010 a system for 

joint screening of domestic abuse incidents, known as ‘Triage’ has 

been adopted in Birmingham and indeed across the West Midlands 

Police area.  All domestic abuse incidents reported to the police where 

children are present in a household are notified to Children’s Social 

Care and to Health.  The three agencies conduct checks on the family 

and then meet, share information and decide whether interventions are 

needed in order to safeguard the child(ren).  The incidents are then 

graded into levels of seriousness which would ensure referral to 

MARAC and a child protection investigation when appropriate.  As this 

system is now in place there is no necessity to recommend any further 

action or review regarding the failure to appropriately deal with the 

domestic abuse referral. 

 

12.13 Birmingham agencies were not aware that the Child had moved to 
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Derbyshire and only adult services, i.e. the Probation Trust and Mental 

Health Services in Derbyshire were aware of the Child’s presence 

there. Had professionals in those two agencies communicated with 

each other and with other agencies then at least this would have 

prompted some enquiry about the Child.  The potential risk to the Child 

living with the perpetrator who clearly was volatile and violent should 

have been obvious. Both agencies should have made referrals to 

Children’s Social Care in relation to the information known, the history 

of domestic abuse, mental health concerns and substance misuse by 

the perpetrator. There are single agency recommendations and a 

health overview report recommendation aimed at addressing this 

failure by adult mental health and the Probation Trust in Derbyshire.  It 

is felt that the recommendations should be strengthened to ensure that 

all adult services focus upon the safety of children known to be living in 

a household with an adult who has been assessed as posing a risk to 

others. Therefore the following recommendations are made: 

   

Recommendation 2  

 Derbyshire Probation Trust and Adult Mental Health Services in 

Derbyshire to provide clear instruction and guidance to staff to 

make a referral to Children’s Social Care when it is know that a 

child is living in a household with an adult who has been 

assessed as posing a risk of serious harm to others. 
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Recommendation 3 

 Adult Mental Health Services in Derbyshire as a matter of routine 

should instruct staff to obtain details of the health visitor of a 

child under the ages of 5 years who is known to be living in a 

household with a person who has been referred for mental health 

assessment. Information should then be exchanged in order to 

safeguard the child. 

 

• Response to the Critical Incident 

 

12.14 Upon receipt of the ‘999’ call from the mother, the call taker stayed on 

the telephone line until the paramedic arrived 15 minutes later.  The call 

was received in one control room and dispatched to from another 

control, a system which appears to have led to a delay in requesting 

the police as the call taker could not contact the police whilst remaining 

on the line to the mother.  The system was reliant on the dispatch desk 

identifying notes which the call taker was inputting.   There resulted a 

delay of 12 minutes after receipt of information from the mother, in 

informing the police of the potential further risk of harm by the 

perpetrator towards the Child, the mother and health professionals at 

the scene.   This issue was recognised by the ambulance service and a 

recommendation was actioned in terms of a ‘standard operation 

procedure’ to ensure that response is as timely as possible therefore 

limiting the time of further risk to individuals.   A more specific 

recommendation is included in the Health Overview report to ensure 
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that this issue is robustly addressed. 

 

12.15 In addition it took 2 hours 7 minutes from the arrival of a solo 

paramedic at the scene until the child reached hospital.  A land 

ambulance and air ambulance were also sent to the scene and the air 

ambulance doctor took primacy.  The doctor attempted the procedure 

known as RSI in order to stabilise the Child’s airway in an effort to 

ensure the safe transportation of the Child by air.  The doctor made 

several unsuccessful attempts at the RSI procedure but concerns were 

expressed by paramedics present that the scene time was excessive. 

Indeed 62 minutes elapsed from the arrival of the air ambulance to the 

time the child left for hospital by land ambulance.  This issue is of 

concern and was identified in the ambulance service IMR in terms of a 

recommendation to circulate a clinical bulletin regarding scene times 

and challenging more senior clinicians.  This action was endorsed by 

the author of the Health Overview report but it was felt that the matter 

be further strengthened by recommending that an escalation policy be 

developed for all staff to utilise when there are concerns that on scene 

times are excessive. 

 

 

13.     Good Practice 

 

No examples of good practice over and above expected levels of 

service were identified during this Review. 
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14.    Single Agency Recommendations 

 

14.1  All agencies that had had significant involvement with the child or 

family were required to compile an individual management review to 

provide an independent, open and critical analysis on individual and 

organisational practice, 12 organisations submitted IMR’s making a 

total of 29 recommendations focused on improving practice.  The 

Health Overview Report examined cross cutting themes for those 

health organisations involved in this case and made a further 3 specific 

recommendations to enhance health care provision.   

 

14.2 The BSCB requires that organisations provide direct feedback of the key 

learning to the professionals involved in the case and where individual 

practice, supervision or management has fallen below the expected 

standards, appropriate action is taken by the organisation concerned.   

 

Recommendation 4 

Organisations are required to provide evidence that action has 

been taken to address individual and management practice which 

has fallen below expected professional standards. 

 

15.      Lessons Learnt 

 

• There was a general failure by agencies to focus on the Child and take 

into account the impact of the mother’s transient lifestyle and 
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relationships upon the Child’s safety and wellbeing. 

• Risk Assessments failed to take sufficient account of the Child and the 

management of the risk was inadequate with a failure to act quickly 

upon triggers of increased risk. 

• There was generally a lack of communication and information sharing 

between professionals. 

• An inadequate and incomplete initial assessment was undertaken after 

the Child’s presentation at hospital having suffered a dog bite.  A ‘child 

in need’ plan which was decided upon was never completed. 

• There was an inadequate response to the volatile and violent 

behaviour of the perpetrator with an over reliance on GP treatment and 

self referral for anger management. 

• Adult services engaged with the perpetrator failed to exchange 

information and to make referral to Children’s Social Care when 

appropriate          

 

16.1 Conclusion 

 

16.2 Agencies in Birmingham were unaware of the Child’s move to 

Derbyshire and subsequently to Leicestershire and hence there was no 

transfer of information.  In addition only adult services were aware of 

the Child’s presence in the household of the perpetrator and whilst 

being aware that he posed a risk to others there was a failure to act 

upon that risk in relation to the Child.  As a result no information was 

shared with Children’s Services and hence no safeguarding measures 

were put in place.  
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16.3 The perpetrator had a history of domestic abuse against a previous 

girlfriend, there were long term concerns over his mental health, he 

was known to be a substance abuser and was displaying increasingly 

volatile and violent behaviour which escalated during the days leading 

up to the Child’s death.  There was no history of harm to children by the 

perpetrator.  It was identified however that moving to independent 

accommodation, without the protective factor of residing with his 

parents, could increase risk. It is therefore predictable that the 

perpetrator would pose an enhanced risk to others, albeit not 

specifically a risk of serious harm to the Child. 

 

16.4 The Probation Trust only had information gleaned directly from the 

perpetrator who clearly minimised the extent of his mental health 

issues, substance abuse and violence, whilst the mental health service 

was aware of the extent and volatility of his behaviour. Clearly referrals 

should have been made to Children’s Social Care when assessment 

and interventions could have taken place to safeguard the Child. 

 

17.      Progressing Recommendations and Dissemination of Learning 

 

17.1 At a full meeting of the BSCB on 8 February 2013 the 

recommendations were ratified by the Board and agencies agreed to 

ensure that all actions would be implemented by the agreed target 

date.  The BSCB requires each agency subject to recommendations to 
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demonstrate and evidence that lessons have been learnt from this 

tragic case.  Twelve organisations which had significant involvement 

with the child and the family made a total of 29 internal 

recommendations.  Twenty eight of the recommendations have now 

been fully implemented, significant progress has been made in the one 

remaining action and will be finalised within timescale.  The Health 

Overview Report made three additional recommendations appertaining 

to NHS provision.  Throughout the Serious Case Review Process the 

BSCB closely monitored the implementation of IMR and Health 

Overview Report recommendations ensuring that prompt action was 

undertaken to implement the emerging learning as soon as possible.   

 

17.2 The findings from the Health Overview report are subject to further 

scrutiny at the BSCB Health Forum to ensure that quality assurance 

arrangements for health commissioners and providers take account of 

the learning from this case.   

 

17.3 Finalisation of the Serious Case Review Process could not be 

undertaken until the conclusion of the criminal investigation to ensure 

that the perpetrator’s right to a fair trial was not compromised and to 

take account of any information disclosed during the trial that should be 

incorporated with the Serious Case Review.  At the conclusion of the 

criminal proceedings contact was made with the bereaved family to 

gain their insight to this case.  Their participation greatly assisted in 

enhancing the learning from this case.        
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17.4  The BSCB Learning and Development Sub Group deliver a programme 

of multi-agency interactive briefing on ‘Lessons Learnt’ from serious 

Case Reviews, to disseminate key learning to as wide a group of 

practitioners as is possible.  In addition all agency safeguarding leads 

are responsible for cascading the professional learning within their 

organisation.  A similar process of dissemination to agencies will also 

be undertaken by Derbyshire Safeguarding Children Board. 

 

17.4  The BSCB have liaised with the Department of Education to provide a 

progress report on the implementation and compliance with the 

recommendations.  The findings will also inform the national learning 

published by the Department of Education. 
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Appendix A 
Progress Reviewed 4th June 2013  

  

 Serious Case Review Action Plan in respect of Case 2011/2012-02 

 

Date commenced 8th February 2013  
The recommendations have been accepted by the BSCB and agencies will ensure that identified action is implemented by the agreed target date.  The BSCB 
will receive progress reports from named agencies within 6 months. BSCB will monitor the implementation of recommendations and audit compliance.  
 

Recommendation 
(SMART)  

Agreed by 
Agency Lead 

Action Required 
by Agency and 
outcome 
measure 

Implementati
on Lead & 
Agency 
 

Target date  
for 
completion 

Summary of Action 
Taken & Date 
Received 

Monitoring  & 
Feedback  

QA&A Audit, 
Progress & 
Finalisation date 

Recommendation 1 

BSCB share information from 
this Serious Case Review with 
the Home Office to assist with 
the evaluation of the Domestic 
Abuse Disclosure Scheme 

 
 
Birmingham 
Safeguarding 
Children Board 

 
 
Independent 
Panel Chair to 
produce a letter to 
the Home Office 
on behalf of the 
Independent 
Chair of BSCB  

 
 
BSCB 
Independent 
Chair 

 
 
31.03.2013 

 
 
On 23

rd
 May 2013 the 

Independent Chair 
wrote to the Home 
Office Lead for the 
‘Domestic Abuse 
Disclosure Scheme’ 
pilot sharing the 
learning from this SCR  
to inform the evaluation 
of the pilot scheme. 
Completed 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
 
1) Copy of letter 
 

Red overdue 

Green Pending 

Black completed 
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Recommendation 2 

Derbyshire Probation Trust and 
Adult Mental Health Services in 
Derbyshire to provide clear 
instruction and guidance to staff  
to make a referral to Children’s 
Social Care when it is know that 
a child is living in a household 
with an adult who has been 
assessed as posing a risk of 
serious harm to others. 

 
 
Derbyshire 
Probation Trust 
and Derbyshire 
Health Care 
Foundation Trust 
(DHCFT) 

  
 
Probation and 
DHCFT to review 
and audit 
supervision 
arrangements for 
staff  
 
- Probation and 
DHCFT to ensure 
training  
programmes 
address 
thresholds for 
referral to social 
care 
 
-Probation and 
DHCFT to 
routinely audit 
case files to 
quality assure 
assessment and 
decision making 
processes 
 

 
 
Safeguarding 
Leads for 
Derbyshire 
Probation 
Trust 
Derbyshire 
Health Care 
Foundation 
Trust (DHCFT) 
and 
Derbyshire 
LSCB 

 
 
30.04.2013 
 
 
 
 
 
 
31.07.2013 
 
 
 
 
 
 
 
 
31.07.2013 

 
 
Probation re-issued 
“How and when to 
make a referral to 
children’s Social Care 
instruction to all staff 
and Safeguarding leads 
in Probation 
Supervision 
arrangements have 
been improved and 
audited and a training 
programme is fully 
embedded across 
probation staff.  A 
quality assurance 
framework is in place. 
 
COMPLETED 
 
and DHCFT are closely 
monitoring the 
implementation of key 
actions 
Pending 

 
Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Evaluation of 
child protection 
training from both 
organisations. 
2) Audit Timetable 
and outcome of 
Case file audit to be 
submitted by both 
organisations. 
3) Number of 
referrals where 
adults posed a risk 

Recommendation 3  
 
Adult Mental Health Services in 
Derbyshire as a matter of routine 
should instruct staff to obtain 
details of the health visitor of a 
child under the ages of 5 years 
who is known to be living in a 
household with a person who 

 
 
Derbyshire 
Health Care 
Foundation Trust 

 
 
-DHCFT to issue 
procedure 
requiring staff to 
hold a risk 
management 
discussion with 
the Safeguarding 

 
 
Safeguarding 
Lead for  
Derbyshire 
Health Care 
Foundation 
Trust and  
Derbyshire 

 
 
30.03.2013 
 
 
 
 
 
 

 
 
Think Family  
development plan in 
place, communication 
strategy in place and 
key messages 
distributed and 
Safeguarding leads in  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
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has been referred for mental 
health assessment. Information 
should then be exchanged in 
order to safeguard the child. 
 

Named 
Nurse/Advisory 
service and  
information 
sharing with 
Health Visitor  
 
-DHCFT to roll out 
Think Family 
project to all staff  
 
-DHCFT to audit 
staff attendance 
on DSCB multi-
agency training 
 
- DHCFT to 
regularly review 
recording, 
assessment and 
car planning 
processes 
through case 
audit and 
supervision of 
staff 

LSCB  
 
 
 
 
 
 
30.04.2013 
 
 
 
30.07.2013 
 
 
 
 
30.07.2013 

DHCFT are closely 
monitoring the 
implementation of key 
actions 
Pending 

evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) DHCFT to provide 
number and % of 
identified staff who 
attended LSCB 
Child Protection 
Training.  
2) Case file audit to 
evidence 
effectiveness of 
information sharing 
between Trust and 
Health Visitors. 
 

Recommendation 4 

Organisations are required to 
provide evidence that action has 
been taken to address individual 
and management practice which 
has fallen below expected 
professional standards. 

 
 
Chief Executive 
and Chief 
Officers for the 
following 
agencies; 
 
1) East Midlands 
Ambulance 

 
 
Each agency to 
provide a 
summary of action 
undertaken to 
address those 
individuals who 
fell below the 
required 

 
 
Agency 
Human 
Resource 
Leads 

 
 
31

st
 May 

2013 

Five organisations have 

already confirmed that 
action has been taken 
to address individual 
and management 
practice which has 
fallen below expected 
professional standards.  

The below 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 



BSCB case 2011/2012-02 – 04.06.13 

84 

 

Service 

2) Cross City 
CCG 
(Birmingham) 

3) Birmingham 
City Council – 
Children’s Social 
Care 

4) Heart of 
England 
Foundation Trust 

5) West Midlands 
Police 

6) University 
Hospital 
(Birmingham) 
 
7) NHS 
Derbyshire 
 
8) Derbyshire 
Healthcare NHS 
Foundation Trust 
 
9) Derbyshire 
Probation Trust 
 
10) Birmingham 
Children’s 
Hospital 
 
11) Birmingham 
Community 

professional 
standards.  The 
report should be 
anonymised.  

organisations are still 
required to confirm that 

Recommendation 4 has 

been implemented. 

1) University Hospital 

(Birmingham) 
 
Pending 

implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

of the finalisation 
process.   
 
Consider Evidence 
for Audit  
 1) Confirmation  
provided by 
agencies. 
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Health Care Trust 



BSCB case 2011/2012-02 – 04.06.13 

86 

 

 

Appendix B 

Bibliography 

 

Guide for the Police, the Crown Prosecution Service and Local Safeguarding 

Children Boards to assist with liaison and the exchange of information when 

there are simultaneous Chapter 8 Serious Case Reviews and Criminal 

Proceedings’ published in April 2011. (endorsed by ACPO & CPS 

 

Home Office Domestic Violence Disclosure Scheme – consultation October 

2011 – January 2012 – pilot from Summer 2012 and interim guidance 

    

Learning Lessons from Serious Case Reviews:  interim report 2009-10 

Ofsted’s evaluation of serious case reviews 1 April – 30 September 2009 

 

Learning Lessons from Serious Case Reviews: year 2 

Ofsted’s second year of evaluating serious case reviews. April 2008 – March  

2009 

 

Understanding Serious Case Reviews and their Impact – a biennial analysis 

of serious case reviews 2005-2007 – Brandon et al June 2009  

 

Working Together to Safeguard Children, a guide to inter-agency working to 

safeguard and promote the welfare of children – DCSF Publication March 

2010 

 
 
 
 

 

 

 

 

 

 

 



BSCB case 2011/2012-02 – 04.06.13 

87 

 

 
 

  Progress Reviewed 5th June 2013 
 

Implementation of IMR Recommendations in respect of BSCB 2011-12/2 
Date commenced 3rd February 2011 

 
The below recommendations have been ratified by the Strategic Lead for each agency, who will be responsible for ensuring they are fully 
implemented by the agreed target date.  The BSCB will receive quarterly progress reports from named agencies. BSCB will monitor the 
implementation of recommendations and audit compliance prior to case finalisation. 

 
Recommendation 
(SMART) 

Action Required by 
Agency 

Implementation 
Lead for Agency 
 

Target Date  
for 
Completion 

Summary of Action 
Taken & Date 
Received 

Ofsted 
Monitoring  & 
Feedback  

QA&A Audit, 
Progress & 
Finalisation date of 
IMR 
Recommendations 

Birmingham Children’s Hospital    

1. Nurses should adhere to the 
recommended discharge process including 
informing GP and HV and ensuring that 
relevant information has been sent out to all 
intended recipients.   

1. Robust supervision 
by Senior Nurses 
must be given to 
support Junior 
Nurses through the 
discharge process to 
ensure the child’s 
needs are adequately 
met. 
 
2. Audit to be 
undertaken to 
examine the 
discharge process 

 Heads of 
Nursing  
 
 
 
 
 
 
 
 
Heads of Nursing 
 

30
th
  

December 
2011  
 
 
 
 
 
 
 
30

th
 

December   
2012  

   20/09/12 – 
Recommendation 
implemented  
 
 
 
 
 
 
 
Minutes of 
organisations 
Safeguarding 
committee received 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 

Red overdue 
Green Pending 
Black completed 
Blue Unevaluated 
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and check 
compliance with the 
stated 
recommendation. 

informing of progress of 
implementation. 
  
08.01.2013 Audit 
completed 
Discharge Audit 
Completed  Nov 2012 : 
The results of the 2012 
annual patient 
discharge audit 
demonstrate a level of 
compliance with the 
requirements of both 
the nursing and medical 
discharge checklists. 
Although there are 
weaknesses in some 
areas, the high risk 
areas have been well 
adhered to, for 
example- the discharge 
information provided to 
families recorded on 
the nursing discharge 
checklist and the 
provision of 
medications on the 
medical discharge 
checklist.  Completion 
of the Medical 
Discharge Checklist 
has improved in 
multiple areas and has 
improved significantly. 
 
COMPLETED 

Education 
Safeguarding 
Group in due 
course.    

reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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2. Hospital1 discharge letters should contain 
information relating to any child protection 
concern which has arisen during 
admission/contact at Hospital1 and should 
be sent to all relevant professionals.  

Hospital1 should 
undertake the 
development of a 
standard medical 
discharge letter 
template which 
includes a child 
protection field and 
list of potential 
recipients. 
 
Audit to be 
undertaken to 
examine the 
discharge process 
and check 
compliance with the 
stated 
recommendation 

Director of 
Information, 
Communication 
and Technology. 

 30
th
 

December 
2012 
 
 
 
 
 
 
 
 
30

th
 

December   
2012 

Technical solution 
agreed November 18

th 

2011 
 
Pilot speciality live by 
June 2012 
 
Roll-out across all 
specialties complete 
December 2012 
 
Update 20/09/12 –work 
in progress- scoping 
alternative technical 
solutions. 
 
Update 24/11/12–work 
in progress- scoping 
alternative technical 
solutions. 
08.01.2013 Audit 
completed 
 
Action completed 
Discharge Template 
attached  
 
Feb 2013 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Birmingham Community Health Care   

1. The paediatric liaison service is to 
consider how its criteria for notification to 
Health Visitors can be amended to highlight 
a pre-school child’s recurrent attendances at 
A&E departments   in respect of injuries due 

1. To form a short 
term working group in 

partnership with 
representation from 

the liaison team, 

Paediatric Liaison 
Service Lead. 
Clinical Lead 

Health Visiting 
Safeguarding 

April 2012 for 
work group to 

change 
criteria. 

 

The Acute hospitals will 
scope ED attendances 
for preschool aged 
children of 3 or more 
over a 12 month period 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
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to accidents.  
 

The child subject of the notification will 
require a subsequent home contact from a 
member of their named Health Visiting team  
who is assessed as competent, to carry out a 
reassessment of the circumstances and 
holistic needs of the child. 

BCHC and acute 
Trusts safeguarding 

teams and the clinical 
lead for Health 

Visiting in order to:  
a) Discuss the 
specific criteria to be 
identified  
b) Agree the process 
to be used to identify 
relevant children in 
each emergency 
department setting. 
c) Produce specific 
practice guidance for 
the Health Visiting 
teams. 
d) Propose how the 
implementation will 
be monitored. 

 
2. The findings of the 
discussions will be 
reported in writing to 
the BCHC IMR sub 
group for review, sign 
off and agreement on 
methodology of 
dissemination to the 
relevant frontline 
teams. 

 

team leads 
BCHC  

Group to 
decide on 
date for 

monitoring 
dependant on 
method used.  

 
Paediatric Liaison HV 
(PLHV) Service have  
undertaken a pilot for a 
2 month period with 
Heartlands hospital 
only to identify numbers 
of ED attendances for 
preschool aged children 
of 3 or more due to 
accident or injury. 
Commencing 1

st
 June 

2012. 
 
PLHV to include in ED 
notifications a 
recommendation that 
HVs liaise with GPs 
regarding frequent ED 
attendances 
 
BCHC HV Team 
Leaders will be 
informed of the plan at 
their City Wide meeting 
on 14

th
 June 2012. 

 
HV team band 5 
framework received to 
evidence competency 
for home visits. 
 
Meeting evidence. 
 
Flow chart for 
information and action 

implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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and an electronic copy 
of report completes the 
recommendation 
 
A Draft report has been 
written and viewed 
awaiting a hard copy 
report evidences the 
completion of the 
recommendation along 
with evidence for 
assurance. 
 
COMPLETED 

Birmingham & Solihull Primary Care Cluster – BEN GP   

1. The circumstances of injuries to children 
should always be well documented in the GP 
medical records and notifying the health 
visitor should always be considered.  

Named GPs to 
develop practice 
guidance relating to 
childhood injuries and 
promote with GP 
practices.  

Named GPs and 
Quality Team For 
Primary Care.   

06.06.2012 Evidence received on 
the 26.9.12 from the 
Head of Safeguarding, 
of progression and 
exploration of the 
blocks to 
implementation of the 
recommendations for 
primary care 
 
Report and Work plan 
received and attached 
in evidence action plan. 
Standards for GP and 
HV communication 
developed. Briefing to 
be sent to all GP 
practices by 28

th
 

February 2013 

 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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Evidence: 
1. Copy of HV 

and GP 
communication 
standards 

2. Copy of GP 
briefing 

COMPLETED 

2. Social Care to regularly feedback to GPs 
following enquiries on children and families. 

The Named GPs to 
work with Children’s 
Social Care to 
establish a feedback 
process if possibly 
using electronic 
systems. 

Children’s Social 
Care and Named 
GPs. 

06.03.2012 Evidence received on 
the 26.9.12 from the 
Head of Safeguarding, 
of progression and 
exploration of the 
blocks to 
implementation of the 
recommendations for 
primary care 

 
Report and Work plan 
received and attached 
in evidence action plan. 
January 2013 Named 
GPs for safeguarding 
sent a letter to 
Children’s Services 
requesting outcome of 
enquiries be shared 
with relevant GPs. 
 
Evidence: 
 

1. Copy of letter 
to Children 
Services 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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COMPLETED 

3. The information collected when children 
are new to practice should include 
information on who else lives in the 
household and family support available. 

Review of current 
new to area 
documentation and 
guidance and amend 
accordingly.  

Named GP and 
Quality Team For 
Primary Care. 

06.06.2012 Evidence received on 
the 26.9.12 from the 
Head of Safeguarding, 
of progression and 
exploration of the 
blocks to 
implementation of the 
recommendations for 
primary care 
 
Report and Work plan 
received and attached 
in evidence action plan. 
 
January 2013 Named 
GPs for Safeguarding 
sent briefing to all GPs. 

 
Evidence: 
Copy of briefing to GPs 

COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Birmingham Children’s Social Care      

1. Children Social Care should review the 
level and types of community based support 
available to respond  to domestic violence 
and this information should be disseminated 
to all staff to ensure awareness of when 
formulated plans of support. 

 

 
1.Review current 

provision. 
2.Identify any gaps 

and where 
appropriate 

commission services. 
3. Disseminate 

information to staff. 
 

 
AD -  Family 
Support 
Development 
(Interim) 
 AD Integrated 
services and 
Social Care  

 

 
August 2012  

Updated 22 October 
2012 

Carried out SMT on 
domestic abuse across 
the city November 
2011. 

Women’s Aid have 
recently reviewed their 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
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services in the city and 
we have asked for them 
to send out the new 
service delivery in each 
of the areas.  Waiting 
for latest to send out to 
Area Managers and 
Team Managers across 
city. 

There is a safeguarding 
forum set up in each of 
the areas 

We screen all domestic 
abuse referrals with 
police and health 
colleagues on a weekly 
basis, using the 
Barnardo’s screening 
tool – any required 
action is then 
disseminated through 
the nominated officer.  
The most high risk 
cases are progressed 
through the ‘MARAC’ 
process to ensure 
effective multi-agency 
interaction. 

IFST’s in the localities 
have been informed; 
through their training; of 
local resources 

will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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available from third 
sector in relation to 
domestic abuse. 

COMPLETED 

Heart of England NHS Foundation Trust   

1.The Trust should design and conduct an 
audit of the Clinical Guideline for the 
management of Teenage pregnancy that 
establishes compliance with the 
requirements to: 
Complete and disseminate the BTPM 
Notification Form  
See teenage mothers referred later than 12 
weeks within two weeks. 

Design and 
undertake a 
compliance audit for 
the Clinical Guideline 
for Management of 
Teenage Pregnancy 
in relation to use of 
the BTPM form and 
timeframes for 
booking 
assessments. 

Head of 
Midwifery and 

Named Midwife  

March 2012  An audit has been 
undertaken to address 
this recommendation. 
 
Copy of the audit tool 
and audit findings 
obtained. 
 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

2. Use the Trust Communication team to 
ensure all midwives are aware of the need to 
complete and send BTPM notifications 
promptly and if a parent forgets to sign to 
seek a signature assertively. 
 

Draft and send 
instruction via the 
communication brief 
to all midwives 
involved in the 
booking process 

Head of 
Midwifery, 

Named Midwife 
and Team 
Managers 

December 
2011  

An e-mail was sent to 
all midwifery leads to 
disseminate to all 
midwifery staff to 
address this issue. 
 
Copy of e-mail 
obtained. 
 
This issue was 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
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addressed within the 
March edition of the 
Trusts communication 
brief ‘Maty and Gynae 
Chat’. Copy obtained. 
 
COMPLETED 

implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

3. The Executive Lead for Safeguarding 
Children should commission an audit of the 
uptake of parent craft & Family Nurse 
Partnership amongst teenage parents up to 
the age of 19 years 

Request 
retrospective audit in 
relation to teenage 
parents who received 
maternity services 
during 2010-11 

Executive Lead 
for Safeguarding, 
Head of 
Midwifery and 
Lead Midwife for 
Teenage 
Pregnancy. 

April 2012 Email agreeing scope 
of the parent craft audit 
to take place in qtr 2 
2012-13. 
Copy of e-mail 
obtained. 
 
 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

4. Conduct an evaluation of the effectiveness 
of the new paediatric Emergency Department 
Assessment paperwork to ensure that 
assessment is adequately enhanced. 

Design an evaluation 
tool. 
Undertake evaluation 
exercise. 
Formulate a report 

ED Consultant 
leading on 
paediatric 
assessment 

April2012  New ED paperwork 
evaluation of 
assessment 
undertaken. Small 
changes were made, 
following the review 
including some minor 
spelling alterations and 
the additions of: 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
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• A continuation 

sheet 

• A review sheet 

Evaluation report 

obtained as evidence 

Paperwork now in use. 

Confirmation e-mail 
obtained as evidence 
 
COMPLETED 

evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

5.To ensure that ED and Trauma and 
Orthopaedics produce a Training Plan 
illustrating how  they will achieve 100% of 
Emergency Nurse Practitioners, consultants 
and new doctors in Adult ED services and 
Trauma and Orthopaedics  trained at level 2 
in safeguarding children.  

Scope numbers 
Develop specific area 
based training plans 
Report quarterly on 
progress to 
safeguarding 
committee  

ED Consultant 
Lead for 
Safeguarding 

 April 2012 Training Plan received 
illustrating how the 
organisation will 
achieve 100% level 2 
training embedded in 
the evidence action 
Plan 
 
 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

6. A reminder to be issued to all clinical staff 
in ED regarding the need to record the name 
as well as the designation of any colleague 

Information to be 
circulated in the Trust 
ED publication ‘Risky 

ED Consultant  
lead for 
Safeguarding 

January 
2012.  

The December 2011 
edition of the Trust ED 
publication includes a 

Safeguarding 
Leads in 
agencies have 

Progress is reviewed 
monthly by the 
Serious Case Review 
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they seek advice from.  Business’  reminder of the need to 
record the name as well 
as the designation of 
any colleague they 
seek advice from. 
 
Copy of the publication 
obtained.  
 
COMPLETED 

been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

West Midlands Police   

1. To include in police policy and procedure a 
reminder that dog bites may have child 
protection implications and ensure that good 
practice in relation to dog bites is promoted 

1/Review  the “WMP 
Child Abuse Policy” 
document and 
include a reference to 
all dog bites and a 
hyperlink to the 
current dog bite 
Fatal/Serious Dog 
Attacks Protocol 
 
 

2/A summary of the 
learning from this 
case to be made 
available on the 
Public Protection 
intranet web site 
Learning from 
Serious Case Review 
 

D Supt Southern  
 
Measurement: 
Publication of 
revised Policy 
Document 
 
 
 
 
D Supt Southern 
 
 
Measurement:  
Screen print of 
website 
 
 
 

1 April 2012 
 
 
 
 
 
 
 
 
 
 1 April 2012 
 
 
 
 
 
 
 
 

West Midlands Police 

Child Abuse Policy has 
been amended to 

include guidance on the 

child protection 
implications of dog 

bites. It is due to be 
published in November 

2012 
 

A summary of the 

learning from this case 

has been made 
available to all staff on 

the force PPU intranet 
site. 
 

March 2011 we 
launched a dog attack 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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3/ Include learning re. 
dog bites in a 
forthcoming ‘Practice 
Direction’ 
 

 
  

 
D Supt Southern 
Measurement: 
Dated e-mail of 
practice direction 
to all PPU staff. 
 
 

 
1 April 2012 

protocol which not only 
informed investigators 

when dealing with such 

incidents but also gave 
consideration to 

safeguarding issues for 
Children in the 

household. 
 
COMPLETED 

NHS Derbyshire County      

1. The local safeguarding children board to 
commission work to be undertaken to 
consider how individuals with mental health 
problems whose pose a risk to children can 
be identified prior to children suffering 
significant harm.  

Derbyshire SCB  Chair of Inter-
agency 
development 
sub-group of 
DSCB 

August 2013 Since this 
recommendation was 
written, 
recommendations have 
been made at a 
national level in the 
recent publication by 
Ofsted ‘What about the 
children? (March 2013); 
which is a thematic 
inspection exploring 
how well adult mental 
health services  and 
drug and alcohol 
services consider the 
impact on children 
when their parents or 
carers have mental 
health difficulties and/or 
drug and alcohol 
problems.  The report 
makes a number of 
recommendations for 
central government, 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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Local Safeguarding 
Children Boards, adult 
mental services, 
commissioners of adult 
mental health services, 
and local authorities. 

 

DSCB will ensure that 
the recommendations 
of this publication will 
be implemented across 
the partnership in 
Derbyshire through the 
Inter-Agency 
Development Sub 
Group of the Board. 

COMPLETED 

2. The GMC guidance on Protecting children 
and young people: the responsibilities of all 
doctors, to be disseminated to all GP 
practices once final guidance is published 
and to be incorporated into training delivered 
by named professionals 

Named Dr Child 
Protection  

Designated Dr 
Child Protection  

April 2013  Sent to all doctors 
including GPs by GMC 
and is now an integral 
part of the GP training. 

COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
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Group in due 
course.    

Group on 16.11.12 

Derbyshire Health Care NHS Foundation Trust      

Recommendations relating to Individual 
Practitioners  

         

1, When a service user with an offending, 
violence/abuse, substance misuse history 
moves in with or commences a relationship 
with a vulnerable adult or child, a risk 
management discussion with the 
Safeguarding Named Nurse/Advisory Service 
will take place and appropriate referrals 
made and/or safeguards put in place.    

Individual learning 
interview with team 
practitioners and 
team leader 

Head of 
Safeguarding 
Children Service   

January 2011  Individual Team 
Member, Service 
Manager and Area 
Service Manager seen 
by Review Author and 
DHCFT Head of 
Safeguarding Children 

COMPLETED 

 

MARAC lflt.pdf

 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

2. All Front line Pathfinder assessors have 
further input by safeguarding team on 
information gathering/sharing with DHCFT 
Safeguarding Advisors and other key 
agencies e.g. probation. (Learning Review) 

Learning review 
between pathfinder 
teams and Head of 
Safeguarding 

Head of 
Safeguarding 
Children Service   

January 2011 An invitation has been 
extended to all multi-
disciplinary team 
meetings for a Named 
Nurse to attend to offer 
support, advice and 
case discussion. 

 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
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Supervision Protocol 
March 2012.doc

 

COMPLETED 

to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

3. All Pathfinder Staff and Service Manager to 
receive identified Group 1, 2, and 
identified 3 and 4 DSCB Multi Agency 
Training.  (Change in Trust Standards). 

Notification of 
required action to be 
sent to Divisional 
Directors by Head of 
Risk   

Executive Lead 
for Safeguarding  

With 
Immediate 
effect   

Head of Risk Notified 

 

Completed  

Safeguarding 
Children Training Plan March 2013.docx

 

 

Training 
Passport.xlsx

 

 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Recommendations relating to Teams       

1. All Team and Service Managers to receive 
identified Group 1, 2, and 3 and where 
indicated level 4 Multi Agency DSCB 
Training  

Head of 
Safeguarding agree 
DHCFT  Training 
Passport   

Head of 
Safeguarding 

Divisional 
Directors   

July 2012 Copy of 
Recommendations and 
Actions to Serious 
Untoward Incident 
Group and 
Safeguarding 
Committee SCR 
Review Group 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
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Completed 

 

See evidence in 
previous section. 

implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Recommendations Trust Wide        

1. Review of Assessment documentation 
consistent with multi-agency formulation 
and analysis of risk and care planning (re 
domestic abuse, child protection and 
information sharing). 

Decision and Action 
by Risk Management 
Committee   

Head of 
Safeguarding  

June 2012 Copy of 
Recommendations and 
Actions to Serious 
Untoward Incident 
Group and 
Safeguarding 
Committee SCR 
Review Group 

 

Completed 

SUI Action Plan DC 
7.5.2013.doc

 

Supervision Advice 
Sheet Amended Jan 2013.doc

 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

2. “Think Family” Project to improve 
awareness, assessment and intervention 
practices about the impact of violence and 
abuse, substance misuse, parental ill 

Project commenced  Consultant Nurse  

Safeguarding  

Commenced 
June 2011  

Four steering group 
meetings and 
development plan in 
place  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
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health on children and vulnerable others 

 

Communication 
Strategy commenced, 
10  key messages and 
publications produced 

Intranet Page 
developed 

E learning sourced 

Implementation Group 
Commenced 

Completed 

 

Think Family 
Principles adopted in 
Supervision 
Procedures and 
Training. 

 

Think Family Update 
26.4.2013.doc

 

TF Leaflet Version 2 
Draft 5 Safeguarding Committee Think Family Update FINAL.docx

 

implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Recommendations Interagency           

1, Development forum between DHCFT  and 
CYPD  

“Think Family” forum 
with Director of Social 
Care, (Derby City) 

TBC June 2012  Formal Meeting took 
place between Derby 
City Director of CYPD  

Safeguarding 
Leads in 
agencies have 
been closely 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
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Acting Chief 
Executive  

and DHCFT 
Safeguarding Lead 
and Acting Chief 
Executive -  proposed 
integrated model of 
systemic practice 
developed to enhance 
multi-agency team 
approach 
underpinned by Derby 
Early Intervention 
Strategy, subject to 
review in September 
2013. 

COMPLETED 

monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Derbyshire Probation Service   

Recommendation 1 
Derbyshire Probation Trust to ensure that 
individual practice is addressed in relation to 
domestic violence and child safeguarding 
referrals 
 

Immediate review of 
similar cases and 
additional supervision 
by line manager to 
provide oversight of 
domestic violence 
and risk to children 
cases 

SPO Line 
Manager 

31/12/2011 Audit of supervision 
records showed that 
reviews to quality 
assure safeguarding 
and domestic violence 
cases, took place. Line 
managers prioritised 
such cases for 
supervision and 
continue to do so to 
date as evidenced by 
supervision notes. No 
further concerns were 
raised. 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Recommendation 2 a) Offender SPO Line Until end of a) Safeguarding Safeguarding Progress is reviewed 
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Derbyshire Probation Trust to ensure that 
additional trust-wide training is delivered and 
implemented at team and individual level. 
 

managers to be 
offered additional 
coaching and training 
on child protection 
referral instructions 
 
 
 
 
 
 
 
 
b) Completion of 
additional domestic 
violence and child 
safeguarding training 
by all offender 
managers 
 

Manager 
 
 
 
 
 
 
 
 
 
 
 
 
SPO Line 
Managers, 
Training Manager 
and Directors of 
Probation to 
assure this 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

December 
2011  
 
 
 
 
 
 
 
 
 
 
 
Integrated in 
each annual 
Training Plan 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

continues to be a 
standard agenda item 
for professional 
development across the 
trust in individual 
supervision. In addition 
to coaching in 
supervision, In 2012/13, 
158 operational staff 
attended this essential 
multi-agency training.   
Completed 
 
b) Derbyshire Probation 
training unit, together 
with managers, provide 
a clear training record 
of attendance on DCSB 
multi-agency training. 
181 operational staff 
attended locally 
commissioned training 
on safeguarding and 
domestic abuse – 
‘assess and manage 
the risk’ in 2012/13. 
 
Reports on training are 
provided to Derbyshire 
Probation Board and 
this remains a core 
training event in 
2013/14 in the 
Derbyshire Probation 
Trust training plan 
Guidance to staff on 

Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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Domestic Abuse was 
issued via the trust 
intranet in July 2012 
having been launched 
through the intranet to 
operational managers 
and staff. 
Feedback from line 
managers indicates that 
professional awareness 
and judgement quality 
is high as a result. 
Completed 
 
Senior Probation 
Officers cascading 
Consortium Training 
Material to all teams by 
Dec 2012. 
Completed 

Recommendation 3 
Derbyshire Probation to develop a disclosure 
guidance and provide advice to staff on ‘legal 
authority’ issues 

a) Senior 
Management Team 
to review the need for 
development of 
additional guidance 
and training in 
relation to disclosure 
including the 'legal 
authority' issues.  
 
 
 
 
 
 

Lead Director 
Public Protection 
 
 
 
 
 
 
 
 
 
 
 
 
 

30/06/2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

a) This need was 
reviewed and agreed 
as important.  
Guidance was not 
available nationally so 
was commissioned 
locally within the trust 
and completed with all 
due governance. 
Publication date for this 
was at the May 2013 
Leadership Forum and 
thereafter for managers 
to issued within their 
teams. 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
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b)  Develop a 
protocol for 
information sharing 
with both Derby city 
and county CSBs on 
adults assessed as 
raising concerns in 
relation with children 
(though they may not 
be currently residing 
with a child) 

 
 
Lead Director 
Public Protection 

 
 
30/06/12 

Completed 
 
b) This information 
sharing protocol was 
agreed in principle in 
06/12 and work is 
progressing on 
information review and 
update requirements 
under the Data 
Protection Act to 
ensure that information 
is held and managed 
under the DPA. 
This is a complex set of 
activities but the action 
should be completed by  
30/06/13 
Overdue 
 

Safeguarding 
Group in due 
course.    

Case Review Sub 
Group on 17.05.13 

Recommendation 4 
Derbyshire Probation Trust to address 
workload and working conditions and effect 
improved management of these issues    . 
 

a) Review of 
workloads and any 
necessary action to 
be identified and 
undertaken. 
 
b) Review of 
structure/resources 
and identification of 
mechanisms for 
management of 
workload peaks. 
 
 
 
 

SPO Line 
Managers 
 
 
 
 
City Operations 
Manager initially, 
then City Director 
of Probation 
along with 
Business 
Services Director 
 
 
 

30/11/2011 
 
 
 
 
 
31/12/2011 
 
 
 
 
 
 
 
 
 

a) Workload was 
closely monitored 
across the trust 
immediately.  
Completed 
 
b) In December 2012, a 
nationally validated 
workload management 
tool (WMT) was 
purchased. This is a 
highly responsive tool 
and allows for more 
effective workload 
management. When a 
caseload reaches 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
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c) Review of 
structures to better 
manage a local 
service delivery 
 

 
 
 
 
 
 
City Director and 
Business 
Services Director 
 

 
 
 
 
 
 
31/03/12 

100% in the WMT, a 
review is triggered to 
manage or reduce the 
workload.  
Completed 
 
c) A co-located 
premises was sourced 
in December 2012 and 
it was equipped to offer 
a more comprehensive 
presence in the 
identified location. This 
also provides sufficient 
office space with 
access to information, 
computers, telephony 
and accommodation for 
offender managers and 
administrative staff.  
As a result of lessons 
learned over the effect 
of poor accommodation 
on deficits in practice,  
the trust is seeking to 
source another locality 
based office in a 
different part of the 
county. 
Completed 

Group in due 
course.    

Group on 17.05.13 

East Midlands Ambulance Service   

1. A standard operation procedure regarding 
the process for dealing with difficult call in 
EOC will be developed 

EMAS NHS Trust  Deputy Director 
of EOC  

January 2012  Incorporated into 
training for all call 
handlers. 
Bespoke 

Safeguarding 
Leads in 
agencies have 
been closely 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 



BSCB case 2011/2012-02 – 04.06.13 

110 

 

Safeguarding training 
package developed 
and delivered to all 
call takers 
 
Details submitted as 
evidence  
 
Completed 

monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

2.  Clinical Bulletin to be circulated regarding 
on scene times and challenging more senior 
clinicians to be issued all clinicians 

EMAS NHS Trust  Deputy Director 
of Clinical 
Services  

January 2012  Bulletin developed 
and circulated. 
 
Additional an 
escalation policy has 
been developed, 
approved and 
implemented 
 
Details submitted as 
evidence  
 
Completed 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    
 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

Health Overview Report   

1. To develop a system within the control To develop and EMAS  June 2012 Incorporated into Safeguarding Progress is reviewed 
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room to ensure that the police can be 
alerted, if required, in circumstances where 
the call taker remains on the telephone to the 
caller. 

embed a robust 
system within the 
ambulance control 
room, for the police to 
be alerted where the 
call taker remains on 
the telephone when 
advice and / or 
support are needed. 

Deputy Director 
of EOC 

training for all call 
handlers. 
Bespoke 
Safeguarding training 
package developed 
and delivered to all 
call takers 
 
Details submitted as 
evidence 
 
COMPLETED 

Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

2. For an escalation policy to be developed 
and disseminated for all staff to utilise, when 
there are concerns that on scene times are 
excessive. 

To develop an 
escalation policy and 
disseminated to all 
staff to utilise; when 
there are concerns 
that on scene times 
are excessive.  

EMAS  
Deputy Director 
of Clinical 
Services. 

July 2012 Bulletin developed 
and circulated. 
 
Additional an 
escalation policy has 
been developed, 
approved and 
implemented 
 
Details submitted as 
evidence 
 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 
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3. When persons are assessed as being a 
significant impulsive risk of harm to others 
this information should be shared with those 
professionals known to be providing a 
service to the child and family in the spirit of 
safeguarding the child. 

To ensure that all 
staff are aware of the 
need and importance 
of sharing information 
with professionals 
known to be 
providing a service to 
the child and family. 
 
To undertake an 
audit to evidence that 
this learning has 
been embedded into 
practice. 

DHCFT 
Head of 
Safeguarding  

September 
2012 

Copy of 
Recommendations and 
Actions to Serious 
Untoward Incident 
Group and 
Safeguarding 
Committee SCR 
Review Group 

 

Completed 

SUI Action Plan DC 
7.5.2013.doc

 

Supervision Advice 
Sheet Amended Jan 2013.doc

 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 17.05.13 

 
 


