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1 Background to the SCR and the reasons for carrying it out

1.1 Between February 2011 and September 2011, Islington Safeguarding 

Children Board (the LSCB) conducted a Serious Case Review (SCR) of 

the services provided to two primary school aged children who are 

referred to as Child B and Child C. They died as a result of knife 

wounds during a weekend contact visit to their father. He admitted 

causing their deaths and was found guilty of their murder. He received 

a very lengthy custodial sentence.

1.2 The SCR was carried out in order to fulfil the requirements of Chapter 

8 of the statutory guidance Working Together to Safeguard Children 1

and the London Child Protection Procedures. 2 The LSCB is required to 

conduct a SCR when a child has died and abuse or neglect are 

suspected to be a factor in the death. The circumstances clearly 

required a SCR. 

1.3 The recommendation to hold the SCR was made at the LSCB SCR sub-

group meeting on 23 February 2011. This meeting was attended by 

Islington agencies, representatives of Southwark agencies and 

representatives of agencies with wider national or pan-London 

responsibilities that had been involved in the case (Solace Women’s 

Aid, CAFCASS and the Metropolitan Police Service). The Independent 

Chair of the LSCB, Janet Mokades accepted the recommendation to 

undertake the SCR immediately. 

1.4 The review covers the period from January 2008 until the deaths of 

the children. This review period was chosen because domestic violence 

was believed to have first occurred in the family in late 2008.

1.5 The findings of the SCR and the multi-agency action plan were 

accepted by the LSCB at its meeting on 28 September 2011.

Publication of the findings was delayed because of the need not to 

prejudice criminal proceedings. The full SCR overview report has been 

                                           
1 HM Government, Working Together to Safeguard Children – 2010.
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published though some passages in that report have been summarised 

or modified so as to protect the right to privacy of the mother.

2 Arrangements for the SCR

2.1 The children normally lived with their mother in Islington. Their father 

lived in Southwark. The weekend contact visit was part of an 

arrangement made as the result of an order made in private law 

proceedings in the Principal Registry of the Family Division (the family 

court) in October 2010. The court had granted the father shared 

residence of the children and staying contact at weekends. The 

children had lived with their parents in Southwark until December 

2008 when their mother left the family home and moved to a refuge in 

Islington as a result of the father’s domestic violence. 3 The children

had no contact with their father until September 2010 when supported 

contact began at a contact centre. Staying contact began in late 

October 2010.

2.2 The SCR reviewed the work of the following agencies who were 

involved with the family during the period up to and including 2008. 

They are based mainly in Southwark:

 Southwark Council (Children’s Social Care) 

 Southwark Primary Care Trust / NHS Southwark 

 MOZAIC (a voluntary organisation providing domestic violence 

advocacy services) 

                                                                                                                                 
2 http://www.londonscb.gov.uk/procedures/ Chapter 19
3 After the SCR concluded the father was convicted or murder. Whilst the SCR was taking place
the father had not been convicted of any offence of domestic violence and there was no finding of 
fact in relation to this during the private law hearings in the family court. The SCR has considered 
carefully what terminology to use. The mother took photographs of injuries with her mobile phone 
and showed her injuries to friends. She presented injuries at hospital and at her GP. Since 
September 2008 the mother has given entirely consistent accounts of incidents to a large number 
of professionals. A number of the incidents were noted said to have been witnessed by the 
children. The professional judgement of the members of the SCR panel was that there is strong 
evidence that the mother was subjected to domestic violence by the father, though this view has no 
legal standing. The SCR has proceeded on the basis that the allegations of domestic violence were 
well founded.
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 South London and Maudsley NHS Trust 

 Guys and St Thomas’ NHS Foundation Trust

 General Practitioners

 Kings College Hospital 

The following agencies which work in Islington were involved with the 

family:

 Islington Council Children’s Social Care 

 Cambridge Education @ Islington (which provides a range of 

educational support services to schools in Islington)

 Whittington Health (managing heath services provided during the 

period under review by Islington PCT and Whittington Hospital NHS 

Trust)

 General Practitioners

 Centre 404 (which provides parenting support services)

 Coram (which provides a range of parenting support services in 

Islington and elsewhere)

The mother’s church also assisted the SCR.

The following agencies were involved and have a pan-London or national 

responsibility:

 Child and Family Court Advisory Support Service (involved during 

2010)

 Metropolitan Police Service (from 2008 onwards)

 Solace Women’s Aid (during 2009 – 2010)

2.3 Under the SCR arrangements all of these agencies were asked to 

review their records, produce an internal chronology of their 

involvement, interview key staff and provide an individual 

management review. The authors of individual management reviews 

were senior staff with expertise in children’s safeguarding or authors

independent of the organisation. 
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2.4 Additional information was also provided to the SCR by the following 

agencies which had only very brief or limited involvement:

 UK Borders Agency

 Southern Housing Group (the housing association managing the 

accommodation in which the family lived)

2.5 The review was conducted by a SCR panel which included senior 

representatives of participating agencies with expertise in safeguarding 

children and detailed working knowledge of the professional standards 

relevant to all of the services involved. The SCR panel was chaired by 

Bodil Mlynarska who is employed by Camden Council. The SCR 

overview report was prepared on behalf of the LSCB by Keith 

Ibbetson. Both the SCR panel chair and the report author are 

independent of the agencies involved and have expertise in children’s 

safeguarding and substantial experience in conducting Serious Case 

Reviews. The other members of the SCR panel were:

Designation Organisations

Head of Service Greater London CAFCASS

Head of Targeted Services Cambridge Education

Detective Inspector Metropolitan Police Service -
Islington Child Abuse Investigation 
Team

Director Child Protection London Borough of Islington

Service Director, Young People’s 
Division

London Borough of Islington

Business Manager, Quality 
Assurance

London Borough of Southwark
Children’s Social Care

Designated Nurse Child 
Protection

NHS Islington #

Designated Doctor Child 
Protection

NHS Islington #

Service Director, Children’s 
Community Health

NHS Islington

# joint authors of health overview report 
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The work of the SCR panel was supported by the Islington 

Safeguarding Children Board Manager and the Safeguarding Children 

Board Co-ordinator

2.6 The purpose of the SCR is set out in Working Together as follows:

 to draw together a full picture of the services provided for the 

children and their family

 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;

 to 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

 to improve intra-agency and inter-agency working and better 

safeguard and promote the welfare of children.

2.7 Given the circumstances of the deaths of the children and the 

involvement of the courts and a number of agencies with child 

protection responsibilities, the terms of reference asked the SCR to 

consider whether agencies had evidence to suspect that the children

were at risk of being killed or seriously harmed by their father and 

whether the deaths could have been prevented if agencies had made

different decisions or acted differently. 

2.8 In addition the SCR was asked to consider whether lessons could be 

learnt in the following areas:

 The response of agencies to domestic violence

 The impact of the family’s culture, ethnicity and religion and the 

response of agencies to these factors.

 Evaluation of the needs of the children, quality of direct work with 

the children and the extent to which attempts were made to 

establish the children’s wishes and feelings

 The response of agencies to the disability and special educational 

needs (SEN) of Child B 
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 The adequacy of agency policies and procedures and whether 

policies and procedures were implemented

 The effectiveness of supervision and the role of more senior 

managers in the case history 

 The impact of resources or lack of capacity on services and other 

organisational issues

The review has sought to identify examples of good practice by the 

professionals involved. It has indentified changes and improvements in 

provision made since the events under review took place in order that 

any recommendations made are relevant to the current provision of 

services. 

3 The review and evaluation of decisions made by the courts

3.1 Reflecting the independence of the judiciary the guidance on the 

conduct of SCRs, Working Together to Safeguard Children 2010 does 

not provide the scope for public bodies such as Local Safeguarding 

Children Boards to evaluate judicial decisions and actions. The SCR has 

had access to the court papers but it does not know exactly what 

information was presented to the court and it cannot know what 

weight was given by judges to different aspects of that information in 

the decisions that were made. 

3.2 As a result the scrutiny that the SCR can give to the role of the court is 

limited to the following:

 The contribution that the Children and Family Court Advisory and 

Support Service (CAFCASS) made to the court decisions

 The impact of the decisions made by the courts on the children

 The response of public bodies to the court decisions

3.3 Court conduct of private law proceedings where there are allegations 

of domestic violence is required to follow guidance documents and 

practice directions issued by the President of the Family Division and 
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approved by government ministers. 4 In 2000 the Court of Appeal 

considered four test cases and set out the approach which it expected 

courts to follow, supported by the expert advice of two eminent child

psychiatrists.5 The SCR has identified a number of points at which it 

appears that the conduct of the courts in this case did not adhere to 

the approach set out in these documents. However it is for the 

judiciary to reflect on this further and to determine whether any action 

is required. 

3.4 In view of the critical role that the decisions of the courts played in the 

case history the LSCB made senior judges in the Principal Registry of 

the Family Division aware of the deaths of the children, the 

requirement to carry out the SCR and the terms of reference of the 

review. The LSCB invited the courts to consider whether they wished 

to reflect on and learn from the case by commenting to the SCR on 

any issues considered to be relevant to the court service. A draft of the 

SCR overview report was sent to a senior judge before being agreed 

by the LSCB. Prior to their publication the final findings of the SCR 

were made known to the judges who made orders about the children

in order to assist judicial reflection on the learning arising from the 

case history.

4 Family involvement in the SCR

4.1 The SCR panel agreed to involve family members and seek their views 

about the services provided. It was not possible to involve the father 

prior to his trial because of the risk of prejudicing the criminal 

investigation and trial. Since his conviction he has not responded to 

correspondence from the LSCB. The children’s mother agreed to 

participate in the SCR and has made a very valuable contribution to the 

                                           
4 President of the Family Division (January 2009) Practice Direction: The Revised Private Law 
Programme; President of the Family Division (April 2010) Practice Direction: Residence and 
Contact Orders: Domestic Violence And Harm
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understanding of the case history and the lessons learnt by the review.

The LSCB is grateful to her contribution to the SCR which she made with 

great dignity in very difficult circumstances.

5 Key events in the case history 2008 - 2011

Earlier family background

5.1 The children’s parents both came to the UK from West Africa. They met 

in London in 1997 and married the following year. Child B was born in 

2000 and Child C was born in 2002. So far as can be established the 

father began to be violent to the mother in 2008, though the mother 

says that he was always jealous and controlling. 

September – December 2008

5.2 During September – December 2008 the father assaulted the mother on 

a number of occasions, causing potentially serious injuries. In October 

2008 a county court granted the mother a non-molestation order but

refused to grant her sole occupancy of the family home and the assaults 

continued.

5.3 During this period the mother had contact with medical staff at Guys 

and St Thomas’ Hospital, her GP, two domestic violence advocacy 

organisations REACH and MOZAIC (the former only very briefly) the 

Metropolitan Police Service, Southwark Council housing and social care 

services and her social landlord Southern Housing Group. The children 

attended school throughout the period and the mother told the 

children’s head teacher about the violence. She also had contact with 

the local authority social worker who undertook a core assessment. No 

prosecution took place because the advice of the Crown Prosecution 

Service was that there was insufficient evidence for a successful 

conviction. On 30 December 2008 the mother and the children moved 

                                                                                                                                 
5 Family Law Reports/2000/Volume  2 /Re L (Contact: Domestic Violence); Re V (Contact: 
Domestic Violence); Re M (Contact: Domestic Violence); Re H (Contact: Domestic Violence) -
[2000] 2 FLR 334
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to the Solace Women’s Aid refuge in Islington (subsequently referred to 

as ‘the refuge’) and this move effectively protected them from further 

risk of domestic violence for the next two years, during which time the 

father had no contact.

January 2009 – July 2010

5.4 The mother and children lived in a refuge for just over 18 months 

because it was difficult for their social landlord to find suitable 

accommodation. During this 18 month period the mother and children 

received extensive support from the refuge and other professionals in 

Islington. The children were quickly found places in a local church 

school. They integrated well and the family became part of the school 

and its associated community. The mother was unable to return to her 

job because of fears that the father worked nearby and knew where she 

worked. The mother received counselling and both children received 

therapeutic input to help them understand and overcome the effects of 

the violence that they had witnessed.

5.5 Child B had an autistic spectrum disorder. From January 2010 onwards 

Child B appears to have found it increasingly difficult to behave well in 

school, bringing him into conflict with other children. From January 

2010 onwards Child B’s mother accessed an increasing number of 

psychology and medical services in order to help her understand her 

child’s development and behaviour and to provide support. The mother 

and family had very little contact with the refuge after they were 

rehoused in July 2010.

The court hearings and preparation of the welfare report March –
October 2010 

5.6 In March 2010 the father made an application for shared residence of 

the children and a contact order. The first court hearing took place in

June 2010. The court ordered that there should be supported contact 

for two hours each Saturday. This took place in a neutral venue. It was 

not supervised and no records were kept of the interaction between the 
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father and children. CAFCASS was ordered to complete safeguarding 

checks and to prepare a welfare report on the application for shared 

residence and contact. At this point CAFCASS did not engage its duty 

under Section 16(A) Children Act 1989 which would have enabled it to 

undertake a risk assessment before contact was ordered. Neither party

asked the court to consider undertaking a ‘finding of fact’ to establish 

what evidence there was about domestic violence and its impact on the 

children. 

5.7 The Family Court Advisor began her assessment and court report in mid

September 2010. She worked from the premise that it would be in the 

children’s interests for them to have staying contact at the father’s 

home. The mother herself felt that it was inevitable that the children 

would have contact with the father at his home and she had no 

objection to this in principle as she recognised the importance of the 

father having a role in the children’s lives. The mother was clear that 

she did not have concerns that the father might harm the children 

directly, though he had been violent to her.

5.8 The second court hearing took place in October 2010. The court made 

an order with the consent of both parents which closely mirrored the 

proposals made by the CAFCASS welfare report and the position 

statement of the mother before the hearing. It stated that there should 

be joint residence and the children were to live with their father each 

weekend with the handover taking place outside the children’s school; 

the children were to reside with their mother at all other times. The 

order made other provisions relating to specific concerns raised by the 

mother and the father.

Contact between mid October and the deaths of the children 

5.9 From mid October 2010 onwards the children mostly went to their 

father on alternate weekends and the half term and Christmas holidays 

were split roughly equally. There was no continuing involvement from 
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CAFCASS or any other agency with responsibility to monitor the children 

so there are no accounts of how these contact visits went. 

5.10 The agency most in contact with the children was their school. The 

mother was in contact with professionals from the CAMHS service (a 

psychologist and a therapist based at the school). These professional 

contacts continued until the week before the children were killed. Mostly 

the CAMHS interviews focused on the difficulties that Child B had with 

‘social skills’ and getting on with other children. The mother also made 

some comments about how the contact arrangement was working. She

stated that she missed the children during weekend contact with their 

father and that she ‘worried about them’. She said that she found it 

difficult to share responsibility for the children with the father as he 

‘undermined her rules with the children’. There was never any 

suggestion that the father had physically assaulted the children during 

contact visits. During this period the school reported a number of 

relatively minor concerns about the impact of contact on Child B. These 

were considered to be a predictable response to the changed 

arrangements and would be common to many children visiting 

separated parents.

5.11 During the week before he killed the children the father sent a number 

of abusive text messages to the mother and accused her of posting 

abusive comments about him on Facebook (though she has no 

Facebook account). In hindsight these indicate that the father’s pattern 

of jealous and controlling behaviour had resumed. The mother did not 

tell any professional about this at the time. She told the SCR that she 

had made an appointment to seek further advice from her solicitor but 

the children had been killed before the scheduled appointment.

5.12 The week before the children were killed the father had meetings with 

his solicitor in relation to the possible repossession of his flat. None of 

the professionals involved with the children were aware of these 

consultations. The solicitor advised that he would lose his flat if he 
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continued to contest the eviction proceedings and strongly advised him 

to accept the offer of a transfer to a one bedroom flat. She put her 

advice in writing. The police found her letter in the father’s flat after the 

murder’s indicating that it had arrived the day before. The final 

paragraph of the letter noted that his circumstances were stressful and 

advised him to see his GP. There is no evidence that even at this point 

the father had made any threat to the children.

5.13 On the Friday before their deaths the father collected the children from 

school. Staff said that there was nothing unusual about his appearance 

or behaviour and no reason not to let him take the children. The father 

murdered the children two days later and phoned the mother to say 

what he had done. Minutes before he had made an emergency call to 

the police, telling the operator that he had killed the children. When the

police attended the address the father immediately admitted ‘I’ve killed 

my children’ and pointed to papers relating to the court hearing for 

repossession of his flat stating that they contained evidence of why he 

had done it.

6 Key lessons learnt by the agency management reviews and the 
SCR overview report 

Was there evidence to suspect that the children were at risk of being 
killed or seriously harmed by their father? Could the deaths have been 
prevented if agencies had taken different decisions or acted 
differently?

6.1 There are three key findings of the SCR. 1) The history of domestic 

violence meant that the children were at some risk of abuse. However 

there are large numbers of cases of domestic violence that are 

categorised as ‘high risk’ and there is no simple way of identifying 

which perpetrators of domestic violence pose a risk of seriously

harming children. 2) Before the children were killed there was no 

reason for either family members or professionals to suspect that the 

father would harm the children in the brutal way that he did. 3) 

However important opportunities were missed to assess the specific 
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level of risk to the children, particularly during the court proceedings 

which granted the father shared residence of the children and 

overnight contact visits. The following paragraphs explain these 

findings in more detail.

6.2 There is a strong association between domestic violence and the abuse 

of children. The links have been well established by research in the UK 

since the late 1990s and are well known to professionals. They are 

reflected in the policies and procedures of agencies with child 

protection responsibilities. The association between domestic violence 

and harm to children is also strongly reflected in the decision making 

framework that the courts are required to follow when making orders 

in private law cases (such as applications for contact or residence)

where there are allegations of domestic violence. 

6.3 In this family history there was evidence of the sort of behaviour which 

is associated with ‘high risk’ cases of domestic violence. There were 

serious physical assaults on the mother. The children were directly 

exposed to the violence. The violence was escalating before the 

mother and the children left the family home. The father showed a 

pattern of jealous, controlling behaviour which persisted after the 

separation, even though there was no contact for almost two years. 

The father continued to deny that domestic violence had occurred and 

denied any responsibility for harming the mother or causing the family 

breakup. When contact with the children resumed the father’s

behaviour and attitude towards the mother had not changed.

6.4 Every year a small number of children are killed by a parent (almost 

always the father) in the course of custody disputes and contact visits. 

A study published by Women’s Aid in 2004 6 reviewed a range of 

material relating to the deaths of 29 children in 13 families who had 

been killed by their fathers during contact visits or stays between 1994 

                                           
6 Hilary Saunders, Twenty Nine Child Homicides – lessons still to be learnt on domestic violence 
and child protection (2004) Women’s Aid
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and 2004. The behaviour of the father in this case had many 

similarities to the behaviour of the men in those cases. However the 

very high incidence of domestic violence and the very large number of 

cases that are categorised as ‘high risk’ means that while domestic 

violence can be treated as a firm indication of risk to children there is 

no simple way of identifying the children who are at risk of the most 

serious harm. 

6.5 Neither the children’s mother nor the professionals who had had 

contact with the family could have anticipated what was going to 

happen. His action appears to have been triggered by his fear of losing 

his accommodation because the mother had custody of the children. 

He blamed the mother for his housing problems. He confirmed this 

after their deaths and he has given no other ‘reason’ for his action. 

This extraordinary behaviour can be explained in hindsight but the SCR 

found that it would have been impossible for anyone to have foreseen 

the manner and timing of the children’s deaths.

6.6 Whilst the manner and the timing of the deaths of the children could 

not have been predicted there is clear evidence that the risks to the 

children were underestimated during the process that led to the 

decision to grant the father joint residence and overnight contact. The 

decision in the family court to grant these orders was a critical episode 

in the case history. At this point the focus of decision making should 

have been on the needs of the children and any potential risks. The 

SCR found that there is evidence to suggest that the potential risk of 

harm to the children arising from the history of domestic violence was

given insufficient weight. The SCR found that the recommendations 

made to the court and the reassurance given to the mother during the 

preparation of the welfare report significantly underestimated the 

potential risks. 

6.7 If the court had explicitly recognised the case as one in which there 

were allegations of domestic violence, it would have been required to 
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follow the Practice Direction which determines how such cases are to 

be dealt with.7 This would have required a much more cautious

approach. It is less likely that the court would have granted interim 

contact without there being supervision of the contact and a detailed 

assessment of its impact on the children. The assessment would have 

been lengthier, taking note of changes and developments in the 

attitude and behaviour of all parties, rather than the two brief 

meetings which made up the assessment for the preparation of the 

CAFCASS welfare report. There would have been much more time to 

pay attention to the father’s behaviour during the supported contact 

sessions, his comments to CAFCASS expressing his attitude to the 

court system and his continuing preoccupation with the mother’s 

private life. If it had found that domestic violence had taken place the 

court would have been required to place much more emphasis on the 

willingness of the father to take responsibility for his past conduct and 

to make genuine efforts to change.

6.8 It is impossible to do more than speculate as to whether or not in due 

course overnight staying contact would have been granted. It is 

recognised that as well as fully considering the risks associated with 

domestic violence there were many other factors that would and 

should have been taken into account by the court. The court would 

have recognised that the children were fond of their father and keen to 

see him and stay with him. Other than through exposing them to 

domestic violence there was no accusation that the father had 

seriously harmed them. The court would no doubt have recognised 

that the children would have benefited if he had been able to involve 

himself in their lives in a constructive way. 

6.9 In its contribution to the SCR CAFCASS has fully accepted the 

shortcomings in the approach that were taken to the assessment of 

risk and the preparation of the welfare report. However the court itself 

                                           
7 See section 3.3 above
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is responsible for scrutinising the work of CAFCASS, scrutinising orders 

made by consent and making the final decision. The SCR is not entitled 

to judge the actions of the courts and these matters are for members 

of the judiciary to reflect on further.

6.10 There is an obvious lesson for all those who are contributing to court 

decision making in cases where there are allegations of domestic 

violence, including family lawyers, social workers, CAFCASS staff and 

all those involved in the field of domestic violence. The case law and 

the Practice Direction provide a framework for decision making which 

enables the court to focus on the needs of children and the risks 

arising from domestic violence. This will apply with most effect where 

there is an explicit recognition that the case is one where domestic 

violence is alleged. It is vital that all those who contribute to and 

influence the court’s decision making actively argue that allegations of 

domestic violence are explicitly recognised so that the courts can take 

a robust approach, following the case law and the Practice Directions. 

The response of agencies to domestic violence in Southwark during 
2008

6.11 St Thomas’ Hospital offered appropriate medical care and made 

prompt referrals to the local authority and to its linked domestic 

violence advocacy services. Both domestic violence services responded 

promptly to the mother although only one of them (MOZAIC) needed 

to become involved. The mother felt able to obtain support from this 

flexible and accessible service. The IDVA worked with the mother 

offering consistent advice and support which respected her desire not 

to speak to the police about her abuse until it escalated. A good risk 

assessment was undertaken and the IDVA used sound judgement in 

identifying the case as ‘high risk’ because the abuse of the mother had 

some particularly concerning features. 

6.12 The IDVA made a prompt and full referral to the local authority social 

care service because potential risk to the children was identified. On 
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several occasions the IDVA took the initiative in making contact with 

the social worker and provided him with important information. The 

IDVA supported the mother in reporting allegations of sexual and 

domestic violence to the police. The IDVA came into conflict with police 

officers because she did not feel that some of the allegations were 

investigated properly. This is currently the subject of separate IPCC 

and internal police management investigations.

6.13 The police acted quickly to arrest the father for the alleged domestic 

assaults. However there were a number of serious shortcomings in the 

provision made by the police. (1) Information sharing with the local 

authority social worker was poor. (2) An important opportunity was 

missed to consider the children as potential witnesses. This could have 

added to the strength of the case for a criminal prosecution and also 

assisted in the protection of the children. (3) Communication between 

the police and the IDVA over the father’s bail conditions was 

unsatisfactory. (4) The police officers missed an opportunity to 

investigate the possible breach of a non-molestation order by the 

father. (5) The contemporary arrangements for determining whether a 

case needed to be considered at the multi-agency risk assessment 

panel (MARAC) were either not clear or they were poorly understood 

by the police officers involved. (6) The junior police officers involved 

were poorly managed and supervisors provided no proper monitoring 

of their work. As a result of these shortcomings significant information 

did not become part of the police electronic police case record and was 

later not shared with other agencies such as the local authority.

6.14 The SCR highlighted shortcomings in the work of local authority social 

care services in Southwark. When the case was first referred by the 

hospital the local authority decided not to undertake an assessment

because it paid insufficient attention to the potential risks associated 

with domestic abuse. When an assessment began (following a second 

referral) there were delays due to a lack of capacity in the social care 

service at the time. Once a social worker was allocated he saw the 
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children and both parents and made it clear to them that the domestic 

violence posed unacceptable risks to the children. This clarity was an 

important factor in helping the mother to make the decision to leave 

the family home. However the social worker failed to keep the IDVA 

informed about his work. This laid the way open for the father to try to 

manipulate the situation to put more pressure on the mother to stay in 

an abusive relationship. 

6.15 Very little information from services in Southwark informed the later 

risk assessment undertaken by CAFCASS. There are two quite 

separate reasons for this: the poor recording of interventions by the 

statutory agencies in Southwark and the failure of CAFCASS to seek 

out all of the relevant historic information to inform the risk 

assessment. It is impossible to be certain but these shortcomings were 

potentially significant in influencing the court decision making in 

relation to the case.

Provision made by the Solace Women’s Aid refuge (January 2008 –
July 2009)

6.16 The 18 months during which the mother and children lived in the 

refuge was an important period of respite and consolidation. During 

this time the mother was able to rebuild her confidence as a person 

and as a parent and the children lived calmer, safer lives. During this 

period a considerable amount of practical and emotional support was 

provided in order to help the family recover from the impact of 

domestic violence and to establish roots in a new community. This was 

very positive for the mother and the children. In particular the mother 

spoke highly to the SCR about the support she had received from her 

key workers and from her counsellor.

6.17 Within this overall positive picture there were some shortcomings 

identified in the provision made. As time passed the very protracted 

stay of the family in the refuge began to have a negative effect on the 

mother and the children. Refuge staff could have acted as more 
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effective advocates for the mother and put pressure on her housing 

provider to move her more quickly. More could have been done when 

refuge staff believed that the provision made to meet Child B’s

educational needs was inadequate. The refuge could have given the 

mother much clearer advice about the difficult legal proceedings that 

she was involved in and the possibility that the father might be 

granted unsupervised contact with the children. The mother was not in 

a position to understand that this might happen and that it might be

dangerous, whereas refuge staff with a day to day working knowledge 

of domestic violence cases should have been.

6.18 As she was perceived to be very competent provision of support to the 

mother and family ended immediately she left the refuge, although 

Solace Women’s Aid states that support is available to women and 

children after they leave. As a result the mother only had the support 

of her solicitor whilst the court welfare report was being prepared and 

at the second court hearing. The point at which the family left the 

refuge was a missed opportunity to ensure that the services being 

provided met the needs of the children and that they were well 

coordinated.

The contribution of CAFCASS to the court decisions on the case

6.19 The preparation of the court welfare report to guide the decision 

making of the court was a critical opportunity to focus on the needs of 

the children and take full account of the risks associated with the 

history of domestic violence. The practice in the case did not conform 

to the organisation’s expectations and procedures and it was not 

sufficiently focused on potential risks to the children. The shortcomings 

occurred in important aspects of the administrative, professional, 

supervisory and management arrangements that CAFCASS had put in 

to deal with private law cases at the time. These occurred both during 

the initial screening of the case by the CAFCASS referrals team and 

work to first hearing and during the assessment and preparation of the 
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Section 7 welfare report to inform the final orders made by the court.

6.20 There were a number of reasons for the failings. There were 

administrative and practical errors. For example court papers that 

should have been part of the CAFCASS file were not passed to 

CAFCASS. No one recognised that they might be missing or might be 

significant.

6.21 The CAFCASS system for undertaking safeguarding checks with the 

police and local authority did not work effectively when unanticipated 

events occurred. For example, names were spelt wrongly, at the time 

the police force involved had an agreement to make only records of 

criminal convictions whereas other police forces routinely check wider 

records, the family had moved addresses to a different local authority 

area, agencies did not respond in time or sent partial information.

6.22 Front line staff and their supervisors failed to comply with the 

CAFCASS framework for domestic violence cases. There were no 

individual meetings with the parents to identify any potential risks 

before the interim order was made. The court order to observe contact 

was not implemented. The agreed format for assessing domestic 

violence risks was not used. The management risk assessment failed 

to take account of relevant factors that were clearly set out in the case 

papers. The case was not reviewed in a period when it was 

unallocated, despite an agreed senior management instruction that 

this would happen.

6.23 There were also significant errors in professional judgement. 

Experienced staff and managers mistakenly believed that if there was 

agreement between the parties they could not challenge the consent 

order proposed. The risks associated with domestic violence were 

underestimated. A service manager wrongly assumed that an 

experienced member of staff would be competent and only checked 

her work after it had been submitted to the court.  

6.24 Both CAFCASS and the court system were under considerable 
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resource pressure at the time. This was largely due to the increase in 

the number of referrals of public law applications following the 

publicity about the death of Peter Connolly. This drew resources into 

CAFCASS public law work and meant that CAFCASS started to rely 

more heavily on agency and temporary staff.

6.25 The introduction of the Practice Direction and the associated CAFCASS 

safeguarding framework required practical changes in the working 

arrangements for CAFCASS staff. Rather than primarily assisting the 

judge (work done in the court hearing) the new approach expected 

CAFCASS staff to prioritise contact with families to make safeguarding 

checks and identify risk factors (work done outside of the court before 

the hearing). This represented a significant cultural shift in the 

thinking of the judiciary and CAFCASS staff which took longer than 

expected to implement, particularly at the court that heard this case. 

6.26 Research has shown that courts dealing with private law proceedings 

had long held presumptions about the positive value of contact, 

conciliation and orders made by consent. 8 It was unrealistic of 

CAFCASS to think that systems that had worked in the same way for 

many years would smoothly adopt new working methods. Insufficient 

attention may have been paid to the resistance to change that their 

might be.

6.27 Since the period when the family were in contact with CAFCASS the 

organisation has made a large number of changes that have been 

introduced into the agency as a whole (and to the organisation’s 

London region in particular). Management structures have been 

changed and quality assurance mechanisms have been improved. 

Training programmes have been reviewed and service managers have 

to take a greater level of personal responsibility for ensuring that new 

and locum staff are properly inducted and that their work is monitored 

                                           
8 Jane Fortin, Children’s Rights and the Developing Law, Cambridge, 3rd edition (pages 502 –
507)
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closely.

6.28 The crucial tasks of obtaining safeguarding checks and making contact 

with parents prior to the first hearing in private law cases has been 

streamlined so that this is all carried out by dedicated teams of staff 

and not subject to competing administrative demands. 

6.29 However CAFCASS and the SCR have identified a number of additional

opportunities for the organisation to learn lessons from this case and

make further recommendations.

The impact of the family’s culture, ethnicity and religion and the 
response of agencies to these factors.

6.30 In general agencies sought to accommodate the needs of the children 

and their parents in relation to matters of ethnicity, culture and 

religion. For example the refuge very speedily helped the mother 

identify an appropriate school. The police used interpreters when 

speaking to the father but CAFCASS did not, despite there being a 

court order stipulating this. The order should have been implemented 

and agencies should always err on the side of using an interpreter if 

there is any doubt.

6.31 The murder of children in a family where there has been domestic 

violence is not specific to any culture or ethnic group. Perpetrators of 

such crimes in the UK have come from a number of ethnic 

backgrounds. In so far as they can be understood at all they are best 

explained by the distorted reasoning of the perpetrator and their

desire to punish victims of domestic violence still further by harming 

their children. Though culture does not explain these events, cultural 

factors influenced the way that those involved behaved. This was not 

always well understood by all of the professionals involved in this case. 

6.32 The father’s attitudes to the mother and to his own behaviour were 

influenced by cultural considerations. He found it very difficult to 

reconcile himself with norms of behaviour towards women and children
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in the UK. Although he took advantage of the court system he made 

remarks to suggest that he was dismissive of the professionals 

involved. He made comments to the CAFCASS worker about the 

mother which may have had powerful cultural connotations. If they 

had been explored with him they would have informed the assessment 

of risk.

6.33 Cultural factors may also influence women’s capacity to understand 

their rights and to protect themselves and their children. The mother’s

understanding of domestic violence had been shaped by the society in 

which she grew up. The approach to dealing with it that she 

encountered in the UK was entirely different. The support of family 

members and the sanctions from family and community that would 

have come into play had such incidents happened in West Africa did 

not exist in the UK. The mother may have placed too much faith in the 

non-molestation order, which the father disregarded. She believed that 

in the circumstances that she knew best a similar directive would have 

been obeyed with the support of the wider family and community. 

Agency records underline the mother’s unwillingness to get her 

husband into trouble with the police or to do anything that would make 

him lose his job which she felt he had struggled to obtain. She felt a 

responsibility to ‘keep the family together’ and the mother later 

refused to allow her injunction to be used as a means of evicting the 

father because she did not want to be seen to take revenge on the 

father. By reporting domestic violence the mother risked losing the 

only community contacts and support that she had in the UK. This is 

all bound to have influenced her actions.

6.34 A number of the mother’s remarks indicate that her strong religious 

beliefs may have influenced her thinking, but none of the agency 

records showed that this had been explored. It may have gone 

unnoticed by professionals who in a predominantly secular society are 

less likely to encounter service users whose religious beliefs 

significantly influence their attitudes and behaviour. It is important to 
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remember that this factor may be very significant in some minority 

ethnic communities. 

6.35 A number of the remarks and attitudes recorded in the preceding 

paragraphs might equally apply to women who are victims of domestic 

violence in a number of cultural settings. Women often blame 

themselves for the actions of perpetrators and want to forgive them. It 

is impossible to know how important the influence of religious and 

cultural factors will be in any given case and this makes it important to 

explore them in detail. Cultural aspects need to be discussed and 

considered with women because it is a legitimate and essential 

component of the assessment of risk. Professionals of course should 

avoid resorting to stereotypes because within every culture each 

woman and family has their own experience. For a worker who was 

closely familiar with the mother’s cultural background exploring this 

would have happened naturally. For others it would not have been 

hard to formulate simple questions to start the conversation and

gather relevant information. This should be part of good, basic 

assessment by any professional.

6.36 The CAFCASS officer who prepared the welfare report was evidently 

influenced by cultural factors. She was very aware of the wider societal 

pressures on families in the black community and about the 

importance of fathers playing a role in their children’s lives. Her

assessment placed too much weight on this consideration and 

insufficient weight on the potential risk to the children from domestic 

violence.

6.37 The SCR has confirmed the need for safeguarding boards and the 

community safety partnerships to take steps to ensure that 

professionals dealing with domestic violence are able to assess risk 

taking account of the cultural context within which domestic violence 

has occurred. 
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Evaluation of the needs of the children, quality of direct work with the 
children and the extent to which attempts were made to establish the 
children’s wishes and feelings

6.38 The children were well known and liked by all of the professionals who 

came into contact with them. School staff observed them closely and 

were sensitive to their problems. CAMHS staff arranged specific 

sessions to work with Child B and the refuge made provision for 

individual work with both of the children. These were not children who 

were hidden from view, ignored or prevented from speaking about 

their experiences. However the police did not take the opportunity to 

speak to the children as potential witnesses to domestic violence. 

6.39 Both of the children wanted to see their father and stay for weekends 

at his flat. Neither had fears or concerns about this. Their wishes and 

feelings in relation to contact were in fact given too much weight in 

comparison to other factors that they could not understand, given their 

age and level of development. 

6.40 Child B’s autistic spectrum disorder may have had an important 

bearing on the way that this child judged other people’s social 

interactions and the father’s behaviour towards him. No specific 

account was taken of this in the assessment by CAFCASS.

6.41 The Women’s Aid research referred to previously underlines the 

importance of children in these circumstances being seen on a number 

of occasions, rather than in a one off assessment, in order to increase 

the chances of them gaining trust in the court welfare officer or social 

worker. This argument has much to commend it and it could have 

happened within the existing CAFCASS procedures.

The response of agencies to the disability and special educational 
needs (SEN) of Child B 

6.42 Whilst research has established that children with disabilities are more 
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vulnerable to abuse 9 there is no reason to believe that Child B’s 

disability had any bearing on the deaths of the children, except in 

relation to the question of establishing his wishes and feelings 

(referred to above). 

6.43 Overall health and education agencies in Southwark and Islington 

provided a comprehensive package of care in relation to Child B’s 

autistic spectrum disorder and the associated behavioural and learning 

problems. Child B had a statement of SEN and was subject to periodic 

paediatric review. 

6.44 There are however wider lessons in relation to the coordination of 

provision between the specialist health services and universal services 

between health and education and between the school and external 

services. In Islington the mother had contact with a large number of 

professionals in relation to Child B’s disability and special educational 

needs. The SCR identified that almost all of the professionals involved 

undertook their own initial assessment of the family, requiring her to 

tell her story and explain the children’s circumstances over and over 

again. Professionals needed to be more mindful of this and make 

better use of information already obtained by other professionals. 

Better awareness of the range of agencies already involved would have 

aided the coordination of service provision as well. 

The adequacy of agency policies and procedures and whether policies 
and procedures were implemented

6.45 With the exception of CAFCASS (which is a national organisation) all of 

the agencies and professionals worked within the framework of the 

London child protection procedures. These have additional 

supplementary procedures dealing specifically with domestic violence. 

The Metropolitan Police Service and MOZAIC made use of a risk 

                                           
9 Moira Murray and Chris Osborne, Safeguarding disabled children - practice guidance, 
Department for Children, Schools and Families, Crown Copyright 2009
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assessment format produced by CAADA. Since 2008 this been revised 

and developed. The London procedures have an additional annex with 

a risk assessment format based on work led by Barnardo’s. CAFCASS 

has its own safeguarding framework of procedures oriented specifically 

to the tasks that its staff are expected to perform. Taken together 

these provide a sound framework within which to safeguard children in 

relation to domestic violence. The London procedures relating to 

domestic violence are extremely lengthy, making it more difficult for 

staff to identify key points and to familiarise themselves with the 

entire document.

6.46 No recommendations for further procedures arise from the SCR. 

However the SCR panel has discussed the relative merits and the 

potential uses of the CAADA- DASH risk assessment (which is used 

nationally and in London) and the Barnardo’s risk assessment matrix

(which is part of the London child protection procedures). The SCR 

recommends that all agencies issue clear instructions to their staff as 

to which of these approaches is to be used by staff and in what 

circumstances. All staff should be familiar with the CADDA-DASH risk 

assessment format and understand how it is used. Some staff may 

need to be familiar with both approaches and use them in 

combination. 

The effectiveness of supervision and the role of more senior managers 
in the case history 

6.47 Overviews of the findings of SCRs repeatedly identify supervision as a 

vital protective factor in safeguarding children. In this case there were 

a number of points at which supervision arrangements failed to 

identify and remedy weaknesses in practice. The most significant were 

as follows:

 The failure of police supervisors to identify and rectify the poor 

practice of officers in the Sapphire team
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 The absence of any proper supervision arrangement in the MOZAIC 

organisation to assist in escalating and resolving the concerns about 

poor police practice

 Poor decision making about how to manage the risks to the children 

in Southwark social care in 2008

These were important but had no direct bearing on the final outcome of 

the case. 

6.48 The SCR also identified the poor supervision and monitoring of a 

number of aspects of professional practice during the CAFCASS 

involvement in the preparation of the welfare report. If these 

weaknesses had been recognised and remedied the content of the 

welfare report might have been different and this might have affected 

the orders made by the court.

The impact of resources, lack of capacity and other organisational 
issues

6.49 A shortage of resources in relation to the workload is only identified as 

having had a significant impact on the case in CAFCASS. The SCR 

accepts that the large increase in referrals to the organisation 

following the publicity surrounding the SCRs on the death of Peter 

Connolly contributed to:

 Delay in undertaking initial safeguarding checks

 Delay in allocation of the case for a section 7 welfare report

6.50 At the time when the welfare report was being written CAFCASS had 

engaged a larger than normal number of agency and locum workers in 

order to deal with a backlog of referrals. The level of resources 

available in relation to demands on the service was an important 

factor, but that it is not in itself decisive. Information provided to the 

SCR by CAFCASS indicates that currently the organisation is dealing 

with even larger numbers of referrals but that by reviewing its 

processes and managing its resources more efficiently it is dealing with 

them more effectively.
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Examples of good practice by the professionals involved

6.51 Despite the deaths of the children their mother is very complimentary 

about most of the professionals who assisted her and the children.

6.52 The SCR has identified a number of examples of good practice or good 

service provision. The use of this term is reserved to describe 

circumstances in which professionals provided a higher than expected 

standard of care or provided good care in circumstances that were 

particularly difficult. 

6.53 The IDVA provided extremely good support to the mother during 

September – December 2008 leading to her and the children moving 

to safety at the refuge. She was operating with little or no 

management support but still worked very effectively with the mother. 

6.54 Both of the children’s primary schools made a good level of individual 

support available to meet Child B’s SEN. There was no break in 

provision to Child B at the point of admission to an Islington school in 

January 2009. The school’s support of Child B’s educational needs was 

proactive and they sought the help and advice of their Educational 

Psychologist and other appropriate education services. Child B’s class 

teacher was mindful of the potential impact of contact arrangements.

6.55 Staff at the Solace Women’s Aid refuge offered a range of effective 

provision to the mother and the children during the time when they 

were in residence. 

6.56 A number of agencies recognise the good support offered to the 

mother and to staff immediately following the children’s deaths.

Changes and improvements in provision made since the events under 
review took place 

6.57 There have been substantial changes and improvements in service 

provision since the period when these events took place. The main 

ones identified by the SCR which are relevant to the key findings of 

the review are:



31

 MOZAIC now has an advocacy manager who is able to provide 

detailed supervision and support to IDVAs. 

 There have been substantial changes to the structure of services and 

management arrangements in CAFCASS.

 There have been substantial changes to the approach that is taken 

to domestic violence in Southwark social care. The authority also 

outlines how the effectiveness of these will be monitored further.

 The Southwark MARAC is managed differently now and by different 

personnel. Referral criteria are clear and referrals are received from 

a wide range of agencies. Local voluntary organisations work as part 

of MARAC in a way which did not happen in this case. 

6.58 All of the agencies involved in the SCR have made recommendations 

for further changes in their practice and provision arising from the 

specific learning in this SCR.

7 Learning the lessons of the SCR and the implementation of 
recommendations

7.1 The findings of the SCR and the recommendations that flow from them 

have been adopted by the LSCBs in Islington and Southwark. Islington 

LSCB has produced an action plan that sets out the actions needed, 

who is to be responsible for taking them and the timescales for 

completion. Many of these recommendations have already been fully

or partly implemented. The LSCB will oversee implementation over the 

coming months to ensure that lessons are learnt and practice 

improves. The full detail of these recommendations is set out in the 

action plan that accompanies this document.


