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1 INTRODUCTION  

1.1 BACKGROUND & DECISION TO INITIATE A SERIOUS CASE REVIEW 

1.1.1 On 29.08.13 the London Borough of Barking and Dagenham Children’s 
Social Care was informed by the Metropolitan Police of the unexpected 
death of a female ‘child H’ (then aged 8 years of age) whilst in the care of 
her mother. 

1.1.2 Child H’s mother was subsequently arrested. She and a second adult 
(referred to hereafter as ‘Ms FX’), whose relationship to the family is 
explored within this report, were later charged with murder. 

1.1.3 A strategy meeting had been initiated by Children’s Social Care on 
30.08.13 and immediate arrangements made to ensure the safety and 
future care of the surviving siblings of child H.  

1.1.4 On 04.09.13 a rapid response meeting of the multi-agency ‘child death 
overview panel’ was convened and discussed the facts about the death of 
child as they were then known. The results of a full post mortem 
examination were awaited. 

1.1.5 A serious case review panel meeting chaired by the independent 
chairperson of the Local Safeguarding Children Board was convened on 
06.09.13. It considered whether the criteria for a serious case review 
(SCR) defined in the statutory guidance of Working Together to Safeguard 
Children 2013 were satisfied. Pending the results of the full post mortem, 
all relevant agencies were asked to develop a chronology of involvement 
with any members of the family. 

1.1.6 The Department for Education (DfE), regulator Ofsted and NHS England 
had already been informed of the death of child H and alerted to the 
possibility of a serious case review.  

1.1.7 On 07.10.13 the serious case review panel agreed that on the basis of 
post mortem findings which by then had been become available, child H 
had suffered abuse prior to her death and the independent chairperson of 
the Safeguarding Children Board supported its recommendation and made 
the formal decision that a serious case review would be completed. That 
decision was relayed to the relevant central government authorities. 

1.2 EVIDENCE EMERGING FROM THE CRIMINAL TRIAL 

1.2.1 It is important that any reader remains cognisant of the fact that the 
criminal investigation revealed evidence e.g. records of mobile phone 
communications that were wholly unknown and unavailable to any of the 
involved professionals who were involved with the family of child H. 
Evaluation of professional practice and service delivery within this report is 
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necessarily limited to what was known or could reasonably have been 
discerned at the time. 
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1.3 PURPOSE & CONDUCT OF THE SERIOUS CASE REVIEW 

PURPOSE 

1.3.1 Regulation 5 Local Safeguarding Children Boards Regulations 2006 
requires Local Safeguarding Children Boards (LSCBs) to undertake 
reviews of ‘serious cases’ in accordance with statutory guidance in 
Working Together to Safeguard Children HM Government 2013 1 A 
‘serious case’ is one in which abuse or neglect is known or suspected and 
either the child has died or has been seriously harmed, and there is cause 
for concern as to the way in which the local authority, its LSCB partners or 
other relevant persons have worked together to safeguard the child.  

1.3.2 Its purpose is to: 

 ‘Establish what lessons can 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 

 As a consequence, improve intra and inter-agency working 
and better safeguard and promote the welfare of children’ 

1.3.3 A serious case review (SCR) is not concerned with the attribution of 
culpability which is a matter for a criminal court. An interim report had been 
developed in advance of the criminal trial which enabled speedy 
introduction of improvements to services that were identified. The 
conclusion of the trial in 2015 enabled the consideration of additional 
information that emerged during it, as well as the involvement of the 
family.   

CONDUCT  

Independent authorship 

1.3.4 An independent lead reviewer was commissioned from CAE Ltd 
(www.caeuk.org) (an independent consultancy with experience of over fifty  
SCRs). It was agreed that upon submission of all relevant material, author 
Fergus Smith would, in accordance with terms of reference appended to 
this report (which covered the period from the birth of the eldest child of 
the family to the death of child H): 

 Collate and appraise individual management reviews (IMRs) 
and other sources of written and oral evidence  

 Develop for consideration by the SCR committee an 
analysis, conclusions and recommendations for action by 

                                                 
1
 The 2013 edition was replaced in March 2015 

http://www.caeuk.org/
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Barking & Dagenham’s Safeguarding Children Board, its 
member agencies and (if relevant) other local or national 
agencies 
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Independent chairperson 

1.3.5 The serious case review panel was chaired by the LSCB independent 
chairperson Sarah Baker who also chairs the Safeguarding Children 
Board of the London Borough of Tower Hamlets.  

Panel members 

 LBBD Divisional Director of Complex Needs and Social Care 

 LBBD Divisional Director of Strategic Commissioning and Safeguarding 

 LBBD Divisional Director of Targeted Support 

 LBBD Divisional Director Adult Safeguarding  

 LBBD Safeguarding Lead for Education 

 LBBD Director of Public Health 

 Borough representative of the Metropolitan Police Service (MPS) 

 Probation Senior Officer 

 Courts and Family Advisory and Support Service (Cafcass) Head of 

Corporate Services (now National Child Care Policy Manager) 

 North East London Foundation Trust (NELFT) Integrated Care Director 

 LBBD Clinical Commissioning Group (CCG) Designated Nurse 

 LBBD / Thurrock Principal Solicitor 

1.4 EXECUTIVE SUMMARY  

1.4.1 In Summer 2013 a female child H (aged 8) died whilst in the care of her 
mother. The mother was subsequently arrested and she and another 
female (‘Ms FX’) were charged with murder. Their trial was completed in 
March 2015 when both defendants were found guilty of manslaughter. 

1.4.2 The independent chairperson of Barking & Dagenham’s Safeguarding 
Children Board (Ms Sarah Baker) determined that the case fulfilled the 
relevant criteria and that a serious case review was required. Upon legal 
advice, neither the bereaved father nor defendants (all of whom were 
made aware of it) were asked to contribute in advance of the trial. So as to 
avoid, because of the trial, unnecessary delay in the introduction of 
improvements to local services, an ‘interim’ report was accepted by 
Barking & Dagenham’s Safeguarding Children Board.  

1.4.3 Upon completion of the criminal process, the serious case review panel 
was re-convened, and relevant material emerging from or as a 
consequence of the trial and/or meeting with father evaluated. Two further 
recommended improvements were identified and are included in this final 
report. 
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1.4.4 Before child H died, none of the agencies involved had discerned any 
reason to be concerned about the physical safety of any of the children but 
in the light of what was reported at the time about the fact and manner of 
the child’s death, the decision by the Safeguarding Children Board 
chairperson to convene a serious case review was appropriate and the 
evidence which emerged from the criminal trial reinforced the justification 
for completing a serious case review. 

1.4.5 Current statutory guidance allows Safeguarding Children Boards to 
determine the most effective way of conducting serious case reviews. The 
approach taken sought to maximise learning and expedite the 
implementation of required change by involving relevant professionals at 
the outset, during and after completion of the review. The most urgent 
improvements were introduced before the review was completed. In a 
further attempt to ensure no opportunity for learning was missed, a 
reciprocal arrangement was made and drafts of the interim as well as post-
trial reports provided for comment by the lead reviewer in a serious case 
review in a neighbouring borough.  

1.4.6 Unnecessary details about family and professionals have been removed 
from the following report which otherwise offers a comprehensive account 
and a robust critique of services provided to child H and her family. 
Because of her extraordinary influence on mother and shared culpability 
for the killing of child H, the serious case review also evaluated all the 
limited information that was known or could be discovered about non-
family member Ms FX. 

Findings  

1.4.7 The full report provides a more detailed account of the following broad 
findings. There were examples of strengths in the local network of 
agencies that share responsibility for safeguarding children or of ‘best’ 
practice by professionals (i.e. exceeding what would be expected in 
comparable cases): 

 An essentially efficient response by the Courts and Family 
Advisory and Support Service (Cafcass) albeit one 
diminished, from father’s perspective, by a failure to return a 
phone call a matter of weeks before the death of child H 

 The decision by a Children’s Social Care manager in July 
2013 to assess the needs of all three, not just the eldest 
(referred) child  

1.4.8 There were also local systemic weaknesses and some poor practice e.g: 

 Insufficient clarity of role and absence of management or 
supervision of a heavily involved school-based parent 
support adviser who was exploited by mother 
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 Confusion and delay in court-directed arrangements to 
enable supervised contact by the non-resident father with his 
younger children 

1.4.9 It is clear that in the light of what was known or could reasonably have 
been suspected at the time by any professional about this extraordinary 
case, the death of child H was neither predictable nor preventable by any 
available professional intervention. 
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2 REVIEW PROCESS  

2.1  RELEVANT AGENCIES 

2.1.1 The following were identified as likely to have information of relevance: 

 Barking & Dagenham Clinical Commissioning Group (GP 
services) 

 North East London Foundation NHS Trust (NELFT) 
(commissioning / provision of Community Health and Mental 
Health Services for father of child H) 

 Barking & Dagenham Adults & Community Services 
(Housing, Community Safety, & Domestic Violence Services 
(in practice, minimal involvement)                   

 Children & Family Court Advisory & Support Service 
(Cafcass)    (reports for court in context of private law 
proceedings and a referral to Children’s Social Care) 

 Barking & Dagenham Children’s Services (Education & 
Social Care) (nurseries, schools and response to Cafcass 
referral) 

 Redbridge Local Safeguarding Children Board (in the event, 
nothing relevant emerged from any targeted services in that 
borough) 

 London Ambulance Service (LAS) (emergency responses to 
mother and to child H) 

 Barking, Havering and Redbridge University Hospital NHS 
Trust BHRUHT (secondary medical care) 

 Metropolitan Police (investigation of allegations of domestic 
abuse and of the death of child H) 

2.2  TIMETABLE & METHODOLOGY FOLLOWED 

2.2.1 The original timetable is shown in the table below. Actual dates for the 
completion of each specified task (if different) are shown in parentheses. 

Agreed meeting dates Planned (& actual)  
SCR committee to agree panel membership, etc September 2013 

Panel meetings 1 06.09.13 

Panel meeting 2 07.10.13 

Panel meeting 3 28.11.13 

Completion and return of: 
 

 Integrated  chronology 

 Individual management reviews 

Final versions 
                                         

02.12.13 (20.02.14) 
 
10.01.14 (13.01.14)  

Panel meeting 4 21.01.14 

Learning event 1 with involved professionals (a briefing followed 
by individual discussions) 

11.02.14 



 

                                                                                                                                            12                                                                                                                           

Panel meeting 5  26.02.14 

Panel meeting 6: Draft Overview Report 18.03.14 [29.04.14] 

Learning event 2 with involved professionals 29.04.14 

Panel meeting 7: to receive final reports 29.04.14 [12.09.14] 

Final report presented to LSCB. 17.09.15 

Involvement of father & mother 28.04.15 & 18.05.15 (father) + 
mother’s involvement awaits 
results of appeal 

Submission of report to National Panel (DfE)    05.10.15 

Publication date 12.10.15 

METHODOLOGY 

        Maximising transparency & learning 

2.2.2 The serious case review panel had agreed at its first meeting that in order 
to maximise learning opportunities, make agencies’ self-examination 
transparent, and to satisfy the public expectation of professional 
accountability, the final overview report would in accordance with Working 
Together 2013 be published in its entirety. Publicity associated with the 
criminal trial of child H’s mother and her co-defendant has been beyond 
the control of the LSCB but unnecessary detail e.g. personal medical 
information of no relevance to the SCR and the names of professionals 
have been removed from this report. 

2.2.3 Each of the following agencies produced a very comprehensive 
chronology of all recorded contacts with the parents of child H, her siblings 
and with child H as well as with mother’s co-defendant Ms FX: 

 Child and Family Court Advisory and Support Service 
(Cafcass) 

 North East London Mental Health Foundation Trust (NELFT) 

 The most recent schools attended by child H and her siblings   

 Barking, Havering and Redbridge Hospital Trust (BHRUHT) 

 London Probation Service 

 Metropolitan Police Service (MPS) 

 GP Services 

 Children’s Social Care in Barking & Dagenham 

2.2.4 The relatively limited contact with agencies other than those offering 
universal services justified asking for formal individual management 
reviews from only the: 

 Schools attended by child H and her younger brother with 
whom she was living at the time of her death 

 North East London Mental Health Foundation Trust (NELFT) 

 Child and Family  Court Advisory and Support Service 
(Cafcass) 
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2.2.5 The lead reviewer supplied guidance about effective individual 
management reviews. Supplementary written material was also provided 
by Children’s Social Care and by a Multi-Agency Locality Team (MALT). 



 

                                                                                                                                            14                                                                                                                           

Briefing of & discussions with relevant professionals 

2.2.6 On the basis of the information from the above sources, the panel and 
lead reviewer identified a number of ‘areas for further exploration’ with 
local staff.  

2.2.7 All relevant professionals were first invited to attend a briefing at which the 
purpose and methodology being adopted for the serious case review was 
explained. The lead reviewer and a panel member then jointly conducted a 
semi-structured discussion with each of the following key individuals 
(some of whom were supported by a colleague): 

 A parent support adviser from child H’s infant school 

 The head teacher of the above school 

 A pupil welfare co-ordinator from child H’s junior school 

 A manager from Children’s Social Care 

 A member of staff from a ‘Multi-agency Locality Team’ at a 
Children’s Centre 

 A manager of the community mental health services 

2.2.8 As well as the above individuals, Cafcass was able to locate the family 
court adviser (FCA3, who by then worked elsewhere). She agreed to meet 
with the lead reviewer and designated nurse. FCA3 had a clear recall of 
the case and of each family member. She was able also to add some 
impressions that had been too tentative to include in formal records (at the 
completion of the trial, FCA3 was again contacted and the final contacts 
with Cafcass reported by father were explored). FCA3’s contributions are 
reflected in the following report and the panel is grateful for her willingness 
to contribute and add to the learning. 

2.2.9 The outputs of discussions with staff were debated by the serious case 
review panel and at a second learning event with the relevant 
professionals and a proposed draft overview was developed by the lead 
reviewer. In parallel to the process, the Director of Children’s Services 
(DCS) had organised briefing sessions with local head teachers. 

2.2.10 On the basis of the perspectives emerging from the above process and 
(with involvement of family members deferred), an interim report had been 
approved by the panel, actions plans agreed and the Local Safeguarding 
Children Board subsequently signed off the panel’s recommendations.  

2.2.11 In consequence of the approach described above, all required actions 
were initiated in 2014. Further learning events are being rolled out during 
2015. 

2.2.12 In order to ensure the effectiveness of the process and quality of the 
resulting report, a reciprocal arrangement was negotiated with Tower 
Hamlets Safeguarding Children Board which was also conducting a 
serious case review in a comparable manner. Draft reports were 
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exchanged and critiqued. Through her membership of the ‘Association of 
Independent LSCB chairpersons’, the chairperson was also provided with 
advice and support. These innovative approaches provided additional 
sources of challenge and enhanced agencies’ learning. 
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INVOLVEMENT OF FATHER  & MOTHER  

Initial position 

2.2.13 The Safeguarding Children Board manager had written to both parents, 
informing them of the decision to convene a serious case review and 
summarised the process it would follow. The lead reviewer then drafted a 
letter to father to introduce himself and encourage his contribution.  

2.2.14 Because father was to be a primary witness in the trial the Police senior 
investigating officer (SIO) was consulted about the scope and nature of 
the issues which it was proposed could be explored without prejudicing the 
criminal process. As a result of that debate with Police, whose officers in 
turn consulted the Crown Prosecution Service, a decision was made to 
defer involvement of father until the conclusion of criminal proceedings. 

2.2.15 For comparable reasons, an invitation for mother to contribute was 
deferred until the results of the criminal process was clear. 

Engagement following completion of trial 

2.2.16 Upon completion of the trial, the lead reviewer arranged meetings with 
father. On the first occasion father was supported by the family liaison 
officer (FLO) who had been allocated at the time of the criminal 
investigation. 

2.2.17 Father naturally remains traumatised by the fact and manner of his 
daughter’s death but was keen to do anything to reduce the chances of 
any similar event re-occurring. He was able to clarify some of the detail 
with respect to locations and events which had remained uncertain. He 
also provided a very helpful list of questions, comments and challenges 
which prompted further enquiries of some of the involved agencies and 
informed subsequent discussions at the panel. Father’s challenges have 
been incorporated into this final draft and (where it has proved possible) 
responses provided. 

2.2.18 A further attempt was made to involved the now imprisoned mother of 
child H. The mother responded and indicated a wish to contribute. Her 
response was followed by the news that she had initiated an appeal. In 
consequence the lead reviewer urged her to consult her legal 
representative and informed him of mother’s current wishes with respect to 
this serious case review. Mother’s legal representative was content for his 
client to share her views of services provided. The views of the Police 
senior investigating officer and Crown Prosecution Service were sought. 
They both agreed that a meeting with mother should not occur until the 
results of her appeal were known. So as to ensure no further delay in 
applying lessons learned from this case, this report is now being submitted 
for approval to the Local Safeguarding Children Board. An arrangement to 
discuss the serious case review with mother will be made after the result 
of her appeal becomes known.  
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2.2.19 As a result of the more recent family involvement of father one additional 
recommendation has been included in section 7. 
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2.3 FAMILY DETAILS 

MEMBERSHIP & LOCATIONS 

Name  Gender Relationship Age at date of 
child H’s death 

Comment 

 Male Father 34 Separated mid-December 2012 
  Female Mother 34 

 Female Elder sister  14  

 Female Subject of SCR 8  

 Male Younger brother 6  

 Female Ms FX   A friend and later lover of mother 

Parents are of Bangladeshi origin; they and children are ‘Black British’ and of the Muslim Faith 

 

ADDRESSES OF RELEVANCE TO SCR 

 

Child H’s family 

 

2004-06 Various addresses, latterly buying and moving into address 1  

2007 Address 2 (Ms FX lived at no.4) at which time address 1 was rented out 

December 
2011 

Family moved back to address 1  

2012 On an unknown date in 2012 Ms FX joined the family; parents ‘separated’ on child 
H’s birthday in December 

February 
2013 

Mother, child H and younger brother move in with Ms FX at address 3  

Ms FX 

Prior to 
2013 

5 or 6 identified - some locations remain unconfirmed 

  

RELEVANT SCHOOLS 

1 An Infants School (which was child H’s previous school and at which her younger 
brother remained a pupil at time of sister’s death) 

2 A Junior School (child H a pupil there at time of her death) 

3 A Secondary School (sister of child H a pupil at time of death of child H) 
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SIMPLIFIED GENOGRAM 

 

 
Father 
 

Mother 
 
 

 
Sister 
 
    14 

Child H 
 
    8 
 

Brother  
         
       6  

Ms FX   
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3 AGENCIES’ CONTACTS WITH CHILD H’S FAMILY 

3.1 INTRODUCTION 

3.1.1 The detail within the integrated chronology capturing the contacts of all 
relevant parties with universal and targeted service was considerable. All 
available information about parents and Ms FX emerging from the pre-
review period was collated and considered. Only a small proportion of it 
was of relevance to the period following child H’s birth which is the focus 
of this serious case review. 

3.1.2 The events and professional decisions described below with respect to 
child H, other members of her family and to Ms FX have been divided into 
periods that reflect the child’s development. 

3.2 CHILD H’S BIRTH & YEARS 1 & 2 (2005 / 2006) 

3.2.1 Child H was born in late 2004. She was slightly premature and later 
referred to the Audiology Service. She was presented twice during her first 
year at a hospital A&E Department for unremarkable reasons.  

3.2.2 In May 2006, in the very early stages of her pregnancy with child H’s 
younger brother, mother presented at the local hospital A&E. 

3.2.3 At a further A&E presentation in November 2006, mother’s address was 
again recorded as being that in which Ms FX was living in 2013. The only 
other notable event in 2006 was a self-presentation at A&E of Ms FX 
herself as a result of chest pains. She was referred back to her GP for 
follow-up. 

3.3 2007 

3.3.1 Child H’s family, from early January 2007 were resident at an address in 
Dagenham hereafter referred to as ‘address 2’ from where they promptly 
registered with GP1. 

3.3.2 Routine immunisations were received by child H and her recently born 
brother. Health visiting records indicate no parental or professional 
concerns about the then rising three year old child H, or the new baby. 
Mother failed to attend an appointment with GP1 in April but otherwise her 
presentation of self and children for medical advice and treatment (which 
included a surgeon’s opinion about child H’s reported nocturnal breathing 
difficulties) was unremarkable. 

3.3.3 The first of child H’s six suspected urinary tract infections (only one was 
confirmed) was recorded in June 2007. Routine developmental 
assessments, though not always fully completed or recorded suggested 
nothing of concern e.g. fine and motor skills were deemed age-
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appropriate. There was no mention of the mild hearing loss reportedly 
detected soon after her birth. The family also had unremarkable contacts 
with GPs 1-3 during 2007. 

3.3.4 Ms FX consulted a GP4 in July 2007 with respect to a number of physical 
symptoms for which some tests were initiated and some medication later 
prescribed by a consultant neurologist. 

   INDICATIONS OF STRESS EXPERIENCED BY FATHER  

3.3.5 In mid-October 2007 father reported to GP5 symptoms of depression, poor 
sleep and some thoughts of self-harm. The doctor initiated an urgent 
referral to the North East London Foundation Trust Services (Mental 
Health) and meanwhile prescribed anxiety-reducing and anti-depressive 
medication. The Community Mental Health Team responded on the day it 
received the referral and sought to contact father.  

3.3.6 In the event the mental health worker was told by mother that father was 
‘shouting at her and the three children’ (then aged three, seven and one) 
though records indicate that she qualified her comments by the term ‘not 
violently’. 

3.3.7 A second urgent referral was made in mid-November 2007 when the 
Community Mental Health Team was informed that mother and all three 
children had left home over the weekend. The GP reported that father was 
very depressed. 

3.3.8 Follow-up treatment was offered though father took up only about half of 
the sessions offered (reportedly a not unusual pattern) and was later 
formally discharged from the Community Mental Health Team. 

3.4 2008 

   UNWANTED PREGNANCY OF MOTHER 

3.4.1 Mother reported an unwanted pregnancy in mid-January 2008 and was 
referred by GP8 to a specialist clinic. No other details of this have been 
made available beyond confirmation that pregnancy was terminated later 
that month. Mother later reported that she and her husband had separated 
in November 2007 and her wish for a termination of pregnancy (which was 
anyway unknown to any other agency) could easily have been seen as a 
result of such a separation.  

3.4.2 When interviewed after the criminal trial, father was able to report that he 
had been wholly unaware of this pregnancy and that the reported 
separation was untrue. 

FIRST A&E PRESENTATION BY MS FX 
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3.4.3 Ms FX attended A&E in January 2008 and described her symptoms as 
having been triggered by an un-specified trauma some weeks earlier. 
When seen by GP9 in February, Ms FX spoke of experiencing pain since 
November 2007. 
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ONGOING TREATMENT OF FATHER 

3.4.4 In early 2008 father received further support from Mental Health Services. 
Mother and father spoke at the time of a ‘separation’ though he has more 
recently reported that there had been none. Mother alleged that her 
husband had been aggressive and thrown objects in anger, though never 
directed toward anyone. She was clear that he had never physically 
attacked her or the children and said she recognised the children’s need 
for a father. 

3.4.5 By mid-June 2008, in consequence of missing several appointments and 
the psychologist’s inability to make contact, father was moved to ‘red zone’ 
status2. In fact, father presented himself within days of re-classification and 
reported being busy seeking employment and that he had recently seen 
the children (suggestive of some form of separation).  

PRESENTATION TO GP OF BOTH DAUGHTERS 

3.4.6 In September the sister of child H was brought to the GP Practice 
complaining of a history of headaches. The child reported them occurring 
mainly at school and in the evenings. An optician’s check indicated 
nothing abnormal. The fact that onset of symptoms had coincided with hay 
fever season was considered. Symptomatic treatment was given and an 
invitation to return if necessary 

Comment: records do not suggest that the influence of any parental separation was 
discussed with this child (nor with mother whom it is assumed had brought child H to 
the Practice). 

3.4.7 On the same day as her sister’s presentation child H was also presented 
(to a GP10) suffering from a further suspected urinary tract infection. The 
results of the tests identified nothing abnormal. A week or so later child H 
was given her pre-school booster immunisation (though the HIB was 
overlooked; it was given a month later and the required booster and 
meningitis C in late October)3. 

3.4.8 By October 2008 father was reporting that he was fine and was noted to 
have ‘made considerable progress’. He was to be medically reviewed in 
three months. In mid-October father phoned and reported a new job with 
the council of a neighbouring borough. He later reported a positive start 
there. 

  

                                                 
2
 Zoning is a system for managing casework and targeting resources. Based on the views of the team, 

cases are colour-coded like traffic lights. Red is used to indicate those considered most at risk. 
3
 HIB is an illness caused by the bacterium called Haemophilus influenzae type b (Hib) and can affect 

the ears, brain, lungs, bones or joints, or blood; it commonly affects children 6 to 12 months old, but 
can occur in older children and adults who have certain medical conditions.  
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3.5 2009 

PRESENTATIONS TO GP OF CHILD H & SIBLINGS 

3.5.1 In February or March 2009 (records are unclear) both child H and her 
younger brother were seen at the Health Centre. The toddler’s 2.5 year 
assessment recorded only age-appropriate development and no concerns 
were noted. 

3.5.2 On the occasion of the boy’s assessment, child H was also seen by HV1 
and the mother’s concern about her eating habits discussed. The health 
visitor’s records offer no detail but it is clear that she emphasised the value 
of minimising any stress associated with eating. On the same date GP11 
prescribed routine treatment for the toddler’s dry skin / eczema. About 
three weeks later, GP13 issued a prescription to deal with the child’s 
reported coughing. 

3.5.3 In late April 2009 mother brought both her younger children to her GP 
Practice. Child H was seen because of concerns about ‘mouth breathing’ 
and associated symptoms and her sister because of verrucae. 

3.5.4 In mid-May, mother brought her son to GP2 for earache and fever for 
which a standard treatment was prescribed. He was again presented in 
mid-June (three reported nose bleeds). The doctor (GP16) noted the child 
to be ‘happy and well’. In July 2009 the sister of child H was provided with 
advice and relevant inoculations for a planned trip abroad. It remains 
uncertain whether this was organised by school or parent/s. 

PRESENTATIONS OF PARENTS, CHILDREN & MS FX AT GP 
PRACTICE 

3.5.5 Over the Summer of 2009, both parents and Ms FX consulted their 
respective GPs on routine medical matters. Child H and her brother were 
also seen on the same day in September by GP14 as a result of chesty 
coughs. 

3.5.6 Ms FX had a potentially more significant consultation with GP15 in mid-
September. She spoke of a stressful job in a male dominated environment 
and an inability to clear her mind of work related issues. She was 
prescribed anxiety-reducing medication and further tests for physical 
sources of her symptoms were initiated. 

3.5.7 At a further appointments in early and mid-October with the same doctor, 
pre-existing physical difficulties were discussed but records make no 
further mention of the stress of which she had been complaining. 

Comment: it remains unknown what work Ms FX was undertaking at this period. 
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3.5.8 In December, mother and her son were seen by GPs on routine matters. 
On Christmas Day mother reported a burglary at the home (address 2). A 
laptop and items of jewellery were stolen and never recovered.  
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3.6 2010 

3.6.1 Father was involved in a road traffic accident in early March 2010 and 
consulted GP11, GP6 and GP2 on a variety of occasions about minor 
injuries sustained. 

3.6.2 There having been no contact for over a year, father initiated contact with 
the Mental Health Services in late May 2010 and was again seen by his 
care co-ordinator. He was noted to be low in mood and tearful and 
described difficulties in getting to see his children because of their mother, 
whom he said was accusing him of missing maintenance payments. A few 
days later father was noted to be more stable and coping better. He spoke 
of social isolation, pressure at work and his wife’s continuing refusal to 
allow him to see the children. Father was advised to seek legal advice 
about contact with the children and remained on a low dose of medication. 

3.6.3 Father failed to attend a further appointment during July and an alternative 
was cancelled when father’s own father was reported to have had a heart 
attack. At those subsequent face to face sessions which he attended in 
the remainder of 2010 father reported that he remained free of any of his 
earlier more serious symptoms. 

FURTHER PRESENTATIONS OF CHILD H TO GP PRACTICE 

3.6.4 In early November mother brought child H to see GP17. The child who 
was said to have had a raised temperature on and off for a few days was 
diagnosed as having a viral urinary tract infection and not in need of 
medication. 

3.6.5 Three days after child H was seen, mother phoned and reported her 
daughter had a renewed fever and abdominal pains. It was agreed that 
child H should be re-presented and she was later brought by her father 
(whom it would appear was by then back home – assuming he had ever 
lived elsewhere). GP2 examined child H and prescribed antibiotics. 

3.6.6 The fact that child H had suffered recurrent fevers and some weight loss 
over the previous few months was recognised by mother and soon after 
Christmas she consulted GP2 by phone and then brought child H to be 
seen by GP6 who found nothing obvious but initiated further blood and 
urine tests and an immediate referral to a paediatrician as described 
below. 

HOSPITALISATION OF CHILD H 

3.6.7 Child H, accompanied by both parents was brought to A&E in the late 
evening of a day toward the end of December 2010 following the GP 
referral. Records indicate she had had a raised temperature for about a 
week associated with abdominal pain and loss of appetite; her 
temperature was reported to have been raised for four or five days every 
month. 
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3.6.8 Child H was admitted to the children’s ward and treated with intravenous 
antibiotics for the possible urinary tract infection. She remained in hospital 
for five days though no further detail of her affect or contacts with parents 
is known. 

MS FX’S CONTACTS WITH POLICE & GP 

3.6.9 Meanwhile, in mid-November Ms FX had called Police and claimed to 
have heard suspicious noises in the flat next door. A search by attending 
officers revealed nothing suspicious. When Ms FX called again next day, 
officers were not sent. Instead, Ms FX was advised to contact the landlord 
of what was apparently an empty flat. 

3.6.10 Within a month of the above incidents Ms FX consulted GP15 and 
described symptoms that had begun about a month ago. She described 
her ‘head spinning’ even when turning in bed. Her blood pressure was 
unremarkable. Medication for vertigo was prescribed. 

Comment: records make no mention of the mental state of Ms FX on these 
occasions. 

3.7 2011 

3.7.1 In January 2011 mother brought the sister of child H to the surgery and 
GP2 prescribed antibiotics for a urinary tract infection. A few days later 
father attended a ‘Care Programme Approach (CPA) meeting. It was 
agreed (commendably) that given the absence of significant symptoms, 
discharge from the service was justified but that, in the light of the stress 
arising from his father’s ill-health, it would be deferred for six weeks. 

3.7.2 Only a week later, father was low and tearful and reporting poor sleep 
pattern. Because no doctor was available, he was advised to consult his 
GP to discuss night time sedation and anti-depressant medication. No 
confirmation that he did so has been located. Father later failed to attend a 
face to face meeting arranged for mid-March with the ‘Vocational Support 
Service’ worker. After a total of four failures to attend, he was discharged 
from the latter service in May. 

MS FX’S SECOND PRESENTATION AT A&E 

3.7.3 In late March 2011 Ms FX again attended A&E complaining of intermittent 
chest pains for the previous fifteen months and a crushing feeling. She 
reported previous receipt of two types of antibiotics. Oesophagitis (an 
inflammation of the oesophagus) and poorly controlled asthma was 
diagnosed 

Comment: symptoms described differ significantly from those reported to GPs. 

FURTHER SUPPORT TO FATHER  & CHILD H 
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3.7.4 In June 2011 the care co-ordinator visited ‘father’s home’ and left a 
message with a person described as ‘a tenant’. Over the Summer of 2011, 
the care co-ordinator made several more attempts to establish contact, 
most of which failed. By August the view was formed that father had 
disengaged with the services on offer and following a ‘Care Programme 
Approach’ meeting he was discharged. 

3.7.5 Child H was again presented to the GP Practice in July because of a 
further suspected urinary tract infection. Because of her history, antibiotics 
were prescribed by GP2. Tests revealed no abnormalities. 

BROTHER’S A&E ATTENDANCE 

3.7.6 In early December 2011 the brother of child H was presented to A&E by 
his mother with a written referral from GP6 raising the possibility of 
appendicitis. His address was noted to be address 2 to which the family 
had apparently moved in 2007 renting out their address 1. 

3.7.7 A&E transferred the then five year old child on to the paediatric ward 
where he was admitted and a diagnosis of pyelonephritis (kidney infection) 
was made. It remains unclear exactly how many days the child remained 
in hospital. He was eventually discharged home on antibiotics. About a 
week after her brother’s admission to hospital, child H’s sister (then aged 
10) was brought to GP6 with indications of respiratory and urinary tract 
infections. Antibiotics were prescribed. 

3.8 2012 

CHANGE OF ADDRESS FOR SISTER OF CHILD H 

3.8.1 The sister of chid H had joined her secondary ‘school 3’ in September 
2011. The home address provided was address 2. At the beginning of the 
Spring term in 2012 the school was notified of a change to ‘address 1. 

3.8.2 GP2 prescribed a further course of antibiotics for the sister of child H when 
she was brought to the surgery in mid-January 2012. Samples of blood 
and urine later proved unremarkable. 

MS FX’S FURTHER CONTACTS WITH GP 

3.8.3 At a consultation with GP15 in late January Ms FX referred to a ‘new 
relationship’ and sought a long acting reversible contraceptive. No details 
about the new partner were captured. 

Comment: the wish for contraception implied a male partner (though in the light of 
what emerged at criminal trial, it seems possible that the relationship was an 
invented one). 



 

                                                                                                                                            29                                                                                                                           

3.8.4 In April Ms FX consulted a GP19 about a ‘five week history of cold; fever 
in the evenings and shortness of breath on exertion’. No diagnosis was 
made. 

FURTHER MEDICAL & POLICE INVOLVEMENT OF FAMILY 
MEMBERS 

3.8.5 In February 2012 the brother of child H was seen at A&E complaining of 
earache and was discharged for GP follow up. In mid-March father (by 
then living at address 1) called Police and complained about rowdy 
neighbours. Officer attended and found what they believed to be a drugs 
den. A second call was made by a person logged as ‘T’ who also offered 
address 1 as her location. A conversation with father reinforced the 
possibility that the other person was actually Ms FX who (it emerged only 
during the trial) had joined the family during this year. 
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3.8.6 During the Spring and Summer of 2012 there were several apparently 
routine presentations at the GP surgery of child H’s mother, father, and 
sister. In July mother presented her son to a Walk-in Centre because of 
his complaints about left sided ear pain. Nothing abnormal was detected. 

3.8.7 Father’s complaints of joint pain were dealt with symptomatically and by 
means of referral for a second opinion. During the remainder of 2012 there 
were a number of routine consultations with GPs e.g. in late October the 
brother of child H was brought to the surgery after cutting his chin jumping 
off a table. In that same month father was signed off work after some 
minor surgery on his knee. 

MS FX’S THIRD A&E PRESENTATION 

3.8.8 In early October 2012 Ms FX attended A&E and described injuring her left 
finger after a ‘play fight’ with a friend. She complained of a swollen arm 
and painful shoulder. When advised to take pain killers and consult her 
GP, she became abusive and derogatory and resentful of the suggestion 
that she would need to seek a sick certificate from her GP if she felt 
unable to work. Her level of verbal abuse was such that a consultant was 
asked to deal with her. Ms FX  behaved appropriately with the consultant.  
No additional needs were identified and an out-patient appointment was 
provided. 

SUBMISSION OF A ‘MULTI-AGENCY REFERRAL FORM’ (MARF) TO 
CHILDREN’S SOCIAL CARE 

3.8.9 The earliest alert of a professional agency of a developing family crisis 
was in early December when mother had by appointment, met the head 
teacher of the infants section of school 1 (HT1). She referred to an 
incident at home and asked that her husband should not be allowed 
access to his son (a pupil there). Details of the allegations of domestic 
abuse (physical violence was not specified) were recorded by the head 
teacher who offered advice on sources of help.  

3.8.10 The head teacher also made it clear that because father possessed 
parental responsibility, he was entitled to access his child. The head 
teacher alerted the Emergency Duty Service that evening and at their 
suggestion, a comprehensive multi-agency referral form (MARF) was 
completed and dispatched to Children’s Social Care next day. 

Comment: the head teacher’s response was prompt and well-informed. 

3.8.11 On receipt of the MARF, Children’s Social Care referred mother and 
children to the ‘Early Intervention Service – a proposal which mother was 
told about and accepted. According to the schools’ IMR though not 
confirmed by the chronology supplied, only two days after she had shared 
her account with the head teacher, mother reported that she and her 
children had moved to her parents’ home in NW6 (an estimated twenty 
three miles away).   
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3.8.12 Insofar as she called Police to an alleged incident at the matrimonial home 
a week later (as outlined immediately below), it is likely that mother’s 
actual move to North London was completed on a later date. 
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FIRST ALLEGATION OF PHYSICAL ABUSE / SEPARATION OF 
MOTHER & FATHER 

3.8.13 At 08.45 on 12.12.12  mother called Police to address 2 alleging that 
father had been shouting at her and that she feared he would assault her. 
By the time officers arrived, the situation was calm and father was said to 
have left for work. Mother made no specific allegations and insisted that 
officers did not contact her husband. She reported that the children would 
not have witnessed the shouting as they were in their respective rooms at 
the time.  

3.8.14 Father’s account provided after the end of the trial indicates that the 
children had in fact already left for school when he and his wife had had a 
verbal-only disagreement. Father referred to a threat which in the light of 
subsequent events made more sense to him viz: ‘you don’t realise that I 
can take your kids away from you for ever’. 

3.8.15 Mother said to attending police officers that she was ‘thinking of leaving 
father again’ but did not fear him returning that night. She was given a 
‘victim care card’ and Children’s Social Care notified via the established 
electronic ‘MERLIN’ system. As a follow up, a call was placed next day to 
mother and a message with relevant contact numbers left on her mobile 
phone 

Comment: mother’s position could have been that of a genuinely frightened victim or 
an individual ‘playing the system’ to her advantage. Officers acted in a proper and 
proportionate manner. 

3.8.16 Next day the parents separated for what father informed the author was 
intended to be for a short period. On his return a few days later from the 
home of his sister, he discerned though that his wife had left for good. 

3.8.17 It is understood mother and all the children had initially gone to her 
parents’ home in North London. Father remained at address 1 (and in 
early January 2013 was joined by child H’s sister (then approaching her 
thirteenth birthday). Ms FX would later report that during December father 
had threatened his wife with a Samurai sword. Mother had made no 
allegations of such conduct at the time. 

3.8.18 Information supplied by the Police (emerging only in the course of the 
murder enquiry and thus unknown to anyone else at the time) confirmed 
that mother and Ms FX were in very frequent text-contact with one another 
at this time. Some of the messages indicated a dislike of child H by Ms FX 
and implied a sexual relationship between the two women. 

3.8.19 Next day, upon receipt of the MERLIN by the central ‘Multi-Agency 
Locality Team’ (MALT) [now known as the Multi Agency Panel (MAP)] the 
information was passed to the MALT co-ordinator for review at a routine 
meeting. 
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School report for child H 

3.8.20 The school report for child H’s first term at junior school was very positive. 
Attainment in English / literacy was slightly above and for maths, well 
above expected levels. Her approach to learning (including behaviour, 
homework independence and concentration) were rated as good. The 
head teacher described child H to the author of this report as being a 
‘model pupil’. 

3.9 2013 

FURTHER SUPPORT TO MOTHER FROM SCHOOL 1 & GPS 

3.9.1 At the start of the Spring term the school learned that the sister of child H 
was moving back to the borough to resume living with her father. Her 
siblings remained with their mother in North London. HT1, in recognition of 
the circumstances and distance from school of child H’s brother, 
authorised some limited non-attendance and some lateness. Mother on at 
least one occasion, was given work to take home for him.  

Comment: the response of the school was sensitive to the perceived circumstances. 

        Attendance at court by parenting support adviser (PSA) 

3.9.2 In mid-January 2013 PSA1 from school 1 attended court with mother who 
was seeking a Non-Molestation and a Prohibited Steps Order. The Orders 
were not made at this initial Hearing. On leaving the court they met a 
waiting Ms FX who was introduced as an ‘ex-neighbour and good friend’. 
PSA1 recorded that Ms FX was wearing walking boots / trainers and 
carrying a rucksack about which she made an odd comment viz: that it 
contained ‘a heater’. 

3.9.3 In the amended database print-out returned by mother, she added as 
‘contact 2’ the name and address of Ms FX (‘family friend and ex-
neighbour’). A phone number though no address for mother’s sister was 
also included. Discussions with the school in the course of this serious 
case review confirmed that mother, rather than any staff, as first surmised, 
had deleted her husband’s name.  

Comment: until the court order limited his exercise of parental responsibility in 
specified ways, father had a lawful right to be as involved as he wished in his 
children’s education. Even when those orders were made, they should not have 
limited the extent to which he was informed of the educational progress of his 
younger children. 
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Confirmation of ‘Prohibited Steps Order’ 

3.9.4 At the beginning of February 2013 an ex-parte Non-Molestation Order4 
(NMO) and a Prohibited Steps Order5 (PSO) were issued by a District 
Judge at the County Court and served by processors on 05.02.13. The 
Orders prohibited father from: 

 Using or threatening unlawful violence toward his wife 

 Coming within 100 metre of the North London address of 
mother’s parents (or any other address at which mother was 
living) 

 Coming within 100 metre of school 1 or 2 between 08.00 and 
16.00 

 Removing the children from care of their mother 

Comment: though the PSO carried a ‘return date’, the NMO was of 12 months 
duration and included no return date; this is not considered ‘best practice’. 

3.9.5 A second hearing to determine ongoing contact arrangements was 
scheduled for mid-February. The Cafcass report later indicated that father 
had been asked to supply a hair sample for purposes of a drugs test. 
Copies of the Non-Molestation Order were received by school 1 and 
school 2 on or about 08.02.13 and steps taken to inform all relevant staff. 

3.9.6 A presentation to her GP by mother at this time indicated stress-related 
symptoms and she mentioned her recent separation. A psychological 
referral was considered by the doctor.  

CAFCASS INVOLVEMENT & ACCESSING LEGAL REPRESENTATION  

3.9.7 On 05.02.13 the County Court in accordance with Practice Direction 12B 
notified Cafcass of mother’s applications. This was screened and business 
staff pursued mother’s ‘supporting statement’ which family court adviser 
(FCA1) had noticed was missing. FCA1 also noted that the ‘harm box’ on 
the form was ticked i.e. mother was claiming that the children were at risk 
of harm from father (although they were all said to be resident with 
mother). 

Comment: mother’s reference to the children’s location could have been accurate 
when made but her elder daughter had since moved back to the family home to be 
with father. 

3.9.8 Mother began to seek support from PSA1 and informed her of the further 
court hearing. She said that her own parents, though supportive were also 

                                                 
4
 Non Molestation Orders are available by virtue of the Family Law Act 1996 as amended by the 

Domestic Violence, Crimes and Victims Act 2004  
5
  A Prohibited Steps Order is made under s.8 Children Act 1989 and prevents someone who has 

parental responsibility from doing something s/he might otherwise ordinarily do in exercising that 
responsibility 
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embarrassed and thought she had ‘lost her mind’. PSA1 quickly became 
very involved and initiated contact with a local law firm with an established 
reputation for handling domestic abuse cases. 

Comment: PSA1 was taking the initiative based on experience of domestic violence. 
Only at a later date did her head teacher HT1 become aware of the extent of her 
involvement. 

3.9.9 When Cafcass received mother’s statement a couple of days later it cited 
violence and abuse of mother by father as well as crime committed as a 
juvenile / young adult. It additionally alleged substance abuse. On the 
basis that the children were believed to be residing with mother and that 
she was not allowing contact by father and further informed by 
safeguarding checks initiated with Police, and local authorities, FCA1 
concluded that the children were not at imminent risk of harm. 

Comment: given the available information the conclusion was justified. 

BREACH OF NON-MOLESTATION ORDER 

3.9.10 In the late afternoon of 06.02.13 mother phoned the Police and reported a 
breach of the Non-Molestation Order (NMO). Father had texted her to 
confirm receipt of the order and to say that it had been unnecessary. He 
also apologised for the fact of their separation. Police officers who 
attended regarded the messages to be non-threatening and non-
malicious. Officers accepted father’s explanation and advised him that 
future contact with his wife must be through their respective solicitors. 

Comment: officers acted sensibly and proportionately; mother had reportedly 
contacted Police on the advice of her solicitor. 

3.9.11 Next day PSA1 held a conversation with the solicitor acting for mother and 
relayed her recommendation that mother move to her parents’ North 
London home. She also initiated contact with the Women’s Refuge and 
asked that they call mother. The result of a further call made to a [named] 
local organisation which supports socially excluded people is unknown. 

Comment: though the actions of PSA1 were clearly well-intentioned, much valued 
by mother and comprehensively recorded, they went well beyond the limits of her 
role. 

SISTER’S DISTRESS & FURTHER CAFCASS / COURT RESPONSES 

3.9.12 On 12.02.13 the sister of child H expressed distress to school staff about 
her parents splitting up. She said she wished to live with her father. 
Though provided with a referral form to access counselling for his 
daughter, father did not return it. Father and daughter later (mid-March) 
attended a meeting which was called by the school in response to a dip in 
this daughter’s attendance. The offer of counselling was repeated. 
Attendance improved following the meeting. 
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3.9.13 On the same day, Cafcass transferred case responsibility to FCA2 in the 
relevant local team of its Early Intervention Service. Feedback from the 
North London borough’s Children’s Social Care confirmed that the agency 
had taken no further action in respect of its notification by Police of the 
breach of the NMO a week before. 

3.9.14 FCA2 followed the standard procedure and sought from the court four 
weeks to complete the required report. 
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3.9.15 At a hearing in mid-February 2013 the court ordered Cafcass to: 

 File and serve completed safeguarding checks by 15.03.13 

 Serve a s.7 report6 on residence and contact by 10.05.13 

3.9.16 The court order was not received at Cafcass until eleven days after it was 
made The panel was concerned to understand why such a delay had 
occurred. The borough’s Principal Solicitor (Children’s Safeguarding) 
sought and obtained a written response from the local Family Court which 
confirmed that ‘the order had been made on 15.02.13 but not drawn [i.e. 
typed up] until 25.02.13’.  

3.9.17 Upon receipt of the order by Cafcass on 26.02.13, the case was allocated 
promptly to FCA3.  In the event, late arrival of Police data subsequently 
required Cafcass to write in mid-March to seek more time to complete 
required safeguarding checks. 

Comment: the above delay in the order being typed, (apparently not unusual) 
coupled with (arguably) a later loss of the completed Cafcass report as described 
below raises questions about the court’s administration. Although the court’s 
response to the panel’s enquiry provided a reassurance that all orders are now sent 
electronically to Cafcass, the records of both agencies with respect to how this case 
was managed do not entirely concur. In consequence, a precautionary 
recommendation is provided in section 6. 

OBSERVATION OF CHILD H & INVOLVEMENT OF MULTI-AGENCY 
LOCALITY TEAM (MALT) 

3.9.18 Child H was brought by her mother for a consultation with GP19 in late 
February 2013. Notes indicate that the child ‘looks well, weight and 
appetite normal’. 

Comment: this medical observation concurs with the views of others who knew the 
child well i.e. there were no indications of illness or distress at this stage; neither at 
this time or subsequently was there any clinical need to weigh child H. 

3.9.19 As a result of the Police notification, the family was considered at a MALT 
meeting on 25.02.13. The co-ordinator allocated a family support worker 
(FSW) and tasked her with ascertaining the current situation, liaising with 
schools, ensuring legal advice and a referral to the local Independent 
Domestic Violence Advocacy Service (IDVAS). 

3.9.20 The FSW contacted mother on 07.03.13 and she confirmed that her 
address was now address 3 (the home of Ms FX). Mother added that 
father remained unaware of the location. Mother’s assumption seems to 
have been correct and a reported appearance there on 22.03.13 is 
explained below.  

                                                 
6
 Under s.7 Children Act 1989 a court considering any question with respect to a child may ask for a report on 

‘such matters relating to the welfare of that child as are required to be dealt with in the report’ 
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3.9.21 The FSW also liaised with and was updated by the school at which child 
H’s sister was a pupil. Staff reported that the child was often distressed 
and unhappy. 

3.9.22 The FSW contacted the Refuge on 15.03.13 and at its request supplied a 
copy of the Police (Merlin) notification arising from the breach of the Non-
Molestation Order.  An attempt by the Refuge to reach mother by phone 
on 18.03.13 was unsuccessful. On 22.03.13 mother asked to be called 
back in an hour but did not then respond to the further call. 

FURTHER SUPPORT FROM SCHOOL 1 

3.9.23 At what was the end of her second term at the junior ‘school 2’, child H 
received an excellent report which acknowledged her achievements and 
praised her efforts and attitude. 

Mother-PSA conversation and removal of personal belongings from 
matrimonial home 

3.9.24 Toward the end of Spring term mother mentioned to PSA1 that (although 
understood to be a hitherto devout Muslim) she had drunk some vodka 
purchased by her friend Ms FX. PSA1 offered a cautious response about 
the risks of mixing alcohol and care of children. 

Comment: in hindsight, this episode may be seen as an example of how mother’s 
value system and beliefs were being influenced by Ms FX.  

3.9.25 Following a phone conversation with the solicitor acting for mother in 
which the issue of possessions left at the matrimonial home was 
discussed, PSA1 interpreted a reported comment ‘well, you know what to 
do then’ as a suggestion or acceptance that she and mother re-enter the 
home without alerting father. They did so on 22.03.13. 

Comment: it is not possible to be sure about what was actually said or meant by 
mother’s solicitor whose advice is understood to enjoy ‘legal privilege’ i.e. able to be 
shared only with mother’s consent. It is clear though the action taken by PSA1 was 
unauthorised by the head teacher, went well beyond what one would expect of 
someone in that role and, (if reports about father had been accurate) potentially 
placed herself and mother at physical risk. Father’s anger about this episode is 
justified and a recommendation about how any repetition of such an event can be 
avoided is provided in section 6. 

FURTHER ALLEGED BREACH OF NON-MOLESTATION ORDER & 
INVOLVEMENT OF PSA1 

3.9.26 Next day (a Saturday) mother reported several phone calls from her 
husband in breach of the NMO. Ms FX reported she had seen father 
outside her home in his car. Police attended next day when mother said 
she was too frightened to go home and would remain with Ms FX.  Father 
was arrested for his alleged breach of the NMO on 02.04.13 and on the 
advice of the Crown Prosecution Service (CPS) charged. At interview, 
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father spoke of his anger that mother had entered his home and taken 
clothing and a laptop which his elder daughter needed for school. At his 
post-trial meetings with the author, father explained his apparent breach of 
the NMO by reporting that he had, accompanied by his elder daughter 
been visiting a local hypermarket and had at her request driven past their 
old home where by chance he had seen and been seen by Ms FX. 

3.9.27 PSA1 who had given her personal mobile number to mother, was called 
that day. In response to mother’s report of Police being slow to respond, 
she advised her to re-call 999, scream as though being attacked and put 
the phone down. 

Comment: PSA1’s advice was unprofessional and a further example of over-
involvement.  

3.9.28 On 24.03.13 father had made an allegation to Police that mother had 
entered his home (address 1) and ‘stolen’ his laptop and some clothes. 
The unsurprising view taken was that this was a civil matter and could not 
be dealt with by Police. On the same day when police officers responded 
to mother’s allegations about her husband’s conduct the day before, Ms 
FX alleged that father had previously threatened mother with a Samurai 
sword. Significantly, mother did not corroborate that allegation.   

3.9.29 On 25.03.13 FCA3 from Cafcass to whom the case had been allocated, 
initiated contact with father. He confirmed that his elder daughter was 
living with him. 

3.9.30 On 26.03.13 for the purposes of his pre-sentence report, Probation 
completed a routine interview with father. They later sought and were 
provided with information from the Police about officers’ historical contacts 
with father. 

3.9.31 PSA1 was at this time continuing her support for mother and chased up a 
referral to the local Refuge. When a worker phoned mother she was told it 
was not convenient to talk. The conversation on 27.03.13 ended with the 
relevant phone number being left with mother for future use and the case 
being closed. 

3.9.32 PSA1 during the following month made enquiries on behalf of mother of 
what is believed to be a Women’s Aid for Asian women and even 
contacted the Islamic Sharia Council to explore how mother might obtain 
an Islamic divorce. She has described the response given as curt and 
essentially meant that mother would need to approach them directly. 

Comment: at times, PSA1 appears to have been leading rather than supporting 
mother and her contact with the Sharia Council was again well beyond her remit. 

NOTIFICATION OF BREACH OF NON MOLESTATION ORDER / 
INVOLVEMENT OF LOCAL AUTHORITY DESIGNATED OFFICER 
(LADO) 
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3.9.33 Children’s Social Care received notification on 03.04.13 of the Non-
Molestation Order breach which included confirmation of the two younger 
children living with their mother. Checks were completed and the 
notification was shared with the ‘Early Intervention Service’ FSW. 

3.9.34 Two days later the MAP (previously referred to as MALT) co-ordinator 
made a referral to Barking & Dagenham’s ‘local authority designated 
officer’ (LADO)7 and safeguarding lead and requested a strategy meeting 
about father’s current employment in the borough in the light of the alleged 
substance misuse and domestic violence.  The referral was considered 
under the LADO procedures and an appropriate conclusion drawn that this 
was essentially a contact / residence dispute between the parents; if 
further assessment was to suggest unsuitability to work with children, the 
LADO was to be re-engaged. It does not appear that the possibility of 
involvement of the local authority’s Human Resource Department was 
considered. By 14.04.13 the case was allocated to a FSW and closed to 
MAP. 

3.9.35 In a further example of what seemed to be normal and caring parenting, 
child H was brought to the GP on 16.04.13 because of earache. Routine 
treatment was prescribed and nothing abnormal was noted by the locum 
GP. This was the last occasion on which child H was presented to a 
medical practitioner. 

CAFCASS S.7 REPORT & PSA & PROBATION INPUTS 

3.9.36 As a result of her move to Ms FX’s address 1 the case was transferred to 
the MALT’s North team on 04.05.13. The possibility of a Common 
Assessment Framework (CAF) was discussed by FSW and PSA1. In the 
event toward the end of April (at a meeting with PSA1, pupil welfare officer 
from the junior school and the FSW) mother declined a CAF though 
agreed to a home visit by a FSW. 

3.9.37 FCA3 arranged a meeting at the Cafcass offices in early May to meet 
mother and the two children living with her and a second meeting next day 
with father and the elder sister who was living with him. On the same day 
father appeared at North East London Magistrates Court for breach of his 
Non Molestation Order. He was sentenced to a Community Order and 
required to comply with a one-to-one ‘domestic abuse programme’. 

3.9.38 FCA3 readily agreed to a suggestion from PSA1 that she accompany 
mother to the scheduled meeting with Cafcass officer. Records kept by 
PSA1 indicate that mother was upset by the lines of questioning of FCA3. 

Comment: the schools’ IMR author (and lead reviewer) believe that the issues being 
explored by the family court adviser were entirely legitimate. FCA3’s report did not 

                                                 
7
 Each local authority which has responsibility for Children’s Social Care Services is obliged by virtue of the 

statutory guidance in Working Together to Safeguard Children to nominate a suitably experienced and qualified 

person to be involved in the management and oversight of individual cases of allegations against people who 

work with children 
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make it 100% clear that mother was living at Ms FX’s flat, though it is now certain 
that she was. 

Interview with younger children by Cafcass 

3.9.39 The IMR provided by Cafcass provides evidence that FCA3 did (in view of 
their ages) meet with the children together but separately from their 
mother and  PSA1. The children’s responses offered some confirmation of 
verbal rows (only) between their parents and some of (relatively mild and 
rare) physical punishment by father. Child H said she was ‘excited living at 
mummy’s house’ because Ms FX her mother’s friend, was also staying 
with them. 

Comment: child H may not have been told or appreciated that the accommodation 
belonged to Ms FX. 
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3.9.40 Child H expressed sadness at her sister being with her father. Both spoke 
very positively about previous weekend contacts with him e.g. eating at 
Nando’s and watching videos together. Unsurprisingly, when offered the 
opportunity, neither child chose a ‘happy sticker’ to place on either 
mummy’s or daddy’s house. When interviewed, FCA3 was able to add to 
her formal records an intuitive feeling that child H’s responses were 
perhaps rehearsed and reflected her mother’s perspectives. 

Comment: in the context of separating couples, ‘coaching’ of a child is not unusual. 
Records of this interview were detailed and sensitive and the challenge of working 
out what might be in the children’s interest was clearly a very difficult one.  

Interview with mother by Cafcass 

3.9.41 Mother reported emotional and occasionally physical abuse. She 
described an incident shortly before their separation in 2012 when she 
claimed father had hit her. She said this was witnessed by the elder sister 
of child H. Her account was though later disputed by the sister. 

3.9.42 Mother confirmed that she was upset when her elder daughter decided to 
go and live with her father. She maintained that it was necessary to hide 
her current location from her daughter lest father discover it. 

3.9.43 Mother showed little enthusiasm when asked what would happen if her 
elder daughter wanted to return home saying she had no space at her 
current home. At interview FCA3 recalled that mother’s response felt very 
rejecting of her elder daughter. 

Interview with elder sister of child H by Cafcass 

3.9.44 FCA3 met child H’s elder sister (then aged nearly 13) who was able to 
articulate clearly and with what was perceived to be genuine feeling (at 
times she sobbed) how she missed her siblings, with whom even 
telephone contact was being prevented by her mother. 

3.9.45 FCA3 was told by this child that she did not regret choosing to live with her 
father and that she felt that her mother had lost interest in her. She 
indicated that her mother had not offered to meet her for about two 
months. 

3.9.46 FCA3’s exploration of alleged domestic violence revealed that father’s 
elder daughter had never seen him be violent toward his wife and that the 
incident shortly before the parents separated before Xmas 2012 involved 
her father pushing his wife to prevent her reaching the telephone. The 
child also described previous incidents involving her father being verbally 
abusive though not hitting her mother. 
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Interview with father by Cafcass 

3.9.47 Father described to FCA3 how he used to have contact with all three 
children immediately after the separation and had enjoyed taking them 
out. He claimed to be unclear about why this had ceased. The account 
captured by FCA3 suggests a poorly organised man perhaps out of his 
depth. Although he nominally had a solicitor, he had given him no 
instructions, issued no statement for the court nor sorted out a hair strand 
test. 

3.9.48 Father offered an alternative account (later backed up by his elder 
daughter) indicating that mother had attacked him on the occasion in 
December 2012. He also alleged that mother had made the initial 
approach about his elder daughter coming to live with him and quoted his 
wife as saying ‘I don’t want her’. 

3.9.49 FCA3 struggled to get from father a precise list of previous addresses 
(some uncertainty about the issue of locations remains) and he failed to 
deliver what he claimed to be a ‘current enhanced Criminal Record Bureau 
check’. 

Comment: father’s responses to the issue of where his two younger children lived 
offered confirmation that he did not know. 

3.9.50 Father was reportedly initially vague about whether he wanted to pursue 
contact with the younger children indicating he needed to focus on his 
elder daughter. He then proposed fortnightly contact at his brother’s home 
in Dagenham. 

3.9.51 FCA3 later sought feedback from schools and father’s probation officer to 
help finalise her report. Reports about the children in mother’s care were 
unconditionally positive. 

3.9.52 The schools IMR author discovered a copy of that report. It had been 
heavily annotated by PSA1 adding further information about father’s 
alleged misdeeds. 

Comment: it is unclear whether the material added by PSA1 was ever used to 
progress mother’s position, such actions should have been left to mother and her 
solicitor. 

Chance meeting with Ms FX 

3.9.53 In late May Ms FX brought the two younger children into school and held a 
conversation with PSA1. She asked her to find out from mother what she 
might like for her birthday the following week. Ms FX also revealed a 
partner (Dave) had been killed at the ‘Tottenham riots’ the year before (at 
her trial that claim was demonstrated to be false). She said she had 
subsequently become unwell, lost her job and was now a volunteer at a 
special school in a neighbouring borough (that claim was accurate). Ms FX 
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also referred to financial difficulties and advertising for someone to share 
her home.  

Comment: there must have been greater priorities for PSA1 than to explore what the 
mother of child H might want for her birthday.  
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3.9.54 On 21.05.13 the FSW emailed the Independent Domestic Violence 
Advisory Service (IDVAS) and asked them to make contact with mother 
again because she had asked for support presumably at yesterday’s 
meeting. No response was received until, as described below, the FSW 
pursued her referral. 

3.9.55 On 22.05.13 PSA1 wrote to the solicitor acting for mother and reported 
how upsetting the meeting with FCA3 had been and challenged her 
findings. School 1 has confirmed that the solicitor phoned in response to 
that letter and a record of the conversation kept by PSA1 indicates the 
solicitor had been critical of the Cafcass process and of father’s statement. 

Comment: it is not known pending a direct conversation with mother whether she 
had authorised her solicitor to discuss her case with PSA1. The exchange was in 
any case a further example of the PSA overstepping the limits of her role.  

        Probation contacts 

3.9.56 At the request of Probation and in line with the ‘supported compliance 
initiative’ local police officers completed a home visit to father on 26.05.13. 
The purpose was to confirm his address and to reinforce the importance of 
compliance with the Community Order. Father was present and no 
concerns were noted. 

3.9.57 At his first supervision two days later, father indicated that he had been 
unaware of any problems in the marriage. At further contacts with his 
probation officer in early June and July father reported no change in his 
circumstances. 

SUBMISSION OF S.7 REPORT 

3.9.58 On 22.05.13 a s.7 report (possibly completed on 17.05.13) was filed with 
the court. FCA3 at interview, was clear about the fact that whilst mother 
might have genuinely feared her husband, she was nonetheless, content 
for their daughter to live with him. 

3.9.59 FCA3 also recognised the feeling of rejection being endured by the elder 
sister of child H and was concerned that mother seemed unable to 
appreciate this. FCA3 quoted a member of staff from the elder daughter’s 
school who described mother as ‘psychologically bullying’ toward the child. 

3.9.60 FCA3 was rightly concerned about father’s failure to comply with the court 
order to complete a hair strand test or to deliver the promised details so as 
to enable a Police National Computer (PNC) check. For those reasons 
FCA3 indicated that she was unable to make a clear recommendation 
about residence of child H’s sister or contact between father and his 
younger children. 
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3.9.61 FCA3 made the pragmatic suggestion that pending receipt of the required 
information, the sister of child H remain with her father and that mother be 
referred for family therapy. FCA3 also indicated that if mother was 
unwilling to comply with this proposal, the court should (in recognition of 
the emotional abuse of her elder daughter) consider a s.37 report8 

Comment: in the light of the incomplete information available to FCA3, the 
conclusions drawn and suggestions made seem (even with the advantage of 
hindsight) wholly justified. The reference to a s.37 report offers a helpful indicator of 
her serious concern about the emotional impact on her elder daughter, of mother’s 
attitude and behaviour. 

Unavailability of filed reports 

3.9.62 Information submitted to the serious case review panel by Cafcass 
indicate that at the hearing on 10.06.13 the completed s.7 report was (for 
reasons that were uncertain) ‘not available to the court’. At the request of 
the panel, further enquiries were completed in order to establish whether 
the report had indeed been sent and if so, what had happened to it. 

3.9.63 Cafcass research revealed an entry on the contact log of 22.05.13 made 
by a member of ‘business support’ confirming ‘report filed at court and 
sent to parties’ solicitors via email’. 

3.9.64 The written response of the court to the enquiries made by the Principal 
Solicitor offer an alternative explanation viz: that ‘the report filed by 
Cafcass on 17.03.13 [sic] was ‘not sufficiently complete’…’. The reference 
to 17.03.13 might be to the letter formulated 2 days before that date 
seeking an extension but the lead reviewer remains unaware of any 
‘report’ dated 17.03.13 and Cafcass has confirmed that there was none. 
The court’s response also indicates that a hearing to consider the question 
of contact, which had been due on 04.07.13 was adjourned until 24.10.13.  

3.9.65 In the light of further difficulties described below, the panel is confident that 
the original Cafcass report and subsequent copies were sent and that (an 
uncertain) difficulty arose with respect to receipt and processing at the 
County Court. 

3.9.66 Cafcass was not involved in a further hearing on 24.06.13 that was to deal 
with the availability of Contact Centres. On that date (or 04.07.13 
according to the court’s records) the final hearing was adjourned until 
24.10.13. 

3.9.67 An entry by FCA3 on the contact log and dated 04.07.13 has been found. 
It indicates that her report had not been received by the court though 
mother’s solicitor had confirmed receipt of it. She had asked ‘business 

                                                 
8
 A s.37 Children Act 1989 is one in which where a question arises with respect to the welfare of any child, it 

appears to the court that it may be appropriate for a Care or Supervision Order to be made,, the court may direct 

the appropriate local authority to undertake an investigation of the child’s circumstances [s.37(1) Children Act 

1989] 
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support’ to re-file with a covering letter. A copy of the email that was sent 
to the court, with the s.7 report attached, has been retained on the file. 
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3.9.68 On 04.07.13 a service manager from Cafcass (SM1) filed a second copy 
of the report completed by FCA3 together with an explanatory letter. A 
further entry on the contact log dated 15.07.13 by business support 
indicates that the report has been filed again with the court. A copy of the 
email that was sent to the court, with the s.7 report attached, has also 
been retained on the file.  

Comment: it is unclear why the report was sent a third time. The court’s response to 
enquiries confirms receipt of the report but curiously does not confirm it had been 
sought.  

3.9.69 According to Cafcass, it received on 19.07.13, the court order of 24.06.13 
instructing FCA3 to finalise her report. The response of the court to the 
SCR panel enquiries confirms that its order was sent on 17.07.13 but 
states also that it did not direct the production of a report. 

Comment: Prolonging a retrospective exploration of what were clearly some 
communication difficulties seems to the lead reviewer to be less productive than the 
current arrangements being checked for efficiency and effectiveness. It is to that 
end that a relevant recommendation has been provided.  

 FURTHER SCHOOL & MALT INVOLVEMENT WITH MOTHER & MS FX 

Mother’s visit to school 3 

3.9.70 On an unspecified date in June mother visited her elder daughter’s school 
to check on her progress. She confirmed having little contact and stated 
she was scared to give her daughter her current address. Mother was 
given a copy of her daughter’s ‘effort grades’. 

Comment: the visit may have been prompted by pure parental concern though it also 
provided an opportunity to spread the word about a reported fear of her husband. 

PSA1 meetings with mother & Ms FX  

3.9.71 Meanwhile, PSA1 had attended court on 10.06.13 and met Ms FX and 
mother who (for the first time in her experience) was not wearing a hijab. 
When challenged, both women laughed and Ms FX made a passing 
comment to the effect ‘it’s all rubbish’ (at the further hearing later that 
month mother was observed to be smoking  - a further indication of a 
change in life-style). 

Comment: this uncharacteristic behaviour of mother provides a glimpse into what 
appears to be a relatively sudden shift of beliefs and into the influence of her friend 
in that shift. 

3.9.72 The school was copied in to a letter written to mother by her solicitor on 
11.06.13. The letter sets out the then current circumstances and included 
the fact that father still had no legal representation. It noted mother’s 
implacable hostility to father having contact though advised a court was 
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unlikely to find that acceptable. A copy of a further letter from solicitor to 
mother (confirming the hearing later that month) was received three days 
later. 

Comment: the school (personified by PSA1) had become wholly partisan, to the 
point of being included in legally privileged documents from mother’s legal 
representative. 

       MALT involvement 

3.9.73 A face to face meeting with mother was convened in mid-June at a 
Children’s Centre. The plan was to use MALT funding to provide some 
specified household items. An appointment was made to deliver them on 
21.06.13. Mother postponed a home visit at this time as a result of a 
reported bereavement and suggested an alternative date (27.06.13). The 
FSW subsequently discussed with PSA1 her view that mother was not 
engaging with support e.g. she had not ordered the items for which 
funding had been agreed and seemed reluctant to accept a home visit. In 
that the children were no longer witnessing the alleged violence, the case 
was likely to be closed by the IDVAS. PSA1’s response further reinforced 
the notion that she was unduly directive. 

3.9.74 The FSW did complete a home visit on 27.06.13 and delivered bed linen, 
kitchen equipment and met the children. She has since confirmed during 
the discussions held with involved staff that the children appeared clean, 
tidy, apparently happy and busy completing school homework.  A second 
female (now thought to be Ms FX) was present. In the absence of any 
allegations of inadequate maternal care this worker had no reason to seek 
evidence of it. 

Independent Domestic Violence Advisory Service 

3.9.75 FSW had received no response to her first referral on 21.05.13. She 
emailed again on 14.06.13 and on this occasion an IDVAS worker 
immediately opened a new case and undertook to phone mother within 24 
hours. In fact, the first call was made 3 days later and got no reply. In 
response to a further call on 20.06.13 mother said she would call back but 
did not do so. The worker discussed the case with her manager on 
26.06.13 and again on 15.07.13 when a decision was made to close it. 

Comment: the account provided raises the question of the efficiency of initial 
response as well as the doubtful value of a third party rather the individual 
concerned making a referral. 

      Ms FX bringing children to school 1 / end of Summer term 

3.9.76 On 02.07.13 PSA1 received an apparently unremarkable handwritten note 
from mother to confirm postponement of a scheduled court date this 
‘Thursday until August’. The accuracy of that court date remains unclear. 
During July, Ms FX seems to have assumed a greater degree of 
responsibility and often brought the children to school. When asked she 
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reported that mother was ‘having a lie-in’ as she had been stressed. 
PSA1’s observations of the children were that they were happy, relaxed 
and sometimes playing ‘tag’ along the path. 

3.9.77 Child H showed no signs of stress at school and was actively involved in 
planning and entering a poetry competition for the school fete. She 
received a further very positive report at the end of the Summer term. 
Father has (justifiably) complained that he was not sent a copy of his 
daughter’s report. 
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Comment: the glowing report coupled with no school staff observing any change in 
child H’s appearance, weight, behaviour or mood state suggests that 
(notwithstanding the emotional abuse implicit in the diary notes that were presented 
as evidence at the trial) she was not being physically abused during the Summer 
term. 

HEALTH-RELATED EVENTS 

3.9.78 Though not in themselves remarkable, their closeness in time to the death 
of child H makes the following events worth reflecting upon. Ms FX 
consulted GP15 on 17.07.13. Amongst other chronic conditions (asthma, 
smoking) she complained of migraines, dizzy spells and lethargy. This 
time, results of completed tests showed a need for vitamin B12 and iron 
supplement (subsequently provided by injection). 

3.9.79 Next day (though the locum doctor’s identity has not been provided) 
mother consulted a GP also complaining of lethargy (as well as ongoing 
treatment for asthma). Blood tests revealed only a high cholesterol level. 

SERVICES TO BE PROVIDED TO MOTHER IN SUMMER HOLIDAYS 

3.9.80 On what may have been the last day of term, PSA1 told the Children’s 
Centre that mother had called in and was keen to be given an up to date 
phone number for the Asian Women’s Trust as she wanted to pursue a 
divorce. PSA1 asked the Centre to support mother over the Summer 
break. 

3.9.81 At a subsequent supervision discussion between MAP co-ordinator and 
FSW the manager recommended the case be transferred to ‘universal 
family support’ since mother had declined a CAF and engaged with 
IDVAS. 

Comment: the implication is unclear. Mother had anyway not ‘engaged’ with IDVAS. 

3.9.82 On 26.07.13 mother texted the FSW to let her know that she would be 
staying with her parents for two weeks and they could meet up upon her 
return.  

Comment: it is not known whether mother’s report of a fortnight with her parents 
was accurate but given what was then understood about the family’s circumstances, 
the news would have prompted no concern.  

CONSIDERATION OF A CHILD PROTECTION REFERRAL BY 
CAFCASS 

3.9.83 On 26.07.13 (a Friday) FCA3 sought advice from her manager SM2 about 
the need to alert Children’s Social Care in Barking & Dagenham because 
of domestic violence and substance misuse attributed to father and the 
emotional abuse implicit in mother’s behaviour toward her elder daughter. 
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3.9.84 FCA3 made an immediate phone referral and was told by a ‘referral 
officer’ that a ‘MERLIN’ (Police notification) had recently been received but 
that he was unable to discuss its contents. 

Comment: whilst the referral officer may not have had the authority to share such 
information, he should have passed FCA3 on to a social worker to make the 
decision. He further indicated that the referral would not be processed until Monday. 

3.9.85 An attempt was made to email the referral on 29.07.13 but the account 
was blocked and the transmission failed (FCA3 was unable to recall that 
detail). It was eventually confirmed in an email on Wednesday 31.07.13. 

3.9.86 The evaluation of the referral by Children’s Social Care (having initiated 
checks with Probation, and obtained the results next day) was that the 
circumstances required an assessment under s.17 Children Act 1989 
(potential child in need) rather than s.47 (reasonable grounds to suspect a 
child is suffering or is likely to suffer significant harm). The case was 
allocated on 05.08.13 and was perhaps mistakenly called a ‘s.7 report’ not 
s.17 (a s.7 report is court-commissioned). 

Comment: the response was an informed and proportionate one and the decision by 
the manager (after a debate with Cafcass) to include all three children was 
commendable. Though it made no difference in this case, the labelling of the referral 
as ‘s.47’ by Cafcass was potentially misleading and a recommendation is included 
in section 7. 

3.9.87 Cafcass were meanwhile making efforts to facilitate contact between all 
the children ahead of the next court hearing set for late October 2013. 

3.9.88  At a routine appointment with a locum GP mother spoke of her separation 
being ‘fraught with difficulties’ but provided no more detail. 

3.9.89 The Children’s Social Care assessment process began. A meeting with 
father was, at his request put back until 20.08.13 on which date a home 
visit was completed and father and elder daughter seen together. No detail 
of the record had been provided but it is clear that nothing remarkable was 
noted. Had the death of child H not intervened she would have been 
expected to meet with mother and the two younger children soon 
afterwards. 

FATHER’S ATTEMPT TO EXPEDITE SIBLING CONTACT  

3.9.90 At his meeting with the author, father explained that on 01.08.13 his elder 
daughter had phoned her mother and sought agreement to speak to her 
siblings. Mother denied that the children were present though they could 
clearly be heard in the background. Father’s level of concern was such 
that he contacted and left a message for FCA3 or a manager at Cafcass. 
SM2 promptly returned his call and undertook to speak with FCA3 next 
day. 
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3.9.91 According to the report provided by Cafcass SM2 and FCA3 spoke on the 
same day as father’s message and SM2 agreed to try to facilitate sibling 
contact ahead of the scheduled court hearing. Her view was that mother’s 
reaction to such a proposal could inform future recommendations to the 
court. The author made further contact with FCA3 (who had contributed to 
the interim version of this report) and she was able to recall a conversation 
with her manager at this time. To the best of her recollection, she was not 
asked to take any further action and it would seem that any further steps 
rested with either of the involved managers (SM1 and SM2). 

3.9.92 SM2’s record of a phone call then made to mother captured mother’s 
position as being willing to allow sibling contact in September if she 
remained present throughout. Her rationale was a stated fear that the 
younger children might reveal her whereabouts and thus place her at risk 
from father. SM2 offered assurances that she would be present and 
ensure that this did not occur. It needs to be borne in mind that Cafcass 
had no authority to insist that mother allowed contact. Any obligation to do 
so would have required an Order to have been made by the court. 

3.9.93 Mother also went on to complain that the completed s.7 report was biased 
against her and contained inaccurate information supplied by the school. 
Cafcass records captured the following overview of concerns: 

 ‘Referral made to Children’s Social Care – response awaited 

 Entrenched and protracted dispute between parents 

 Children not having contact and relationship between mother 
and daughter has broken down – furthermore mother is 
controlling the relationship between the siblings and has 
informed them of ‘abuse of father toward her’ – has great 
difficulty in placing the needs of her children first 

 Case needs a guardian to represent the interest of the 
children   

3.9.94 The manager’s summary noted a need (reflecting a shortfall of staff within 
the agency) to source the required guardian from the National Youth 
Advisory Service (NYAS) and a commitment to draft a letter to the court 
seeking its agreement to such action. 

3.9.95 Cafcass records ceased on 01.08.13 and contain no confirmation that the 
above action was in fact initiated.  

Comment: thus, father remained anxious and uncertain about how his younger 
children were coping as well as having to manage the distress of his elder daughter 
who (as the feast of Eid was approaching) had wanted to share her excitement with 
her siblings and mother. 

Further claim of a breach of Non-Molestation Order 

3.9.96 A response to an allegation by mother of a further breach on 22.08.13 was 
delayed and officers responded in the early hours of 23.08.13. Later that 
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day when officers had failed to find father at the address provided, mother 
phoned and offered an alternative address.  A Merlin was sent to 
Children’s Social Care and technical enquiries (to confirm that father had 
actually initiated the call about which mother had complained) were begun. 
Mother sought an update about progress on 24.08.13 at which point there 
was nothing further to report. 

  



 

                                                                                                                                            56                                                                                                                           

FINAL WEEK OF CHILD H’S LIFE 

3.9.97 The FSW made her second and final home visit (at which the plan was to 
discuss mother joining a domestic violence treatment programme after the 
Summer holidays) on 23.08.13. Mother was also told that the case would 
move to ‘universal family support’. Mother still appeared fearful of father. 
The children were again apparently happy and showing no distress. 

3.9.98 In a school 2 newsletter circulated to all parents (though her father was 
excluded), child H was named as having been awarded a prize for best 
overall progress in her class. 

3.9.99 The Merlin received on 27.08.13 by Children’s Social Care contained what 
was noted to be ‘a new address for mother’ (Ms FX’s home address). 

Attendance of ambulance to mother’s address 7 

3.9.100 A 999 call was made at 11.31 on 29.08.13 (though not specified, it is 
assumed by Ms FX). It was reported that child H was in cardiac arrest and 
the caller believed, ‘beyond help’. She also stated that mother had 
attempted suicide by cutting her wrists in the bath. When the ambulance 
crew arrived they were initially told that nobody else was in the home 
(contrary to the details given in the 999 call) but found mother lying fully 
clothed in the bath and crying. She had cloth wrapped around her wrist. 
Ms FX was noted to say ‘I won’t let you kill yourself’. Ms FX also said there 
had been water in the bath which had drained. 

3.9.101 Ms FX explained (accurately enough) the general family circumstances 
and claimed that child H had: 

 Wanted her mother to die 

 Previously attempted self-harm / suicide by drowning 

 Again attempted drowning herself the previous day (and 
because mother was unable to move her she left her where 
she was) 

3.9.102 Ms FX also claimed to have been ‘staying with a friend’. 

3.9.103 The chronology provided offers slightly differing accounts but it appears as 
though mother asserted that child H: 

 Had self-harmed by pouring boiling water over herself and  

 Was increasingly distressed about the parental separation 

3.9.104 Mother explained her failure to seek medical attention for the boiling water 
incident as a fear of child H being removed by Children’s Social Care and 
claimed that she had found her daughter supine and not breathing that 
morning. Differing explanations as to the location of the brother of child H 
were provided. Mother said he was ‘with a friend’ (she did not specify any 
link to Ms FX). Ms FX claimed he was with his grandmother. 
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3.9.105 What child H was wearing and some injuries pre-dating death as well as 
other significant observations were recorded. Life was pronounced extinct 
at 11.38 on 29.08.13. Given the 999 call was only logged at 11.31, this 
indicates extremely rapid attendance and immediate recognition that child 
H was beyond help. 

3.9.106 The only record of the wider physical environment made by Ambulance 
staff was that the curtains in the room child H was found in, remained 
drawn and there were no lights were on. Police were informed of the 
suspicious circumstances and a murder enquiry was initiated.  
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4 ANALYSIS 

4.1 INTRODUCTION 

4.1.1 The overall purpose of this serious case review may be summarised as 
being to:  

 Provide a record of all statutory and non-statutory 
agency involvement with the family between January 1997 
and date of incident 

 Establish whether there were any significant interventions 
made by any agency that could have identified cause for 
concern and whether actions taken to address these were 
proportionate and appropriate 

 Establish whether there were any opportunities missed 
when agencies could have provided additional support to the 
family to ensure the safety and well-being of the children, 
and whether any evidence was present that interagency 
working was in any way hampered or prevented through 
inactivity or omission 

 Provide a timeline when possible of why matters 
deteriorated and whether any action could have been taken 
by any agency to address this early on and prevent 
escalation 

 Identify any lessons that can be drawn about the way in 
which local professionals and organisations work 
individually and together to safeguard and promote the 
welfare of children 

 Identify any element of Information sharing that could 
have safeguarded and promoted the welfare of the 
children  

 Determine whether there was sufficient risk identification 
taking place and whether agencies have in place robust 
systems for risk analysis and assessment of all members 
of the household and relevant members of the extended 
family and associates 

 Determine whether there were any opportunities presented 
for the views and wishes of the children to be obtained 
by agencies, and, whether sufficient weight was given to 
these views where they had been obtained. 

4.1.2 Each of the above objectives is considered sequentially below and (so as 
to minimise repetition) responses incorporate where relevant, the following 
related points which were also contained within the extensive (appended) 
terms of reference: 

 The quality of any individual and interagency working, and 
any impact on outcomes for child H 
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 Any element of partnership working that may have prevented 
an opportunity for any other agency to intervene 

 Identification and management of any known risk and 
whether sufficient information was known or presented for 
unknown risks to have been considered 

 Specific considerations around age, ethnicity, financial 
circumstances, religion, diversity and equalities issues 

 Impact of vulnerabilities within the family and the 
effectiveness of interventions 

 Impact of domestic violence within the family and the 
effectiveness of interventions 

 Parental mental health 

4.1.3 The narrative provided in section 3 is extensive and the relatively few 
conclusions and small number of recommended changes that emerge 
from their evaluation are clear. Thus the following analysis can be 
succinct. 

4.2 RECORDS OF AGENCIES’ INVOLVEMENT WITH THE FAMILY 

 PRE- REVIEW PERIOD 

4.2.1 The material gathered for the purposes of this serious case review 
provided a very comprehensive account of the involvement of all those 
agencies known to have been involved with the family. 

4.2.2 In the period prior to the birth of child H, little was located that could 
reasonably be claimed to have any bearing on events after the birth of 
child H. 

4.2.3 From amongst local agencies later involved with child H, there were no 
records of contact during the pre-review period with her mother. Historical 
records of involvement with her father indicated only a young man who 
had matured and grown out of some adolescent anti-social conduct. 

4.2.4 The extremely limited information about Ms FX in the pre-review period 
provides no basis for better understanding what followed. 

REVIEW PERIOD 

4.2.5 During the period of review i.e. following the birth of child H, records of 
health visitors, GPs, relevant hospitals and schools illustrate little that 
would or should have prompted concern about child H or her siblings.   

4.2.6 The only notable (probably misleading) issue was that of father’s mental 
health. From 2007 onwards he experienced significant levels of mental 
health difficulties and failed about half of the opportunities provided to him 
to receive support / counselling. 
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4.2.7 The vast majority of the family’s contact in the review period were with 
universal services such as GP, hospital etc and were routine in nature. 
Though the marital relationship was clearly unstable (and may or may not 
have been causally linked to father’s mood state), this remained an 
entirely personal and private issue. 

4.2.8 The children would inevitably have been aware of and impacted by 
parental discord and separations. However, even as recently as late 2012 
and the parents’ final separation, the recorded behaviour and levels of 
achievement at school for child H and her elder sister remained high and 
seemingly unaffected. 

4.2.9 Only in the final few months before the death of child H do the records of 
school 3 attended by the elder sister of child H and the Cafcass report 
illustrate an adolescent distressed by her parents’ split and by her 
mother’s rejection of her. 

4.2.10 The comprehensive records maintained by PSA1 provide a very clear 
account of mother’s (now known to be exaggerated / manufactured) 
perception of an abusive husband and mother’s need to escape.  These 
records which at times also describe contacts with and involvement of Ms 
FX, offer no hint of a physical threat from any source to any of the three 
children. 

4.3 SIGNIFICANT INTERVENTIONS THAT COULD HAVE IDENTIFIED 
CAUSE   FOR CONCERN  

4.3.1 With the advantage of hindsight, the number of known addresses (others 
are unconfirmed) occupied by the growing family was less than ideal. The 
level of mobility would not of itself though have been unusual in the 
London context nor justified any action by involved statutory or non-
statutory agencies. 

4.3.2 The most substantive contact with agencies other than those providing 
universal services such as schools, GP was father’s historical use of 
mental health services.  Though he chose not to make use of all the help 
offered, the staff involved seem to have been very attentive and persistent 
in their efforts. 

4.3.3 Neither father’s use of mental health services nor the episodic use by 
mother or the children of GP and hospital services suggest anything that 
should have caused concern. 

4.3.4 The behaviour of Ms FX at A&E in October 2012 could be seen (in the 
light of her involvement in the death of child H) to have been an indication 
of intolerance, impatience or even an early indication of a developing 
mental health issue. Equally it could have been and was reasonably 
responded to on that occasion, as merely another rude and demanding 
patient with whom A&E departments are very familiar.  
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4.3.5 Closer in time and potentially more relevant to the issue of risk to children 
in the family were the reports of domestic abuse initiated by mother in late 
2012. The referral made by the head teacher in early December to 
Children’s Social Care when she was told (to her great surprise) by 
mother, that she was a victim of domestic abuse, was prompt and 
appropriate. 

4.3.6 The involvement of the ‘Early Intervention Service’ was also a sensible first 
step and enjoyed the support of mother. The routine review by the Multi-
agency Locality Team MALT (since re-badged the Multi-agency Panel 
MAP) was also a proportionate one. 

4.3.7 The response of the Police a week later to the allegation made of 
domestic abuse was also a sensitive and thorough one that accorded with 
local arrangements for such events.  

4.3.8 The behaviour and performance of pupils often provides an indication of 
difficulties at home. In this case there had been and were no such 
concerns (and only in the months immediately preceding the death of child 
H did the distress of her elder sister become apparent at her secondary 
school). 

4.3.9 From January 2013, significant levels of support were offered (albeit not 
always taken up) by the multi-agency locality team’s family support worker 
(FSW) and by a local refuge. The school (teaching staff and others) at 
schools 1 and 2 provided ongoing support for mother from the beginning 
of 2013.  

4.3.10 The distress experienced by the elder sister of child H at school 3 became 
apparent to the FSW during this period. 

4.4 ANY MISSED OPPORTUNTITIES 

4.4.1 During the course of panel discussions, the fact that child H had 
experienced a number of suspected urinary tract infections was noted. 
Expert advice was sought and provided by the borough’s ‘designated 
doctor’ (a consultant paediatrician). He was able to confirm that the pattern 
of reported symptoms and the predominantly negative results with respect 
to infection fell within the normal range for children of their ages at the time 
and did not require further exploration. 

4.4.2 It is important to note that any ‘missed opportunities’ were not directly or 
causally linked to the death of child H. Those that emerge from the 
narrative may usefully be divided into those that were a function of 
individual judgements and local agency contexts and those that were a 
function of wider systemic issues. 

LOCAL CONTEXTS 
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4.4.3 As has been acknowledged earlier in this report, the parenting support 
adviser PSA1 was in essence working in isolation and un-influenced by 
agency policy or management direction. 

4.4.4 The responses of PSA1 were informed almost entirely by the claims and 
perspectives of the mother of child H. The account provided in section 3 
describes how during 2013 PSA1 was moved and manipulated from a 
legitimate to a wholly inappropriate role. 

4.4.5 PSA1 initially provided a sympathetic ear to the account provided by 
mother. Her involvement moved on to become one in which she played an 
active part in removing property from the matrimonial home, attending 
court with mother, amending on behalf of mother a draft Cafcass report as 
well as providing her personal mobile phone number.  

4.4.6 Toward the latter end of her period of involvement, PSA1 had offered ill-
advised suggestion about how to accelerate Police attendance at the 
home and actually taken the initiative in seeking to facilitate Sharia law 
divorce arrangements. 

4.4.7 The advice reportedly provided by a local solicitor (and a suggestion that 
she provided some of it directly to PSA1 rather than her own client) cannot 
be verified. If accurate, it raises questions about professional standards. 

4.4.8 The practical implication for local public sector agencies is that whilst they 
might legitimately support or facilitate a client to gain legal advice, their 
employees must avoid becoming partisan.  

WIDER SYSTEMIC ISSUES 

4.4.9 With a growing proportion of defendants ineligible for legal aid and thus 
representing themselves in court, there is a risk that the required 
European Convention on Human Right Article 6 ‘Right to a Fair Trial’ will 
be put at risk. 

4.4.10 In this instance, on the basis of mother’s evidence only, significant 
constraints were imposed by the court upon father’s freedom of movement 
and ability to exercise his parental responsibility. His apparent naivety 
about the legal process and subsequent technical breaches of these 
orders further reinforced the suspicion that he was a domestic abuser. 

4.4.11 The question of delay should also be regarded as a missed opportunity. 
The rigorous search of its records completed by Cafcass during the course 
of this serious case review offered evidence that there was (associated 
with unknown difficulties at the court): 

 Some delay before the agency received the court’s order to 
file and serve safeguarding checks and its s.7 report on 
residence and contact 
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 Further delays between submission of the report in May, re-
submission (twice) in July and final acknowledgement of 
receipt at court 

4.5 TIME-LINE OF DETERIORATION 

4.5.1 The story of child H’s childhood experiences was wholly unremarkable 
until the (still un-explained) visible involvement of Ms FX in early 2013. 
The Police investigation and trial revealed some detail of how, but little 
understanding of why a previously loving and caring mother about whom 
there was no professional concern whatsoever, became jointly culpable for 
the killing of her daughter. 

4.5.2 In essence, the ups and downs of the parents’ marriage and father’s 
historical mental health difficulties were un-exceptional and offered no 
indication of further serious deterioration, far less of a fatal end-result for 
any of the children. 
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4.6 LESSONS FOR INTER-AGENCY WORKING 

4.6.1 Claims of domestic abuse must be taken seriously at all times but should 
not be confused with objective evidence. The more that society and its 
welfare / policing agencies become sensitive and responsive to the issue 
of domestic abuse, the greater the risk that some individuals will seek to 
exploit the otherwise welcome advance in society’s attitude toward it. 

4.6.2 Alleged is not the same as proven domestic abuse. There remains always, 
a need to develop a ‘whole picture’ via reflection within an agency, 
information exchange and on occasions, formal evidence-testing in judicial 
arenas. 

4.7 INFORMATION SHARING / COMMUNICATION 

4.7.1 To the extent that the so far established facts illustrate it, the level and 
quality of inter-agency information sharing was sufficient, lawful and 
proportionate to the apparent need. 

4.7.2 The most significant example of an inadequacy with respect to information 
sharing or communication was the court’s commissioning of reports from 
Cafcass in early 2013. Though the records supplied by Cafcass are the 
more convincing, it is clear that both organisations need to review and 
confirm that current arrangements are agreed ones and more dependable.  

4.7.3 A less significant weakness associated with information sharing was 
apparent in late July 2013 when the response of a Children’s Social Care 
‘referrals officer’ in late July 2013 to a call from Cafcass, suggests a need 
for personal learning. 

4.7.4 Finally, the apparent failure of SM1 and/or SM2 in August 2013 to feed 
back to father the results of efforts made to facilitate or accelerate sibling 
and/or father’s contact represented poor communication. It left father 
anxious and uncertain and, in the light of child H’s death less than a month 
later, still preoccupied with self-doubt and guilt about the fact that he did 
not further pursue the legitimate concerns he had raised. 

4.8 RISK IDENTIFICATION & ANALYSIS 

4.8.1 Until mother’s allegation of domestic abuse in December 2012 the 
currently available evidence indicates that there had been no indication of 
any form of risk to child H or her siblings. The response of the HT1 and 
PSA1 to mother’s allegation of domestic abuse demonstrated an 
appropriate level of concern and the former’s referral to Children’s Social 
Care was prompt and well informed. 

4.8.2 The fact that PSA1’s response to mother’s allegations was sympathetic 
and supportive cannot be faulted. Her subsequent inability to form and 
maintain a more objective stance though, coupled with an absence of 
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management direction resulted in a one-sided and under-informed 
understanding of the family’s needs.  

4.8.3 Informed by her meetings with all members of the family and with the 
benefit of a discussion with a supervisor, FCA3’s recognition of risk was 
good and the referral to Children’s Social Care prompt. On the basis of 
what she knew FCA3 was justified in highlighting her concerns for the 
emotional well-being of the eldest child but had no clear reason to fear for 
that child’s physical safety nor that of her siblings whilst in the care of their 
mother.   

4.8.4 The response of Children’s Social Care to the Cafcass referral was timely. 
Although the concern being expressed related to the eldest child, the 
manager’s decision to initiate an assessment of all three children was 
commendable. 

4.9 VIEWS & WISHES OF CHILDREN 

4.9.1 None of the children gave any verbal or behavioural indication to schools 
or to other professionals with whom they had occasional contact that they 
or their siblings were at any physical risk from either parent 

4.9.2 The Cafcass officer (FCA3) had had the most substantive contact with the 
three children and her accounts are sensitive and thorough. The children 
confirmed only verbal rows between parents and made no complaint about 
their own treatment by their father. 

4.9.3 A major concern that emerged from FCA3’s contact was the emotional 
harm that the elder sister was experiencing as a result of apparent 
rejection by her mother. When interviewed FCA3 recalled the high level of 
distress exhibited by that young person and it was her concern which 
commendably, led her to make a referral to Children’s Social Care in July 
2013. 

4.10 VULNERABILITY, DIVERSITY & DOMESTIC VIOLENCE 

FATHER’S APPOINTMENTS WITH MENTAL HEALTH SERVICES 

4.10.1 Detailed analysis of father’s extensive involvement (2007 – 2011) with 
mental health services reveals an attendance rate of about 50%. It is 
understood though, that this apparently limited level of take-up is not 
unusual. 

4.10.2 Direct discussion with father by the author indicates that he had been 
satisfied with the service offered and that he had made a positive choice to 
reduce and later cease use because he felt better.   

    DIVERSITY-RELATED ISSUES 



 

                                                                                                                                            66                                                                                                                           

4.10.3 In his dealings with Cafcass, courts and later Police, the impression given 
by records (and reinforced in conversation with the author) is that father 
was somewhat overwhelmed by his circumstances. Whereas his wife 
sought and was readily provided with advice and active support including 
legal representation, child H’s father appears to have struggled alone with 
care of his elder daughter, diminished contact with his younger children 
and the ongoing accusations of violence toward his wife . 
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DOMESTIC ABUSE 

4.10.4 The prevalence and impact of domestic abuse is often under-estimated. 
Ironically, in this case, the response by the school and later the court 
(where father was legally unrepresented and seemingly insufficiently 
organised) was rooted almost entirely in the account of child H’s mother. 
Some aspects of father’s behaviour may have served to reinforce 
concerns about his being abusive toward his wife. 

4.10.5 Mother’s allegations of domestic abuse were supported and embellished 
by friend Ms FX and unquestioningly accepted by PSA1. Under current 
rules, mother was entitled to and provided with legal aid which enabled her 
to be granted substantive interim control over her husband’s movements 
and exercise of his parental responsibility.  

4.10.6 In consequence of the more limited entitlement to legal aid, there is a 
growing proportion of ‘litigants in person’. They are likely to seek support 
in their struggle in the unfamiliar world of litigation, from all available 
sources. Thus the pressure likely to be applied to available and 
sympathetic sources such as those proving welfare services in schools 
and elsewhere is likely to increase. 

4.10.7 The net result in this case of the promotion of mother’s perspectives and 
the relative invisibility of father’s, was that he was assumed by many to 
represent a risk to his wife.  

4.10.8 Delays in progressing welfare-related court proceedings meant that no 
evidence for such allegations was properly tested before the death of child 
H. 
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5 CONCLUSIONS 

5.1 INTRODUCTION 

5.1.1 In many serious case reviews, there is a considerable volume of records 
within agencies providing non-universal / targeted services e.g. Children’s 
Social Care or Police. In this highly atypical case, a search of records 
covering fifteen years revealed no suggestion of any concern amongst 
universal services such as schools, GPs or health visitors about the 
physical safety of any of the children. Only in the few months preceding 
the death of child H were some concerns about emotional harm (of her 
elder sister) emerging. 

5.2 OBSERVATIONS OF FAMILY MEMBERS 

5.2.1 Records examined and personal accounts from involved staff offer a 
consistent picture of an unexceptional apparently loving family committed 
to the education of their children. Until December 2012 there were no 
concerns about the parents’ shared ability to provide a good standard of 
care for their children. 

FATHER 

5.2.2 The advice from the Mental Health Trust was that the nature of father’s 
mental health symptoms and the level of need implied were unexceptional. 
Some of the stress being experienced by father whilst in treatment related 
to his reported frustration at not being allowed by his wife, to have contact 
with his children. 

5.2.3 Father’s reporting of events and of his feelings provided no concern for the 
safety of his children. 

MOTHER 

5.2.4 Throughout the period that they were together as well when separated, 
mother was regarded by those professionals with whom she had contact 
as an able, conscientious and loving parent. Her consistent wearing of a 
hijab (until discarding it in early 2013) reinforced the view of mother as a 
devout and traditional Muslim wife. 

5.2.5 Latterly, some aspects of her attitude and behaviour suggested a rejection 
of her elder daughter and it was the possibility of emotional abuse that 
informed the response of Children’s Social Care in Summer 2013. 

CHILDREN 

5.2.6 The elder sister of child H had passed through to secondary school with 
no concerns about her educational performance or social circumstances. 
Child H herself was much loved at her junior school and described as a 
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model pupil. Her younger brother was also a bright, hardworking and 
popular pupil. In spite of the marital tension and repeated separations, 
only the eldest child manifested and was able to acknowledge her distress 
to her father, teachers and to FCA3. 

5.3 SYSTEMIC ISSUES EMERGING 

5.3.1 A relatively small number of issues which have implications for the wider 
local network and beyond have been identified: 

 The role of PSAs or their equivalent was insufficiently defined 
and their work inadequately supervised 

 Sensitivity within schools to impact of parental separation  

 Quality of record-keeping at schools 

 Administration at the local court 

 Evidencing provision of supervision in the Community Mental 
Health Team (CMHT) 

 Labelling of Cafcass referrals to Children’s Social Care as 
‘s.47’ when it is the duty of the local authority to determine 
under what provision of the Children Act it might respond 
(this potential for confusion is now understood to be 
resolved)  

 Support of staff after a sudden death  

 The influence of a local solicitor acting for mother 

5.4 PREDICTABILITY / PREVENTABILITY OF DEATH ? 

5.4.1 There are ample grounds to conclude that the killing of child H was wholly 
unpredictable.  There were no indications in reported professionals’ 
observations, in comments made by, or in the appearance of any of the 
children to suggest risk of physical harm. 

5.4.2 Some insights about the nature of the relationship of mother with Ms FX 
emerged during the course of their trial and although there could have 
been greater professional curiosity about the significance of Ms FX (and a 
recommendation is included in section 6), there were no indicators that 
this  person who was understood to be a friend / confidante posed any risk 
to the children. 
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6 RECOMMENDATIONS 

6.1 INTRODUCTION 

6.1.1 As a result of the learning from this serious case review, a number of 
required improvements to local services have been identified.  The 
recommendations are directed toward Barking & Dagenham’s 
Safeguarding Children Board and responsibility for initiating and 
monitoring the recommended actions is attributed to each specified 
agency. 

6.2 RESPONSIBILITY FOR IMPLEMENTING RECOMMENDED CHANGES 

RECOMMENDATIONS  INTENDED OUTCOME 

  

BARKING & DAGENHAM SAFEGUARDING CHILDREN 
BOARD (THE LSCB) 

 

  

SCHOOLS  

1. The LSCB should ask the Director of Children’s 
Services to instigate in maintained schools or seek in 
those having Academy status, a review of the use of 
directly employed parenting support advisers (and other 
comparable roles such as pupil welfare co-coordinators) 
the aims of which would be to: 

 Clarify and define boundaries for the 
work of these valuable individuals 

 Recognise the need for and introduce 
minimum standards of management 
and reflective supervision 

 Offer ideas for the development of a 
supportive network of those fulfilling 
such roles  

Clarity of purpose and 
enhanced support for 
those in such roles 

 

2. The LSCB should ask all local schools to review their 
policies on referral to the ‘safeguarding team’ and on 
monitoring arrangement in cases of pupils known to be 
experiencing parental separation or turbulent family 
circumstances  

Further enhancing the 
sensitivity of issues known 
to impact upon well-being 
and learning   
 
 

3. The LSCB should issue a reminder to all local schools 
that (unless a court order prohibits such action) all those 
who have lawful parental responsibility have a right to be 
provided with routine school reports 

Facilitating the continuing 
involvement of non-
resident parents in their 
children’s educational 
progress 

 

4 . The LSCB should remind all schools to ensure: 

 Formats of all records require the 
author to be identifiable and for each 

Clearer records that offer 
an accessible and reliable 
means of appreciating the 
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entry to be dated 

 All correspondence explicitly shows the 
person for  whom it is intended 

 There exists a simple chronological log 
of file entries about pupils in receipt of 
support / monitoring  

 Monitoring by means of regular spot 
checks from a senior staff member  
implementation of the above actions  

events or family 
circumstances that may 
be impacting upon the 
capacity of pupils to learn 

  

5. The LSCB should review the arrangements put in pace 
following the interim serious case review report of 2014 to 
deliver sensitive and timely support to school staff  left 
dealing with a sudden non-accidental pupil death 

A more efficient and 
effective response to such 
a (rare) event  

  

NORTH EAST LONDON NHS FOUNDATION TRUST 
(ADULT MENTAL HEALTH SERVICES) 

 

6. The Trust should review its: 

 Recording of professional supervision  

 Recording of ‘zoning’ and clinical 
meetings  

Enhanced clarity and 
transparency in service 
delivery 

  

CHILDREN & FAMILIES COURT ADVISORY & 
SUPPORT SERVICE (Cafcass) 

 

7. The LSCB should seek confirmation from Cafcass that it 
no longer labels as ‘s.47’, referrals to Children’s Social 
Care that recommend completion of an assessment 

Avoidance of any 
confusion 

CHILDREN’S SOCIAL CARE   

8. The LSCB should ensure that training associated with 
assessments of need and risk highlights the need to 
establish the potential impact on children within a family of 
all ‘significant others’ 

 

LOCAL FAMILY JUSTICE BOARD  

9. The LSCB should raise at the local ‘Family Justice 
Board’ the issue of the delay in notifying Cafcass of the 
need for a s.7 report, its apparent loss when submitted in 
May and the issue of Non-Molestation Orders issued with 
no return to court date 

Providing an opportunity 
to identify and resolve 
inefficiencies in the local 
network 
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TERMS OF REFERENCE  

The parameters of this Serious Case Review (SCR) are defined by the following Terms of 

Reference: 

 

Introduction 

 

1. Following two strategy meetings on the 6th and 24th September 2013, the Barking & 

Dagenham Safeguarding Children Board (BDSCB) held an SCR  meeting on 7th October 

2013 to consider whether the criteria had been met for a Serious Case Review in the 

case of Child AA, from here on referred to as Child H.   

 
2. The Criteria under which this Review was considered is as follows : 

 
Regulation 5 of the Local Safeguarding Children Boards Regulations 2006 sets out the 

functions of LSCBs. This includes the requirement for LSCBs to undertake reviews of 

serious cases in specified circumstances. Regulation 5(1) (e) and (2) set out an LSCB’s 

function in relation to serious case reviews, namely:  

5 (1) (e) undertaking reviews of serious cases and advising the authority and their Board 

partners on lessons to be learned.   

(2) For the purposes of paragraph (1) (e) a serious case is one where:   

(a) abuse or neglect of a child is known or suspected; and   

(b) either — (i) the child has died; or (ii) the child has been seriously harmed and there is 

cause for concern as to the way in which the authority, their Board partners or other 

relevant persons have worked together to safeguard the child. 

 

Cases which meet one of these criteria (i.e. regulation 5(2)(a) and (b)(i) or 5 (2)(a) and 

(b)(ii) above) must always trigger an SCR. 

 

3. In consideration of the facts presented to the Panel, the Chair of the BDSCB agreed that 

the criteria above had been met and a decision subsequently made to conduct a Serious 

Case Review, in line with Chapter 4, Working Together 2013. 

 
SCR Panel  

 

4. A Serious Case Review Panel has subsequently been established and will be chaired by 

an Independent Chair, Sarah Baker, commissioned by the Local Authority.   
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5. Fergus Smith has been appointed as the Independent Reviewer, and the DfE has been 

informed of his position. 

 

6. Professional roles/services that will be included as members of the SCR Panel are:  

 

 LBBD Divisional Director of Complex Needs and Social Care  

 LBBD Divisional Director of Strategic Commissioning and Safeguarding 

 LBBD Divisional Director of Targeted Support 

 LBBD Divisional Director Adult Safeguarding  

 LBBD Safeguarding Lead for Education 

 LBBD Director of Public Health 

 Borough Police 

 Probation Senior Officer 

 Cafcass Head of Corporate Services 

 NELFT Integrated Care Director 

 BD CCG Designated Nurse 

 LBBD/Thurrock Principal Solicitor 

 

 (This list is not exhaustive and may require other professional roles/services to be part of 

the SCR, dependent upon the findings during the SCR process): 

 

Specific Agencies relevant to this Review 

 

7. All BDSCB partner agencies, including contracted services on behalf of an agency, which 

had significant contact with the family are required to present a detailed chronology of 

their involvement and interaction with the family within the dates agreed. Agencies to be 

included in this process are: 

 

Barking and Dagenham Health Services: 

 Barking and Dagenham Clinical Commissioning Group (CCG) (including 

Designated professionals and lead commissioners) 

 North East London Foundation NHS Trust (NELFT) (including Community Health 

Services,  Named GP and Mental Health Services) 

 Barking, Havering and Redbridge University Hospital NHS Trust. (BHRUHT) 

 NHS England (representing Primary Care including GP’s) 
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Metropolitan Police  

 Child Abuse Investigation Teams  

 Borough Commands  

London Probation Service 

London Borough of Barking and Dagenham - Children’s Services 

 

 Children’s Social Care and Complex Needs Division 

 Targeted Support 

 Quality and School Improvement (“Education Services”)  

 Strategic Commissioning and Safeguarding Division 

London Borough of Barking and Dagenham - Services other than Children’s 

 Adult and Community Services (to include Community  Safety, Anti Social 

Behaviour and Domestic Violence/Refuge services, Housing Department and 

Legal Services 

London Ambulance Service (LAS)  

Cafcass 

Other LSCBs and their partner agencies that will be invited to contribute  

 Redbridge LSCB 

 Education Services 

 
 
Methodology 
 
8.  The SCR Panel identified early on in this case that there had been minimal intervention 

by any agency with this family. With that, an agreement was reached that the format of 

this SCR will be to initially draw analysis based on detailed chronologies provided by 

each agency and that the Independent Reviewer will conduct a Case Review based on 

the information provided. The serious case review process map is detailed in Appendix A. 

 

9. Agencies will not initially be required to draw up IMR’s as it has been identified that much 

of the information required will be contained within the chronology. The Independent 

Reviewer will be given the remit to explore this further and to request IMRs from any 

agency where they feel his could provide further insight or information. 

 
10. The Independent Reviewer will interview and meet with the key agencies involved in their 

analysis of the information provided and draw up any key lines of enquiry that they wish 

to pursue as part of this review 
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11. Relevant agencies will be expected to identify a Lead Manager to work alongside the 

commissioned External Independent Reviewer. The Lead Manager will be responsible for 

producing the chronology for their agency. They must be free from any direct line 

management responsibility of the case. 

 

12. All agencies required to produce a chronology will abide by the guidance, timescales and 

minimum standards for completing these as set out and agreed with the Independent 

Reviewer. The timeline will be ratified by the Independent Chair and will be set out in a 

timeline document that will be circulated to the SCR Panel, the Independent Reviewer, 

and partners. 

 

13. The Independent Reviewer will have responsibility for producing the final overview report 

within 6 months time period. The report will be based upon a critical analysis of the single 

agency chronologies, any subsequent agency overview reports, discussion with key 

stakeholders and review meetings with representatives of all agencies. The Independent 

Reviewer will contribute to the subsequent dissemination of lessons learned as part of 

London Borough of Barking and Dagenham Learning and Improvement Framework. 

 

14. On its completion, final overview report and integrated chronology will be submitted 

initially to the SCR Panel for sign off and then to the Barking and Dagenham 

Safeguarding Children Board for final ratification. The Board will sign off on the report and 

chronology and presented to the DfE one week prior to publication.  The publication date 

will be dependent on the completion of the criminal trial associated with this SCR. 

 

15. The BDSCB will oversee the dissemination of lessons learnt across the LSCB 

partnership, based on the final report.  

 

16. In line with good practice, the family will be informed of the SCR. In partnership with the 

Police, the Independent Reviewer will be responsible for advising if any work should be 

undertaken with the family.   

 

  Depth and Scope of Review 

 

17. The SCR will consider in detail, a chronological account of the involvement of 

professionals and the services provided to the family from 1997 (the birth date of eldest 

child) until the events on 30th August 2013. If agencies hold information pertaining to the 

parents prior to this date, this should be summarised and may be requested by the 
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Independent Reviewer as part of this Review. Similarly, if agencies have information 

pertaining to the family in the period after the death this should also be summarised.  

 

18. Chronologies should specifically include information about the child, the family and those 

in the child’s household, including any involvement around ethnicity, culture, religion, age, 

financial circumstances and disability within the family. 

 

19. In order to focus on the core lessons to be learned, the chronology should contain 

significant milestone events for the family. (E.g. births, deaths, transitions within the 

family and interventions by the agency.)  

 

20. In addition to the child subject of the review, information about other family members and 

in particular, known family associates, will also be included within the scope of the 

review.  This should include as a minimum: 

Mother     

Father     

Child H (deceased)    

Older sibling     

Younger sibling    

Associated Adult (FX)   

21. The overall purpose of the SCR is to enable BDSCB to derive potential key lessons from 

an open examination of any issues identified within this review.  

 

22. In particular, the review is seeking; 

 

 To provide a record of all statutory and non-statutory agency involvement with the 

family between January 1997 and date of incident. These dates have been drawn 

up based on the date of birth of the eldest child. The Panel in discussion felt it 

was not necessary at this point to examine any history preceding this date but 

agreed that the independent Reviewer should have the authority to request this.   

 

 To establish whether there were any significant interventions made by any agency 

that could have identified cause for children’s concern and whether the actions 

taken to address these were proportionate and appropriate.  

 
 To establish whether there were any opportunities missed where agencies could 

have provided additional support to the family to ensure the safety and well-being 
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of the children, and whether any evidence was present that interagency working 

was in any way hampered or prevented through inactivity or omission 

 

 To provide a timeline where possible of why matters deteriorated and whether any 

action could have been taken by any agency to address this early on and prevent 

escalation 

 
 Whether there are any lessons that can be drawn from the case about the way in 

which local professionals and organisations work individually and together to 

safeguard and promote the welfare of children; 

 
Any element of Information sharing that could have safeguarded and promoted the 
welfare of the children?  
 

 Whether there was sufficient risk identification taking place and whether agencies 

have in place robust systems for risk analysis and assessment of all members of the 

household and relevant members of the extended family and associates 

 

 Whether there were any opportunities presented for the views and wishes of the 

children to be obtained by agencies, and, whether sufficient weight was given to 

these views where they had been obtained. 

 

23. The review seeks to learn lessons for future practice by examining the following key 

issues relevant to this case: 

 

 Quality of any individual and interagency working, and any impact on 

outcomes for child H 

 Was there any element of partnership working that may have prevented an 
opportunity for any other agency to intervene? 
 

 Identification and management of any known risk and whether sufficient 

information was known or presented for unknown risks to have been 

considered 

 Specific considerations around age, ethnicity, financial circumstances, 

religion, diversity and equalities issues; 

 Impact of vulnerabilities within the family and the effectiveness of 

interventions; 

 Impact of Domestic Violence within the family and the effectiveness of 

interventions; 
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 Parental mental health; 

 

In line with systems methodology, further hypothesis will be identified through the integrated 

chronology and practitioner discussions as outlined in the approach to the SCR as identified 

in Appendix A. 

The Independent Reviewer 

24. The Independent Reviewer will be Fergus Smith. Fergus has been commissioned by 

the SCR Panel to draw up a report based on the information submitted about and 

known of the family 

 

25. The Independent Reviewer shall be given the remit to request detailed IMRs from any 

agency they feel could provide further information or details about their involvement 

with the family and agreed individuals 

 
26. The Independent Reviewer will compile a Final Report based on a review of the 

chronologies as provided by each agency and any additional reports requested. The 

Independent Reviewer will have the remit to interview any agency in order to 

establish further details of their involvement with the family and associated individuals 

 
27. Focus Groups will be held throughout the process of this Review and the 

Independent Reviewer may be invited to participate and assist discussion 

 
28. The Independent Reviewer will advise the SCR Panel if subsequent or alternative 

methodologies are required in order to enable them to obtain as much relevant 

information and detail as is required for them to complete their report. 
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 Process Step 
 

Timescale Supporting Commentary 

 Serious Case Review 
initiated 
 

One month 
from initial 
notification 

 

 Notification to DfE and 
National SCR Panel 
 

 Notifications to be sent to 
Mailbox.SCRPANEL@education.gsi.gov.uk and 
cie@ofsted.gov.uk  

 Integrated Chronology 
 

 Agencies to ensure the chronologies are robust, 
agency owned and not anonymised, in order that 
reviewer is able to get a full picture 

 Hypothesis 
 

 Required to inform the requirement for IMRs.  
Independent reviewer to provide this information 
to Panel. 

 1:1 Discussions  
 
Or 
 
Group Discussions 

 These will be undertaken by the Independent 
Reviewer along with Panel members.   
Panel members will not interview their own 
agency. This may lead to additional IMR reports 
being requested. 
Ensure interviewees are briefed as to what is 
required to alleviate worries to focus on positives. 

 Learning Events 
 

 To incorporate learning throughout case, so we 
can learn all along, feeding back to agencies part 
way through process. These  events also provide 
the opportunity to test findings/ analysis to 
support the development of the report associated 
recommendations and actions 

 Way forward 

 Action Plans 

 Changes 

 Agencies will begin to change develop practice in 
light of learning events  

 SCR Report 
 

Six months 
from 

initiation 

In line with WT 2013 SCR reports should be 
written in such a way that publication will not be 
likely to harm the welfare of any children or 
vulnerable adults involved in the case. 

 Criminal Trial 
 

 There should be a “dotted line” from the SCR 
report to the Criminal Trail  
The outcome of the trail may inform the SCR. 

 Publication 
 

 SCR Reports should be published on the LSCB 
website for a minimum period of 12 months, and 
also available on request. 

 Multi Agency Briefing  
Sessions 

 Following publication a series of briefing sessions 
will be arranged, in order to disseminate learning 
wider across the borough. 
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