
  

Learning for the police from reviews of child death and significant harm: Young parent families 

 

 

 

 

 

Learning for the police from reviews of 

child death and significant harm: 

Young parent families 

 

 

 

A fifth briefing concerning CSPRs/SCRs/CPRs produced by the VKPP. 

 

December 2021  

 

 

 

 

Dr Andrea J. Darling  



2 

Learning for the police from reviews of child death and significant harm: Young parent families 

Introduction 3 

Snapshot of cases 4 

Special Theme: Young Parent Families Key Factors 5 

Special Theme: Young Parent Families 6-8 

Special Theme: Young Parent Families Case Studies 10-12 

Learning and recommendations for police 13 

Next Steps 14 

References 15 

Appendix A: Overview of methodology  16 

Appendix B: Overview of cases 17 

 

Contents 



3 

Learning for the police from reviews of child death and significant harm: Young parent families 

Introduction 

 
 

 

 

 

When it began operating in 2018 the Vulnerability Knowledge and Practice Programme (VKPP)1 estab-

lished a process for drawing out learning for the police from statutory reviews. This has resulted in the 

publication to date of a series of briefings which can be located here. The VKPP is continuing to build on 

this evidence base by identifying practice issues as they emerge in reviews, as well as good policing  

practice where possible.  

This is the fifth briefing produced by the VKPP focusing on Child Safeguarding Practice Reviews (CSPRs) 

in England [formerly known as Serious Case Reviews; SCRs] and Child Practice Reviews (CPRs) in 

Wales. It is the first of a series of three briefings resulting from the analysis of 64 unique CSPRs/CPRs/

SCRs published between 30th September 2019 and 23rd July 2020 (see Appendix A for an overview of 

the full study methodology).  This briefing focuses on police engagement and responses to young parent 

families. This special theme draws on cases from our larger sample of 64 case reviews.  

¹This programme operates under the auspices of the National Police Chiefs’ Council Lead for Violence and 

Public Protection.  You can read more about this programme here: https://whatworks.college.police.uk/

Research/Pages/Vulnerability.aspx 

https://whatworks.college.police.uk/Research/Pages/Vulnerability.aspx
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The cases constituting the full sample involved 22 forces over 8 

police regions. 

Snapshot of cases 

34 of the cases related to the death of child or adolescent and 30 

related to incidents of significant harm. 

Cases involving the death of a child/adolescent (34): 

· 11 Sudden Unexpected Death in Infants (SUDI) 

· 10 suicide 

· 5 fatal assaults 

· 2 fatal physical abuse 

· 2 ‘overt filicide’ 

· 2 child homicide 

· 1 other (untreated terminal illness) 

Cases involving significant harm2 to a child/adolescent (30): 

· 11 Physical assault 

· 8 child sexual abuse/exploitation 

· 6 multiple abuse (neglect; physical; sexual) 

· 3 other (2 attempt suicide; 1 abduction) 

· 2 neglect 

 

Police forces 

 

Significant harm 

 

Case types 

 

Death 

The 64 cases featured a range of contextual elements of note even where the lead reason for harm/

death is something different. These included: mental health needs (36 cases); domestic abuse (31 cases); 

the child or young person going ‘missing’ (12 cases); child sexual (10 cases); child sexual exploitation (10 

cases); child criminal exploitation (7 cases) and financial exploitation (4 cases). 

We use case examples in this briefing either to provide context or exemplify issues that have been 

identified as collective learning over a number of reviews or where the circumstances of a particular 

review are potentially unusual but where there is learning that could be applied in similar circumstances 

in the future. Reviews are likely to be the result of an accumulation of complex systemic and multi-

agency factors.  

²The death and harm types here are assigned from the main issue associated with the death or serious harm and the lead rea-

son for the review being conducted. Other harms and circumstances may also have been present in the case. 
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Special Theme:  YOUNG PARENT FAMILIES 

Key Factors 

Parents/carers of children at risk can be adolescents themselves. These                  

circumstances can create a very complex situation that police may need further              

professional help to resolve. While the initial focus may be on the young adult as a 

parent, their needs as vulnerable young people are crucial in considering the wider 

risk for the family. 

Many young parents have suffered adverse childhood experiences themselves and 

some continue to live challenging lives. Comprehensive risk assessment is vital in 

these circumstances and this needs to be driven by:  professional curiosity;            

diverse sources of information; careful investigation of the current situation and    

assessment of presenting behaviours. It is very important for police to look for the 

clues and indicators of potential risk as the young parents may not be forthcoming 

about the reality of their situation. 
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Special Theme:  YOUNG PARENT FAMILIES 

Several cases identified in our analysis concerned the death or serious harm, including non-accidental 

injury, of the children of adolescent parents, who had their own vulnerabilities and health and      

welfare needs. There were also examples of young partners of a child’s mother (not birth fathers) 

being involved with the family where they also had significant difficulties or need. A national Child        

Safeguarding Practice Review Panel’s previous annual report also notes how perpetrators of         

non-accidental injury to babies under a year old were often very young parents with minimal social 

support.  

Although much of the agency support for young families in the current set of reviews was provided 

by health and children’s service practitioners, police were generally involved in wider safeguarding 

arrangements or in responding to domestic abuse, missing young people or potential child sexual  

exploitation (CSE) of the child parent, prior to the specific incident which led to each individual    

review being required. Some of these young parents had other experiences of trauma or adverse  

childhood experiences, for example through their own experiences of neglect or child sexual abuse, 

living in care, mental health difficulties or substance and alcohol misuse.  

Previous reports detailing safeguarding review findings have identified the importance of recognising 

the relationship between adolescents’ prior experiences and their risk of harm. Our third serious 

case review briefing identified this issue noting that improved risk assessment requires awareness of 

the range of vulnerabilities present for young parents and that while the focus may be on the young 

adult as a parent, their needs as vulnerable young people are crucial in considering the wider risk for 

the family.  

Similar findings are reflected in the latest triennial review of serious 

cases with the most prevalent parental characteristic reported (for 

parents of all ages) being mental health need, particularly in the 

mother but also in the father or father figure. In turn this can mean 

young parents may find professional meetings difficult, may feel like 

they do not have a voice, that they are being judged and they may 

find it  difficult to understand language used and the detail of child 

protection processes. This can mean that it may be difficult for them 

to remember or achieve agreed plans/actions, leave them feeing out 

of control. 

 

Parents’ or carers’ own    

childhood adversity or        

behaviour during adolescence 

may lead to social isolation, 

stress and difficulties in       

engagement with services 

(Brandon et al., 2020).  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/870033/Child_Safeguarding_Practice_Review_Panel___Annual_Report_2018_2019.pdf
https://whatworks.college.police.uk/Research/Documents/Serious_case_review_third_briefing.pdf
https://whatworks.college.police.uk/Research/Documents/Serious_case_review_third_briefing.pdf
https://seriouscasereviews.rip.org.uk/wp-content/uploads/TRIENNIAL_SCR_REPORT_2014_to_2017.pdf
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Special Theme:  YOUNG PARENT FAMILIES 

 

 

 

 

 

Given the combined complex needs of both parents/carers and children in some cases, there were 

times in the cases analysed for this current briefing when either the needs of the child/children or the 

parent(s)/carer(s) appeared to dominate the considerations of police and other agencies involved 

with the family, leaving some of the needs of the other parties unrecognised or unmet. In responding 

to incidents  involving young parent families police need to take care to risk assess the situation 

widely, considering the needs of all involved, not just the child/parent who may be the subject of the 

original requirement to respond. Following this broader risk assessment, if specific needs are      

identified, officers also need to make appropriate referrals to ensure all parties have adequate      

support where necessary. 

How best to balance the needs of the child with those of parents is a recognisable challenge for all 

those working with children and families. This scenario could be addressed by social care              

assessments considering the reasons why a young parent or carer may present a risk and what     

support is available for them in their extended family or wider community, as well as identifying the 

risks to the child. Additionally, where appropriate, ensuring that children and young people who are     

parents themselves are also subject to their own support from social care would assist. Police can 

ensure that children and young people, who they identify are at risk themselves, are referred into 

multi-agency arrangements to ensure a section 47 investigation and joint child protection plan can be 

considered. By incorporating a broader consideration of the risks and sources of information dis-

cussed above police can make better informed referrals into local authorities and other sources of 

support.  

The cases analysed for this briefing also highlight some of the challenges and issues concerning     

transitional safeguarding arrangements for young people who were also young parents/carers from 

children’s to adult services. Adolescents and young adults can experience a range of risks and harms 

which may require a distinctive safeguarding response and special consideration, for example: mental 

health problems; homelessness; risks of exploitation; family conflict; loneliness and social isolation; 

poverty and drug and alcohol misuse. 

Young parents and their children may have overlapping but different challenges and 

needs. It's important to recognise that providing support to young parents and partners 

does not necessarily mean that the child is also being supported or protected (NSPCC, 

2021).   

https://www.researchinpractice.org.uk/all/publications/2018/august/transitional-safeguarding-adolescence-to-adulthood-strategic-briefing-2018/
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Special Theme:  YOUNG PARENT FAMILIES 

In addition to reviews undertaken when parents and carers were still adolescents themselves, 

there were also several cases involving neglect and harm of children where their parents and  

carers were in their early 20s at the time of the review. These parents were struggling to cope 

having had a number of children over a period of only a few years during their own adolescence 

and young adulthood. Much of the learning and potential practice related to adolescent parents 

would apply to these families too.  

Although issues involving families with young parents and carers have been identified in previous 

reviews and reports, a previous biennial review noted that the needs of young teenage parents 

and the challenges that they may face rarely lead to any specific recommendations in published 

serious case reviews. We also found this to be the case, both more generally and in relation to 

specific recommendations for the police in responding to young parent families. A number of   

issues were identified relating to police responses, some of which are discussed above. Across 

the cases analysed there were examples of ineffective risk assessment by the police of the risk 

and previous history of fathers or other partners involved in young parent families (including 

when the child is not yet born) and missed opportunities to fully consider the impact of adverse 

childhood experiences of young parents/partners upon their ability to safely care for the child.  

This recent briefing from the NSPCC (2021) also identifies the same issues and missed            

opportunities concerning practitioner responses to young parent families discussed above.   

We provide two case examples from our analysis which demonstrate some of the findings       

referred to above. The examples also reflect some of the trauma and risk indicators and ongoing 

vulnerabilities of young parents which can impact of their ability to protect or safely care for their 

child(ren) and which need to be taken into account in any risk assessment and management by 

the police. 

https://seriouscasereviews.rip.org.uk/wp-content/uploads/A-biennial-analysis-of-SCRs-2009-2011-1.pdf
https://learning.nspcc.org.uk/research-resources/learning-from-case-reviews/young-parents?utm_source=Adestra&amp;utm_medium=email&amp;utm_content=Read%20our%20briefing%20%3E&amp;utm_campaign=20211027_KIS_Case-reviews_October
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Special Theme:  YOUNG PARENT FAMILIES 

The first case involves an adolescent mother previously believed to be a victim of child sexual  

exploitation by the adult father of her child. They remained in what she defined to be a 

‘relationship’. The child had complex medical needs, was at risk of medical neglect and the young 

mother continued to experience domestic violence from the child’s father. 

The mother called the police out to a domestic incident involving the adult male at her home 

when she was pregnant and he had been drinking alcohol. The male had left the home prior to 

officers attending. A DASH was completed and a 

referral correctly sent to the MASH but the moth-

er declined offers of further support. The mother 

was advised to consider Clare’s Law but the re-

viewer found no evidence of this ever happening. 

The reviewer could find no evidence that the police 

spoke directly to the adult male after this incident 

and they did not appear to consider the risk to the 

unborn baby.  

The police were also party to information and concerns about the mother being a previous vic-

tim of CSE involving the adult male. The reviewer found that this information should have been 

considered by the police and shared with other agencies during pre-birth assessments. Had that 

been done, professionals would have had reason to consider the power balance in the mother 

and adult male’s ongoing association and any associated risks posed to the baby as a result.  

After the child was born police were also aware of concerns raised at a strategy meeting         

regarding the child not being brought to vital health appointments. After a decision was made at a 

multi-agency strategy meeting to escalate the case to an initial child protection conference, police 

did not follow up when arrangements for the conference to take place did not materialise.     

Assumptions had been made by police that children's social care would take the lead stance on 

such cases. This highlights the importance of a shared understanding of responsibility between 

police and other multi-agency partners and that police colleagues need to escalate issues when 

agreed actions in cases do not appear to have been taken. This issue has been repeatedly      

identified in other VKPP publications and is also the focus of NVAP Action 2.2.1 ‘Appropriate Ac-

tion’.  

Case Studies 

Clare’s Law, the Domestic Violence Disclo-

sure Scheme (DVDS)  

The DVDS gives members of the public a 

formal mechanism to make enquiries about 

an individual who they are in a relationship 

with, or who is in a relationship with some-

one they know, where there is a concern 

that the individual may be violent towards 

their partner.   



10 

Learning for the police from reviews of child death and significant harm: Young parent families 

Special Theme:  YOUNG PARENT FAMILIES 

 

The review also identified several wider findings applying to all agencies including the police which 

have also been highlighted in other reviews and briefings (as discussed above). These included: a 

lack of professional curiosity about fathers; a lack of professional challenge between practitioners 

and agencies and a lack of focus on the child. Recommendations were made concerning ongoing 

consideration as to how professionals engage with biological fathers and other male partners    

involved with young families. In assessing and managing risk around child protection police need 

to also consider the effect of significant events in a parent’s own life when assessing their ability 

to parent their own children. The same would also apply to assessments of partners of parents 

who may have care for the child or have regular contact with them.  

Case Studies 

NVAP  

Action 

2.2.1  

NVAP  2.2.1 Appropriate Action: In response to         

identified risk, ensure staff understand and utilise         

appropriate referral pathways including how to access 

partner provisions and are empowered to challenge or 

escalate decisions.  
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Special Theme:  YOUNG PARENT FAMILIES 

The second example case involves another young mother with a wide range of extensive needs 

who was not sufficiently supported by a range of agencies. This case particularly emphasises the 

need for police to consider carefully the most appropriate response to children and young people 

reportedly suffering serious mental distress. It also highlights the extent of difficulties young     

parents can experience as a result of their own previous experiences and the challenging         

circumstances they can face in trying to care for their own child in the face of adversity and     

vulnerability.  

The review in this case was conducted to examine the serious harm experienced by a               

17-year-old young mother herself, rather than her child. The mother had been known to services 

for several years and lived in a home with family where she was exposed to domestic abuse. She 

had been the victim of a sexual assault when still at school and was believed to be at risk of     

sexual exploitation throughout her adolescence, including after her child had been born. The 

young person had experienced periods of homelessness and had serious mental health needs, an 

eating disorder and had tried to take her own life. She had been detained and treated in mental 

health facilities. After the birth of her child she was in a relationship with another young person 

with mental health needs and who was emotionally abusive towards her.  

The young person and her child were placed in a specialist young mothers’ refuge after her child 

was made the subject of a child protection plan. When later interviewed, the refuge managers 

said they recognised the young person required a level of care and support that they were unable 

to provide and she would have been better placed in a mother and baby unit or specialist foster 

placement. They recognised her physical and emotional exhaustion and how she was desperate 

to leave her young child at times as she was overwhelmed and needed her own space. 

The social worker agreed for the young person and her child to spend some nights each week at 

her partner’s home. Although he was abusive and controlling she felt unable to cope on her own 

and needed someone’s help in caring for her child.  

The police had been involved with the young person over the several year period of the review, 

both as party to multi-agency safeguarding arrangements and as a result of responding to specific 

incidents. These included allegations of sexual assault and sexual exploitation; domestic incidents 

at the homes of family members where the young person and her child were present; a missing 

episode and safety and welfare concerns around the young person’s mental health needs. The  

police appear to have investigated and responded to most incidents appropriately, making suitable  

Case Studies 
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Special Theme:  YOUNG PARENT FAMILIES 

 referrals to other agencies and to support services. However, in responding to one allegation by 

the young mother, of sexual exploitation by a relative of her partner, the initial police decision 

not to proceed (as text messages were believed to undermine the case) was subsequently       

reviewed and a CPS decision was still awaited at the time the CSPR was concluded. Furthermore, 

there were issues identified regarding the police response to a missing episode where there were 

significant concerns for young person’s welfare after she returned home to her mother’s house. 

Police and children’s social care had differing views on how to respond when the young person’s 

mother felt unable to control the situation at home as the young person was then threatening to 

self-harm. The police responder was of the view that the young person’s presentation was      

behavioural, she would be likely be sent home if taken to hospital and advised her mother to ring 

the children’s social care out of hours for support. Following discussions and further information 

sharing with the social worker, the police took the young person to a hospital    under section 

136 of the Mental Health Act 1983 and she was later detained for her own safety. 

The case indicates the need for police to consider carefully the most appropriate response to 

children and young people reportedly suffering serious mental distress and threatening to self-

harm. It is important to ensure no assumptions are made about their presentation or reported 

presentation and adopt a multi-agency approach as per Working      

Together 2018 in order to reach the most appropriate course of 

action for that child or young person.  

Case Studies 

The Mental Capacity Act 

(2005) is ‘little under-

stood across policing in 

the United Kingdom and 

few patrol officers have 

received any training in 

its application’ (Quote of 

reviewer) 
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Key learning point 

In assessing risk and needs in families with young parents and carers (e.g. DASH assessments and 

multi-agency risk assessments) explore the range of vulnerabilities present for both young parents/

carers and their children. While the focus may be on the young adult as a parent in some cases, 

their needs as vulnerable young people are also relevant in considering the wider risk for the family.  

Learning and recommendations for the Police 

Key learning point 

Where there have been concerns (but no conviction) of previous sexual exploitation victimisation 

against a child’s mother involving the father of the child (or any other adult partner) take care to 

consider the potential impact upon the ongoing relationship and any consequent risk to the child. 

For example, think about how the parent as a potential victim of exploitation might not recognise 

their own victimisation or be fearful of speaking to police. Also think about their ability to be able to 

protect the child from any harm by the person potentially responsible for the exploitation. Consider 

the best way to try and engage with and support the young parent in the same way as when dealing 

with other victims of exploitation. In cases where the father is a known convicted offender this 

would be managed through existing multi-agency safeguarding arrangements.  

Key learning point 

There are identified risks for children and adolescents in the transitional phase between child and 

adult services. Police leaders, as constituent partners of Local Safeguarding Children Partnerships 

(LSCP), can help consider how their local plans are prioritising and assessing progress in relation to 

improvements required to meet the needs of children and young people in this period; both those 

who will move into adult services and those who may no longer receive statutory services.           

KEY CONSIDERATIONS FOR PRACTICE FOR THE POLICE IN THEIR CONTACT 

WITH YOUNG PARENT FAMILIES:  
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Next steps 

 
 

 

 

 

 

 

 

Two further briefings based on this latest sample of CSPR/SCR/CPRs are 

also being published on the internal police Knowledge Hub and the College 

of Policing Vulnerability and Violent Crime webpage, here. These will cover 

specific learning for police from these reviews regarding the identification 

and management of risk and collaborative working. 

We also encourage feedback about the briefing from forces about both content and 

style. Please click here to complete a brief survey where you can provide your feed-

back, or, if you would like to be in touch, please e-mail vkpp@norfolk.pnn.police.uk.  

We’d love to hear from you. 

 

https://whatworks.college.police.uk/Research/Pages/Vulnerability.aspx
https://bedshealthsciences.eu.qualtrics.com/jfe/form/SV_73WL7JTs5LMOHT7
mailto:vkpp@norfolk.pnn.police.uk
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Appendix A:  

Overview of methodology 

Identifying Child Safeguarding Practice Reviews, Child Practice Reviews and 

Serious Case Reviews for inclusion 

The NSPCC repository was searched for any new CSPRs/CPRs/SCRs added between September 

2019 and July 2020 (any published in the repository before this time would have been included in the 

previous briefing). 41 reviews were identified by this method.  

An additional search of local safeguarding children boards (LSCBs)/child safeguarding partnership 

(SCPs) websites for any CSPRs/CPRs/SCRs fitting the inclusion criteria as detailed below yielded a 

number of reviews not yet on the repository. 118 reviews were identified by this method.  

Inclusion criteria 

Cases were included where they fit the following criteria:   

1. The incident that triggered the CSPR/CPR/SCR occurred on or after January 1st, 2016. 

2. Police were involved with the child or family in the timeline of the review; if police were only 

involved post-incident, but learning for police practice was identified during the investigation, 

this was also included. 

3. There is explicit reference to police practice within the review; this could be either omissions 

in practice or good practice identified. 

Reviews were excluded from this analysis where:  

1. The incident that triggered the CSPR/CPR/SCR occurred prior to January 1st 2016. 

2. Police were not involved in the case at all. 

3. Police were only involved in investigation after the incident, and no detail about police practice 

within the investigation was identified. 

4. No learning was identified by the reviewer in relation to police practice.  

Limitations of reviews 

The reviews examined do not always go into great detail about the policing role in these types of cases.  

It may be possible to know, for example, that risk assessments were not of the quality expected, but it is 

not always possible to know why. Future reviews of this sort would benefit from reviewer’s attention to 

the reasons why police practice did not meet expected standards.  This would assist in increasing the rel-

evance of learning from these reviews for the Police. Some of the themes highlighted in this briefing were 

not routinely identified by the reviewers but were identified from within the reviews as common themes 

of interest to police learning by the briefing reviewer.   Readers may be interested in a news article writ-

ten by a member of the VKPP team about our experiences in analyzing reviews for police practice. You 

can access it here.   

https://whatworks.college.police.uk/About/News/Pages/Reviews.aspx
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Appendix B:  

Overview of cases 

 

 

 

 

Case review 

title and link 

Review focus 

Anonymous: 

Tracy 

Death of a child under 

one (SUDI)1 

Anonymous; 

Case W 

Significant harm of a 

large group of siblings, 

abuse and neglect. 

Anonymous, 

Child A19 

Death of a teenage girl, 

suicide. 

Anonymous; 

Child Z 

Significant harm to an 

adolescent girl with 

complex needs 

Anonymous; 

Family D 

Significant harm to a 

sibling group, sexual 

abuse. 

Anonymous; 

Georgia 

Significant harm to a 15

-year old female, self-

harm. 

Anonymous; 

Harry 

Significant harm to a 

young male, under 16-

years old, attempted 

suicide. 

Bury; Dina Death of a 16-year old 

female, suicide. 

Bury; Isabella Death of a 14-month 

old baby girl, (SUDI). 

Cambridgeshire 

and Peterbor-

ough; Eleanor 

Significant harm to a 19

-month old baby girl, 

assault. 

Cambridge-

shire and Pe-

terborough; 

Jack 

Significant harm to a 3-

month old baby boy. 

Cambridge-

shire and Pe-

terborough; 

Sonia 

Significant harm to a 13

-year old female. 

Camden; Child 

D 

Death of a 2.5-year old 

child. 

Cheshire West 

and Chester; 

Lauren 

Death of a 16-year old 

female, suicide. 

Cornwall and 

Isles of Scilly; 

Child C 

Death of a 16-year old 

female, suicide. 

Coventry; 

2020 

Significant harm (extra-

familial CSA) to several 

children in a family 

Cumbria; 

George 

Significant harm to a 2-

year old boy. 

Devon; Baby F 

CN18 

Significant harm to a 12

-week old baby. 

Dudley; Child 

A 

Significant harm to a 10

-week old child, non-

accidental injuries. 

Dudley; Young 

Person F 

Death of a 17-year old 

male, stabbing. 

Essex; Baby M Death of a 3.5-month 

old baby, filicide. 
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Appendix B:  

 

 

 

 

Gloucester-

shire; Children 

of Family Y 

Significant harm to sib-

ling group, male. 

Gloucester-

shire; Children 

of Family Y 

Significant harm to sib-

ling group, male. 

Gloucester-

shire; Children 

of Family Y 

Significant harm to sib-

ling group, male. 

Gloucester-

shire; Children 

of Family Y 

Significant harm to sib-

ling group, female. 

Gloucester-

shire; Liam 

Death of a 1-month old 

baby boy (SUDI). 

Hertfordshire; 

Child K 

Death of a 16-year old 

male, suicide. 

Hounslow; 

Sasha 

Death of a 17-year old 

female, suicide. 

Kent; Child 1 

Carys 

Death of a 16-year old 

female, suicide. 

Kent; Child N Death of a 9-year old 

male, filicide. 

Kirklees; Child 

D 

Significant harm of a 22

-month old male, as-

sault. 

Kirklees; Child 

E 

Death of a 4-month old 

baby boy (SUDI). 

Knowsley; 

Child Y 

Death of a 17-year old 

male, suicide. 

Knowsley; Jane Significant harm to a 4-

year old female. 

Lewisham & 

Harrow; Child 

LH 

Significant harm to a 4-

year old male. 

Manchester; 

Child U1 

Death of a 22-month 

old child, physical 

abuse. 

Medway; 

George 

Death of a 3-year old 

child, fatal assault. 

Milton Keynes; 

Child J 

Death of a 5-month old 

baby boy (SUDI). 

Newham; Child 

L 

Significant harm to an 8

-year old female. 

Norfolk; Child 

V 

Death of a 6-month old 

baby girl, physical 

abuse. 

North York-

shire; Child C 

Death of a 2-month old 

baby (SUDI). 

Nottingham 

City; Young 

Person N 

Significant harm to a 17

-year old male, assault. 

Oldham; Child 

M 

Significant harm to a 15

-year old male. 

Rochdale Bor-

ough; Case M 

Death of a 9-month old 

child, non-accidental 

injuries. 

Rochdale Bor-

ough; Child X1 

and Child X2 

Significant harm to two 

siblings. 

Rochdale Bor-

ough; Child X1 

and Child X2 

Significant harm to two 

siblings. 

Salford; Baby 

MD 

Death of a 5-week old 

baby, maltreatment. 

Salford; Child T Significant harm to a 2-

year old female child, 

parental abduction. 

Sandwell; Child 

HS 

Significant harm to a 

child under one, non-

accidental injuries. 

https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireChildrenOfFamilyYOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireLiamOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020GloucestershireLiamOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020HertfordshireChildKOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020HertfordshireChildKOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55
https://www.hscb.org.uk/wp-content/uploads/2020/05/HSCB-Serious-Case-Review-of-Sasha-Final-Report.pdf
https://www.hscb.org.uk/wp-content/uploads/2020/05/HSCB-Serious-Case-Review-of-Sasha-Final-Report.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020KentChildIOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE74B2
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020KentChildIOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE74B2
https://www.kscmp.org.uk/__data/assets/pdf_file/0014/118103/Child-N-SCR-Final-Report-4.11.19.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2019KirkleesChildDOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2019KirkleesChildDOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE
https://www.kirkleessafeguardingchildren.co.uk/wp-content/uploads/2020/03/Child-E-Full-report-v.7-FINAL.pdf
https://www.kirkleessafeguardingchildren.co.uk/wp-content/uploads/2020/03/Child-E-Full-report-v.7-FINAL.pdf
https://www.knowsleyscp.org.uk/wp-content/uploads/2019/10/Child-Y-SCR-Submitted-to-National-Panel.pdf
https://www.knowsleyscp.org.uk/wp-content/uploads/2019/10/Child-Y-SCR-Submitted-to-National-Panel.pdf
https://www.knowsleyscp.org.uk/wp-content/uploads/2018/09/Knowsley-LSCB-SCR-REPORT-Jane-FINAL-25-JULY-18-002.pdf
https://www.safeguardinglewisham.org.uk/assets/1/harrow_and_lewisham_scr_overview_report_in_respect_of_child_lh.pdf
https://www.safeguardinglewisham.org.uk/assets/1/harrow_and_lewisham_scr_overview_report_in_respect_of_child_lh.pdf
https://www.safeguardinglewisham.org.uk/assets/1/harrow_and_lewisham_scr_overview_report_in_respect_of_child_lh.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020ManchesterChildU1Overview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CF
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020ManchesterChildU1Overview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CF
https://www.medway.gov.uk/mscb/info/5/mscb-1/31/medway-serious-case-reviews
https://www.medway.gov.uk/mscb/info/5/mscb-1/31/medway-serious-case-reviews
https://www.mktogether.co.uk/wp-content/uploads/2020/07/Child-J-SCR-report.pdf
https://www.mktogether.co.uk/wp-content/uploads/2020/07/Child-J-SCR-report.pdf
https://www.newhamscp.org.uk/wp-content/uploads/2019/03/SCR-Report-Child-L.pdf
https://www.newhamscp.org.uk/wp-content/uploads/2019/03/SCR-Report-Child-L.pdf
https://www.norfolklscb.org/wp-content/uploads/2017/01/SCR-Report-Child-V_FINAL.pdf
https://www.norfolklscb.org/wp-content/uploads/2017/01/SCR-Report-Child-V_FINAL.pdf
https://www.safeguardingchildren.co.uk/wp-content/uploads/2019/08/LLR-Dec-17.pdf
https://www.safeguardingchildren.co.uk/wp-content/uploads/2019/08/LLR-Dec-17.pdf
https://www.nottinghamcity.gov.uk/information-for-residents/children-and-families/nottingham-city-safeguarding-children-board/learning-from-practice/
https://www.nottinghamcity.gov.uk/information-for-residents/children-and-families/nottingham-city-safeguarding-children-board/learning-from-practice/
https://www.nottinghamcity.gov.uk/information-for-residents/children-and-families/nottingham-city-safeguarding-children-board/learning-from-practice/
https://www.olscb.org/cms-data/depot/hipwig/Child-M-Serious-Case-Review.pdf
https://www.olscb.org/cms-data/depot/hipwig/Child-M-Serious-Case-Review.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/Child%20M%20Final%20Report%20May%202020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/Child%20M%20Final%20Report%20May%202020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/FINAL%20Serious%20Case%20Review%20Extended%20Briefing%20Feb%2020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/FINAL%20Serious%20Case%20Review%20Extended%20Briefing%20Feb%2020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/FINAL%20Serious%20Case%20Review%20Extended%20Briefing%20Feb%2020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/FINAL%20Serious%20Case%20Review%20Extended%20Briefing%20Feb%2020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/FINAL%20Serious%20Case%20Review%20Extended%20Briefing%20Feb%2020.pdf
https://www.rbscp.org/UserFiles/Docs/SCR/FINAL%20Serious%20Case%20Review%20Extended%20Briefing%20Feb%2020.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020SalfordBabyMDOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE7
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020SalfordBabyMDOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE7
https://www.partnersinsalford.org/sscb/documents/Child_T_MACR_Executive_Summary.pdf
https://www.sandwellcsp.org.uk/wp-content/uploads/2018/10/HS-SCR-Report.pdf
https://www.sandwellcsp.org.uk/wp-content/uploads/2018/10/HS-SCR-Report.pdf
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Appendix B:  

 

 

 

 

Sefton; Be-

atrice 

Significant harm to an 8

-week old baby girl. 

Sefton; 

Mathilda 

Significant harm to a 

female child under 1-

year old. 

Sheffield; 

Archie 

Death of a 15-year old 

male, stabbing. 

Southampton; 

Adam and An-

na 

Significant harm to two 

siblings (intra-familial 

CSA) 

Southampton; 

Billy 

Death of a 4-month old 

baby boy 

Surrey; Baby LL Death of a 4-month old 

baby boy (SUDI). 

Surrey; Child D Significant harm to a 16

-year old female, sexual 

abuse. 

Sutton; Child T Death of a 17-year old, 

suicide. 

Tameside; 

Child V 

Significant non-

accidental harm to a 7-

week old child, shaking. 

Torbay; C66 Death of 17-year old 

male, suicide 

Trafford; Baby 

X 

Death of a 4-month old 

baby boy, shaking. 

Waltham For-

est; Child C 

Death of a 14-year old 

male, stabbing. 

Waltham For-

est; Child D 

Death of a 4-month old 

baby boy (SUDI). 

Waltham For-

est; Kesandu 

Significant harm to a 9-

year old female, ne-

glect. 

Warwickshire; 

Child K 

Significant harm to a 12

-week old female child, 

skull fracture. 

Wiltshire; 

Child K 

Death of a 1-year old 

child. 

Wirral; Liam Significant harm to a 20

-month old male. 

Wolverhamp-

ton; Child N 

 

Death of a 14-year old 

female, homicide. 

Worcester-

shire; Isaac 

Death of a 12-week old 

baby boy (SUDI). 

https://seftonlscb.org.uk/assets/1/sefton_lscb_scr_beatrice_-_report_final.pdf
https://seftonlscb.org.uk/assets/1/sefton_lscb_scr_beatrice_-_report_final.pdf
https://seftonlscb.org.uk/assets/1/sefton_lscb_scr_matilda_2019.pdf
https://seftonlscb.org.uk/assets/1/sefton_lscb_scr_matilda_2019.pdf
https://www.safeguardingsheffieldchildren.org/assets/1/archie_scr_overview_report__final.pdf
https://www.safeguardingsheffieldchildren.org/assets/1/archie_scr_overview_report__final.pdf
https://www.surreyscp.org.uk/wp-content/uploads/2020/03/SCR-Report-LL-Final.pdf
https://www.surreyscp.org.uk/wp-content/uploads/2020/05/Child-D-SCR-Report-2018.pdf
https://www.suttonlscp.org.uk/static/professionals_files/Final%20CHILD%20T%20LCSPR%20report%201.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020TamesideChildVOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020TamesideChildVOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE
https://www.traffordsafeguardingpartnership.org.uk/Docs/Safeguarding-children-young-people/SCR/TSSP-Serious-Case-Review-Baby-X-December-2019.pdf
https://www.traffordsafeguardingpartnership.org.uk/Docs/Safeguarding-children-young-people/SCR/TSSP-Serious-Case-Review-Baby-X-December-2019.pdf
https://www.walthamforest.gov.uk/sites/default/files/WFSCB%20-%20SCR%20Child%20C%20May%20final_.pdf
https://www.walthamforest.gov.uk/sites/default/files/WFSCB%20-%20SCR%20Child%20C%20May%20final_.pdf
https://www.walthamforest.gov.uk/sites/default/files/scr_child_d.pdf
https://www.walthamforest.gov.uk/sites/default/files/scr_child_d.pdf
https://www.safeguardingwarwickshire.co.uk/images/downloads/wscb/WSCB_review_Child_K_-_FINAL_COPY_-_June_2019.pdf
https://www.safeguardingwarwickshire.co.uk/images/downloads/wscb/WSCB_review_Child_K_-_FINAL_COPY_-_June_2019.pdf
https://www.wiltshirescb.org.uk/wp-content/uploads/2019/07/SCR-Child-K-Final-Report-2019.pdf
https://www.wiltshirescb.org.uk/wp-content/uploads/2019/07/SCR-Child-K-Final-Report-2019.pdf
https://www.wirralsafeguarding.co.uk/wp-content/uploads/2020/02/SCR-Liam-Wirral-Safeguarding-Children-Partnership.pdf
https://www.wolverhamptonsafeguarding.org.uk/images/Serious_Case_Review_for_Child_N_final.pdf
https://www.wolverhamptonsafeguarding.org.uk/images/Serious_Case_Review_for_Child_N_final.pdf
https://www.safeguardingworcestershire.org.uk/wp-content/uploads/2019/07/Isaac-Serious-Case-Review.pdf
https://www.safeguardingworcestershire.org.uk/wp-content/uploads/2019/07/Isaac-Serious-Case-Review.pdf



