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Introduction 

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

established 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 seventh 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 third in 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 the   

methodology). The other briefings address police responses to young parent families and operational 

and/ or strategic police practice regarding the identification and management of risk. This current     

briefing focuses on operational and/ or strategic police practice regarding collaborative working, victim 

engagement and evidence and investigation as they feature within child safeguarding practice reviews. 

This 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
https://whatworks.college.police.uk/Research/Pages/Vulnerability.aspx
https://whatworks.college.police.uk/Research/Pages/Vulnerability.aspx


4 

Learning for the police from reviews of child death and significant harm: Collaborative working, victim engagement & evidence and investigation 

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 harm 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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Cross cutting themes 

Collaborative Working 

Collaborative working was the second most common perennial issue reflected in the sample of reviews. 

Similar to the findings of our meta-analysis of reviews, information sharing from police to partners and  

police communication and engagement with partners were key areas of learning. 

Here we identified learning concerning: 

• How policing could improve safeguarding by ensuring attendance (at the appropriate level of        

seniority) at multi-agency meetings and proactively escalating concerns internally or via local  multi

-agency safeguarding processes where there are differences in professional opinion; 

• How important clarity and joint understanding around the specific roles and responsibilities of      

different agencies in child safeguarding processes is in ensuring necessary actions are progressed; 

• How important effective information sharing is in cases involving missing young people and CCE; 

• How helpful appropriate, professional challenge of medical professionals and consultation with a 

named doctor for safeguarding can be in cases where medical opinion differs.  

 
Information sharing 

In some cases involving missing episodes and child criminal exploitation (CCE), police missed opportuni-

ties to share information with a range of partners including youth offending or youth justice colleagues. 

In two cases police did not appear to fully recognise the significance and extent of the risks of CCE to 

the young people involved. In another case, on two occasions police did not share information about a 

young       person’s potential association with firearms, possibly because this was considered uncorrobo-

rated. In a fourth case, police did not reassess the level of risk to a young person despite responding to 

numerous episodes of them going missing and their involvement in criminal activity. The impact of not 

sharing the information was that partner agencies were not able to fully understand the extent or imme-

diacy of the young person’s vulnerability to CCE and address particular risk factors. Consequently, the 

risks were not optimally managed. 

These cases indicate the need for increased police understanding and awareness of the indicators of      

potential exploitation. Being able to identify the factors and characteristics of situations, backgrounds 

and experiences of children and young people which may identify risk (regardless of resultant harm type) 

leads to improved information sharing and safeguarding. Our VKPP Spotlight Briefing on exploitation 

highlights indicators and resources to support understanding around CCE.   

NVAP  

Action  

2.2.1  

The findings in this area relate to the NVAP actions        

concerning 2.2.1 Appropriate action 

https://whatworks.college.police.uk/Research/Documents/VKPP_police_response_MetaAnalysis.pdf
https://whatworks.college.police.uk/Research/Documents/VKPP_Exploitation_SpotlightBriefing.pdf
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Medical advice and differing opinions 

At times police may find themselves in situations where there is partner disagreement or uncertainty 

about what to do when faced with expert medical opinion. An example of this involved differing views on 

medical assessment in a complex case of a young child where there were suspicions of non-accidental 

injury. Medical staff at one of the hospitals where the child was treated discounted non-accidental injury 

as the cause of the child’s presenting problem. Despite their reservations police and social work col-

leagues felt that as non-accidental cause was being discounted by the most senior medical professional 

involved, even though more junior medics had a different view, there was little they could do. Conse-

quently, the child was discharged home with no further child protection consideration or monitoring 

planned. In this case police could have consulted with a named doctor for safeguarding and used this as a 

sounding board for potential challenge. This lack of use of a named doctor for safeguarding has also fea-

tured in other local and national review    cases. In cases where there is disagreement in professional 

opinion police can also escalate concerns both within their own agency and via local MASA processes.  

Appropriate Action: 

Reviewers commented positively upon the appropriate collaborative working efforts of non-specialist  frontline 

officers in some cases. Officers sought advice and support from specialist teams (both internal   colleagues and ex-

ternal partners) in responding to specific issues involving children and young people and demonstrated good lead-

ership, which was not rank specific, in their responses. In one example officers sought specialist help and advice 

from CAIT (Child Abuse Investigation Team) in a suspected CSE case. In another example, officers took immediate 

specific advice from medical staff dealing with a young person  experiencing a mental health crisis in hospital, so as 

not to inflame the situation. One of the officers        subsequently remained at the hospital until the Mental Health 

Team arrived to conduct the relevant        assessment of the young person. This ensured the young person’s safe-

ty in the interim. The use of 'champions' on frontline shifts where some officers have enhanced training on particu-

lar specialisms (e.g. trafficking, exploitation or mental health) is an area of good practice to ensure there is always 

someone with specialist knowledge available to support officers in their responses. 

 

Content around information sharing in Working Together to Safeguard Children was updated in 

December 2020. The changes are a response to the Data Protection Act 2018 and General Data 

Protection Regulation (GDPR). The revised guidance includes an explicit statement that data protec-

tion legislation does not prevent the sharing of information to keep a child safe and that consent is 

not required when sharing information for safeguarding and protecting the welfare of a child. The 

guidance also recommends using GDPR lawful bases for sharing when making decisions about ap-

propriate information sharing, i.e. legal obligation (the exercise of official authority) or public task (a 

task performed in the public interest). A useful myth-busting guide to information sharing is also 

provided on page 21 of the guidance. 

Cross cutting themes 

Collaborative Working 
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Reflective practice 

 

• Where decisions for actions have been made between agency partners ensure to proac-

tively follow up to check progress has been made or agreed meetings have been arranged.  

 

• Where there are differing opinions or concerns in cases of potential non-accidental injury 

in children is there a process in place to consult with a named doctor for safeguarding and 

potentially challenge assessments by hospital staff if necessary? In deciding whether to   

consult further or potentially challenge medical view it is important to also consider all  

information available in the case (such as the circumstances when police arrived on scene, 

the history of people involved in the incident, etc.)  

 

• It is important to share information with other agencies following a safe and well check  

being conducted after a child is returned home after being missing. Is this being consistent-

ly done in your force? Do you know how your independent return home interviews are   

conducted, and by whom? Have you got clear intelligence reporting and an information 

sharing pathway between police and the commissioned return home interview providers? 

These actions also relate to NVAP action 2.1.3 ‘Access to Services’. 

Cross cutting themes 

Collaborative Working 
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Missed opportunities to obtain and consider the ‘voice of the victim’ continues to feature as a consistent 

theme in this sample of cases, as within our previous analyses, and was observed in both child and         

adolescent cases. Similar themes occurred to those identified in the previous meta-analysis. These in-

cluded children and young people not being spoken to directly meaning that opportunities to identify 

the impacts of abuse or neglect, further risk, or support needs were missed. Officers’ responses were 

also found to be too ‘adult-focussed’, meaning that the risk and needs of the adults who were the sub-

ject of police response were prioritised over the wider safeguarding needs of children. Similarly, at 

times, the dominant voices of parents in    interactions with police and other agencies overshadowed 

consideration of the voice and needs of the children. Here we also highlight issues with not taking ac-

count of cultural contexts when engaging with children and young people who are victims of exploita-

tion and abuse. At the end of this section we provide links to resources that can support officers in ob-

taining and considering the voice of the victim. 

 

Engaging with children and young people 

Several reviewers commented on how both single and multi-agency assessments did not take into ac-

count the voice of children and young people, nor were they sufficiently focused on the child’s daily life           

experience. There were numerous examples of police not engaging directly with children and adoles-

cents who were at risk of harm.  

In one example, following a young person’s disclosure of sexual abuse their voice appears to be forgot-

ten throughout subsequent action taken. The young person’s mother informed the police the family did 

not want to support a prosecution but there was no reference to this decision ever being discussed di-

rectly with the young person themselves to find out their views. College of Policing APP guidance on 

working with victims and witnesses has recently been revised to support officers provide reassurance to 

child    victims and witnesses who may be reluctant to engage with the police even when given the di-

rect          opportunity to do so. This followed an inquest into the deaths by suicide of siblings after re-

porting familial sexual abuse. The guidance update advises officers to provide ongoing reassurance that a 

decision made by a victim or witness not to support police action doesn’t have to be final; officers 

should advise them that the door remains open for them or a nominated representative or professional 

to re-engage at a later date. 

 
The police were involved in another case where an adolescent experienced several incidents of bullying 

and harassment by other young people but there was little evidence to suggest that the police and other 

agencies directly sought the young person’s views about their situation and what the most appropriate  

response for them might be. There was no record of attempts to understand the young person’s lived   

experience or the emotional impact that being subjected to intimidation on a daily basis had upon their 

wellbeing.  

 

Cross cutting themes 

Victim Engagement and Supporting Vulnerable People Through the Criminal Justice 

System (CJS) 

NVAP  

Actions  

2.4.1, 2.7.1  

The findings in this area relate to the NVAP actions            

concerning 2.4.1 Voice of the Victim and 2.7.1  

Working with Communities 

https://whatworks.college.police.uk/Research/Documents/VKPP_police_response_MetaAnalysis.pdf
https://www.app.college.police.uk/app-content/investigations/victims-and-witnesses/#witness-reluctance-to-attend-an-interview-or-provide-a-statement
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 Wider research and participatory work with youth victims of crime and abuse highlight their wishes to be 

consulted with and be informed about matters that affect them within the criminal justice system (see this 

poster created by young people with researchers from the Safer Young Lives Research Centre). The 

voice of the victim should always be prioritised. Where victims are unwilling or unable to speak to the 

police   directly efforts should be made to observe and record what is going on for the victim, so as to 

capture their lived experiences. 

 

The need to keep children and young people directly consulted and informed about progress and out-

comes through the criminal justice process was also commented upon in several reviews. This applied 

both when children were victims or where they were personally facing allegations of criminal behaviour. 

There were examples of communication about police matters always only being via a parent even when 

young people were old enough to engage themselves and where they may have wished to do so. In one 

case substantial delays in undertaking an ABE interview with a young person (and the reasons for these) 

were not  communicated to them which left them feeling uncertain and frustrated. This led to them with-

drawing their consent to be interviewed and the matter being closed by police. 

 

Dominant parental voices 

In some cases, the responses of parents or carers to agency intervention were overly controlling, aggres-

sive or obstructive. This had the impact of effectively drowning out the voice of the child for practitioners 

who sometimes failed to challenge what the parent/carer was doing. It could also interfere with police 

speaking directly to children. In one example, when an officer visited the home of a young child who had 

made  allegations of sexual abuse, the child’s mother was behaving quite obstructively and the officer did 

not speak directly to the child about the allegations made. Despite the mother’s behaviour the child 

should have been given the opportunity to talk about the allegations, in a safe place and without a parent 

present. Where officers are unable to access a safe space to speak to a child and enable them to share 

their concerns at a particular time, this should be clearly recorded, stating the reasons why. The matter 

should also be raised as an action point for further consideration in the referral process. 

 

Cultural barriers 

Police officers will often encounter children, young people and families with different backgrounds to 

themselves and this can prevent full and effective engagement and response, as the following example 

demonstrates. The case involved a young person and their family who were part of a minoritized cultural 

and religious community. The family felt that the limited  understanding held by professionals, including 

the police, about what life was like for the young person and the religious and cultural codes and expecta-

tions that guided them, was a major barrier for them working effectively with services. The young person 

was at potential risk of CSE and experiencing a range of issues at school and with their mental health. The         

reviewer found that while one police force was perceived by the family to have responded sensitively and 
appropriately, there was no evidence that another police force and CSC considered the cultural context 

when working with the young person. Insufficient account was taken of the impact of the young person’s 

cultural heritage, their personal and social norms and their daily lived experienced as a member of a spe-

cific religious and cultural community. This would have been particularly difficult for the young person as 

some of the issues of concern related to potential sexual exploitation. The reviewer commented on the 

need for bridges to be built between agencies and the community the young person came from.  

Cross cutting themes 

VICTIM ENGAGEMENT AND SUPPORTING  VULNERABLE PEOPLE THROUGH 

THE CRIMINAL JUSTICE SYSTEM (CJS) 

https://www.uobcsepolicinghub.org.uk/assets/documents/Marginal-Gains_FINAL.pdf
https://www.uobcsepolicinghub.org.uk/assets/documents/Marginal-Gains_FINAL.pdf
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The reviewer considered communications and relationships be-

tween the community and agencies may have been impacted by 

the community’s lack of trust in mainstream services. This is turn 

can contribute to placing vulnerable young people at greater risk 

of  exploitation and other harm. By being aware of, and mindful 

about, the particular cultural and religious sensitivities in respond-

ing to the case the police and CSC colleagues might have been 

able to engage more effectively with the young person and their 

family to better manage the risks at the time. This report by the 

Independent Inquiry into Child Sexual Abuse (2020) describes 

how this type of abuse can have a serious impact on victims and 

survivors’ sense of identity and belonging within their communi-

ties. It also refers to a lack of cultural awareness in service re-

sponses to CSA in ethnic minority communities. 

  
The VKPP’s Domestic Homicide Review briefing also identified 

the influence of cultural frameworks in cases involving domestic 

abuse. The briefing highlighted the significance of culture in shap-

ing victims’ views of abuse and their engagement with the police 

and the need for police to fully consider these cultural influences. 

The NSPCC published a briefing on learning from case reviews 

about culture and faith and their website provides practical advice 

on safeguarding in faith communities. Local safeguarding partner-

ships also publish advice on guidance on ‘cultural competence’ 

when working with children and   families, for example this guide, 

published by the Newcastle  Safeguarding Board. 

Appropriate Action: 

There were some examples of good practice in engaging and       

supporting victims identified in the reviews analysed for this brief-

ing. For example, in one case CID officers established a good rap-

port with a child’s sibling before they took part in an ABE inter-

view as a witness. The  officers made drinks and snacks for the 

child and talked to them about matters of  interest to them. 

Seemingly small relational actions such as this are really important 

to children and young  people, who  emphasise that they want 

police to personalise their interactions with them. The reviewer 

in the case described how developing such rapport would be ex-

pected to improve the likelihood of the child speaking freely in 

their ABE interview. 

 

Cross cutting themes 

VICTIM ENGAGEMENT AND SUPPORTING  VULNERABLE PEOPLE THROUGH 

THE CRIMINAL JUSTICE SYSTEM (CJS) 

Communicating effectively with 

children can be challenging,       

particularly when dealing with    

sensitive issues and in emotional 

circumstances. A number of      

resources provide advice and   

guidance for professionals. This 

‘Big Up the Bill’ campaign report 

contains ideas and feedback from 

children and young people on how 

police effectively communicate and 

behave when working with them. 

This NSPCC webpage provides 

advice about talking to children 

about difficult subjects. It also    

includes a list of books to support 

professionals in having             

conversations with children and 

adolescents. In addition, a new  

interactive training simulation tool, 

‘Talk to Me’ has been developed in 

collaboration with the NSPCC. It’s 

designed to give adults the confi-

dence to hold difficult conversa-

tions with children around abuse 

and allows professionals to      

practice talking to children in a 

simulated environment. The   

Communication Trust also       

publishes resources to help     

communicate effectively with    

children with speech, language and 

communication needs, including 

within the youth justice sector. 

The Centre for expertise into CSA 

is also developing a practical      

resource to support practitioners 

when engaging with children and 

young people about child sexual 

abuse and exploitation which will 

be published on their website.  

https://www.iicsa.org.uk/research-seminars/research/research-projects/child-sexual-abuse-in-ethnic-minority-communities#615368317
https://whatworks.college.police.uk/Research/Documents/VKPP_Domestic_Homicide_Review.pdf
https://learning.nspcc.org.uk/research-resources/learning-from-case-reviews/culture-faith
https://learning.nspcc.org.uk/safeguarding-child-protection/for-faith-communities
https://www.newcastle.gov.uk/sites/default/files/Final%20Cultural%20Competence%20March%202019%20(1).pdf
https://tce.researchinpractice.org.uk/wp-content/uploads/2020/02/Big-up-the-bill.pdf
https://www.nspcc.org.uk/keeping-children-safe/support-for-parents/talking-about-difficult-topics/
https://attensi.com/talk-to-me/
https://www.thecommunicationtrust.org.uk/resources/resources/resources-for-practitioners/
https://www.csacentre.org.uk/
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Cross cutting themes 

VICTIM ENGAGEMENT AND SUPPORTING  VULNERABLE PEOPLE THROUGH 

THE CRIMINAL JUSTICE SYSTEM (CJS) 

Reflective practice 

•  Considering the daily lived experience of a child or young person is important to           

understanding risks and appropriate responses. Think about what day to day life is like for 

the child/young person living in the specific circumstances in which they do; what           

relationships and environments are they exposed to and how they might feel to the child.  

Where possible, talk to the child to gain their perspective, feelings and wishes. 

• Where particular cultural or religious contexts are a feature of the child/young person’s 

life take care to consider the impacts of this. Where appropriate consult with parents, 

family and other members of the community to understand this or seek specialist advice. 

The NSPCC website provides practical advice on safeguarding in faith communities and   

this example guidance provides advice on ‘cultural competence’. 

• The approach to working with child and adolescent victims of sexual abuse or exploita-

tion also needs to be culturally sensitive and take into account specific aspects of equality 

and diversity. Consider if any approaches or materials you use in your area are culturally       

appropriate for direct work with young people from specific religious and cultural        

communities. Might they present any potential barriers to engagement for children, young 

people and their families? 

• When conducting home visits or engaging with children about potential concerns of 

abuse or neglect, it is important to ensure children are given opportunities to speak to 

professionals in a safe place and without a parent present. Is this consistent practice in 

your force? Do officers have the skills and confidence to engage with children of all ages 

and abilities or have support to do so when required? 

• The newly revised Code of Practice for Victims of Crime (the Victims’ Code) came into 

effect on 1 April 2021. Under the code victims have the right to be provided with infor-

mation about the investigation and prosecution. Wherever possible and appropriate en-

sure children/young people are kept personally up to date with what is happening in any 

case that concerns them. Explain the reason for any delays and ensure they have  sup-

port. This should provide assurance and keep them engaged in the process. This leaflet 

explains to under 18s what support they should get as victims of crime. 

https://learning.nspcc.org.uk/safeguarding-child-protection/for-faith-communities
https://www.newcastle.gov.uk/sites/default/files/Final%20Cultural%20Competence%20March%202019%20(1).pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/936239/victims-code-2020.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/831962/u18-victims-code-leaflet.pdf
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Cross cutting themes 

Evidence and Investigation 

 

Most missed opportunities around evidence and investigation primarily related to evidence gathering and  

delays in investigation, having a variety of consequences for children and their families. In a number of cas-

es there were impacts both in relation to the investigation of specific incidents but also with regard to the    

ongoing safety and welfare of children and young people. In some of these cases where there were delays, 

resourcing appeared to underpin the problems. Reasons for delays included: victims/alleged perpetrators   

living in different geographical areas; staff resourcing and shift patterns; the availability of investigators; and 

a shortage of trained interviewers. There were examples where delays in investigation and evidence gath-

ering resulted in evidence being compromised, the withdrawal of child and family support for police inves-

tigation and cases being closed without full investigation and reaching an appropriate conclusion based on 

all available evidence. In some cases resourcing issues and delays in interviewing victims and alleged perpe-

trators not  only had an evident impact on the quality and sufficiency of evidence, but also resulted in a 

lack of appropriate risk assessment and protection for children and young people involved. 

 

It is the joint responsibility of partners, including the police, to ensure local child safeguarding systems are 

working. This includes not only assessing threats and risks to children but also anticipating and responding 

to barriers across the whole system. Resourcing, capacity and capability are systems issues within local 

child safeguarding arrangements within which police are joint partners. In order to recognise and respond 

to  issues, it is important that threat diagnosis and management information available to police leaders 

(both at force level and via local child safeguarding partnerships) is able to highlight areas of pressure or 

particular risk in the system. This helps the allocation of resources or facilitates the escalation of concerns 

within   partnerships. 

 

Issues in this regard were apparent in one example case where evidence was compromised by the delay in 

interviewing a very young child following potential harmful sexual behaviour towards them by an older 

child. As a result of ‘process and practical constraints’ the interview was delayed by a month after the 

original concern became known. During that period family members had   discussed the alleged incident 

with the young child and were believed to have encouraged them to expand on their thoughts and feelings 

about the young person who was the suspect. This then had an impact on the evidence collected at the 

interview. The reasons for the delay were also not recorded on the child’s record or police recording 

system in accordance with the local police and social joint working protocol. 

 

NVAP  

Action 

2.4.2; 2.4.3  

The findings in this area relate to the NVAP actions 

concerning 2.4.2 Evidence and Investigation and 

2.4.3 Evidence-led prosecutions. 
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Cross cutting themes 

Evidence and investigation 

 

An example of the impact of early case closure was reflected in a case where a strategy meeting was held 

8 days after a young person made an allegation of sexual assault against an adult relative. The police had 

already closed the investigation before the strategy meeting took place, at a time where the facts of the 
case remained largely unknown. The reviewer notes that there was a sense of professionals, including the 

police, considering the reported assault to have been minor and the young person’s parents having taken 

control of the situation. This potentially reflects a lack of  understanding about the nature and impact of 

abuse. There also appeared to be no consideration of the perpetrator’s potential ongoing ability to con-

tact the young person without their parents’ knowledge. 

Consequently, the young person was not offered any support or help to learn how to keep safe, which 

could have resulted from a referral to the local multi-agency Child Sexual Exploitation Team. 

 

Reflective practice 
 

• It is important to hold ABE interviews as soon as reasonably practicable (dependent on  

specific interviewing training and guidance), particularly those with young children.       

However, it is also important to carefully consider the circumstances in each case and the 

potential impact upon children who may be experiencing trauma of being subject to        

interview when they are not ready. There can be a negative impact on both the child vic-

tim and the evidence obtained if this is done when they are not ready. If there are delays 

in  conducting planned ABEs ensure to fully record clear reasons for such delays. The 

ABE guidance on interviewing victims and witnesses addresses interviewing very young 

children and College of Policing APP Guidance on working with victims and witnesses and 

investigative interviewing is also available. 

https://www.cps.gov.uk/sites/default/files/documents/legal_guidance/best_evidence_in_criminal_proceedings.pdf
https://www.app.college.police.uk/app-content/investigations/victims-and-witnesses/#achieving-best-evidence
https://www.app.college.police.uk/app-content/investigations/investigative-interviewing/
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Next steps 

 
 

 

 

 

 

 

 

The VKPP are currently planning the Research & Review strategy for the future.  

A number of different research and review projects are in progress, including 

studies looking at the ‘Voice of the Victim’. Outputs will be published in due 

course on the Knowledge Hub and the College of Policing Vulnerability and    

Violent Crime webpage, here.  

Please engage with us! If you have comments or feedback please let us know by 

emailing us. Also, if you have specific topics you would like us to spotlight, let us 

know. You can contact us at vkpp@norfolk.pnn.police.uk. 

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
mailto:vkpp@norfolk.pnn.police.uk
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 brief-

ing). 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 re-

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

Inclusion criteria 

Cases were included where they fit the following criteria:   

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

1. 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 

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 

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

Number of CSPRs/CPRs/SCRs included in the analysis 

A total of 159 CSPRs/CPRs/SCRs were reviewed, 64 of which fit the criteria for inclusion for analysis.   

Timeframe of reviews 

Of the 64 cases included for analysis, 1 review was published in 2016, 3 were published in 2017, 9 were pub-

lished in 2018, 19 in 2019 and the remaining 32 in 2020.  
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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). 

Cambridge-

shire and Pe-

terborough; 

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. 

https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/retrieve2?SetID=E4A9DBDB-CD1C-454C-8E95-1AC2CABF1E43&searchterm=tracy&Fields=%40&Media=%23&Bool=AND&SearchPrecision=20&SortOrder=Y1&Offset=2&Direction=%2E&Dispfmt=F&Dispfmt_b=B27&Dispfmt_f=F13&DataSetName=
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/retrieve2?SetID=E4A9DBDB-CD1C-454C-8E95-1AC2CABF1E43&searchterm=tracy&Fields=%40&Media=%23&Bool=AND&SearchPrecision=20&SortOrder=Y1&Offset=2&Direction=%2E&Dispfmt=F&Dispfmt_b=B27&Dispfmt_f=F13&DataSetName=
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousChildren'sCaseWOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E3898
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousChildren'sCaseWOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E3898
http://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2019AnonymousA19PracticeLearningReview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389
http://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2019AnonymousA19PracticeLearningReview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousChildZOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAA
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousChildZOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAA
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousFamilyDOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFA
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousFamilyDOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFA
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousGeorgiaOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFA
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousGeorgiaOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFA
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousHarryOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020AnonymousHarryOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55CFAAE
https://burysafeguardingpartnership.bury.gov.uk/CHttpHandler.ashx?id=20434&p=0
https://burysafeguardingpartnership.bury.gov.uk/CHttpHandler.ashx?id=20742&p=0
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2019/09/Eleanor-SCR-Overview-Report.pdf
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2019/09/Eleanor-SCR-Overview-Report.pdf
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2019/09/Eleanor-SCR-Overview-Report.pdf
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2019/09/Eleanor-SCR-Overview-Report.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020CambridgeshireAndPeterboroughJackOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD7
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020CambridgeshireAndPeterboroughJackOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD7
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020CambridgeshireAndPeterboroughJackOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD7
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2020CambridgeshireAndPeterboroughJackOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD7
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2018/05/Briefing-No-1-Multi-Agency-Review-Sonia.pdf
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2018/05/Briefing-No-1-Multi-Agency-Review-Sonia.pdf
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2018/05/Briefing-No-1-Multi-Agency-Review-Sonia.pdf
https://www.safeguardingcambspeterborough.org.uk/wp-content/uploads/2018/05/Briefing-No-1-Multi-Agency-Review-Sonia.pdf
https://cscp.org.uk/wp-content/uploads/2019/08/Camden-SCR-Child-D.pdf
https://cscp.org.uk/wp-content/uploads/2019/08/Camden-SCR-Child-D.pdf
https://www.cheshirewestscp.co.uk/wp-content/uploads/2019/12/Lauren_Final_Report-SCR-.pdf
https://www.cheshirewestscp.co.uk/wp-content/uploads/2019/12/Lauren_Final_Report-SCR-.pdf
https://www.cheshirewestscp.co.uk/wp-content/uploads/2019/12/Lauren_Final_Report-SCR-.pdf
https://ciossafeguarding.org.uk/assets/1/2019_12_04__final_lcspr_report_.pdf
https://ciossafeguarding.org.uk/assets/1/2019_12_04__final_lcspr_report_.pdf
https://ciossafeguarding.org.uk/assets/1/2019_12_04__final_lcspr_report_.pdf
https://www.coventry.gov.uk/downloads/file/32205/serious_case_review_march_2020
https://www.coventry.gov.uk/downloads/file/32205/serious_case_review_march_2020
https://www.cumbria.gov.uk/eLibrary/Content/Internet/537/6683/6687/17926/43965162135.pdf
https://www.cumbria.gov.uk/eLibrary/Content/Internet/537/6683/6687/17926/43965162135.pdf
https://www.dcfp.org.uk/training-and-resources/child-safeguarding-practice-reviews/scr-cn18-baby-f/
https://www.dcfp.org.uk/training-and-resources/child-safeguarding-practice-reviews/scr-cn18-baby-f/
https://safeguarding.dudley.gov.uk/media/11394/child-a-01-feb-2019.pdf
https://safeguarding.dudley.gov.uk/media/11394/child-a-01-feb-2019.pdf
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2018DudleyYoungPersonFOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55C
https://library.nspcc.org.uk/HeritageScripts/Hapi.dll/filetransfer/2018DudleyYoungPersonFOverview.pdf?filename=AA58F75CEDE68892A73FB681FE246B8371684F102152F0AA780A14959D3BCE5767137B3B2A935011CBAEC3068664FF681AA6D2524E357BAB96C006752CCD756759AD77BD1E389823A55C
https://www.escb.co.uk/media/2124/official-sensitive-escb-scr-baby-m-published-report-final-nov-19.pdf


18 

Learning for the police from reviews of child death and significant harm: Collaborative working, victim engagement & evidence and investigation 

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



