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Learning and improvement
• “Professionals and organisations protecting children need to
reflect on the quality of their own practice and that of
others “

•

Working Together to Safeguard Children 2013; Chapter 4, page 65.

Overview of the case
and key themes
Paul Hill
Bradford Safeguarding Children Board
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Key documents
The following key documents can be accessed from the BSCB
website:
• SCR Executive Summary Report;
• Overview Report;
• Learning and Improvement Report;
• Statement from the Independent Chair of BSCB;
• Statement from the Independent Chair of the Serious Case
Review (SCR)
All of these documents can be accessed at:
http://www.bradford-scb.org.uk/hamzah_khan_scr.htm

Purpose and Process of SCR
• The SCR commissioned in November 2011, and the first
meeting of the Overview Panel was in January 2012. It
was accepted by BSCB in November 2012.
• The purpose of the SCR was to examine the involvement of
agencies with Hamzah Khan and his family for the purpose
of professional learning and service improvement.
• The terms of reference for the SCR, the details of the
agencies that contributed and the make up of the overview
panel are all contained in Chapter 1.

Purpose and Process of SCR
• The SCR was commissioned under guidance contained within
Working Together 2010, as amended. Key issues to bear in mind
are:
• This is the first Bradford SCR, and one of the first in the
country, to have its overview published in full;
• While the SCR follows traditional methodology in terms of
gathering information through Individual Management Reviews
(IMRs) and convening an overview panel, it does utilise
systems methodology to provide analysis and identify key
themes for professionals;
• Legal orders made to protect the surviving children prevent
the BSCB and any other organisation publishing some of the
detailed information regarding agency involvement with the
family.

Trial, Publication and Media Interest
• Amanda Hutton admitted child neglect and preventing the
burial of a child. She was found guilty of manslaughter,
child neglect and prevention of a burial. She was sentenced
to 15 years imprisonment. One of Hamzah’s adult brothers
received a 2 year suspended sentence for prevention of a
burial.
• The coroner’s inquest was concluded and Hamzah’s body
buried in the days after the trial.
• The SCR was published on 13th November 2013.

Trial, Publication and Media Interest
• The trial and SCR attracted significant international press interest.
• Publication of a complex review will always be challenging.
• Priorities for BSCB regarding publication:
• Maintain a child focus;
• Convey the nature of partnership working and partnership
responses to the challenges of this work;
• Challenge inaccurate reporting, address legitimate criticism,
defend professionals from inappropriate criticism.
• Media interest in aspects of the case continues, and there may be
further reporting in the future.

Background to the Review
• The child subject to this review is Hamzah Khan. Hamzah’s
body was discovered by police during a search of the house
in late summer 2011.
• Hamzah is believed to have died in December 2009, when
he would have been aged 4 years.
• This review focussed primarily on the period between June
2005 and September 2011, although contextual information
from the earlier period was also considered.

Background to the Review
The death of any child, whatever the circumstances is a
traumatic and shocking experience and Hamzah’s is
profoundly disturbing. Hamzah had been starved and
neglected over a number of months. The full extent of his
treatment was not known about until the evidence was laid
before a judge and jury in the autumn of 2013 following an
extensive criminal investigation. This detailed information was
not available to the overview panel at the time that the
serious case review was underway. The trial also revealed
other significant information about the family and the
circumstances of the children that had not been known until
then.

Family Background
• Hamzah was one of 8 siblings, 7 of whom resided in the
family home at the time his body was discovered. In
summer 2011, the siblings ranged in age from 5 – 21
years.
• Hamzah’s mother is white British and father is Asian British
Pakistani. Both parents speak English.
• Parents separated in October 2009.

Overview of Events
• From the first pregnancy, when mother was 16, there was a
pattern of mother avoiding contact with health services and late
notification of pregnancies which inhibited planning of ante natal
care. Mother experienced low mood & depression with all
pregnancies. By 2005 evidence was noted of mother using alcohol
to cope.
• From the beginning there were problems for the health visiting
service and GP in seeing the children, and these problems
increased over time.
• In October 2009 the children & mother were removed from the
register of the GP practice. This followed a protracted period of
missed appointments, frustrated attempts to see the children and
warnings of removal from the practice list.

Overview of Events
• The first report of mother experiencing DV was made in
1996. This was a repeated pattern, and it is likely that
many incidents were not reported to services.
• Mother usually declined to make a formal complaint to the
police, or to access support services. However, this was not
always the case. Mother was assisted to find alternative
accommodation in 2007; she made a formal complaint in
2008 resulting in the father being prosecuted.
• There was discussion at MARAC in 2008, which eventually
resulted in mother accepting support from Staying Put.

Overview of Events
• In 2006 one of the children spoke to the police about his
distressful experiences of DV.
• 2007 one of the children asked for help to live away from
home while receiving treatment after falling whilst running
away from his father. No formal complaint was made.
• Neither incident resulted in a concerted agency response.

Overview of Events
• Of the 8 children, 5 were engaged, or had been engaged, in
statutory education.
• Consistent partnership between schools and the family was
difficult to achieve.
• Periodic concerns regarding the attendance and
presentation of some of the children resulted in
interventions by schools and the Education Social Work
(ESW) service. In 2009 a concern that 3 of the children
were not collected from their primary school resulted in a
police welfare visit to the home.

Overview of Events
• During 2010 there were discussions between Health
Visitors, Education staff, Early Years staff and Children’s
Social Care (CSC) regarding difficulties in seeing the
children. In early 2011 and again in summer 2011 mother
and older siblings incorrectly told professionals that
Hamzah and his sibling were living outside of Bradford. This
deception disrupted and confused professional attempts to
establish the whereabouts and well-being of the two
children.

Overview of Events
• In March and September 2011 anonymous referrals were
received about the household.
• In September a Police Community support Officer (PCSO)
made concerted attempts to see mother and the children,
without success.
• A child protection referral to CSC resulted in a joint visit
with a uniformed police officer. When access was gained,
there were immediate concerns regarding the conditions in
the home.
• Hamzah’s body was discovered during a search of the
home.

Key Findings
• Hamzah’s death was not predictable
• He died because of mothers neglect
• To a large extent Hamzah and some of his siblings were
invisible to professionals

Key themes of the SCR
Theme 1: Cognitive influence/human bias: “keeping an
open mind”, understanding significance of risky
parental behaviour.
Theme 2: Family & professional contact & interaction:
keeping the focus on children’s needs; getting the
right balance when helping vulnerable parents;
recognising barriers to engagement and practically
overcoming them.

Key Themes of SCR continued
Theme 3: Responding to incidents and information:
viewing incidents or crises in isolation; recognising &
responding to patterns or inconsistencies that
indicate significant harm to children.
Theme 4: Recognition of long term behaviours and
changes to circumstances; multi agency
understanding about what constitutes good enough
parenting; systems that rely on parents doing the
right thing.

Key Themes of SCR continued
Theme 5: Tools to support professional judgement and
practice: do tools available to professionals support
the sharing & analysis of information, do they
support professionals in identifying underlying
concerns, such as neglect?
Theme 6: Management systems: improving the local
arrangements to use information about vulnerability
to promote the well being of children (especially
preschool) developing models of help and support;
moving to more assertive forms of help when
required.

Learning from SCR – Children’s
Social Care
Mel John-Ross, Di Watherston,
Andreas Christoforou

Recommendations from Bradford Children’s Social Care IMR

i

To consider the Integrated Children’s System (ICS) process in light of Prof Eileen Munroe’s Review of Child
Protection, to ensure that the right inquiry & the right questions are asked to enable the practitioner to better

.

assess the impact of events on the child

ii

Consideration to be given to how the current processes capture and reflect the ‘child’s journey’ and how the
views of the child can be clearly reflected.

Themes
• Domestic Abuse
• How we assess new referrals
• Working with adolescents

Responses to Domestic Abuse
• Children’s Social Care (CSC) receive all Notifications of
incidents that the Police were called to, where there were
children, even where there was no violence or abuse.
•

Screening all these Notifications tied up resources,
preventing effective responses to those that were more
appropriate referrals.

• The numbers of Domestic Violence reports 2006 – 2010
averaged at 5,850 a year, approximately 490 per month.
• In 2011-12 approximately 9,400 Domestic Violence
Notifications were received.

Responses to Domestic Abuse
• Protocol developed between the Police & CSC which
prioritises between notification & a referral
• In February 2012 Children’s Social Care (CSC) launched
the Integrated Assessment Service, a multi disciplinary
assessment team which receive and respond to all new
referrals to CSC. A Police Officer is located in the team, who
screens all the Police Domestic Violence Notifications that
are received by CSC.
• Consequently numbers have reduced, with 4600 in 201213. This means that we can better target our resources to
those that require CSC.

Responses to Referrals to Children’s Social Care.
• Bradford Children’s Social Care participated in regional research
with Prof Thorpe which looked at how we could better respond to
referrals to Children’s Social Care (CSC).
• We considered the Munroe Review of Child Protection & developed
a new Integrated Assessment Service with the Police, Health and
Education which was launched in February 2012.
• We work together to ensure all safeguarding activity and
intervention is timely, proportionate and necessary.
•

Enquiries made to Children’s Social Care are screened by a
qualified and multi-agency team, building on and enhancing good
practice.

• This multi-agency team is led and managed within the Children’s
Social Work Service and is based at Flockton House, where all our
Children & Young People’s operational services are located.

The Integrated Assessment Team:
•
•
•
•
•
•

Screen all new Referrals
Access and share all information about a child held by the individual
agencies
Provide a Multi Disciplinary Consultation Service to any professional who
has a safeguarding concern about a child, providing advice and guidance
and promoting preventatives services where appropriate;
Promote the CAF, facilitating appropriate Contacts back to preventative
services & appropriate agencies through professionals own agency links &
network.
Ensure that assessments and child protection investigations are carried
out in a timely way engaging children and their families in the process
Following feedback from the public and professionals, all Referrers are
now able to speak to a qualified professional within the Multi Disciplinary
Duty/Screening Team when making a child protection Referral. This
includes an Education Social Worker, a Health Visitor, a Safeguarding
Police Officer and Social Workers.

Assessing Children Needs
•

In line with the revised Working Together to Safeguard Children (2013)
we have developed new assessment tools for S17 and S47 CA 1989
assessments.

•

The new Bradford Single Child Assessment (BSCA) is currently being
piloted to ensure that final versions are fit for purpose in safeguarding
children

•
•
•

The assessment tools are designed to support best practice;
less process driven;
emphasis on the analysis of information gathered that tells the child’s
story;
more child centred;
greater participation of children and more direct Social Work time being
spent with children.

•
•

Safeguarding Older Children
•

Professor Mike Stein, co-author of Neglect Matters has been
commissioned to work with us, facilitating training on interventions that
work when working with vulnerable and maltreated teenagers.

•

Participated in research led by the University of York which looked at
children's prior experiences of abuse and neglect

•

Formal Child Protection Plans are considered more frequently for
adolescents, where there are clear safeguarding issues.

•

Bradford Children & Young People’s Service continues to prioritise and
deliver extensive edge of care services to families.

•

Families First Project- targeting and working most hard to reach and
engage families.

Outcome/ progress
•

An evaluation of the Integrated Assessment Service showed significant
improvement in quality & the timely sharing of information held by and
between agencies and, that the quality of information sharing had
improved, leading to better decision making for children.

•

Two consecutive ‘Unannounced Inspections’ by Ofsted of our Child
Protection Services in August 2009 and November 2010. Both these
inspections which focused on Assessment Teams were positive with no
areas for priority action.

•

The Ofsted Announced Inspection of Safeguarding and Services to LAC in
May 2012 was extremely positive.

Learning From SCR - Health
Sue Thompson
Designated Nurse – Safeguarding Children and
Looked After Children

Health - IMRs
• Bradford Teaching Hospitals Foundation Trust (Midwifery,
Accident and Emergency)
• Bradford District Care Trust ( Health Visiting and School
Nursing)
• Primary Care (GP services)
• Yorkshire Ambulance service
• Health Overview report

Themes
•

Non-engagement – assessment and actions

• Prevention of drift and loss of focus
• Communication and information sharing
• ‘Think family’ approach

Non-Engagement / Avoidance
• Universal, non-mandatory services, large client numbers
• Choice, lack of organisation or understanding, or potential
harm to children?
• Risk assessment - needs to be continuous, take account of
all sources of information, based on both historical and
current factors

Assessment
“We are drowning in information but starved for knowledge”
• Training re safeguarding assessment (BDCT)
• Opportunistic assessment and professional curiosity and
questioning, identification of risk factors (BTHFT)
• Comprehensive and shared documentation, to ensure up to date
information and action plans (all)

Prevention of Drift
• Regular records review (BDCT)
• Multi-disciplinary meetings (Primary care)
• Chronologies (BDCT)
• Professional challenge

‘Think Family’
• Implications of domestic violence for children (all)
• Recognition of risk factors and social circumstances (all)
• Role of father (BDCT)
• Avoid ‘disconnection from the children’

Communication and Information Sharing
• Multi-disciplinary meetings (primary care)
• Use of SystemOne template (BDCT, Primary care)
• Use and recording of supervision (BDCT)
• Policy re non-engaging families, then multi-agency protocol
(BDCT and all)

Multi-Agency Pathway / Protocol
•

No serious concerns, or not enough information to know
whether serious concerns exist?

•

Agreed processes for sharing information and assessments to
enable identification of level of concern about the welfare of
children, and agreement about next steps.

•

Joint decision

Learning From SCR - Education

Neil Hellewell
Principle Education Social Worker

Education- Schools
• Minimum standards for Child Protection records
• Rolling programme of CP training and e learning
• Schools taking a lead role in holding multi-agency meetings
• Schools adopting a ‘Think Family Approach

Education - Admissions
• Wider publicity of admissions procedures with a focus on
vulnerable families
• Stronger inter-agency communication between Health,
Early Years Services and Admissions

Education – ESWS/CME
• Adopting a ‘Think Family’ approach
• Regular review, audit and evaluation Children Missing
Education cases
• ‘Missing Children’ cases – all avenues of information are
rigorously explored
• Improved file management – establishment of a ‘lead
family file’
• Establishment of ‘Unseen Children’ procedures

Learning from SCR - Early Childhood
Services
Neil Christie
Early Childhood Service Manager
(Support for Families)

Improved Information-Sharing
• Notification of births
• Encouraging take up of early education
• Link between early education take up and schools
admission

Improved Inter-Agency Working
• Family Support Pathway
• Family Support action Plans
• Improved case management procedures
• Integrated Care Pathway

Early Help
• Early Help Strategy
• Timely support to families
• Improved assistance for professionals

Learning from SCR - Police
Vince Firth
Superintendant West Yorkshire Police

Learning from SCR –
Domestic Abuse Partnership
Val Balding
Domestic Violence Manager

Interagency Training
• Working with Resistant Families
• Working with Hostile and Uncooperative Families
• Safeguarding Analysis and Assessment Framework
• Neglect
• Safeguarding a Shared Responsibility
• Domestic Abuse Recognising and Responding
• MARAC briefings

Confidence in staff and organisations:
• This SCR has been considered by the DfE, and by senior
officers in all partner organisations locally;
• Local councillors and members of the public participated in
a lengthy scrutiny session focussed purely on the SCR;
• The issues arising from the SCR have been discussed in the
media, locally, regionally and nationally;
• Key organisations including the College of Social Work,
BASW & the ADCS have commented positively on the
significance and impact of the SCR.

Confidence in staff and organisations:
• The Leader of the Council and Chief Executive have high
confidence in the skill, professionalism and commitment of
council staff.
• Key figures in partner organisations have expressed similar
confidence in their staff.
• The Chair of Bradford Safeguarding Children Board has
expressed high confidence in the quality of Bradford’s
partnership safeguarding arrangements, and confidence in
our continuing capacity to improve.

Next Steps
• What have I learnt?
• How will I facilitate learning in my organisation?
• What are the implications for practice?
• What will be the impact on outcomes for children and
families?

