Serious Case Review - Statement from the independent Chair of the review
My name is Nancy Palmer, and I am the Independent Chair of this Serious Case Review. I
am a qualified social worker with many years experience of children’s services. I have also
held senior positions in both Ofsted and Cafcass. Since 2009 I have been an independent
practitioner. Among my current responsibilities I am the independent chair of two Local
Safeguarding Children Boards (LSCBs).
I was commissioned to independently chair this review in December 2011. My colleague
Peter Maddocks was commissioned as independent author of the overview report and
executive summary. Peter has over 35 years experience of social care services and has
held senior roles in local and national government, and in the voluntary sector. Peter is
now an independent consultant and trainer, and has previously provided overview reports
to several LSCBs.
Peter Maddocks has never worked for any of the agencies involved in this review. I
previously worked for Bradford Council, leaving that role in 1993. The other members of
the overview panel for this review are senior officers of nine of the key local agencies
involved in the case. None of these panel members had previously had any direct
responsibility for the work undertaken with Hamzah and his family. The overview panel
was strengthened by the participation of a Children’s Services senior officer from another
metropolitan district council.
This Serious Case Review was conducted in accordance with the statutory guidance
contained within Working Together to Safeguard Children (2010). Individual Management
Reviews were commissioned from 14 agencies listed in paragraph 67 of the overview
report.
The way in which reviews such as this are undertaken is changing to reflect the
circumstances in which troubled families and vulnerable children are helped by services. It
is for this reason that the overview report provides a series of challenges and critical
reflections for Bradford Safeguarding Children Board and local agencies to enable them to
implement learning and improvement.
Shocking as the circumstances of Hamzah’s death are, it is important that all involved in a
serious case review focus on what is to be learnt from the case, and how services can be
improved for the future, in Bradford District and nationally.
It is important to be clear that Hamzah died because he was neglected by his mother. The
overview panel considered carefully all the information available to agencies at the time
they were working with Hamzah’s family, and analysed how that information was used.
The panel concluded that the information known to the various agencies at the time of the
events does not suggest that Hamzah’s death was a predictable event.
A significant finding in this SCR is the extent to which Hamzah was unknown and invisible
to services throughout his short life. The report concludes that this was “largely because
neither of his parents participated in the routine processes” the vast majority of parents do,
“such as ensuring he saw health professionals on a regular basis or was enrolled for early
years’ educational provision.”
This meant none of the various organisations that came into contact with the family had
enough information to form a view about what life was really like for any of the children in
this household, especially during the last few years.
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The review raises challenges for local and national policy makers to consider how far
systems, such as provision of health care and enrolment for education, should rely on
parents making the right decisions for their children.
This review has found that there were occasions when one of the children spoke about the
domestic violence in the family. On other occasions however the children said they were
happy, for example, when questioned about their home life at school
Children’s views, wishes and feelings must be focused on and understood. Children need
to feel able to speak to people that they can trust, and those people need to have the time
and capacity both to listen and respond to concerns and worries.
The review highlights the corrosive impact of domestic violence and substance misuse
and finds that at times there was insufficient attention given to the implications of domestic
violence and parental substance misuse on the children in the family. The review notes
that changes were made in Bradford to strengthen the multi-agency response to children
living in households with domestic abuse.
With the benefit of hindsight, the overview report provides a perspective not always
available to professionals at the time that they were working with this family.
For example, Amanda Hutton was able to care effectively for her older children, which
made it more difficult for professionals to give proper weight to indications that her care for
the younger children was inadequate, and becoming dangerous. Even in the later stages
considered by the review, the presentation of the children was inconsistent, with significant
tooth decay being noted in one child, but during the same time period another child being
noted to have new clothes, neat appearance and healthy packed lunch and snacks.
It is also important to draw attention to the good professional practice that was identified
by the serious case review. This good practice included: persistent efforts by a police
officer to encourage Amanda Hutton to accept help in response to domestic violence, the
persistence of the PCSO in gaining access to the family home in September 2011 and the
midwifery service arranging ante-natal home visits in one of the pregnancies.
It is important that the learning from this review is disseminated and that actions to
improve services result from this learning. I am pleased therefore that BSCB has accepted
the overview report and the challenges contained within it.
Some key developments have already improved services, for example, the establishment
of a multi-agency assessment team that includes a police officer, education worker and
health visitor working together with children’s social workers.
I am also pleased that BSCB and its member agencies are committed to further changes
such as piloting a new approach to assessments of children’s needs, the development of
which has been informed by learning from this review, and from other reviews and
research.
Thank you.
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