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	Executive summary

Bournemouth & Poole Serious Case Review

‘Family B’



	1
	Introduction



	1.1. 
	This case relates to three children: Child 1 aged seven and her sister child 2 who were the children of Mrs B, and child 3 granddaughter of Mrs B. They had all been living with Mrs B and her partner Mr B (who was not the father to any of the children) until the couple’s separation. 



	1.2. 
	In September 2007 Mrs B had been visiting her estranged partner, Mr B to collect the children following an overnight contact, when she was attacked by him. The children were nearby at the time of the attack, but were not direct witnesses.


	1.3. 
	Mrs B later died of her injuries. This resulted in Mr B being charged and convicted of her murder.  



	1.4. 
	Bournemouth & Poole Safeguarding Children Board agreed that the grounds for a serious case review under Working Together to Safeguard Children (DfES 2006) were met.

	1.5. 
	Relevant agencies in Bournemouth and Poole who had contact with the family, completed Individual Management Reviews (IMR) in which individual and organisational practice was critically scrutinised.  A Serious Case Review Panel was appointed to collate and analyse the information and to oversee the process of the review.



	2
	Summary of contact between professionals and the family



	2.1. 
	In this case there are two distinct sets of events during the period under review. Firstly, events arising out of the care proceedings with regard to child 3. These took place in 2005-2006. Secondly, the events leading up to the death of Mrs B at the hands of her partner in 2007.



	2.2. 
	The following is a brief summary of the contacts with various professionals. 



	2.3. 
	In December 2004, child 3, who was 18 months old at the time, had been accommodated by the local authority because her mother X, (daughter of Mrs B from her first marriage), who was 18 years old at the time, was unable to care for her at that time. In April 2005 social services made an application for a care order and a CAFCASS guardian was appointed.



	2.4. 
	In September 2005 child 3’s legal father made an application for a residence order, and in October 2005 Mrs B, child 3’s maternal grandparent, also made an application for a residence order.



	2.5. 
	Both parties were the subject of assessments by the local authority. At the professionals meeting in February 2006 it was concluded that the placement with Mrs B ‘appeared to be the most viable option to secure child 3’s long term future.’   
 

	2.6. 
	The guardian made a number of assessments over subsequent months. In May 2006 the Family Proceedings Court made a residence order in favour of Mrs B with a Family Assistance Order to the Local Authority. 



	2.7. 
	Between May 2006 and April 2007 there was no significant contact with professionals and the family members. 



	2.8. 
	In April 2007 Mr B assaulted Mrs B. He had returned home drunk and she had confronted him about his drinking. He assaulted her. Police attended and Mr B was arrested and charged with assault and bailed with conditions not to make contact with Mrs B. Though the children were in the home, they did not directly witness the actual assault. Prior to this time there had been a significant history of alcohol misuse by Mr B.



	2.9. 
	There was recognition on the part of Mrs B that what had happened would have had an adverse impact on all the children in terms of their emotional development.  



	2.10. 
	An Initial Assessment was completed. It was reported in the initial assessment that the victim’s partner had been drinking for approximately a year but that his intake had increased over the last few months.


	2.11. 
	In May 2007 Mrs B telephoned the police to report that Mr B had visited her address.   She also reported to the telephone operator that threats to kill had been made against her. Subsequently, she did not report this to the attending officer. As a result, police failed to deal with the threat to kill allegation or carry out a risk assessment.


	2.12. 
	They also failed to identify that he was still on bail with conditions not to visit the family home. This appears to have been due to a failure of the computer system to display this information. 

  

	2.13. 
	In May 2007 a ‘Children in Need’ Review was undertaken. It was noted that Mrs B had taken precautions based on the advice given to her about the safety of the children and herself.  The children were having contact with both sides of the extended family. She stated that she had stopped overnight contact of the children to Mr B and would ensure that future contact would be safe.



	2.14. 
	Mr B self referred to a drugs and alcohol service via the Probation Service; he reported difficulties in adjusting to normal life after many years of working on fairgrounds. He appeared before the Court for Assault by Beating, for which he received a Community Service Order (80 hours).



	2.15. 
	In June 2007 following an attempted suicide by Mr B, the local hospital undertook an initial psychiatric referral. He disclosed to the crisis team that he had threatened to kill Mrs B. He described himself as feeling on edge; desperate, and without help, would kill himself with knives. The Risk Screening concluded that he was a risk to himself and others when intoxicated. 



	2.16. 
	The following day Mr B was transferred to a local acute inpatient unit where he was subject to further joint assessment. He was discharged due to being more settled and agreeing to the discharge plan. This plan failed to recognise the risk to others as identified in the initial risk assessment.

 

	2.17. 
	In June 2007 a ‘Child in Need’ review meeting was undertaken and it was concluded that Mrs B was aware of the damaging effects of domestic violence on her children. She had put in place protection strategies and would not resume her relationship with Mr B although she agreed to contact with the children. There was on-going inter-agency liaison and information sharing and there were no concerns other than those relating to domestic violence.



	2.18. 
	In July 2007 Mr B was taken to the local hospital by ambulance having stated that he had taken an overdose. He left the hospital building to have a cigarette and never returned. He was recorded as having been discharged. There was no evidence of referral to any other agencies.



	2.19. 
	In September 2007 Mr B stabbed Mrs B.



	3
	Key issues arising from the case. 



	3.1. 
	Residence order assessment process.

It is clear from the detailed individual management reviews that there should have been more robust assessments taking place in relation to the decision regarding with whom Child 3 should reside. This especially applies to the assessment of Mr B, which appears not to have been completed due to confusion as to who was responsible. This left the children vulnerable to Mr B. This was compounded by the failure to effectively obtain and then assess the individual backgrounds of Mr & Mrs B, how they met and the dynamics of their relationship.  It would appear that the guardian was very reliant on social services providing information and that assumptions were made that all was well, despite this background information not being provided. 



	3.2. 
	The legal father of Child 3 should have been subject to greater consideration. He appears to have been a responsible person but was dismissed due to his legal immigration status and the ongoing problems this might cause. When considered against the full background information in respect of Mr & Mrs B he may have not been ruled out as quickly, and indeed may have been included in the safeguarding network around the child.



	3.3. 
	Domestic Violence risk assessment. 

The police were using a risk assessment process at the time of the incident. However, the assessment process being applied by the local Independent Domestic Violence Advisor was not the same and this resulted in the police risk assessing this case as high, but the Independent Domestic Violence Advisor assessing risk as low on the bases that the victim understood the threat. 



	3.4. 
	When Mr B was assessed, following his attempted suicide, in June 2007 the level of risk identified was changed within 24hrs and he was discharged with a plan that failed to recognise the risk that he posed not only to himself but to other individuals including the children. 



	3.5. 
	During the Children in Need meetings too much reliance was placed on the word of Mrs B to be able to keep her children safe. Interagency involvement was not sought. 



	3.6. 
	Practitioners did not correctly ascertain Mrs B’s circumstances and position at the time Mr B was facing court for Assault, and did not evaluate the implications of him having contact with Mrs B and the children.



	4
	Conclusion



	4.1. 
	There was a lack of reference to Adult Protection Procedures, in relation to Mr B’s substance misuse and mental health issues. Had notice been taken of the consistent threats/risks Mr B posed to Mrs B, and had the information been collated, then this might have triggered an alert within the pan Dorset Adult Protection Procedures.  There was no liaison and information sharing between Children’s Services to Adult Services, and Adult Services to Children’s Services



	4.2. 
	Two risk assessments of Mr B were undertaken within a twelve-hour period without any reference to each other. The examining doctor appears to have ignored the risk posed to others and discharged Mr B without any inter-agency communication or follow up.



	4.3. 
	School was not informed of the domestic violence and alcohol abuse within the family and staff were therefore not able to offer support to the children.



	4.4. 
	Home visits by the key worker were classed as Child in Need Reviews and no other agency was informed of this or given the opportunity to attend.  



	
	The introduction of the Multi-agency Risk Assessment Conference process (MARAC), which was not in operation at the time of the work with this family, has significantly altered the multi-agency risk assessment process.  Its success in addressing domestic abuse has been evidenced nationally by the quality assurance findings by Co-ordinated Action Against Domestic Abuse (CAADA).


	5
	Overview Report Recommendations



	1. 
	The Executive Summary should be fed into the Pan Dorset Adult Protection Group in order for their procedures to be scrutinised and any gaps identified, in particular the lack of referral pathway between Child Protection/Safeguarding and Adult Protection.  



	2. 
	There should be an agreed structure relating to the sharing of Adult/Child Protection Serious Case Reviews.



	3. 
	When any agency receives information of public protection concerns and threats to harm, they have a responsibility to share that information with in their own and other agencies.  



	4. 
	When ‘Persons referred’ or ‘self referrals’ to any adult health or social services function locally are received, indicating a history or significant risk of domestic violence, an agreed system of crosschecks should be made with health and social care and children’s services databases across Dorset, Bournemouth and Poole.



	5. 
	When a client is assessed as risk to others, inter-agency communication should take place irrespective of whether or not the risk to others is low.



	6. 
	When Primary Care receives a letter or report in relation to a client receiving secondary services, the practice is accountable for assessing and responding to the content of the report, considering risk to others and therefore the need to be aware of both Adult Protection and Safeguarding Children procedures and their responsibility to protect.



	7. 
	Comprehensive and robust assessments should always be undertaken when the permanency plan is to place children with extended family members.  This must include undertaking checks on all adults in the household and assessing both prospective carers for long-term stability.



	8. 
	Initial assessments in response to domestic violence incidents should ensure that all agencies working with children, wherever possible and safe to do so, interview the perpetrator and assess any contact issues in relation to the safety of all children and the non abusive parent.  Assessments should probe and challenge the foundation of self confidence regarding keeping safe.



	9. 
	Child in Need Reviews should involve all agencies working with children and adults and there should be active manager oversight when reviewing plans.



	10. 
	Inter-agency communication, contemporaneous record keeping, information sharing processes need to remain a high priority for all agencies, and training should be undertaken on a regular basis to ensure a high standard, and reinforced/quality assured through managerial supervision.  


	11. 
	Each agency to forward their completed IMR action plan to the Serious Case Review Panel who will attach this to the Overview Recommendations which will then be available for scrutiny.  Each agency remains responsible for their IMR Action Plan and be responsible for its implementation. 


	12. 
	When agencies complete an IMR it’s the expectation that where details are ambiguous, clarification should be sought and staff will be interviewed.



	13. 
	Where there is evidence of alcohol misuse and/or domestic violence in the parent or carer, this poses a risk to children and should be identified on the adults’ and individual children’s records as a significant factor.



	14. 
	Where an assessment, undertaken by Probation identifies domestic violence as a feature, this should be shared with other relevant agencies.




