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1

Introduction and context of the review

1.

The serious case review examines, for the purpose of professional learning and
service improvement, the involvement of agencies with Hamzah Khan who died
as a result of the criminal neglect by his mother, Amanda Hutton who was
convicted of manslaughter and child cruelty in October 2013.

2.

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.

3.

The review examines what was known and understood by the different services
at the time of events and considers what the tragic story of Hamzah represents
for professional learning and future policy. In doing this, the review is focussed
on how people doing difficult work, often as in this case with adults who are
reluctant or unwilling to have help, can best be encouraged and supported in
continuing to improve the opportunities and quality of contact with troubled
families and vulnerable children. Simply saying that with hindsight, and if people
had known what we all know now, they probably would have made some
different decisions does not help with promoting effective improvement and
learning.

4.

One of the most singular aspects of this case is the degree to which there is
very little recorded information about the children and particularly in respect of
what they were thinking, feeling or saying at critical points such as the incidents
of domestic violence. Hamzah together with some of his other siblings who had
not ever got to school literally disappeared from the view of their extended
family and community as well as from the view of universal services such as
education and health.

5.

When one of the children, then an adolescent, did speak out about his
unhappiness it was heard and probably misunderstood as being solely
symptomatic of adolescent and parent conflict and tension.

6.

An important question from this review that is wider than just for the
circumstances of one city and the local safeguarding children board is how
children can be encouraged to talk about their home circumstances and for
such information to be heard with sufficient curiosity, empathy and
understanding that takes account of children’s overall well-being by people and
organisations that have the capacity to do this.

7.

Attention to collating information, showing thoughtfulness and reflecting on the
significance of information is less likely to occur in conditions where workload,
information systems and frameworks are not conducive to this and measures of
what is satisfactory practice is not focussed on the experience and outcomes
for vulnerable children.

8.

It is now known that five children lived with awful physical and emotional
conditions for many months as their mother’s emotional and mental well-being
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was severely impaired and deteriorated. How can children living with such
conditions have the confidence to talk with a trusted adult especially if they
have been withdrawn from contact with services such as health visitors, GPs,
early year’s services or school? These are not issues that are addressed
through procedures or complex action plans.
9.

Whether it is the professionals and other people who knew the family, the
participants in the process of the criminal investigation and trial or the general
public who have doubtless been very distressed by the information that has
now been revealed about Hamzah’s circumstances, all will share a sense of
anger, bewilderment and shock that a child can be so neglected as to die and
then can be left undiscovered for almost two years whilst living in a major city in
a country with one of the most developed systems for safeguarding children in
the world.

10.

The fact that Hamzah had been withdrawn from the usual and universal
services such as early years, education and health and was therefore invisible
for almost a lifetime is a significant factor. The overview panel received no
information that suggested that there was one opportunity for a single individual
to have done something to have saved this child. The information considered
does not point to single acts or omissions but rather a constellation of factors
that contributed to the circumstances.

11.

Although some individual judgments with the benefit of hindsight can be seen to
have been made without enough information or analysis, the invisibility of
Hamzah is far more a reflection about how universal as well as specialist
systems of help are delivered to vulnerable children and troubled families.

12.

There is a danger in such a highly charged and emotional case such as this,
that with the crude application of hindsight any genuine and more honest
learning will be lost. Reliance on hindsight can wrongly infer that wrong
personal or professional judgments were made rather than looking at what was
known at the time and analyse how and why information was being processed
by all of the relevant people (family and professional) and the reasons for it.
Unless there is some understanding about how and why both professionals and
families behave and act there will continue to be a preoccupation with looking at
the wrong evidence and information that has limited value for improvement and
learning in some of the most complex human and professional activity.

13.

It is for this reason that the review examines for example whether there was
sufficient understanding about the history and significance of domestic abuse,
why assessments were approached in the way that they were rather than just
stating that they could have been more effective, examining the impact and
influence of contracting arrangements for GP services rather than just
concluding the children should not have been taken off a GP register, the way
in which people use and follow protocols for example in regard to finding
children missing from education, the way in which enrolment of children with
universal services such as school have been reliant on parents doing the right
thing for their children and exploring issues such as why women who are
emotionally and physically abused are so often unwilling and unable to cooperate or engage with help.

14.

The person who could have prevented this death was Amanda Hutton who had
the day-to-day responsibility for Hamzah and other siblings. She had become
so overwhelmed with her own problems and needs that she was incapable of
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adequately caring for herself let alone any dependent children. Nobody, save
for the children who were living with her, will know when those conditions
became so extreme and were in stark contrast to the conditions that were
recorded by a succession of different services until some months before
Hamzah’s body was discovered. However, Amanda Hutton was not always
such an inadequate or a dangerous parent.
15.

Amanda Hutton had first become pregnant as a teenager at a time when
support for such young mothers was not as developed as it is now. There were
not the specialist midwifes working with teenage parents, there were not Sure
Start or Children’s Centre services. There would now be a far more active and
informed approach to working with teenaged parents under current
arrangements compared to the position over 20 years ago.

16.

Little is known or recorded about the first pregnancies but the limited agency
information from health visiting records for example and accounts from her
family indicate that Amanda Hutton had applied herself with commitment and
provided appropriate parental care for her older children; this is borne out by
professional recording as well as the statements from different family members.
She had cared for her step father after he had an operation.

17.

Amanda Hutton had been capable of empathy and care to others. By the time
she had neglected Hamzah to such an extent that Hamzah died having been
denied nourishment, her circumstances had entirely changed as had her ability
to function as an adequate parent as a consequence of her chronic
dependency upon alcohol that had such appalling consequences.

18.

That chronic dependency was not recognised or known about in the services
that had been in contact with the family although there had been knowledge
about drinking. Amanda even consulted her GP on at least one occasion in
2007 although the extent and degree of the dependency was not apparently as
severe as became apparent in the later months of Hamzah’s life; some of that
might indicate a minimisation on Amanda Hutton’s part as much as possibly a
historical tolerance that is viewed differently by today’s knowledge and
understanding about substance misuse and the impact it has on parents’
emotional and physical care of children. It also appears to be the case that for
many years Amanda Hutton was able to maintain a better level of care that did
not warrant more intrusive or assertive intervention when help was generally
being declined.

19.

The extent to which Amanda Hutton became isolated especially after the death
of her mother was not properly understood and in truth was not disclosed either
to the trial or in the agency information provided to the SCR. It simply was not
known about. It is apparent that she was prone to depression and in 1999 had
made threats to self harm.

20.

It can now be seen that there was an effective and serious misdirection of
services that had begun to make enquiries about the whereabouts of Hamzah
and the other young siblings but this was after Hamzah had already died in
December 2009. Amanda Hutton, with the apparent coercion of the children,
had persuaded services such as education and health that they were living in
an entirely different part of the country. What the trial established was that
Amanda Hutton had been determined to keep the fact of Hamzah’s death a
secret. Those threats that the trial were told about were sufficient to prevent
Hamzah’s siblings from speaking out.
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21.

Although there were efforts to check information when for example a health
visitor had become concerned in 2010 about the lack of contact with health
services and subsequently both the enquiries by health, education and CSC as
well as a referral that was made in early 2011 relied primarily on what the family
said rather than getting to a point where Hamzah or the siblings who were
subject of the inquiries had been seen. There was not a visit to the home
because at the time it had not been regarded as necessary. It is one of the
examples of where a decision has different significance with hindsight and
knowledge about what the true picture was.

22.

These events highlight the dangers of any decision making that relies on
impressions of children being ‘safe and well’ rather than undertaking more
inquisitive and reflective enquiries, either through a CAF (common assessment
framework) or certainly when making enquiries and assessments in regard to
whether a child is in need or at risk of significant harm1. People who are dealing
with heavy workloads and have competing demands for their attention will have
more limited opportunity to be curious, inquisitive and enquiring.

23.

Neither the trial nor the SCR has satisfactorily reconciled how and why
Hamzah’s disappearance for almost two years was not a matter of curiosity or
inquiry for the father or any other adults in Hamzah’s family.

24.

This SCR has considered the domestic abuse that occurred over very many
years and probably predates the first recorded incident in 1996. The SCR also
refers to Amanda Hutton’s history of depression and the traumatic isolation that
she felt following the death of her much loved mother and the disintegration of
her relationship with the children’s father over several years.

25.

Some people will ask why help was not provided. Help was provided on several
occasions and sometimes with great sensitivity and persistence. However, as
will become clear through the report, that help faced many and significant
barriers. These barriers included the extent to which neither parent felt able to
acknowledge problems for much of the time and the emotional and
psychological impairment that leads victims of abuse to refuse help partly
because of concerns about exacerbating the situation. In addition,
professionals faced problems of collating information from disparate sources.

26.

The timeframe for when matters had got so entirely out of control or how some
of the children were able to engage in Amanda Hutton’s account that Hamzah
had gone to live with relatives are still not entirely clear although the trial heard
evidence of coercion and threats of violence. It is also not clear why Amanda
Hutton’s parenting of Hamzah was especially poor over and above observing
that Hamzah appeared to have been a more difficult eater than the other
siblings and this coincided with the escalating collapse of Amanda Hutton’s
relationship, the escalating impairment of her ability to care for herself, her
children or her home after she eventually left the abusive relationship. With
hindsight it can be seen that this was the time when Amanda Hutton withdrew
from community and professional contact.

1

The review analyses and comments on the lack of use of the CAF as well as the way
statutory assessments were dealt with in later sections.
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27.

There has been reluctance from within the family to disclose or discuss
information over and above what has been given in court and under oath. One
of those witnesses had to be compelled to appear. Amanda Hutton was
unwilling and unable to give a full account of how and why her life had been so
transformed for the worse either to the trial or to the SCR. Amanda Hutton has
chosen to have no contact with the SCR process. The trial established guilt for
neglect and cruelty but not the reasons for it. What the trial and this SCR
describe is a family where nobody was able to tell any service about the
appalling conditions that had become prevalent by the time of the child’s death.

28.

The non-molestation order that the children’s father was subject to from 2009
meant that he did not visit the property where Hamzah died although he
continued to have full and shared parental responsibility with Amanda Hutton
for his children. The case raises additional questions for how fathers who have
been abusive or violent to their partners are able to have a role in the lives and
upbringing of their children.

29.

The only evidence that the children’s father disclosed a concern about the care
of any children was when he had been taken into custody for assaulting
Amanda Hutton. Although he was advised to tell CSC if he had concerns there
is no record of this ever being done. The police did not have other direct
evidence to support heightened concerns at that stage about the children.

30.

This overview report gives an account of the detailed examination of several
agencies knowledge of and contact with the family. The review acknowledges
that some of those contacts could have been handled differently and explores
why and the implications for learning by looking at the various contributory
factors that influenced judgments, decisions and action of both professionals
and other people as far as is possible.

31.

The SCR examines the contact that took place at different times between the
family and several agencies; this was primarily in regard to incidents of
domestic violence. For the most part, Amanda and father were both resistant to
professional contact. This is behaviour that will now be familiar to most
professionals and services working with domestic violence and substance
misuse and is explored in the analysis and findings of the report.

32.

An account is also provided in the comment and analysis within the report
about how the work of reviews such as this can contribute to the development
of better informed practice as well as describing for example legislative
changes in regard to domestic abuse being properly seen as causing significant
harm to very young children in particular and the introduction of measures such
as Domestic Violence Prevention Notices (DVPN) that are less reliant on
victims co-operating with services such as the police. These are changes and
developments that have occurred since the tragic death of Hamzah in 2009.

33.

The case has raised important issues about how much responsibility is left to
parents for example to register their children with health services or to ensure
that they are enrolled for universal services such as education. The review
considers for example issues such as the perverse incentives associated with
primary health care patient contacts that create a disincentive to keeping
reluctant or resistant people on GP register.

34.

The SCR has coincided with a watershed in how reviews such as this have to
better address the learning and improvement that needs to come from such
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cases. The review has resisted a reliance on hindsight to judge the action and
behaviour of all the parties, professional or others, to this tragic case.
35.

The review has set out to understand what was happening and why and to
explore the various influences and contributory factors. For example, mention is
made in later sections of the report about how the aftermath of the “Baby P”
case had very significant consequences in the increased level of contacts and
referrals and how some of the measures designed to help ameliorate workload
pressures had consequences in how information was being recorded at the
time and the capacity to follow up less urgent or unresolved information such as
when Hamzah was first identified as missing from education and health
services.

36.

The review panel has also taken account of the evidence that overly forensic
overview reports and multiple recommendations that result in complex action
plans have very little impact on wider learning and improvement in regard to the
complex interactions that a case such as this illustrate.

37.

It is for this reason that all agencies have considered what they need to change
and do differently. However this overview report has not made
recommendations but has instead provided a series of challenges and
reflections for the Bradford Safeguarding Children Board (BSCB) to address in
respect of the learning to be achieved from this review. Nobody should be
under any illusion that by using such an approach it offers a far more
substantial and onerous responsibility to the BSCB in responding to this tragic
case than ratifying a set of recommendations and actions.

38.

A significant theme in this review and for the trial was the extent to which
Hamzah along with the younger siblings was unknown and invisible to services
throughout his short life. The circumstances that caused Amanda Hutton in
particular to withdraw increasingly from any contact with services are complex.
A significant contributory factor appears to be the degree of domestic violence
she suffered and the social isolation she felt. Associated with this was the
reaction from some people in the community to a relationship that involved
partners from different cultures and religions although the children’s father is
less persuaded that this was a factor.

39.

Hamzah was invisible to services largely because neither of his parents
participated in the routine processes such as ensuring he saw health
professionals on a regular basis or had been enrolled for early years or local
educational provision.

40.

The case has already prompted changes to the way in which services can be
more proactive in looking for children who may be missing from such universal
services although in the absence of an all embracing and comprehensive
information system that records and tracks a child from birth, the primary
reliance continues to rest on parents being responsible and enrolling their
children where they retain sole parental responsibility (there is no statutory
involvement through a care order for example).

41.

There are important questions for local and national policy in regard to how
many of the systems for the universal health care and education of children rely
on parents registering their children for such routine services. Although this
review describes the action already taken in Bradford to be more rigorous in
identifying the children who either are not known at all or as in this case are
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effectively withdrawn from view, is it realistically impossible to guarantee that a
child will not remain hidden from universal or specialist services such as
children’s social work services under current statutory arrangements.
42.

The reflections and critical challenge are designed to provoke more enduring
learning and improvement that applies across a wider range of services and
children rather than being confined to the highly unusual circumstances of this
one tragic case.

43.

Regrettably, domestic abuse, child neglect, substance misuse and mental
illness are the background to very many children’s lives. The work of a review
such as this can only hope to inform and support the continued development of
professional practice in a country where internationally, the UK is a bench mark
for learning and improvement.

1.1

Circumstances leading to the serious case review

44.

Hamzah (the index child for the review) had seven siblings, five of whom were
living in the same household. The two eldest siblings lived independently. There
was one other child (Sibling 3) who was younger. Hamzah’s body was
discovered by police officers during a search of the house in September 2011.

45.

The police were at the house following up concerns about anti-social behaviour
and reports about very poor conditions in the home. The police were also trying
to establish the whereabouts of several of the children who had not been seen
for some time. Several visits had previously been made to the property by a
police community support officer (PCSO) with a request for Amanda Hutton to
make contact. During a visit earlier in the afternoon to the property Amanda
Hutton had answered the door but had refused access to the house although
the PCSO had noted the presence of a strong smell and the evidence of many
flies.

46.

It was the PCSO who showed great persistence in seeking further support from
fully warranted officers and eventually secured access to the property that led
to the discovery of Hamzah’s body. The action of that officer was commended
by the judge and is also highlighted as one of the examples of good practice in
this review.

47.

It had not been possible to establish an exact date for Hamzah’s death when
the SCR was being conducted in 2012 although as a result of the evidence
given in the trial, it has now been established that Hamzah died on the 15th
December 2009. Information provided through statements to the SCR and from
the post mortem examination had indicated that Hamzah’s death might have
occurred in December 2009 when Hamzah was aged four years old. The SCR
panel was not told about the discovery of his body in a babygro for a child aged
less than 12 months old; this was clear evidence that his physical growth had
been severely impaired given the more definite date of death established by the
criminal trial.

48.

The parents had separated in October 2009. With the exception of the second
eldest child (Sibling 6) who was 18 at the time of Hamzah’s death, all of the
siblings were then living with Amanda Hutton. Sibling 7 was aged 19 at the
estimated time of death. After the discovery of Hamzah’s body all of the
children under 18 became the subjects of care proceedings initiated by the local
authority and were placed with carers outside of the family.
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49.

1.2

The serious case review was commissioned on the 28th November 2011 by the
independent chair of the Bradford Safeguarding Children Board. Work began
on compiling a chronology in December 2011, which coincided with the
appointment of the independent chair of the serious case review panel and of
the independent author of this overview report. The panel chair has worked in
Bradford but moved to other employment in 1993. The overview author has not
worked for any of the services contributing to this serious case review. Further
information about their relevant experience and knowledge is provided in
section 1.11.
Rationale for conducting a serious case review

50.

Regulation 5 of the Local Safeguarding Children Board Regulations 2006
requires a Local Safeguarding Children Board (LSCB) to undertake a review of
a serious case in accordance with procedures set out in chapter 8 of Working
Together to Safeguard Children (2010).

51.

The LSCB should always undertake a serious case review when a child dies
and abuse or neglect is either known or is suspected to be a factor in their
death.

1.3

Reasons for the review and terms of reference

52.

The reason for commissioning the review was that the circumstances under
which Hamzah had died and the fact that the death had not been reported was
indicative of Hamzah having been neglected. The information about the very
significant impairment of physical growth was not known until the trial. There
had been historical concerns including domestic violence and use of alcohol.
The home conditions in which Hamzah and the siblings were living when the
body was discovered were very poor.

53.

The serious case review panel at their first meeting on the 10th January 2012
confirmed the scope and overall terms of reference for the review and
established a timeline for the completion of work. The panel postponed
agreeing case specific key lines of enquiry pending the receipt of the
chronology and first drafts of narrative information from the authors of the
individual management reviews (IMR) at the meeting of the panel in February
2012.

54.

The overall purpose of the review is to establish the opportunities for learning
and improvement from the case through a detailed examination of events,
decision-making and action. In identifying what that learning and improvement
is, to improve inter-agency working and to better safeguard and promote the
welfare of children in Bradford.

1.4
55.

The methodology of the serious case review
The serious case review was completed using the methodology and
requirements set out in the national guidance (Working Together to Safeguard
Children 2010) that applied at the time of the review being commissioned and
completed. That guidance was extensively revised in March 2013 following the
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publication of Professor Eileen Munro’s final report in 20112. The government
had indicated that it supported the changes being recommended by Professor
Munro that future serious case reviews should be conducted using systems
based learning methodology; details about what that methodology and
framework had not been agreed when the review was completed3. The BSCB
was already working on how future serious case reviews in Bradford should be
developed in order to provide a more informed inquiry into the local systems for
safeguarding and protecting children4.
56.

The analysis in the final chapter of this report uses some of the framework
developed by SCIE (Social Care Institute for Excellence) in anticipation of the
changes to serious case reviews to present key learning within the context of
local systems. This also took account of recent work that had suggested that an
approach of developing over prescriptive and SMART recommendations had
limited impact and value in complex work such as safeguarding children5. The
final chapter of the review for example explores the influence of family and
professional interactions, the responses to incidents and crises and the tools
that are used by professionals. The report also recognises that this is a very
unusual case concerning the death of a child that was not discovered for
several months.

57.

This is not a review that has used systems methodology to collect and analyse
the information from the people who had contact with the family, but the panel
have worked to place the evidence that has been analysed within individual
agency reports into a framework that begins to explore how the local systems
both promote and in some circumstances inhibit professional practice and
decision making.

58.

The individual agency management review authors were briefed and
encouraged to examine professional practice within the context of local systems
operating at the time of the events that were being examined. A systems based
review would have provided greater opportunity for the practitioners to be
central to the process of the review in terms of collating information and helping
to develop the analysis and collective understanding about why the case

2

Munro review of child protection: final report - a child-centred system; May 2011

3

th

The government started a three month consultation on the 12 June 2012 regarding the
revised guidance for learning and service improvement that would change arrangements for
the conduct of serious case reviews as well as abolishing much if the national guidance in
Working Together and the arrangements for assessment of children in need. The revised
national guidance was published in March 2013.

4

Analysis of clinical incidents; providing a window on the system not a search for root causes.
CA Vincent; Quality and Safety in Health Care, 2004. The article argues that incident reports
by themselves tell comparatively little about causes and prevention, a fact which has long
been understood in aviation for example and is the basis of developing a systems learning
approach to serious case reviews in England.
5

A study of recommendations arising from serious case reviews 2009-2010, Brandon, M et
al, Department of Education, September 2011. The study calls for a curbing of ‘self
perpetuating and proliferation’ of recommendations. Current debate about how the learning
from serious case reviews can be most effectively achieved is encouraging a lighter touch on
making recommendations for implementation through over complex action plans. SMART
refers to strategic, measurable, achievable, realistic and timely.
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developed in the way that it did. The revised national guidance gives greater
freedom to LSCBs in regard to the methodology they choose to conduct a SCR.
59.

A serious case review panel was convened of senior and specialist agency
representatives to oversee the conduct of the review. The panel was chaired by
an independent and experienced person who is also the independent chair of a
LSCB in another part of northern England. An experienced and independent
person has provided this overview report. Further information about their
respective experience is provided in section 1.11.

60.

The panel agreed case specific terms of reference that provided the key lines of
enquiry for the review and were additional to the terms of reference described
in national guidance. The panel established the identity of services in contact
with the family during the time frame agreed for the review. For services that
had significant involvement they were required to provide an independent
management review (and are listed in the following section 1.4). These reports
were completed by suitably experienced people who had no direct involvement
or responsibility for the services provided to the children and their parents.

61.

An overview of the health agencies was provided in a comprehensive health
overview report. Health overviews are no longer a requirement for SCRs.

1.5

The scope of the serious case review

62.

The period of the review was from the beginning of Amanda Hutton’s known
pregnancy with Hamzah to the discovery of Hamzah’s body in September 2011.
All information known to a service providing an IMR was reviewed. Any
information regarding involvement prior to the period of the detailed chronology
and analysis was summarised in the IMR and in the overview report.

63.

All agency chronologies include detailed information about when the children
were seen, spoken to or observations made about them.

64.

Agencies that identified significant background histories on family members
pre-dating the scope of the review have provided a brief summary account of
that significant history.

65.

Reviews of all records and materials that have been examined include;
a)
b)
c)

Electronic records
Paper records and files
Patient or family held records.

66.

Individual management reviews were completed using the template provided by
the Bradford Safeguarding Children Board (BSCB), and were quality assured
and approved by the most senior officer of the reviewing agency.

67.

The following agencies have provided an individual management review that
was to be completed in accordance with Working Together to Safeguard
Children (2010), Chapter 8 and the associated BSCB guidance and relevant
procedures.
a) Health services that include:
o Bradford and District Care Trust (BDCT and provided health
visiting services)
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Bradford Teaching Hospitals NHS Foundation Trust
Bradford and Airedale Teaching Primary Care Trust (PCT);
general practitioner services and the Health Overview Report
(HOR)
o Yorkshire Ambulance Service
Bradford Children & Young People’s Specialist Services commissioned
the IMR on behalf of children’s social care services (CSC)
Bradford Early Years Children’s Services (children’s centre)
Bradford Education and Early Childhood Service commissioned separate
IMRs in respect of education support services, school admissions and
from schools the children attended during the period under review.
Bradford MARAC (multi agency risk assessment conferences)6
Bradford Youth Offending Team (YOT)
Voluntary organisations (Home Start, Hope Project and Staying Put7)
West Yorkshire Police
West Yorkshire Probation Service.
o
o

b)
c)
d)
e)
f)
g)
h)
i)
68.

Bradford Metropolitan District Council had been made subject to a statutory
direction to outsource its education services in July 2001; that direction was
lifted from July 2011. This means that for the period that is the focus of this
review, the provision of services was through an arrangement with Education
Bradford an independent provider of education services in the city.

69.

Information was also received from CAFCASS (children and families court
advisory support service), the West Yorkshire Ambulance Service (WYAS), the
Bradford Registrar and the Home Hunter service. Checks were also made with
services in the east and south of England regarding information provided at
various times by the family regarding the whereabouts of specific children.
These checks confirmed that all of those children had always lived in the
Bradford area.

1.6

The terms of reference as described in national guidance
I. Keep under consideration if further information becomes available as
work is undertaken that indicates other agencies should carry out
individual management reviews.
II. To establish a factual chronology of the action taken by each agency;
III. Assess whether decisions and action taken in the case comply with the
policy and procedures of the Bradford Safeguarding Children Board;
IV. To determine whether appropriate services were provided in relation to
the decisions and actions in the case;
V. To recommend appropriate inter-agency action in light of the findings;

6

The MARAC is not an agency but is a multi agency framework for sharing information and
action in response to identified risk; in this case it relates to incidents of domestic abuse.
Although the abuse began in 1996 the MARAC was not established in Bradford until 2008.

7

Staying Put is a local domestic violence/abuse charity that helps up to 1,400 women and
children every year across the Bradford District to stay in their own homes. Staying Put
provided their IMR when the SCR panel had already prepared a draft overview report when
the extent of the agency’s involvement was identified.
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VI. To assess whether other action is needed in any agency;
VII. To examine inter-agency working and service provision for the children;
VIII. To establish whether interagency and single agency policies adequately
supported the management of this case;
IX. Consider how and what contribution is sought from the family members;
X. To develop a clear multi agency action plan from the overview report.
1.7
70.

Particular issues identified for further investigation by the individual
management reviews8: the key lines of analytical enquiry
In addition to analysing individual and organisational practice, the individual
management reviews should focus on:

Recognition
i.

To what extent were any vulnerabilities or needs of mother
recognised and taken into account in terms of any potential risks
they posed for Hamzah and his siblings including any information
about depression, domestic violence, social or family involvement or
the use of alcohol or drugs; to comment in particular on any action
taken to ascertain whether there were any issues of learning or other
disability or impairment relevant to agency involvement, and
comment on the extent to which any barriers may have contributed
to mother’s reluctance to accept help or advice.

ii.

Provide information about any concerns that were reported by any
member of the family and comment, where appropriate, on any
action taken in response to such information.

iii.

Identify any opportunity for enquiring into the whereabouts and well
being of Hamzah between June 2005 and September 2011.

Assessment and Decision Making
iv.

The extent to which relevant historical information was sought,
understood and considered in work with Hamzah and his family; IMR
authors should include a summary of any relevant information
known to their service about the parents or family that they judge
relevant to the serious case review.

v.

The quality and timeliness of any assessments and the extent to
which they took account of relevant family history, the cultural,
ethnic and religious identity of the family, the needs of Hamzah and
his siblings and the capacity of the parents (acknowledging they
were separated) to meet the needs of their children; this should
include comment about any extended family or others and their role

8

These are the detailed issues that are analysed by the IMRs and in the detailed analysis in
chapter five of this report.
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and impact in promoting the safety, well being and knowledge of
Hamzah prior to the discovery of his death.
vi.

Consider and comment whether there were opportunities to use any
arrangements such as the common assessment framework, team
around the child or children going missing protocols to co-ordinate
information and help at any stage.

vii.

Comment on the quality of judgments and decision making and the
extent to which it reflected a focus on the needs of Hamzah and his
siblings and represented appropriate professional standards and a
competent understanding of any relevant theoretical and/or legal
frameworks; particular attention should be given to how any
evidence of neglect or impaired capacity to parent was collated and
analysed.

Using and Sharing Information
viii.

Identify whether information in respect of the family was shared
among agencies to the best effect so as to inform appropriate help
and interventions; in particular to identify when practitioners in
contact with the family saw Hamzah and/or his siblings and
recognised any evidence of neglect or other concerns and comment
on what action was taken to protect him or a sibling.

ix.

To comment on the quality of reports and information provided for
interagency enquiries and analysis including information provided in
meetings of MARAC or the conduct of statutory assessments or for
the purpose of identifying and tracing children who have gone
missing.

Engagement and acceptance of help and advice
x.

To what extent did either parent accept contact, advice or help from
professionals in contact with the family between June 2005 and
September 2011?

xi.

Was there any other action that could have been taken to achieve a
better level of contact and engagement with the family?

Planning and Help
xii.

Comment on the clarity and appropriateness of plans and actions
undertaken made as a result of the discussion at MARAC,
information about siblings missing from school or as a result of any
statutory assessment.

xiii.

Identify what opportunities were taken to seek the views, wishes and
feelings of any of the children and comment upon the extent to
which the children may have felt inhibited to seek advice,
information or help.
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Practice Support and Supervision
xiv.

Consider whether all relevant single agency and multi-agency
procedures were followed and comment on the extent to which
procedures helped or inhibited appropriate judgments and action at
the time.

xv.

Consider whether the policy, procedural, management and resource
infrastructure that surrounded each agency’s involvement with
Hamzah and his family promoted appropriate decision making; this
should include evaluating the training, knowledge and experience of
people working with Hamzah and his family, workloads and
organisational stability; comment should also be made about
whether any shortfall in resources were an impediment.

xvi.

Consider whether professionals working with Hamzah’s family had
sufficient and appropriate supervision commensurate with their role
and responsibilities, and the extent to which the case was subject to
appropriate and effective managerial oversight and enabled critical
reflection.

Learning from SCRs and other review processes
xvii.

Consider relevant research or evidence from previous serious case
reviews conducted by the Bradford Safeguarding Children Board;
consideration may also be given to evidence from other LSCBs or
evaluations of SCRs. Take into account any common themes and
actions arising from that research and those SCRs that are relevant
to the circumstances of this case and comment on what impact they
had in this case.

xviii.

Consider previous reviews of single agency practice. Take into
account any common themes and actions arising from those reviews
that are relevant to the circumstances of this case and comment on
what impact they had in this case.

Agency specific key lines of enquiry
xix.

Police and children’s social care; report and comment on what
information was shared and the actions taken between 12th
September 2011 and the 21st September 2011 and whether there was
opportunity to have discovered the body of Hamzah at an earlier
stage in those enquiries.

xx.

Education and early childhood services; report and comment on the
extent to which any of the children were missing from education or
early years provision and the appropriateness of actions taken to
ascertain the children’s whereabouts and attendance at school and
other provision.
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1.8
71.

The terms of reference for the health overview report
The health overview report provided an overview of the information and
analysis provided by all health services for the serious case review. In particular
it addressed the following:

i.

Comment on the quality of information and analysis and identify
significant themes and areas for learning;

ii.

Comment on any specialist referrals or assessments undertaken and the
extent to which these contributed to appropriate decision making;

iii.

Provide comment on the extent to which evidence about neglect was
identified and acted upon by various health services;

iv.

Comment on the extent to which the reports provided by health services
have identified appropriate learning and have provided sufficiently
informed analysis;

v.

Give particular regard to any implications for the likely reform of health
arrangements in Bradford identified through the review regarding the
capacity of primary health professionals to identify and follow up of
children not presented for routine health advice or treatment;

vi.

The quality of action already taken in response to the serious case review
and the recommendations and action proposed by the health IMR reports;

vii.

Identify any further themes to be explored within the overview report;

viii.

Make recommendations necessary to ensure appropriate implementation
of learning across the health service in Bradford.

1.9

The terms of reference for the overview report

72.

Provide a multi agency overview report in accordance with the national
guidance in Working Together to Safeguard Children.

73.

In addition to the requirements of Working Together to Safeguard Children
(2010) and taking into account the specific issues identified above, the overview
report author:
I. Commented on whether the individual management reviews have
addressed the terms of reference and all relevant issues;
II. Examined the inter agency working and communication between all
involved agencies;
III. Determined whether services which were provided, actions taken and
decisions made were in accordance with current policies, procedures and
government guidance;
IV. Considered whether different decisions or actions may have led to a
different course of events;
V. Provided an executive summary on behalf of the BSCB.
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1.10 Membership of the case review panel and access to expert advice
74.

An independent person was appointed to chair the case review panel from the
outset;

75.

The case review panel that oversaw this review comprised the following people
and organisations;

Position
Professional Development
Manager
Designated Nurse
BSCB Manager
Medical Director
Detective Chief Inspector
Manager
Group Service Manager
Assistant Director Access &
Inclusion
Independent ‘critical
friend’ (Assistant Director
Performance, Planning &
Resources, Children's
Services Department)
Head of Midwifery

Organisation
Bradford Metropolitan District Council (BMDC) Adult Services
Bradford and Airedale Teaching PCT
BSCB
Bradford and Airedale Teaching PCT
West Yorkshire Police
Youth Offending Team
BMDC Children’s Specialist Services
BMDC Access and Inclusion
Bolton Council

Bradford Teaching Hospital Foundation Trust

76.

The independent author of the overview report attended every meeting of the
panel;

77.

The panel had access to legal advice from a solicitor in the council’s legal
service;

78.

Written minutes of the panel meeting discussions and decisions were recorded
by a member of the BSCB staff team.

1.11 Independent chair of the serious case review panel and independent
author of the overview report
79.

Nancy Palmer was appointed as the independent chair of the serious case
review panel. Nancy is a psychology graduate and qualified social worker with a
long career history in children’s services including the roles of child protection
co-ordinator and service manager for child protection. Although she has worked
mainly in the public sector she has also spent time in the voluntary sector and
developed a career of increasing seniority in children’s services delivery and
regulation. Alongside her employed role, she has also undertaken independent
work chairing serious case and serious incident reviews, and delivering training
on child protection and safeguarding. Following six years as a senior civil
servant in the role of divisional manager with Ofsted, where she was
instrumental in setting up and subsequently managing early years and
children’s services regulation for the north of England, Nancy went on to spend
18 months as a government advisor on children’s services before becoming the
Operational Director for the north of England with Cafcass. In July 2009 she
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took the decision not to continue working full time and now holds a part time
portfolio of work including the role of independent LSCB chair and other ad hoc
work mainly in relation to children’s safeguarding.
80.

Peter Maddocks was commissioned in December 2011 as the independent
author for this overview report. He has over thirty-five years experience of
social care services the majority of which has been concerned with services for
children and families. He has experience of working as a practitioner and senior
manager in local and national government services and the voluntary sector.
He has a professional social work qualification and MA and was registered with
the General Social Care Council now superseded by the Health and Social
Professions Council (HSPC). He undertakes work as an independent
consultant and trainer and has led or contributed to several service reviews and
inspections in relation to safeguarding children. He has undertaken agency
reviews and provided overview reports to several LSCBs in England and
Wales. He has undertaken training in regard to systems learning and its
application to serious case reviews.

1.12 Parental and family contribution to the serious case review
81.

Amanda Hutton and father were made aware of this serious case review at the
outset. In view of the separate investigation by the police as well as the
coroner’s enquiry the serious case review panel had to ensure that any contact
with the family was the subject of appropriate consultation and advice. The
panel used the national guidance agreed between the Association of Chief
Police Officers (ACPO), the Crown Prosecution Service (CPS) and the
Directors of Children’s Services in England9.

82.

Both parents initially confirmed that they wished to provide information for the
review and had agreed to speak with the independent chair of the panel.
Regrettably, in spite of several attempts to contact both parents it was not
possible to speak with either of them during the course of the SCR apart from a
brief conversation between the BSCB manager and Amanda Hutton that
confirmed she was willing to speak with the panel chair. The chair of the panel
and the BSCB manager each made several efforts to contact both parents by
letter, telephone and text. The panel chair had a brief discussion with Amanda
Hutton on the telephone and although a meeting was planned Amanda Hutton
did not keep to that appointment.

83.

Following the trial the children’s father agreed to meet with the manager of the
BSCB. During that discussion the father made clear that he had been unaware
that Hamzah had not been registered with a GP and had not had any
immunisations. The children’s father denies responsibility for domestic abuse to
Amanda Hutton although does acknowledge the conviction. He refutes that he
was resistant to help for example in regard to the domestic abuse. The
children’s father believes that although he has been subjected to racist attitudes
he does not believe that his relationship with Amanda Hutton was a source of
difficulty or hostility for some people in the community. The children’s father has
expressed his surprise about the degree of resistance that Amanda Hutton had
to offers of help. The children’s father has expressed his surprise that people

9

A Guide for the Police and the Crown Prosecution Service and Local Safeguarding Children
Boards to assist with liaison and the exchange of information when there are simultaneous
chapter 8 serious case reviews and criminal proceedings; April 2011.
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did not contact him when there were concerns for example about the
attendance of children at school.
1.13 Time scale for completing the serious case review
84.

The case review panel met on seven occasions between January 2012 and
September 2012. The initial chronology of services involvement was completed
by January 2012. The first draft of the narrative agency reviews were
completed in February 2012 although final drafts including agency analysis
were finalised in March 2012. The first draft of the health overview report was
completed in June 2012. The final report was presented to an extraordinary
meeting of the BSCB on the 3rd October 2012.

85.

There is an expectation that serious case reviews are completed within six
months of being commissioned. A short extension to the timescale was agreed
by the independent chair of the BSCB. This occurred as a result of several IMR
authors and panel representatives being required to give priority to their
participation in the statutory inspection of children’s services that took place in
Bradford in May 2012.

86.

Following the completion of the trial in October 2013, the chair of the BSCB
arranged for a further examination of the information revealed during the trial
prior to finalising the overview report for publication. That review involved the
author of this report, the chair of the SCR panel and the BSCB manager
reviewing what additional or new information that had become available through
the trial with the assistance of a senior police officer. It was decided not to
reconvene the full SCR panel to avoid undue delay to the publication of the
overview report and executive summary.

1.14 Status and ownership of the overview report
87.

The overview report is the property of the Bradford Safeguarding Children
Board (BSCB) as the commissioning safeguarding board. Since June 2010, all
overview reports provided to LSCBs in England are expected to be published.
In view of the level of public interest that the case represents and the extent of
the media coverage already given during the trial, the names of Hamzah and of
the mother Amanda Hutton are used.

88.

The overview report is primarily written with the intention of addressing
professionals involved with the design, oversight or delivery of multi agency
safeguarding services although it should also provide accountability and
information to other interested parties. The executive summary provides a more
accessible and shorter account of the key findings from the review.

89.

The review aims to build on the considerable knowledge and expertise that has
developed in relation to the safeguarding of children in the UK. In doing this
work, the panel are mindful about how complex or opaque some of the
information and events may have looked to practitioners at the time of the
events.

90.

The BSCB will determine how and what further information is provided to the
family at the conclusion of the review and following the submission of the
overview report and executive summary to the Department of Education.

91.

The serious case review will not be the subject of a formal evaluation by Ofsted;
that arrangement was ended in July 2012. The serious case review and the
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associated action plans will be examined as part of the unannounced
inspection of arrangements to protect children that takes place in all English
local authority areas with children’s social care responsibilities.
1.15 Previous serious case reviews
92.

The LSCB in Bradford has published executive summaries of four serious case
reviews undertaken between 2006 and 201010.

93.

Reference is made to these previous serious case reviews by several IMR
authors and is also referenced where relevant in this overview report. The
purpose of this is to highlight where similar issues or themes have been
identified in previous reviews. This ensures that any action already
recommended is not unnecessarily repeated. Themes relevant to this review
include poor school attendance, domestic violence, the resistance of some
families to professional help and support and the role of primary health
professionals such as GPs in collating information and recognising
safeguarding concerns.

94.

There is evidence from other serious case reviews nationally that demonstrate
a significance of injury to children from larger sibling groups.

95.

Chapters four and five of this review describe in greater detail the specific
lessons to emerge from a detailed analysis of this serious case review and
include comments on how learning from previous reviews has been used.

1.16 Inspections of services for children in Bradford
96.

All children’s services in England are subject to inspections. The local authority
was subject along with all other local authorities in England to a Comprehensive
Annual Assessment (CAA)11; in 2010 and 2011 the CAA annual rating given to
children’s services in Bradford was adequate12. This meant that services were
meeting minimum national standards.

97.

The annual unannounced visit13 of inspection of contact, referral and duty
arrangements for children that took place in late 2010 and 2011 judged

10

th

The coalition government’s notice issued on the 10 June 2010 under section 16(2) of the
Children Act 2004 which amended the previous national guidance in Working Together to
Safeguard Children requires that both the executive summary and the overview report with
suitable redaction to provide confidentiality are published. The coalition government ended
th
the formal evaluation of SCRs from the 5 July 2012.
11

The coalition government abolished the CAA from 2010.

12

This profile includes findings from across Ofsted’s inspection and regulation of services and
settings for which the council has strategic or operational responsibilities, either alone or in
partnership with others, together with data from the relevant Every Child Matters indicators in
the new National Indicator Set (NIS). Every Child Matters was not continued as a policy
framework by the coalition government.
13
The inspection was carried out under section 138 of the Education and Inspections Act
2006. It contributes to Ofsted’s annual review of the performance of the authority’s children’s
services, for which Ofsted will award a rating later in the year, subject to any changes that the
coalition government may introduce. The inspections are part of a national programme of
enhanced inspection of children’s services introduced in 2009 following the death of Peter
Connolly (Baby P) and the two subsequent serious case reviews in Haringey.
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services to be adequate. That inspection reported that there were effective
arrangements in place to refer and respond to concerns about children. The
inspectors noted that the number of domestic violence notifications sent to
social care by the police resulted in a higher than necessary workload for
assessment teams and both of the services recognised the need to streamline
this process so that referrals were clearly differentiated from notifications sent
through only for information purposes.
98.

Bradford’s children’s services were judged to be ‘good’ with ‘outstanding’
partnership working, following a two-week investigation carried out in May 2012
into how children in care, foster children and those leaving care are being
looked after and how safeguarding services were working across the district to
protect vulnerable children from abuse and exploitation.

1.17 Synopsis and summary conclusion of the review panel
99.

Several aspects make this a most unusual case and therefore care has to be
exercised in distinguishing between any lessons that are simply an application
of hindsight with this one specific case and the more general areas of learning
about how local systems for safeguarding children can be developed further.

100. A compelling aspect of the case for general learning is the extent to which none
of the various organisations that came into contact with this 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.
101. The lack of focus on the needs, wishes and feelings of children is a consistent
theme in serious case reviews. In this case there were specific occasions when
some of the children expressed clear views and wishes that were given
different inference by key services. One of the older children had been very
unhappy although at the time it was interpreted as being the teenage angst of
an adolescent rather than something more serious.
102. Information known to the various agencies at the time of the events that have
been examined and analysed by the panel does not suggest that Hamzah’s
death was a predictable event. Preventing his malnourishment required
Hamzah to have been seen by professionals who could monitor his well-being..
Such monitoring should have resulted in his malnourishment and neglect being
identified and would have been a cause to make referrals under the
safeguarding protocols to CSC and the police.
103. The fact that Hamzah was not registered with a GP practice in the city had
been noticed by a health visitor in 2010, who initiated enquiries into his
whereabouts, and those of 2 other young siblings. However, this was after
Hamzah had died.
104. The subsequent enquiries by health, CSC and education services did not
establish as a matter of verifiable fact where Hamzah and the younger siblings
were living, having been misdirected by Amanda Hutton. This extraordinary
case will cause local and national agencies to consider how a child such as
Hamzah can be kept in view of their community and local services.
105. The misdirection required Amanda Hutton to convince her older children about
the account of the younger siblings staying with relatives in other parts of the
country. The fact that the locations stated varied may have been a lack of
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consistency in the story being told or the recording and sharing of the
information by professionals. The ability to persuade several services that the
younger children including Hamzah were no longer living in the city and had
effectively disappeared will require thoughtful reflection in regard to the
prevention of children going missing at local and national levels.
106. Hamzah’s absence from health visiting and GP services was being followed up
in the summer of 2010 and advice was sought from the specialist safeguarding
advisor. It was the health visitor’s enquiries that initiated the missing from
education protocol in October 2010 when the health visitor was enquiring about
the whereabouts of the youngest children. It is of course known now that
Hamzah had already died and his death had not been reported by Amanda
Hutton.
107. The pattern of Amanda Hutton avoiding health care professionals had been a
longstanding pattern of behaviour that had she put down to being afraid of
doctors. The reasons for Amanda’s reluctance to use health services were not
explored at the time; at least there is no recorded evidence. The fact that she
was a reluctant user of primary health care services was identified and was
pursued by the GP and the health visitor for several months although the last
time that the GP saw Amanda Hutton was in September 2006, although she
had a telephone conversation with a GP in July 2007.
108. The fact that Hamzah was entirely “off the radar” of services for so much of his
life was an indicator of concern although was not recognised until 2010 partly
because nobody had a complete overview about the situation. The usual
procedure for routine health care surveillance was undermined by Amanda
Hutton’s complete withdrawal from every service. The extent to which the
younger children were never seen by any health professional after the first birth
contact is quite out of the ordinary.
109. A reluctance or lack of engagement with professionals such as midwives,
health visiting and GP services are now more likely to be regarded as indicators
of concern because these are some of the patterns that are increasingly
understood to be contributory to a child’s safety and emotional well being (and
was a factor in the health visitor initiating inquiries in 2010).
110. The GP practice had removed Amanda Hutton and the children from the
register in October 2009 due to her persistent lack of response to appointments
to have the children seen and to have the opportunity for routine care such as
immunisations. If Hamzah had for example been seen by a GP prior to being
removed from the register it would of course have been an opportunity for
evidence about the extent of malnourishment that contributed to the death in
December 2009 to be diagnosed. It is not a requirement for a GP to see a child
before they are removed from the register. Hamzah had never received any of
the routine immunisations which in itself was an indicator of concern.
111. There was a telephone contact with services in March 2011 which is analysed
in greater detail in later sections that was also made after Hamzah had already
been dead for several months. The checks made in response to the phone call
relied on conversations with the older children at school. The checks that were
made as a result of the phone call did not raise new or heightened concerns
although if a home visit had been completed it would have clearly been an
opportunity to check on the physical conditions within the home.
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112. If the extent to which there was such a marked decline in the parenting
provided by Amanda Hutton had been known, this would have provided a more
focussed and concerning context for enquiry and assessment particularly by
CSC or the police. Although the older children’s attendance at school was not
consistent and they appeared neglected on occasions this was not a consistent
pattern. There was contact with CSC again in July 2011 which reported the
filthy conditions although as before in March there was an incorrect assumption
that the youngest children were not living at the house.
113. There was one occasion when Hamzah’s father had expressed concerns about
Amanda’s care of the children although this occurred after he had been
arrested for assaulting her. He was advised to report his concerns to CSC but
there is no record of this being done.
114. The evidence of domestic violence and the reluctance to engage with primary
health care services were seen in isolation in large part because no single
agency had a lead responsibility either by initiating a CAF (common
assessment framework) or by a statutory route such as child in need (CIN). The
lack of focus on what the children were saying or could have been encouraged
to discuss more is also commented upon in other parts of the review. Matters
are complicated in this case in as far as Amanda Hutton appears to have been
a more caring parent at the outset with her older children but had clearly
developed a chronic neglect in regard to the younger children.
115. Later chapters of the report provide the context for why the information that was
reported and looked at was processed in the way that it was and considers
what factors contributed. This takes account for example of the inherent
barriers that professionals face when trying to respond to victims of domestic
abuse, deal with substance misuse as well as the acknowledged shortcomings
in how for example assessments were structured and conducted at the time,
locally and through national systems. There were workload pressures that led
to shortcuts in some aspects of the work.
116. The true extent of need within the family was therefore insufficiently known and
the barriers for accepting professional help were not understood well enough at
the time. None of the children’s views, wishes and feelings was given enough
focus and priority even when some of the children explicitly sought help or
came to the attention of support services.
117. Several professionals tried to offer help at different times although none were
able to overcome the resistance that was exhibited by both of Hamzah’s
parents. In regard to Amanda Hutton the behaviour is characteristic of women
who have experienced abuse and violence over many years and presents
significant challenges for professional practice. In regard to the father, he was
reluctant to acknowledge his abuse and violence and sought to minimise it even
after conviction. Again this is behaviour that professionals working with both
victims and perpetrators will recognise.
118. The extent to which both of the parents were unwilling to accept help or advice
and presented barriers to various professionals has become more apparent
through the detailed collation of extensive information for the review.
119. A feature identified in other reviews nationally is how mind-sets can prevent a
fresh look at information that appears to resemble or be consistent with
previous reports which on their own do not arouse higher levels of curiosity or
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concern and especially in services that are already under significant workload
pressure. The mind-set that prevailed here was that Amanda Hutton had
problems but was not considered to be a risk to her children.
120. The impact of domestic abuse on the emotional health of adults and children is
becoming much better understood and for example national guidance
emphasises that it is a source of significant harm for children and requires an
appropriate response in regard to enquiry, assessment and the help that is
provided.
121. Different factors influenced decision making at key moments. For example
changes to working arrangements, the impact of events such as Baby P on the
workload of local services as well as a genuine desire to try and support a
family dealing with what were seen at the time as the tensions between
adolescent development and parental control.
122. The three youngest children (Hamzah, Sibling 2 and 3) were never enrolled for
education (including any early year’s provision14) and the primary health
services had very limited contact. The implications of that are explored in the
IMRs and the health overview report (HOR) and the later sections of this report.
123. When one of the children asked for help, this did not provide a clear enough
opportunity to develop a better level of knowledge and understanding about the
children’s needs and circumstances. There were opportunities to explore
inconsistencies; for example the children could arrive in school clean and welldressed whilst at other times displayed symptoms of neglect, the most acute
being the physical condition of one of the children observed by the school nurse
in regard to tooth decay which is indicative of longer standing and more
persistent neglect. There was the limited understanding about the barriers
(especially for Amanda Hutton in regard to the domestic violence and abuse) to
accepting help or advice. Domestic abuse has a corrosive and long term impact
on the victim as well as being emotionally damaging for any children living in
the same household.
124. Other complications arose because information was inaccurately recorded or
poorly shared; for example one of the IMRs comments on the number of people
dealing with enquiries about the youngest children missing from education and
how that contributed to fundamental misunderstandings. The children’s centre
had wrong information about the age of Hamzah and Sibling 2 that contributed
to them not having accurate reference points for judging the children’s social
and physical development on issues such as using their fingers rather than a
spoon to feed themselves. Now that the extent of Hamzah’s neglect has been
revealed this takes on even greater significance.

14

The ESWS IMR explains that as Bradford adopts a rising fives admissions policy Hamzah
and 2 would have been expected to start school in September 2009. By September 2010
Hamzah and 2 should legally have been in school. Sibling 3 would have been expected to
start school in September 2010 but legally not required to be in school until September 2011.
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125. The only multi agency discussion which was limited took place at MARAC15 and
this was focussed on the risk to Amanda Hutton and not upon her children.
There is a far better understanding now about the significance and implications
of domestic abuse on the emotional, psychological as well physical health of
children that has been enshrined in law and national guidance regarding
significant harm. That level of understanding was different in 2008.
126. Not all of the relevant services such as the GP were aware of the discussion at
MARAC or the decisions; if they had been there may have been a different
approach to the lack of contact with Amanda Hutton and the children. The
MARAC had only recently been established and for example CSC did not have
consistent representation at the time. Other agencies such as education and
early childhood services were represented but the people attending the meeting
did not communicate information within their own service and did not apparently
implement the actions that had been agreed. Some of this reflected insufficient
understanding about the purpose of MARAC as well as understanding the
heightened risk of further abuse that is associated with making disclosures of
domestic abuse or trying to leave a violent relationship.
127. Domestic violence, depression and substance misuse were persistent features
that are now revealed far more clearly as a result of the detailed work of the
review in collating information from different services. There was for example a
significant level of involvement by Staying Put services with Amanda Hutton for
over two years in regard to the domestic violence and abuse but was not
integrated and shared with other services. The involvement of Staying Put was
largely unknown to other services and therefore the detailed information
disclosed to that service was not shared with other professionals.
128. The absence of clear disclosures or not seeing the information such as the
failure to attend immunisations as a source of harmful behaviour rather than
isolated incidents contributed to the lack of assertive and pro-active approach in
the case.
129. Achieving a better understanding about prevalence and significance of
domestic abuse, depression and substance misuse as being a considerable
and detrimental feature of life for children in the family requires time and patient
persistence and represent a complex challenge for professionals who need to
have time as well as the appropriate skill and resilience to have more quality
contact with vulnerable children and troubled families.
130. Much of the characteristic behaviour associated with domestic abuse both on
the part of perpetrator and victim are exhibited in this case; the lack of
acknowledgement and responsibility for the violence by the perpetrator and the
difficulty for the victim in accepting help or leaving the violent relationship. The
reluctance to access or accept help arise from a complex number of factors
such as fear of repercussions, complications arising from responsibility for
children, fear of losing housing and income as well as reconciling emotions and
feelings for a partner. The impact of long term abuse and coercion on victims is
explored in the final chapter of this report.

15

MARAC is focussed on cases of higher risk of domestic abuse with the purpose of
developing strategies to help the victim to be protected; it is often a moment of heightened
risk when the perpetrator of domestic abuse knows that the abuse is being disclosed.
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131. The context within which the services operated at different times are also a
feature explored through the review. For example the publicity of the “Baby P”
case in London had a profound impact on some services such as CSC. They
were dealing with a significant increase in referrals that coincided with
difficulties in retaining sufficiently trained and experienced staff; it also
coincided with the implementation of new systems of working and information
management.
132. The education welfare service describes how it was moving from a traditional
school absence service that relied on threats of prosecution to a service that
seeks to balance enforcement with support and engagement with vulnerable
families that have a range of complex needs.
133. Some of the IMR authors also describe the very real dilemmas that are
presented when for example a key professional who is crucial in terms of their
knowledge and relationship with a family becomes ill, experiences bereavement
or leaves a job. The report describes how for example Amanda Hutton had
great difficulty in developing trust in professionals with some notable exceptions
for example in relation to PC8 who supported her following incidents of
domestic abuse.
134. The GP IMR discusses the changes that have occurred in general medical
practice; ensuring that GPs have information about MARAC discussions, the
introduction of new safeguarding training and systems for identifying
information about the welfare of children; the IMR acknowledges the challenges
of GP consultations that are based on time limited ten minute consultations
especially with patients who only present at a point of urgent need. The manner
in which services such as primary health care are commissioned and
contracted are discussed in both the HOR and the later chapters of this
overview report; for example, there are perverse incentives that can lead to
disengaged and reluctant families becoming even more isolated from core and
universal services as happened in this case.
135. The reluctance of Amanda Hutton in particular to have contact with any service
and the degree to which this was able to dominate the interaction with different
services who were unable to manage or overcome the resistance; a clearer
focus on how the children were being effected and the need for clearer impetus
to a more assertive approach. This is where structured multi agency discussion
and seeking legal advice can be helpful and is something that is far better
understood now and is enshrined for example in the revised local assessment
frameworks.
136. Some professionals demonstrated a better understanding about the barriers
facing Amanda Hutton for example by getting help in regard to domestic
violence, although this was not collectively understood and in any event none of
the agencies were able to achieve an appreciable engagement by either of the
parents. Underlying patterns such as Amanda Hutton’s readiness to accept
practical help in regard to matters such as housing but her rejection of the
contact that made demands upon her in respect of issues such as improving
school attendance were not recognised at the time.
137. Amanda Hutton’s reluctance to accept help was poorly understood in terms of
what the barriers might have been especially in relation to the domestic
violence she suffered. There was insufficient attention given to the implications
of factors such as domestic violence and substance misuse on the children and
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their emotional as well as physical care and well being. Reports that the
children seem ‘safe and well’ address only that the children do not appear to be
physically at risk rather than offering clearer insight about the emotional and
psychological impact. The review discusses the limitations of some of the tools
and frameworks available to help professionals make appropriate judgments.
138. Great reliance was given to Amanda Hutton providing consent for different
interventions or support when a more assertive approach would have given
more explicit consideration to the needs of the children and probably sought to
override parental objections including if it had been necessary and subject to
legal advice, going to court for an appropriate order. Legal options were not
considered because key services never believed that the children were
suffering harm at the time.
139. Amanda Hutton’s use of alcohol was not seen at the time as problematic and
on some occasions there was an absence of certainty as to whether she was
drinking or not. It was periodically observed when some agencies including the
emergency services had access to the house or received third hand reports
from members of the family including some of the children. The use of alcohol
as well as the domestic abuse is a behaviour that adults will often want to
disguise or keep hidden from view.
140. There are examples of good practice where for example individual
professionals have sought to gain the confidence of Amanda Hutton and to
offer considerable emotional and practical support far in excess of what would
be expected from their professional or service remit, although this was not
sufficiently coordinated across the different services that came into contact with
the family.
141. Apart from the MARAC, there were no interagency meetings or formal
discussions although there were discussions that took place over telephone or
email or took place within single agencies; the consequence was that individual
people and services were always dealing with incomplete information. When
processes such as statutory assessments or the missing from education
protocols were invoked they were not completed to the level of detail required;
some of the factors that caused this have been referred to and are analysed in
further detail later in the report.
142. The MARAC discussion was focussed on Amanda Hutton as a victim of
domestic violence and there was insufficient account of the impact on her
capacity to meet the needs of her children.
143. Safeguarding referrals that were made were then dealt with outside of the
frameworks for strategy discussion and the information that was collated never
triggered a threshold to convene a multi agency child protection conference.
Recording of information was made using process logs rather than within needs
assessment frameworks; some of this reflected taking procedural shortcuts to
deal with workload demands.
144. When one of the children was physically assaulted and had sought help this led
to a disagreement between the police and children’s social care services about
what action was required. The outcome was that the child returned home. It
was managed as a parent and teenager conflict.
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145. Opportunities to engage father in terms of his violent and abusive behaviour
were largely undermined by his reluctance and inability to acknowledge and to
take responsibility for his behaviour.
146. There is fundamental learning to emerge for example in regard to applying
procedures and protocols with a greater level of curiosity and understanding.
This is not making a point about bureaucratic compliance. An example is the
degree to which the reports of the children missing were largely treated as
administrative liaison arrangements between different services within Bradford
and with other areas in southern England rather than providing a ladder to
escalate the level of enquiries. It not the following of the procedure but rather
what the information has revealed that has to be the focus for deciding an
adequate outcome has been achieved.
147. The BSCB and its partners will want to reflect upon the manner in which
vulnerable families can disappear from the purview of essential services such
as primary health, education and early childhood services and the manner in
which commissioning and contracting arrangements can create perverse
incentives in relation to providing access to services for vulnerable families and
children.
148. The Munro Review commissioned by the Coalition Government in 2010 has
stressed the importance of looking at such information within the context of
people’s professional and organisational arrangements. Individual professionals
are influenced and affected by the circumstances within which they work.
149. Such influences include the stability of the organisation they work in, the
workload of individuals and their services, the quality of their training and
knowledge, the clarity of working arrangements in matters such as how
essential and relevant information is recorded and shared meaningfully. In this
case there are specific issues such as how contracts are specified for the
delivery of primary health services. There were the workload problems already
referred to in some of the services that led to short term measures that
contributed to insufficient analysis and collation of information. On a more
limited scale there were also personal tragedies and difficulties that influenced
the capacity of specific professionals.
150. Research and the evidence from other serious case reviews that is referenced
in the IMRs and in later sections of this report shows that abuse is the product
of several different factors and the complex interplay between them and the
influence of family attitude and behaviour, professional reasoning and the
action of all involved. Other serious case reviews identify the prevalence of
depression, substance misuse and domestic violence as a background to many
of the cases that involve the serious abuse or death of children16.
151. A more sceptical and enquiring approach combined with a predominant focus
on the children creates an improved opportunity for better analysis about a
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A national study in 2007 reported that domestic violence was a factor in 66 per cent of
serious case reviews, substance misuse was a factor in 57 per cent and mental ill health was
a factor in 55 per cent; overall over a third (34 per cent) featured all three factors combined
and has been described as a ‘toxic trio’ by some commentators. Understanding Serious Case
Reviews and their Impact 2005-7: A Biennial Analysis of Serious Case Reviews 2005-7,
DCSF.
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parent’s decision making and the extent to which they are able to put her
children’s needs first.
152. Other serious case reviews locally and nationally also describe the extent to
which help that is provided to vulnerable children or troubled families is
delivered through a “silo” approach where individual people and services are
focussed on their single agency issues, although there are instances in this
case where individual professionals in the police and YOT for example tried
hard to access other support from outside their own agency17.
153. Overcoming issues such as working in different agencies does require busy
people having the capacity to talk with each other as much as doing their own
core job. The factors are multi-facetted and includes over identification with the
needs of Amanda Hutton, a lack of sufficient sceptical enquiry for example in
regard to the disappearance of some of the children from health, education and
social care systems, a reluctance to engage Amanda Hutton on anything more
than a voluntary basis and an inability to identify the significance of the various
and cumulative indicators of risk over time.
154. The importance of sharing information effectively and using it to think about
what further enquiries should be made is highlighted in several of the IMRs.
The majority of services had some knowledge of some indicators of potential
risk and vulnerability but it did not lead to any further sustained concerted
collective action.
155. Some of this reflected inadequate recording and gaps in information when
practitioners were dealing with incidents. An example is one of the social
workers not having full information about discussions at the MARAC; schools
did not know about key decisions and the GPs were completely unaware.
156. There are other factors explored in the final chapter of this report in particular
regarding the adequacy of tools that professionals have to make sense of
opaque or contradictory information. Even when the assessment frameworks
are used they represent considerable difficulty to practitioners in being able to
describe and analyse risk. These frameworks have been abolished in national
guidance since the death of Hamzah and work is already being completed on
developing more appropriate single child assessment frameworks locally.
157. The only explicit risk assessments described in the IMRs was offence related;
one was the OASys system18 in probation that is primarily focussed on father as
the offender and his offence. The YOT also completed an assessment in regard
to the work with Sibling 8. The assessments did not achieve a complete picture
of information about the family but were consistent with national standards and
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The limitations imposed if professionals are not able to look at aspects of the children’s
needs outside of their own specific brief and is a significant theme identified in Understanding
Serious Case Reviews and their Impact A Biennial Analysis of Serious Case Reviews 200507DCSF

18

OASys is the abbreviated term for the Offender Assessment System, used in
the England and Wales by Her Majesty's Prison Service and the National Probation
Service from 2002 to measure the risks and needs of criminal offenders under their
supervision.
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requirements for offence related work. The importance of ‘Thinking Family19’
was discussed by the probation IMR author and is echoed in the reflections of
other agency reports from education and other disciplines.
1.18 The family and other significant people
158. Until the trial, very little information had been known about the history of
Hamzah’s family or of either parent’s background and reflects the limited extent
of enquiry, assessment and recording generally.
159. This had implications for aspects of practice and contact with the family. For
example, the significance of the relationship between Amanda and her mother
was not properly understood and therefore the traumatic sense of desolation
and isolation that she felt particularly as the relationship with the children’s
father became even more estranged.
160. The first record of domestic violence had been in May 1996. It is thought that
there had been previous incidents that were not reported and this would be
consistent with research evidence that disclosures of abuse are usually made
only after several incidents20. There were ten specific incidents recorded by the
police between 1996 and 2008 although there had been other contacts where
more generalised comments about domestic violence were disclosed.
161. Hamzah’s mother is white British and father is Asian British Pakistani. Both
parents speak English. They met as teenagers. It is believed that both had
happy childhoods and they both have siblings. Father does not have any
contact with any of his siblings.
162. Amanda Hutton became pregnant with her first child (Sibling 7) 18 months after
she had met father outside a local night club when she was aged 16 in 1986.
Amanda Hutton’s mother had just married her stepfather who Amanda Hutton
had known since she was 13 years old. Amanda Hutton came from a relatively
comfortable family and had attended a local grammar school. Amanda left
school before completing any “A” levels and moved out of the family home into
a local flat. She worked briefly for a printing company, and also worked in the
distribution department of a major retailer.
163. The maternal grandmother maintained contact with her daughter and was a
significant source of emotional and practical support until her death in
December 2007. Amanda was in daily contact with her mother until then,
sometimes phoning three or more times during a day and having long
conversations with each other.
164. Amanda Hutton’s mother’s death which occurred after a long illness was
especially traumatic for Amanda Hutton and coincided with what appeared to
be a marked deterioration in the relationship with the father of the children. It is
significant that during a conversation with a health visitor in 2008 Amanda
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Think Family was supported by a toolkit published by the previous government in 2009; it
has been withdrawn by the coalition government.

20

Research evidence shows that domestic violence has more repeat victims than any other
crime; there will be on average 35 assaults before a victim calls the police.
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Hutton stated that she had lost complete confidence in the health service when
her mother died.
165. Although Amanda stayed in contact with her stepfather for a few months after
the death of her mother, they gradually lost regular contact with each other.
166. According to third hand information from members of the family Amanda had
been a typical teenager who had enjoyed music and had taken pride in her
appearance. Although Amanda Hutton appears to have avoided health
professionals for much of her life including ante-natal appointments she
appeared to adapt to becoming a mother during her first pregnancies.
Amanda’s step father was nursed by Amanda for about three months following
an operation and she was caring and considerate.
167. Amanda had started drinking alcohol when she was a teenager although it
appears to have become far more problematic as the relationship with the
children’s father had deteriorated.
168. At the time of Hamzah’s death, the parents had already been separated for
about a year. Amanda Hutton had been granted a non-molestation order in
December 200821.
169. There had been concerns about domestic violence since 1996 although there
had been several months between incidents being reported to the police.
Significantly, the next incident reported after 1996 was in March 2003 when
Amanda Hutton declined to make a statement and no further action was taken.
170. Professionals including specialist police officers will recognise that this is a
common pattern of behaviour from women living with abuse who fear the
repercussions of intervention although is behaviour that is less well understood
by people who have less experience or specialist training and awareness.
171. Amanda was assaulted again in June 2003. In September 2004 Amanda
Hutton was assaulted by father with a coin bag when there was no hot water for
him to have a shower. Amanda Hutton again declined to make a statement or
to accept help. Amanda Hutton made contact ten months later but not about
specific incidents and also again in December 2005. There was a further
incident in December 2006 when one of the children went missing.
172. In May 2007 one of the children complained that both parents assaulted them.
In July 2007 there was a breach of the peace when Amanda Hutton stated that
she felt trapped in the relationship, did not know how to get out and was
described as very lacking in confidence. Amanda Hutton was unwilling to make
any complaints to support a prosecution22. Amanda declined to go to a refuge
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Reference is made in other parts of this report to other measure that have been introduced
to help agencies such as the police deal with domestic abuse; an example is the use of
domestic abuse prevention notices which were introduced this year.

22

Reference is made in other parts of this report to changes that have and continue to be
made in relation to domestic abuse; for example the introduction of Domestic Violence
Prevention Notices are one of the new powers given to police to take action against
perpetrators without having to go to court or have the cooperation of a victim of abuse and
violence.
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for fear of reprisals. Amanda agreed to have a referral made to a local
organisation working with women in abusive and violent relationships and she
was also referred to the housing service and registered with the house hunter
service.
173. In December 2007 there was an assault on Amanda Hutton by the children’s
father in the family home. She provided contradictory information and the father
denied assaulting Amanda Hutton. Amanda was contacted by a Staying Put
worker who was told by Amanda Hutton that she was only allowed out of the
house to do a brief shop of about 30 minutes each week and often had her
telephone taken off her.
174. In February 2008 Amanda Hutton went to the police station to report that she
had been physically assaulted. The domestic violence unit was unable to
contact her subsequently because her phone was going to voicemail.
175. In May 2008 a police report refers to Amanda Hutton still living with her expartner when she reported being assaulted again at the house. Amanda Hutton
was unwilling to speak to any police officer except to PC8 who had provided a
response and support in previous contacts from as early as 2005 and had
several contacts in the preceding months when Amanda Hutton had been
unable to engage. That officer was not available.
176. The first referral to MARAC was made in July 2008 that collated information
about 11 incidents since 200323. A further discussion at the MARAC in August
was attended by PC8 who had managed to secure Amanda’s trust previously
and told the MARAC that Amanda probably was at significant risk but was not
disclosing information. At the end of November 2008 Amanda Hutton contacted
PC8 saying that father was forcing her to leave the house. PC8 helped arrange
interviews with housing services and encouraged Amanda Hutton to seek legal
advice.
177. Under the arrangements that have been brought in now, the police would have
the option of giving direction to the perpetrator and have powers to place
restrictions on contact. Amanda Hutton was re-housed. Within 24 hours father
broke into the property and assaulted Amanda Hutton as well as one of the
children. Father was arrested and it was during the interview that he made
comments about concerns regarding the children.
178. Father was subsequently convicted and a non-molestation order had imposed
controls on him coming to house where Amanda Hutton lived. Father denies
that there was domestic violence in the relationship in spite of the evidence
from information such as police records. Although he attended meetings with
his offender manager he was reluctant to acknowledge the domestic abuse and
was disruptive when he did attend the integrated domestic abuse programme
(IDAP).
179. For example, he attended the IDAP at the end of July 2010 and told everyone
from the outset that he did not hit women as those men that do should go to
prison. He blamed his partner and women in general because ‘they get you
into trouble’. He was given the option to leave at the beginning and then at the
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CSC was not represented at the MARAC.
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break but he decided to stay. He was very vocal and had to be asked to be
quiet and to listen24.
180. The parents had some contact with each other after their separation. For
example in September 2009 father’s offender manager was told that Amanda
Hutton had gone to father’s property following telephone conversations earlier
in the evening. Amanda Hutton was described as very stressed. Father talked
to the offender manager how Amanda Hutton and he had discussed how
destructive their relationship had become and father was unsure how to be
involved with his children. This contact occurred less than three months before
Hamzah died. Before that contact, in June 2009 father had talked with the same
offender manager about being uncertain about arrangements for contact with
his children.
181. The family was removed from the roll of the GP practice in October 2009 after
persistent non attendance for routine health appointments and had failed to
respond to letter and other contact.
182. Five of the children had been enrolled at Bradford schools and had histories of
problematic attendance at school. The three youngest children (including
Hamzah) had not been enrolled at school or with any early years provision. No
applications had been made.
183. The education welfare service (EWS) was significantly involved in attempts to
achieve improved levels of school attendance and to establish the whereabouts
of the three youngest children after the health visitor initially identified that
Hamzah was not registered with any GP.
184. There had been some indication that Amanda Hutton experienced depression
and had some reliance on alcohol. She was resistant to the involvement of
professionals and this increased over time.
185. During the investigation into the circumstances surrounding the death of
Hamzah, one of the older children stated that life ‘began to go downhill’ after
the birth of Sibling 6, and from aged 11 years there were issues with Amanda
Hutton’s use of alcohol and cannabis. He says that he was punched and
slapped by his mother from the age of 12 years and that she drunkenly stabbed
him with a kitchen knife when he was 13 years old, although this specific
information about the use of a knife was not reported to the police at that time
or to any other service.
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He was suspended from IDAP because of the disruption and missed sessions. He was not
happy about the suspension and thought he was being unfairly treated. Given the
minimisation around the index offence of domestic abuse and the suspension, it was decided
to take IDAP requirement back to court and have this removed which happened at the end of
November 2010. The revocation application outlined the reasons for the request including the
requirement being unworkable, owing to father’s disruptive behaviour at IDAP session, his
minimisation and continuing denial. The report outlined that work would be carried out on an
individual basis. His attitude did not change and by the last individual session in May 2011 he
continued to blame Amanda Hutton for putting him ‘on probation’.
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1.19 Cultural, ethnic, linguistic and religious identity of the family and their
community
186. Hamzah’s father is British Asian and is Muslim. He has worked as a taxi driver
and a mechanic. Amanda Hutton is white British. None of the agencies had
information about any religious affiliation.
187. Just over 76 per cent of the population in Bradford is white compared to a
national average of 97 per cent. Almost 34 per cent of 0 to 17 year olds are
from black and minority ethnic backgrounds, the most significant group being of
Pakistani heritage. Just over three per cent of the city’s school population
describe themselves as dual heritage.
188. Bradford is amongst the most deprived districts in the country. It ranks as the
32nd most deprived out of 354 local authority districts in England and is in the
most deprived ten per cent of local authority districts nationally. 40 per cent of
areas in the district fall into the most deprived 20 per cent of areas nationally
and the variance in deprivation is wide ranging, with five per cent of areas
falling into the most deprived one pre cent of areas nationally and six per cent
falling into the least deprived one per cent of areas nationally.
189. There are more children living in poverty in Bradford compared to the national
average. A total of 61 per cent of children in the district live in low-income
households, compared with 44 per cent nationally.
190. The uptake of formal pre-school childcare by low income families is lower in the
Bradford district (14 per cent) than national (18 per cent) and is not increasing
at an equivalent pace. Hamzah did not participate in any pre-school childcare.
191. The West Yorkshire Police deal with four incidents of domestic abuse every
hour which cover other cities and towns as well as Bradford. The number of
recorded domestic violence incidents in the Bradford district in the year to the
end of April 2012 was 9,991, an increase of nearly 800 on the previous year.
The police believe that is partly because victims feel more confident to report
incidents.
192. 5,922 child referrals were made to Bradford Children’s Social Care in 2010-11.
This is a rate of 460.86 per 10,000 population under 18 and was significantly
lower compared to 7,547 in 2009-10 (587.3 per 10,000), this went against the
national trend of a slight increase. The majority of referrals were due to
concerns around abuse and neglect (85%) whilst approximately a quarter of
referrals were for children who had been previously referred.
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2

Overview of events

193. Amanda Hutton became pregnant with her first child (Sibling 8) 18 months after
she had met father when she was aged 16 in the mid 1980’s. The parents
stopped sharing the same house in 2008; the children’s father left the house
after he was arrested for assaulting Amanda Hutton and he was made the
subject of a non-molestation order although it clear from the information
regarding the history of domestic abuse that has been summarised in section
1.18 that although they had been living in the same house they were effectively
separated before then. With the exception of the two eldest children who were
adults at the time of Hamzah’s death, all of the siblings lived with Amanda
Hutton.
194. From the first pregnancy there was a pattern of avoiding contact with health
services; the late notification of pregnancies had an impact on the planning of
ante natal care. Amanda Hutton experienced low mood and depression with all
of the pregnancies. The children’s father says that he was unaware of this25. By
2005 it was noted that there was some evidence of Amanda Hutton using
alcohol to cope.
195. The first report of domestic violence was made in 1996; further detail of the
domestic abuse that is already provided in 1.18 is not repeated in this
summary. Amanda Hutton declined to make a formal complaint to the police;
this was to be a repeated pattern. Further episodes of abuse and violence
occurred. On at least one of those occasions it was one of the children who
reported the violence and further information about domestic violence was
provided by one of the children when he asked for help in 2007.
196. It is likely from information provided to the review that not all the incidents of
violence were reported to services. Around the same time there were incidents
in the community; the manner in which some of these were recorded and
logged appeared to relate the parents being from different racial and cultural
communities although the children’s father disagrees that this was the case.
197. With all of the children there were problems for the health visiting service and
the GP in seeing the children (or parents). This became even more of a
problem with the later pregnancies (that included Hamzah).
198. In December 2006 one of the children went to the police to talk about the
situation at home and his distress about the domestic violence. The police used
their powers of protection to try to arrange accommodation with CSC who were
unable to find a placement. The child returned home.
199. Shortly after this there was a further incident when Amanda Hutton asked for
police help although by the time they had arrived father had left the house. In
February 2007 Amanda Hutton was at A&E with bruises and chest pains
following an assault at home. She said that she had separated from father.
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It is a consistent theme in reviews such as this that men are invisible to much professional
practice and contact with vulnerable women or children. The lack of knowledge about
Amanda Hutton’s emotional and mental well being invites refection about the degree of
empathy between the parents.
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There were further attendances at A&E one of which was via an ambulance
that had been called to the house by one of the children.
200. At the end of March 2007 Child 8 appeared in magistrates court on charges of
theft and deception and was remanded ‘as directed’ and placed with specialist
foster carers for two nights before being returned home. The YOT (youth
offending team) became involved.
201. In May 2007 Child 8 was injured having fallen when running away from father.
The child went to A&E and whilst there asked for help to live away from the
family. This led to involvement by CSC as well as the police. Child 8 was
referred to the homeless service and provided with emergency accommodation.
Child 8 returned home before the end of May 2007.
202. By the summer of 2007 Amanda Hutton was asking for help to find alternative
accommodation away from father. Several services became involved in trying
to help; this included YOT, the police as well as specialist services. In spite of
Amanda Hutton asking for help, she was unable to take up appointments that
were made for her. Further incidents of violence occurred later in the year.
203. It is known from information provided during the trial and from media
information from members of the family that Amanda Hutton’s mother died just
before Christmas 2007 which coincided with the anniversary of the death of
Hamzah’s paternal grandmother.
204. There was further contact in 2008 from Amanda Hutton with the police; on more
than one occasion one of the children had gone missing from home. In April
2008 Amanda Hutton asked to meet with a specific police officer (PC8) who
had previously provided support. By the time the officer was able to contact
Amanda Hutton she did not want to meet.
205. In July and August 2008 there was a discussion at the MARAC that had just
been established26. In December 2008 there was a further incident at home
when father forced an entry to the property and assaulted Amanda Hutton. He
was prosecuted and received a community sentence with a requirement to
attend sessions of a domestic abuse programme designed to help men to
change their behaviour. He was asked to leave the group due to his disruptive
behaviour and lack of cooperation. The children’s father disputes that he was
disruptive and states that he was assaulted by Amanda Hutton on occasions.
206. In March 2009 Amanda Hutton moved to a new property.
207. In April 2009 three of the children were not collected from their primary school
at the end of the school day. The police made a welfare visit that included
checking all of the rooms in the house. One of the children did not have a bed
and for another the arrangements were not clear. Amanda Hutton appeared to
be under the influence of some unknown substance. The police sent
information to CSC to suggest that a follow up visit by a social worker might be
required.
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Further information is provided later about the Multi Agency Risk Assessment Conferences
(MARAC) that is designed to focus on addressing the cases of highest risk of domestic abuse
through a coordinated safety plan.
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208. In June 2009 the children’s father was convicted of an offence of battery in
relation to his assault on Amanda Hutton in 2008. He was sentenced to a
community order with a requirement to attend an integrated domestic abuse
programme.
209. In October 2009 the children and Amanda Hutton were removed from the
register of the GP practice. This followed a protracted period when Amanda
Hutton had been asked to bring the children for routine health and
developmental checks and immunisations and was after warnings of the
intention to remove them from the practice list unless health professionals were
able to see the children.
210. In late 2010 there was correspondence between health visitors, education and
early childhood services and CSC which centred on the difficulties in seeing the
children. By the end of 2010 and beginning of 2011 there were reports of some
of the children living outside Bradford and school were noticing that at least one
of the children who was attending the school was looking more neglected.
Father told his offender manager at probation that the two eldest children were
living with him.
211. There was an anonymous referral in March 2011 about the children. In July
2011 the school attendance service began making inquiries with the police
about four of the children; this included Hamzah who had never been enrolled
for education. Mother wanted services to believe that the children were living
outside Bradford with relatives. Various places in the South of England were
mentioned and inquiries made with another local authority that had no
information; the children were never living outside Bradford.
212. In September 2011 there was a further referral to CSC. Over a period of several
days a police community support officer (PCSO) made persistent attempts to
see Amanda Hutton and the children without success. The PCSO made a child
protection referral to CSC who requested a uniformed police officer to visit the
property when Amanda Hutton had refused access to the PCSO. When the
police gained access to the house Hamzah’s body was discovered.
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3

Synopsis of the learning and analysis from the individual management
reviews.

3.1

Summary

213. All of the individual management reviews were completed using Working
Together to Safeguard Children (2010) which was also supported with
additional local guidance provided on behalf of the BSCB.
214. Many of the services have already taken action or initiated action in response to
improvements or areas of development identified through their individual review
at the time that the SCR was being completed.
3.2

Significant themes for learning that emerge from examining the IMRs

215. The agency reviews identify themes that have implications for policy
development and staff training that applies to all services working with children.
In the summary of the review’s finding provided in chapter one there is
acknowledgement that some of the issues to come out of this review are
reflected in the finding of national evaluation and research. Important messages
for learning from this review include:
a) The importance of encouraging children to talk about their concerns,
feelings or worries;
b) Troubled families and parents who are suspicious or unwelcoming of
contact from sources of help and support are also the most at risk of
becoming isolated and invisible;
c) Using phrases such as ‘safe and well’ to describe children’s
circumstances based on short or superficial contact can create optimistic
mindsets that can also influence how further information is processed;
d) Ensuring that assessment practice is based on a thorough foundation of
theoretical understanding and can show rigour in triangulating evidence
from direct observation of children and what they say; previous history
and chronology; and thorough and reflective enquiry with relevant third
parties or professionals;
e) Thorough and reflective practice requires people having time and capacity
to spend time with children and for talking with each other in enough
detail;
f) Children need to be the focus of professional contact with vulnerable
adults who may be reluctant to accept help or support; this means giving
consideration to the influence, control and as in this case coercion that
can be applied by adults determined to keep information secret;
g) Concepts such as vulnerability and neglect do not reflect one off events or
single behaviours; they represent a longer process of multi layered issues
and patterns that will not be obvious through limited contact, observation,
recording or partial sharing of information;
h) Helping professionals to ‘Think Family’ and to see adult behaviour in
terms of implications for their children;
i) Workload pressure and contractual or commissioning arrangements can
influence the capacity and focus of professional’s ability to respond to
information or lack of engagement;
j) Ensuring that procedures and processes that support the seeking and
exchange of information in important areas such as identifying whether
children are missing are not seen as substitutes for appropriate and
curious professional enquiry;
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k) The importance of primary health professionals in maintaining contact and
oversight of pre-school children that extends further than administration of
routine health care;
l) The interplay of alcohol dependency, depression and domestic abuse
increase the likelihood of child neglect and increase the risk of other
abuse but does not predict such abuse; it therefore requires appropriately
curious and proactive enquiry and assessment;
m) Short cuts to systems and processes that may help ameliorate short term
workload pressures may undermine the integrity and quality of critical
activity such as assessment and information exchange and recording;
n) Professionals are effected by the physical and emotional demands of their
work that can be exacerbated by other temporary crises or difficulties that
effect their performance such as the bereavement for one of the
professionals in this case;
o) Children may not feel able to articulate emotional and psychological
distress and can face emotional and psychological barriers in providing
full disclosure of information out of loyalty to their family or to other
significant people in their lives;
p) Emergency services such as the ambulance service (and by implication
the fire and rescue services who are not involved in this case) may have
significant information about families relevant to agency enquiries or
MARAC discussions that is not routinely sought;
q) Women who suffer domestic violence will face varied difficulties and
barriers in being able to ask for and then use help and assistance;
professionals need to be aware of relevant research as well as being
empathetic;
r) Men remain largely invisible to services that work with vulnerable children
even when their behaviour as in this case is one of the sources of concern
and risk for children;
s) Responding to older children when they ask for help can present
challenges to professional and agency orthodoxies; a teenager describing
their home life as intolerable may not be describing the tensions
associated with adolescent development but rather is describing harmful
abuse.
216. The remainder of this chapter summarises key evidence relating to the terms of
reference established for the IMRs.
3.3

Good practice identified through the review

217. To support the learning from the review the panel looked for examples of good
practice. To constitute good practice, the panel looked for action or decision
making that went beyond compliance with local and national policy, procedures
and guidance.
218. Examples of good practice identified by the review include;
a) The police took prompt action when Sibling 8 requested help because of
the domestic violence; this included ensuring CSC became involved;
b) The Registrar made a home visit to register Sibling 3’s birth when she
was made aware of Amanda Hutton’s difficulty in being able to attend the
office;
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c) The police officer who gained the trust of Amanda Hutton tried to secure
effective help and support in response to the domestic violence which
included referral to housing and specialist advice services;
d) The ambulance crew ensured that their concerns about the welfare of
children was reported to CSC;
e) The health visitor sought advice from specialist advisors when she was
failing to get contact with Amanda Hutton and her babies in 2005;
f) The discussion at the Primary Health Care Team involved the health
visiting and GP service;
g) The school nurse tried to make a home visit when she was concerned
about lack of contact;
h) When Sibling 8 attended with the injury to his thigh the A&E staff provided
a place of safety and ensured that other services were contacted and
continued to provide care and treatment while consultation and plans
were made;
i) The midwifery service arranged ante-natal home visits in one of the
pregnancies in recognition of Amanda Hutton’s difficulty with attending
hospital;
j) The early childhood service secured access to the home after being
asked to provide advice; this contrasts with the lack of success achieved
by other services;
k) The PCSO demonstrated very considerable persistence in gaining access
to the house in 2011; they sought advice about the concerns they had and
did not let the matter drop.
219. The remaining sections of this chapter summarise the most significant learning
from the IMRs against each of the case specific terms of key lines of enquiry.
Recognition
To what extent were any vulnerabilities or needs of mother recognised and
taken into account in terms of any potential risks they posed for Hamzah and
his siblings and will include any information about depression, domestic
violence, social or family involvement or the use of alcohol or drugs; to
comment in particular on any action taken to ascertain whether there were any
issues of learning or other disability or impairment relevant to agency
involvement, and comment on the extent to which any barriers may have
contributed to mother’s reluctance to accept help or advice.
220. With hindsight, the HOR comments that it can now be seen that the domestic
abuse and isolation and the mental health issues and alcohol misuse suffered
by Amanda Hutton were barriers which contributed to the family’s
disengagement with services.
221. The MARAC report also refers to relevant research evidence about the severe
impact of domestic violence on victims and the fact that in this case the known
violence took place over more than 12 years. The MARAC author comments
that ‘Low self esteem and confidence, feelings of helplessness, of being
trapped and of feeling unable or unwilling to change the situation. This will have
contributed to the mother being reluctant to accept help and support’. The
police IMR also referred to the research evidence about the very negative
impact on children of witnessing domestic violence.
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222. The HOR comments on the extent to which IMRs from the community services
(BDCT) identified the vulnerabilities of Amanda Hutton; these included recorded
information about the domestic abuse, mental health difficulties, debt, isolation
and lack of support, misuse of alcohol, managing eight children, at times as a
single parent, and the lack of acceptance in some of the community where they
lived as a white woman with an Asian partner.
223. All of these issues were recorded in isolation as separate events and there was
little chronology within agencies linking them to reveal the picture of overall
vulnerability. The authors comment about the absence of evidence that would
suggest any in-depth analysis of these issues or any action planning or linking
of information that would have highlighted the potential risk to Hamzah and his
siblings. The HOR refers to evidence from Ofsted evaluations of SCRs
nationally that describe the extent to which the child’s perspective is rarely
evident and is reflected in this case.
224. Similar issues are identified with regard to the domestic abuse and possible
post natal depression; there is no evidence that information was shared with
other primary care professionals from midwives or that vulnerabilities were
explored and help offered. The A&E department similarly appeared to take
information about the assault of Amanda Hutton by a man in the street and at
face value without any information gathering of family circumstances or
referrals to other helping agencies or liaison with community staff.
225. In contrast to these issues the HOR points to the exceptional practice by YAS in
2007 when an ambulance crew remained with Amanda Hutton and her children
for three hours after being called to help with a suspected drug overdose.
226. The author of the CSC IMR acknowledges that the information about Amanda
Hutton’s vulnerabilities in regard to depression, domestic abuse and alcohol
dependency combined with looking after a large family of children could have
been given a higher order of significance. It is theme highlighted by other
authors such as probation although the OASys assessment completed in May
2009 contained relevant information.
227. The BDCT author describes how the health visitor also identified Amanda
Hutton’s vulnerabilities and that historical information had indicated a much
higher level of post natal depression as far back as 2000. The high EPDS score
was an indication that support was required. The issue of post natal depression
was identified with the later births as well.
228. The BDCT author describes how a risk assessment was completed in 1998 and
again in 2000 which both indicated low priority for support but was not updated
when the evidence about depression and domestic abuse began to emerge.
229. The CSC author reflects upon how practice has changed in some important
regards. For example, the significance of domestic violence and its impact on
the emotional health as well as physical safety of children is better understood
partly through the evidence and the learning generated through serious case
reviews.
230. Although there was evidence about domestic violence going back to the 1990’s,
agencies such as CSC only became aware through the routine reports (rather
than specific referrals) from the police of incidents from 2003 onwards. Given
the number of incidents each year, the services rely on frameworks or
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thresholds that identify when domestic abuse is a risk to children. This relies on
the people who are completing the reports being sufficiently aware and
confident to report relevant and significant information without overloading
systems and people; it also requires those people who receive and monitor
such information to have a sufficient awareness and capacity to identify and
prioritise appropriately. It requires a degree of insight and understanding about
the damaging impact of domestic abuse that can identify risk and need in the
absence of direct and tangible injury to a child.
231. The author of the CSC IMR describes how viewing successive incidents in
isolation inhibited the identification of any underlying patterns; the incidents on
their own might not meet a threshold of significant harm and therefore merit
formal enquiry and assessment but the cumulative impact especially on young
children was a concern that was not identified with sufficient clarity and focus.
Even the older child’s report of physical assaults were not seen as having
implications either for the child’s own well being or for the younger and more
dependant and vulnerable siblings.
232. The extent to which domestic violence was a factor when the parents were
living together and the pervasiveness of alcohol and depression were not
sufficiently enquired into. This reflects an insufficient understanding about how
the emotional and physical capacity of a parent is crucial to a child’s well being
and safety. Without such understanding it is more likely that any help will be
inadequate and insufficiently focussed.
233. Very little comment is made about how the different professionals interpreted
Amanda Hutton’s reluctance to accept help or advice. Police and social care in
particular have to balance the rights and ethics of parents and families to
privacy and declining help against the consideration as to whether declining
such help has negative implications for a child.
234. Amanda Hutton articulated a deep distrust about health professionals from her
very first pregnancy although this was apparently not well understood at the
time; the distrust extended to other people who became involved at later stages
although it is of note that for a period the YOT had a member of staff who
seemed more able to overcome Amanda Hutton’s reluctance to have contact
with a professional. Amanda Hutton also developed particular trust in a specific
police officer who tried to help her.
235. The IMR author for BTHT comments that maternity services recognised some
of Amanda Hutton’s vulnerabilities in regard to depression that was apparently
attributed to ‘baby blues’. There was no concerted exploration of Amanda
Hutton’s depression or other vulnerabilities for example in regard to her
increasing family and there was no recorded evidence of discussion with health
visiting services. Amanda Hutton was never asked about whether she
experienced domestic abuse. The author describes the improved changes that
have been implemented since 2005 that ensure domestic abuse is subject of
more assertive and enquiring practice and with the flagging arrangements for
example in the electronic patient record system.
236. When Amanda Hutton attended at A&E it was not established that she was the
mother of eight children. The first occasion occurred as a result of an alleged
assault in the street that was accepted at face value; the second occasion that
was identified as a physical assault by father, no further enquiries were made
by the A&E about other vulnerabilities that the IMR author points out are
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documented. Like many other areas Bradford has invested in training and
awareness about domestic abuse especially since 2007.
237. The GP only saw one of the children during the timeframe for the review in
March 2008 when Sibling 8 who was then aged almost 17 consulted the GP
about chest pains. He described how he was living away from home ‘following
difficult times’. This was a routine ten minute GP consultation and no further
follow up was required. Sibling 8 did not raise any specific concerns about his
own safety or well being or about his siblings. The IMR author comments that
the introduction of the new Safeguarding Children SystmOne template27 across
the district would probably alert a GP to broader issues within the family that
was not available in 2008. The system allows potential and actual safeguarding
concerns to be ‘flagged’ and linked to the patient record.
238. The YAS author comments on how when their crew responded in April 2007
and recognised Amanda Hutton’s mental health needs and radioed through to
their communications centre for the number of the Crisis Team nobody had a
contact number. This was overcome by contacting the police and CSC.
239. The MARAC in August 2008 provided a considerable history of domestic
abuse. The MARAC was a new framework in Bradford in 2008 and the case
was selected to help the police and other services improve responses to higher
risk victims. The fact that the case was selected because of the history rather
than as a result of a specific incident triggering a referral should have been an
indication of vulnerability. The first meeting of the MARAC agreed that all
services would research what information was known to each service and could
have been an opportunity to have developed a more complete narrative of
information and to have identified underlying patterns. CSC who had attended
the first meeting was not at subsequent meetings.
Provide information about any concerns that were reported by any member of
the family and comment, where appropriate, on any action taken in response to
such information.
240. Evaluations of serious case reviews in England and Wales supported by
evidence from inspections and research frequently comment on the extent to
which the level of concern about a child is frequently linked to how old they are.
In other words there is an unspoken measure that infers greater concern when
information is linked to very young children and decreases as children become
older.
241. Some of this no doubt reflects a ‘common sense’ approach that regards older
children as less dependent and able to show higher degrees of resilience.
Although not completely without validity, such an approach can represent
additional vulnerability for older children.

27

SystmOne, is an electronic patient records system being implemented within the NHS, and
in Bradford has been rolled out across some community health services including GPs,
Accident & Emergency departments, Drugs and Alcohol Teams (January 2012). In the
coming weeks it will continue to be rolled out and made available to further services including
health visitors, school nurses. The introduction of the system has already improved
information sharing and provided greater clarity about which services are being provided to a
family and helps improve the interface between adult and children’s services protecting
children or vulnerable adults.
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242. In this particular case Sibling 8 made very clear allegations of physical and
emotional abuse in 2007. This was the only direct disclosure by a child. It is
apparent that there was a difference of view between the police and CSC in
particular about how best to respond. The approach taken by CSC and
described in their IMR was to treat the incidents as a conflict between a
teenager and his parents. The police were clearly not in agreement with this
response.
243. The absence of significant injury to Sibling 8 combined with allowing the focus
to remain on the behaviour of Sibling 8 rather than the parents and reluctance
of Sibling 8 to pursue his allegations all contributed to CSC in particular not
pursuing the matter as a safeguarding issue for Sibling 8 or the younger
siblings.
244. Although the CSC IMR author does not refer to other factors, Sibling 8’s age
may also have been a contributory factor; there would probably be a reluctance
to become involved in making arrangements to look after an older child. Such
reluctance highlights the dilemmas when older children move from their families
at a point of crisis. The outcomes for older children in particular tend to be more
negative in terms of their ability to settle into placements or to secure longer
term educational and work prospects. There are often difficulties in reuniting
older children back into their families.
245. Finding the best way to respond to the needs of older children can be complex;
in this case there is little evidence that any support was provided once a
decision was made to neither invoke safeguarding procedures or to make
arrangements for Sibling 8 to be looked after for more than a few days.
246. The probation IMR author comments on the extent to which the OM remained
focussed on father to the exclusion of taking a more holistic overview of the
family’s overall situation. The OM was told by father of the late night visits to his
property by Amanda Hutton between September 2009 and April 2011. The OM
did not share this or related information with any other service either about the
evidence of Amanda Hutton’s consumption of alcohol reported by father or the
fact that the children were left at home when Amanda Hutton went to visit
father’s home late at night. The focus on the domestic violence between
Amanda Hutton and father did not appear to extend to a fuller consideration of
the impact on the children.
247. The HOR points out that there was historical information in various health
records about concerns that included the family’s isolation from either white or
Asian community, disclosures of longstanding domestic violence in 2004 and
indications of Amanda Hutton’s low mood and depression.
Identify any opportunity for enquiring into the whereabouts and well-being of
Hamzah between June 2005 and September 2011.
248. There were various contacts with the family over the six years. It is apparent
with the benefit of hindsight and the collated evidence provided through such a
detailed serious case review that Amanda Hutton in particular was both wary of
contact and endeavoured to control any professional enquiries especially
during the later timeline of this review and was generally proved effective up
until September 2011.
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249. The HOR comments that there were several opportunities where health staff
could have been more proactive particularly when they received information
from other services about issues such as domestic violence.
250. The GP service had made numerous attempts to contact the family by letter
and by telephone; all of these contacts went unanswered. The GP made a
home visit without success (this was not recorded in the children’s records).
There was discussion between the GPs and the health visiting service who
were also trying without success to make contact with the family. The IMR
author for the GP review makes the point that there are no local or national
standards in regard to the absence of contact between GP and children. The
GP IMR author reflects on the value that the SystmOne will provide to health
professionals dealing with similar circumstances now and in the future.
251. It is possible to see that Hamzah had disappeared from the view of services
such as health from a very early stage and that some other siblings had not
arrived in other services such as education and early childhood services. The
author of the admissions IMR describes how the service were not aware of
Hamzah and Sibling 2 leading up to the 2009 admissions and even if they had
been, then current arrangements that comply with national requirements and
standards do not require a follow up when an admission form for starting
education is not returned; the national system is based on the assumption that
parents will exercise proper responsibility in making appropriate arrangements
for their children’s education. This assumption has implications in a city where
there is a significant transient population of people not familiar with UK
arrangements.
252. In October 2005 the nursery nurse attempted to make a home visit and was
rebuffed by a hostile response from Amanda Hutton and an older sibling. The
nursery nurse saw a child who looked pale and she consulted the health visitor.
The BDCT author comments that this could have provided an opportunity to
have inquired further and to have consulted other services at the time. CSC and
the health visitor had discussed Amanda Hutton’s disclosure of domestic abuse
prior to Hamzah’s birth in June.
253. The account in 2010 of the children going to stay with relatives was reported to
various agencies with some variation about details such as location;
Peterborough, Portsmouth and Southampton were variously referred to. Some
embellishment was given for example in regard to plans for the whole family to
relocate.
254. The fact that a child disappeared from routine health oversight and surveillance
is an area of significant interest for the HOR and the IMR authors for those
separate services.
255. CSC visited the home on four occasions between November 2006 and April
2007. On the first occasion SW1 saw Hamzah together with his siblings Sibling
2 and three; all three children were reported to be ‘looking well’.
256. The IMR author makes an important observation that on the three first visits to
the house the various staff only saw the living room. They never saw any child
on their own and they never visited bedrooms. The same author highlights that
expected practice and standards required practitioners to speak with children
and to visit sleeping arrangements. It is unclear if Amanda Hutton prevented
such enquiries or they were simply not done.
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257. In 2009 when the children were not collected from school the police made a
home visit and reported that home conditions were acceptable. The police
reported that Hamzah, Sibling 2, 3, 4, 5 and 6 had all been seen and looked
well.
258. In March 2011 a neighbour made an anonymous referral; it is not clear why the
referrer was advised to contact the police if they had concerns about the
welfare of a child. At the same time CSC became aware through ESW1 that
Hamzah and Sibling 2 had been ‘placed in Portsmouth’. CSC took reassurance
from the ESW report that concerns did not appear substantiated; they made no
enquiries of their own.
259. In July 2011 CSC were told of ESW4’s concerns about the filthy home
conditions. However this information was never passed to a social worker or to
a manager; a misunderstanding by CA6 believed that she had consulted and
agreed an outcome with an unspecified social worker.
260. The referrals in March and July 2011 were opportunities for CSC to have
inquired into the whereabouts of Hamzah. If more inference had been given to
the vulnerabilities in this family it is more likely that more follow up would have
been given to the reports of the children moving out of the area. The more
substantial issue of how children who go missing are managed is explored in
more detail in the final chapter.
261. Even if there had been a different response, it would not have provided a
different outcome for Hamzah at that stage.
Assessment and Decision Making
The extent to which relevant historical information was sought, understood
and considered in work with Hamzah and his family; IMR authors should
include a summary of any relevant information known to their service about
the parents or family that they judge relevant to the serious case review.
262. The extent to which information was known to any service about the wider
family is very limited and reflects the fact that opportunities to make enquiries or
conduct assessments were not sufficiently taken. Information that was known
was generally accepted at face value.
263. The HOR reflects on the barriers in regard to accessing historical information in
patient’s records. Health records are all written in chronological order, but every
organisation organises them differently. They can be very long and complicated
and there is no requirement for each and every record to contain a critical
incident or summary sheet, which would highlight the more serious concerns
and provide a basic chronology.
264. The widespread introduction of the new recording tool (SystmOne the
safeguarding template) attached to every child’s electronic records will seek to
improve this, as critical incidents which may indicate a child in need or at risk,
and concerns and information about the child’s welfare and any actions can be
recorded chronologically and kept separate to the main body of records to
provide quick and easy access to the most pertinent information relating to
safeguarding.
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265. The SystmOne will provide primary health professionals with improved
information about family information although in this case father was not
registered at the same GP practice as his family.
266. The GP’s discussed the lack of contact with the practice and had meetings with
the health visiting team. These discussions were not linked to the children’s
records and the absence of immunisations and general health oversight do not
appear to have been linked to other information known about incidents of
domestic violence and depression.
267. Reference has been made in the previous section about the consultation that
took place between CSC and the health visitor regarding Amanda Hutton’s
disclosure of domestic violence prior to Hamzah’s birth. In general there was a
high reliance on ‘agency checks’ which by and large recycle existing
information already known to the services and were limited in their scope and
nature.
268. For services such as health visiting, the information that was known about the
family was not subjected to sufficient critical analysis in terms of understanding
implications for Hamzah and his siblings. The difficulties in getting access led to
a preoccupation with establishing contact rather than understanding the
possible implications for the children and for other services. Amanda Hutton’s
expressed reasons for not wanting contact with health professionals in general
were taken at face value and were restricted to her feelings of distrust rather
than what her children required.
269. The historical information held by the various services was not available as a
unified source and even information held by individual services was not
consistently and routinely accessed.
270. In December 2008 CSC updated their agency chronology records although the
IMR author comments that this was largely confined to the episodes of
domestic abuse. It was March 2011 when SW12 added a closing case note that
referred to the ‘worrying history of mother’s ability to cope’. There was no
further contact with the family until September 2011.
271. The CSC author observes that the reliance on routine agency checks left
historical information largely unnoticed or unknown and therefore provided
limited understanding regarding contemporary information and events. It is of
note in the CSC report that for example agency checks with the health visiting
service reported routinely that health visitors had not gained access to the
home since 2005. Checks with the GP would have revealed that the GP had a
similarly low level of contact with the children. The CSC author is struck by the
absence of recorded consideration or analysis of historical information. Further
analysis in later sections reveals that workload was an issue across the service
and a contributory factor in how the enquiries were conducted and assessment
was recorded.
272. The implications of such an approach is that unless a dramatic or tangible
concern impels further enquiry or action, the vulnerabilities and risks for
children remain largely unknown for example from the long and established
pattern of domestic violence dating back to the 1990’s.
273. In probation, the OM was aware of the historical safeguarding concerns
although when father provided new information about concerns for example
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relating to the late night visits by Amanda Hutton these did not appear to have
been understood for their significance according to the probation author.
The quality and timeliness of any assessments and the extent to which they
took account of relevant family history, the cultural, ethnic and religious
identity of the family, the needs of Hamzah and his siblings and the capacity of
the parents (acknowledging they were separated) to meet the needs of their
children; this should include comment about any extended family or others
and their role and impact in promoting the safety, well being and knowledge of
Hamzah prior to the discovery of his death.
274. The quality as well as timeliness of assessments has been a significant issue
for exploration in serious case reviews, inspections and academic research
relating to work with complex families and vulnerable children.
275. The Munro Review provided fundamental criticism of the format and the
conduct of assessment and made recommendations about changing the
national framework for assessment with children in need in England that have
led to revisions to national guidance.
276. It is widely acknowledged and is a focus of the Munro Review’s
recommendations, that the national approach to assessment of children in need
had become mechanistic and prescriptive with an unhelpful preoccupation with
key performance indicators that have never really assisted in developing a
better understanding about quality, relevance and outcomes to this important
activity.
277. Recent studies have emphasised that although professionals such as social
workers can be very effective at gathering information from a range of sources
they face a far greater challenge in being able to identify ways to analyse the
information for its relevance and significance in regard to risk and need for
children, leaving assessment often to be ‘slightly better than guessing’
(Dorsey).
278. An evaluation of assessment tools by the Department of Education has
identified and reviewed three systems of assessment tools. The study
concludes that although there needs to be a move towards more structured
analysis and decision making there is limited evidence about the effectiveness
of available tools in child protection work28.
279. The extent to which fathers are absent from assessment and agency contact
generally is another theme to emerge in national studies on a regular basis.
Although father was sentenced to a community order for assaulting Amanda
Hutton this did not overcome his reluctance to seek or accept help or advice.
280. This entire preamble is by way of providing some context for the analysis that is
provided by the IMR authors and in the HOR. It would be surprising if the IMRs
had been able to describe assessments that had achieved a proper balance of
timeliness and scope.

28

Systematic review of models of analysing significant harm; Barlow J, Fisher JD and Jones
D, Department for Education March 2012.
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281. Although the lead responsibility for assessment within the context of work with
children in need or at risk of significant harm will always rest with CSC and a
qualified social worker, this does not remove the need for all the relevant
services to have the capacity to both contribute meaningfully to formal
assessments led by CSC as well as having frameworks to guide their staff in
identifying and recognising need and risk appropriately.
282. Certain fundamental areas of knowledge are required across the whole
community of services working with vulnerable children; these include for
example appreciating the impact of domestic violence, substance misuse and
mental health on the well being of children as well as of the adults concerned. It
requires sensitivity to the cultural and religious traditions within which children
are growing up. It requires an insight into why some families will have great
difficulty trusting state services or organisations. It requires discrete areas of
specialist expertise as it relates to professional disciplines for example in regard
to children’s development, their learning capacity and their physical health.
283. The probation author describes that although the OASys assessment provided
a ‘sound’ platform of understanding about father’s risk to known adults and
children the assessment remained focused on the adults and on father in
particular as an offender.
284. The CSC author describes the organisational arrangements in place particularly
from August 2008 in regard to the implementation of the Integrated Children’s
System (ICS)29 that was consistent with the national policies and frameworks in
place prior to the election of a coalition government. The author summarises
how the system creates the conditions within which key assessments as well as
other tasks and activities are completed within a process that requires a
managerial sign off; in other words if an assessment is required the case can
only move forward even to closure once the assessment has been completed
and authorised by a line manager.
285. The CSC author acknowledges the high reliance on third party checking with
other agencies rather than taking more searching and direct enquiries
characterised their approach. The same author also comments on the lack of
use of the assessment templates for any of the information that was generally
placed in case recording. Implied within the commentary is the fact that the
structure of recording did not encourage or demand any degree of analysis. For
example, Amanda Hutton’s symptoms of depression are recorded but there is
not any consideration about the impact that the depression could have on
Amanda Hutton’s capacity to meet the needs of four children all aged under
three.
286. This process of relying on process case recording continued. Assessment was
further inhibited by the absence of focussed attention on the children even to
the extent of not seeing all rooms of the house or trying to speak with them.
This contrasted with the police who did complete welfare checks that included
checking all the bedrooms and other ‘non-public spaces in the home and on
more than one occasion had for example identified issues such as inadequate
bedding for some of the children.

29

ICS has been the subject of particular criticism and challenge by Professor Munro.
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287. Much of the contact by CSC was conducted through ‘duty’ arrangements; this
appears to have also contributed to the limited recording of information, the
narrow focus of contact and the lack of enquiry into historical information or
identifying any patterns. The CSC author acknowledges that the needs of the
children were insufficiently identified and therefore recorded. Even Sibling 8
who made specific allegations about being assaulted was unable to elicit more
concerted assessment and enquiries.
288. The cultural and religious complexity of the family was not enquired into. This is
surprising for a service working in a metropolitan district with a rich history and
diversity of culture, religion and language. It is of some note that there are
occasions when Amanda Hutton appears to be the victim of racial or cultural
inspired violence. The BDCT author comments that Amanda Hutton was
isolated from both the white and Asian communities.
289. Health services had generally limited opportunity to undertake assessment with
the children. Some of this reflected the episodic nature of services such as A&E
or the YAS. Services such as midwifery faced problems in Amanda Hutton’s
late notification of her later pregnancies. The health visiting service faced
Amanda Hutton’s reluctance to engage with them.
290. The fact that the children were not presented for routine immunisations or other
health care at the GP or with the health visiting service was recognised and
discussed between the two services. That the children were not brought for
routine immunisation and developmental checks is not unusual in some parts of
Bradford and this on its own would not have aroused any particular concern or
further interest. The same author also points out that the general health system
operates on an assumption that an adult is taking responsibility for a child’s
health (the education authors make a similar point in regard to enrolment for
education).
291. The absence of contact meant that the child records were thin on detail and any
information regarding Amanda Hutton’s depression and alcohol use was not
linked. The one and brief consultation with Sibling 8 in 2008 would have taken
place without any knowledge of other siblings or of the wider family
circumstances. The new SystmOne referred to in previous sections provides
improved opportunity for busy general practices to have access to fuller
information assuming that the system is being routinely updated and used for
the purpose of patient consultation.
292. The police IMR comments on the recognition by uniformed officers that
Amanda Hutton did not want to speak to male police officers about domestic
violence and describes the steps taken to provided a female officer.
Consider and comment whether there were opportunities to use any
arrangements such as the common assessment framework, team around the
child or children going missing protocols to co-ordinate information and help
at any stage.
293. The CAF was available from 2004. Some of the IMR authors refer to agency
specific frameworks that with hindsight could have provided opportunity to
explore Amanda Hutton’s support needs for example as part of her maternity
assessment. There were several other occasions when the use of CAF could
have provided an opportunity to collate information that may have led to more
focussed and informed referral and enquiry by the statutory services.
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294. None of the services used a CAF or other framework to co-ordinate information
and help for the family. Several of the IMR authors are doubtful that such an
approach would have improved outcomes in this case because of Amanda
Hutton’s resistance to contact with services, although this should never be a
reason to at least attempt to use the CAF. The CAF relies on parents giving
their consent to participating in a CAF. The extent to which Amanda Hutton was
able to keep various agencies away from her and the family is understood by
the review panel and was clearly revealed as part of the criminal trial but was
not so apparent to those working with Amanda Hutton at the time. If the CAF
had been offered and refused this could have provided an opportunity for
further reflection as to whether a more assertive approach was appropriate.
295. The CSC author believes that if a completed CAF had been used to support a
referral it could have improved the response from CSC.
Comment on the quality of judgments and decision making and the extent to
which it reflected a focus on the needs of Hamzah and his siblings and
represented appropriate professional standards and a competent
understanding of any relevant theoretical and/or legal frameworks; particular
attention should be given to how any evidence of neglect or impaired capacity
to parent was collated and analysed.
296. The HOR describes professional judgement as generally being less than
‘optimal’ although also highlights some very good judgments such as the YAS
handling of the emergency call out. The HOR author comments on factors such
as the death of one of the health professionals being a possible contributing
factor to the gaps in information being considered differently. The implications
are that possibly a more questioning approach may have achieved a greater
level of engagement with Amanda Hutton in particular.
297. The CSC author describes the involvement of CSC with the family as being
‘reactive’. Little opportunity was taken to explore the individual incidents or
events either within a more adequate historical timeframe that could have
shown up patterns or to consider the extent to which the presence of alcohol
dependency, depression and domestic violence are all common factors in
cases of children being neglected or abused. This does not assume that all
adults who have alcohol dependency or are depressed will abuse their children;
it does suggest that inquiries and assessment have to be sufficiently rigorous
with a clear focus on what the information means for the child’s health and well
being.
298. The fact that much of the agency response was conducted through duty
arrangements and not creating the opportunity for more reflective enquiry and
assessment meant that judgements were generally focussed on the immediate
imperative of whether any other action was required. This approach of dealing
in the ‘here and now’ could not identify the cumulative pattern and impact on
the children never triggered the safeguarding thresholds of significant harm or
other thresholds relating to need. The extent to which the children were in need
was not explored. The Children Act 1989 not only defines duties in regard to
helping children who can be seen to be at risk of abuse (s47) but also requires
thought to be given as to whether ‘preventative services’ are appropriate to
promote their well being and development and reduce the risk of significant
harm (s17).
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299. The CSC author concludes that the known presence of risk factors, the
allegations made by Sibling 8 combined with the anonymous referral of the
neighbour in March 2011 should have provided sufficient reasons to undertake
an assessment of the children’s needs and circumstances.
300. The probation author refers to the development of mindsets that overlook the
dynamic interplay of risk and the cumulative impact of repeated low level
concerns. Another facet of such a mindset was making assumptions that
because other services such as education welfare were involved with the
children that any safeguarding issues were already being identified. This
overlooked the information that the OM had that could help other professionals
make more balanced and informed judgments.
301. The YAS author provides details of how appropriate referrals were made in
April 2007 via the police about the children when Amanda Hutton was in a
distressed condition. The author reflects on how ambulance crews’ thresholds
of concerns can be different to other services levels and can result in challenge.
The same author comments on a crew member describing conditions in the
home as cluttered and the extent to which this was indicative of neglect or not.
302. The author for the GP IMR describes the decision by the practice to remove
Amanda Hutton and her children from the practice register when they failed to
be presented for appointments. GP2 who is the safeguarding lead within the
practice deferred this decision but in October 2009 the family were removed
when GP2 was away on holiday. The decision reflected a concern that they
could be accused of maintaining ‘ghost records’ and be liable to allegations of
fraud. If patients refuse to attend for appointments the practice is unable to
provide the level of medical care expected and they also will not meet targets.
303. The GP IMR author points out that the decision to remove the family from the
register did not breach any standards and concludes that clarification to local
and national guidance would be helpful.
304. The fact that the family did not register with any other GP practice was not
apparently flagged by any organisation. The GP author acknowledges that this
represents additional vulnerability to a child in not having access to a full range
of health advice and support and disappears entirely from an important part of
the local primary health care system.
Using and Sharing Information
Identify whether information in respect of the family was shared among
agencies to the best effect so as to inform appropriate help and interventions;
in particular to identify when practitioners in contact with the family saw
Hamzah and/or his siblings and recognised any evidence of neglect or other
concerns and comment on what action was taken to protect him or a sibling.
305. There was a considerable amount of information sharing although the
frameworks being used were at times unclear or informal and the outcomes that
arose from the activity were limited. There were also inconsistencies in the
quality of recording in and between services. For example, the children’s centre
did not make any contemporaneous recording and did not seek any information
from other services when they became involved for a few weeks in early 2009.
Meetings such as MARAC were not consistently attended by the same
agencies or their representatives; the MARAC author is confident that current
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practice is much more secure from the arrangements in 2008 when MARAC
was still a new arrangement in Bradford.
306. Some of the information that was shared between services arose because of
routine or procedurally driven requirements. For example, incidents of domestic
violence from 2003 were generally reported to CSC by the police although their
purpose and intended outcome was not apparent between the two services.
Given the number of domestic violence incidents, simply sending information
through to another service can simply be stored and filed. It can be regarded as
routine and administrative rather than a compelling record of concern being
shared for the purpose of further enquiry and analysis.
307. The procedures for identifying children missing from education were largely
managed as routine requests which did not trigger further levels of sharing or
consideration of information.
308. In January 2011 the Year 8 pastoral manager reported her concerns to the
school’s named person for child protection when Sibling 6's attendance had
dropped to 51 per cent and despite letters and phone calls from school they
had been unable to make contact with home. A home visit had been
undertaken by school staff. They made contact with the children's contact point
(social care). A common referral form to CSC was completed by the named
person from the school who was informed by CSC that there was no role for the
assessment team in this case because it was a school attendance issue. There
are reports of Sibling 6 presenting at school in a physically neglected state.
309. School B reported that Sibling 5’s behaviour changed noticeably during
2010/11 in responses to school when they enquired about the reasons for
absences from school. This suggests that the home circumstances were
unsettling and beginning to impact on the children. However there is no
evidence to suggest that this triggered further investigation by School B.
310. School B had believed that they had a good working relationship with the
school nurse that provided an effective two-way communication process in
which information was shared for individual pupils and their families. However,
the IMR author comments about how indicators of concern were not discussed
or reported and therefore undermined the effectiveness. Particular reference is
made to information known to the school nurse in relation to Sibling 4; whilst the
school nurse had clearly recorded information strongly suggesting chronic
neglect of Sibling 4 of the type that would have been obvious to the school staff
over a period of time (September 2011 a description of severe tooth decay and
weight loss) there is no evidence that this important information was discussed
with the head teacher. This leads the IMR author to question the quality of the
information exchange between the head teacher and the school nurse.
311. By 2009 both schools were aware to some extent of the domestic violence
incidents at home and there was knowledge of substance misuse by Amanda
Hutton and one of the older children. However, at the same time School B
reported the children as being well presented in school with no major concerns
other than their habits of arriving late and of poor attendance.
312. The schools IMR concludes that School B did not fully recognise the potential
impact that the domestic violence incidents might have had on the children nor
did the school appreciate that the poor attendance was likely to be symptomatic
of the home circumstances.
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313. The YAS made a referral to CSC in April 2007 that outlined their concerns
about Amanda Hutton’s mental health although they were unable to make direct
contact with a mental health team. A copy of the patient report was provided to
the hospital by the ambulance crew when they transported Amanda Hutton for
medical treatment.
314. Further complications arose from the resistance particularly from Amanda
Hutton but also on occasion from father to agency contact or involvement.
There were also the apparently rehearsed recitals of family plans to move to
other areas and the explanation of relatives looking after children to explain
absences.
315. The CSC author reports on changes to the initial point of contact with services
that is now seeing the piloting of integrated multi-agency teams designed to
create better opportunities for seeing across boundaries and sharing
intelligence with greater purpose; this reflects recommendations made by the
Munro Review. Further changes have also been made to the management of
‘call handling’
316. The discussions between the GP and health visiting service were not shared
more widely with other services. This apparently reflected, at least for the GP
practice, that they had no greater concerns than a family who were not
attending for immunisations or appointments. It is an example of where the
information in isolation had less significance until it is seen within the context of
wider information about the family that is evident through the collated
information presented to this review. It seems that no other agency ever sought
information from the GP practice.
317. The BDHT highlights the contrast in how information was shared more
effectively with other services when for example Sibling 8 attended at A&E
compared to when Amanda Hutton had been to A&E on earlier occasions as a
result of the assaults on her. The IMR author commends the persistence of staff
in responding to Sibling 8’s needs especially within the context of a busy
emergency treatment service. They ensured he remained on the unit while
consultations took place with the police and CSC. Such decision making
reflected a child centred approach.
318. The HOR comments on the evidence of communication between the
community health services (health visitors and school nurses), CSC, schools,
education social workers and agencies involved in MARAC; however, there is
no evidence in the records that there was any multi-agency plans and
interventions as a family in need. There was no evidence in the health records
that the threshold was met for interventions regarding child protection even
though there were concerns raised since 2006. GP services did not share
information with any other agency except health visitors neither were they
asked for any. Single and multiagency communication was erratic and
inconsistent and was not seen in context as a whole picture but as a series of
individual contacts and snapshots.
To comment on the quality of reports and information provided for interagency
enquiries and analysis including information provided in meetings of MARAC
or the conduct of statutory assessments or for the purpose of identifying and
tracing children who have gone missing.
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319. The focus in MARAC was on the risk of violence to Amanda Hutton as the
victim and did not sufficiently focus on the children. The changes that have
been referred to in other parts of the report in regard to law and guidance,
combined with the evidence of reviews such as this are giving a far clear focus
and impetus to putting children central to risk assessment and management.
The quality of reports and information were limited and was a reflection that the
MARAC was just being established. Attendance by CSC was ‘inconsistent’.
320. The CSC author highlights significant issues in regard to how information
historically was managed between key parts of the service and the extent to
which this left practitioners with an incomplete picture.
321. The author describes how there were delays in placing information discussed at
MARAC in 2008 onto the CSC electronic system until 2009. The paper record
from MARAC contains more detailed information about incidents that were
unknown to the area teams that responded to subsequent requests for
information or referrals.
322. Changes to arrangements since 2009 have apparently addressed these deficits
although the limitations of relying on pro-forma requests for information are still
highlighted by this review. For example the education and early childhood
author noticed that inquiries in regard to the children missing from education
focussed on whether the children’s names, address and dates of birth could be
confirmed and the date of last updating of information. The focus was on
administrative functions rather than encouraging a more ‘intelligence led’
response.
323. It provides a good example of where unless people undertaking a task
understand its purpose, the intended outcomes will be less secure. If individuals
see the task as fulfilling an organisational and administrative requirement rather
than seeing it as a means to an end in helping trace a child, they will display a
lack of curiosity and the persistence that can transform both the activity and the
outcome.
324. The CSC author comments that the quality and usefulness of much of the
information provided was of limited value and provided little assistance to the
practitioners dealing with events.
325. The YAS author comments on the potentially important information that YAS
has following emergency response calls to family homes that is rarely sought by
agencies or MARAC. The same author reports on the information sharing
exercise between May and November 2011 organised by the Bradford
Domestic Abuse Partnership (BDAP) that revealed that almost a third of cases
discussed at MARAC had been visited by YAS.
326. The GP IMR author is unsure whether the GP practice remained unaware of
the discussion at MARAC; there was no reference on the children’s records.
The SystmOne should improve the sharing of information.
327. Most health services provided no written information although there were verbal
exchanges of information. The health visiting service provided a written child
protection referral to CSC in November 2006 that the HOR comments was clear
and of good quality. The general lack of written information reflected the fact
that none of the individual items of information known to various health
practitioners had reached a formal threshold of concern.
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Engagement and acceptance of help and advice
To what extent did either parent accept contact, advice or help from
professionals in contact with the family between June 2005 and September
2011?
328. The extent to which Amanda Hutton in particular displayed a distrust of
professional services does not appear to have been evident to the various
people in contact with the family. Although Amanda Hutton requested support
on one occasion from CSC after Sibling 8 had made his allegations, this was
principally in regard to managing his behaviour rather than addressing any of
the issues that had an impact on her as a parent. However once the immediate
crisis was over Amanda Hutton withdrew and refused further help or contact
citing that she had sufficient support from the YOT.
329. The final meeting of MARAC in January 2009 was informed that Amanda
Hutton had engaged well with services such as Staying Put and the Family
Centre.
330. The HOR refers to the national and local evidence that fathers are frequently
absent from contact with services. The author refers to current research and
training into the engagement of fathers by the Fatherhood Institute30 to highlight
the issues and improve this. The HOR author also reflects on the delays in
responding to Amanda Hutton on the rare occasions she disclosed domestic
abuse may have been a contributory factor in her disengagement.
Was there any other action that could have been taken to achieve a better level
of contact and engagement with the family?
331. The police IMR provided comment and information about the considerable
efforts made by police officers in 2005 and 2008 to help Amanda Hutton to seek
support in leaving the abusive relationship with the children’s father. It is
apparent that Amanda Hutton developed a high degree of trust in one particular
officer. In spite of the considerable efforts to support Amanda Hutton which
included making contact with relevant services and arranging appointments
Amanda Hutton felt unable to follow up on plans to leave. The same authors
also comment on the difficulties in securing Amanda Hutton’s cooperation with
the MARAC process.
332. The CSC author concludes that there was limited choice in the action that could
have encouraged better contact and engagement with the family. This comment
is a reflection of the fact that any help that was provided was on the basis of the
voluntary arrangements under s17 of the Children Act 1989.
333. Although Amanda Hutton had demonstrated a long standing unwillingness to
accept help, if practitioners had been better informed and equipped to take a
more assertive and enquiring approach especially in regard to Amanda Hutton’s
problems and again when Sibling 8 made his referral there remains a possibility

30

The Fatherhood Institute is a UK fatherhood think-tank. and registered charity that collate
and publish international research on fathers, fatherhood and different approaches to
engaging with fathers by public services and employers.
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that an improved level of contact could have been achieved; it could certainly
have been attempted.
334. Father displayed a similar unwillingness to accept professional involvement.
Despite frequent efforts by the OM, father continued to minimise his offending
and disrupted group activities that led to his suspension from the supervised
programme. Amanda Hutton also showed a reluctance to receive any help
through the Staying Put project and YOT or the police. She was willing to
receive limited help for example in regard to benefit payments but was not
willing to address other difficulties.
335. The GP practice did not discuss the case with CSC; as described in previous
sections the issues in regard to the missed immunisations and developmental
checks were not a cause for enhanced concern at the time but are an example
of how the behaviour of the parents had an impact on the children.
336. The HOR acknowledges that all the health IMRs identify opportunities to have
tried to secure improved engagement. A referral to the mental health crisis
team from YAS may have improved engagement with mental health services
(although they did contact the police when they had no contact details for other
services). A decision not to remove this family from the GP list and improved
multi-agency communication from the GP may have increased engagement.
The hospital IMR author suggests that clarity as to why Amanda Hutton did not
bring her children back to the hospital for various follow up appointments could
have been investigated further with more direct contact, as arguably she was
not acting in the best interest of her children at this time.
Planning and Help
Comment on the clarity and appropriateness of plans and actions undertaken
made as a result of the discussion at MARAC, information about siblings
missing from school or as a result of any statutory assessment.
337. The MARAC IMR describes action agreed at MARAC meetings as being
appropriate referring to the arrangements made for support through Staying Put
and the education welfare service. The author acknowledges that with the
absence of CSC there was no opportunity to check and confirm if there was any
follow up action being taken by that service. When MARAC were told that the
health visitor was unable to gain access to the house the action agreed was to
see the children through the school nursing service; this would not have provide
opportunity to see Hamzah.
338. The police IMR authors report on the degree of concern there was on Amanda
Hutton’s part in early 2009 that father might try to force his way into the family
home and there was a high level of concern.
339. The author of the BDCT highlights how the fact that the family were subject of
discussion at MARAC led the health visitor to mistakenly believe that Amanda
Hutton was accepting help and support from other services.
340. The CSC teams who dealt with information requests and duty referrals had
limited access to information that was discussed at MARAC. Arrangements
have been improved since 2009 when area teams provide and receive
information in regard to MARAC.
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341. The HOR comments on the general lack of information about any statutory
assessments although lists the various occasions when it could have been
expected; after the physical abuse disclosure by Sibling 8 in May 2007, after
more domestic violence in July and august 2008, following the MARAC in
January 2009, following concerns of substance use by Amanda Hutton and
older son and non collection of children from school in April 2009, following an
anonymous allegation of shouting and swearing at the children in March 2011
and the increasing concern for the whereabouts of Hamzah and Sibling 2
throughout 2010 and 2011.
342. The HOR comments that the health visiting records are not clear about what
assessment was completed after the child protection referral in November
2006.
Identify what opportunities were taken to seek the views, wishes and feelings
of any of the children and comment upon the extent to which the children may
have felt inhibited to seek advice, information or help.
343. It is a recurring theme in serious case reviews, inspections and practice
research that too little attention is given to seeking and recording evidence
about children’s views, wishes and feelings. Children growing up in troubled
families will face a range of difficulties in telling their story and it represents a
significant challenge for people such as social workers and police officers as
well as other people working in early years, education, health and criminal
justice services. It requires appropriate skills, curious persistence and the time
to do it adequately and it is often overlooked. It can be seen as being a lower
value ‘talking’ activity compared to other tasks that demand time and attention.
It is notable that the police IMR is the only report to include the reaction of the
children ‘to a police presence’ in their home. It indicates sensitivity to how
young children reacted to uniformed ‘strangers’ in their home.
344. The CSC author describes the limited opportunities taken by staff to seek the
direct views wishes and feeling of children. The two occasions when Sibling 8
raised his concerns there appeared to be a high reliance on what he said to the
police, which is indicative of a concentration on evidential disclosures rather
than encouraging a fuller conversation about how he was feeling and what he
wanted. The focus on allegations on the second occasion was halted when
Sibling 8 withdrew his complaint.
345. The CSC author describes the visit to the house on five occasions between
November 2006 and December 2008 and refers to the children being too young
to speak but ‘had raised no concerns for the visiting social worker’. It would
have been better practice if there had been more direct reporting of how the
children had presented including their physical condition and emotional
demeanour and how they responded to a stranger in their house.
346. When Sibling 4 and 5 were spoken to on other later occasions the CSC author
reflects on whether both had been subjected to coaching or threats by their
Amanda Hutton. The CSC author concludes that there was probably a naïve
expectation that children would tell somebody if they were being harmed or
would seek help; Sibling 8 tried to do this on two occasions and was unable to
achieve a response. This would erode confidence in the willingness or capacity
of the service to take their concern seriously and to act.
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Practice Support and Supervision
Consider whether all relevant single agency and multi-agency procedures were
followed and comment on the extent to which procedures helped or inhibited
appropriate judgments and action at the time.
347. The CSC author refers to the increased workload in Bradford that arose in the
wake of the Baby P case in Haringey in early 2010. This had implications for
some working practices especially in regard to the use of duty or welfare visits
to respond to the lower risk cases. This was designed to avoid bottle necks and
to create capacity to focus on cases that were seen to be of higher concern.
The practice of relying on case recording rather than using an assessment
framework reflects this workload management approach at the time.
348. These working practices appeared to have extended into areas prior to Baby P
where there were queries and concerns regarding children’s welfare. For
example, the decision by the police to invoke their powers of police protection in
regard to Sibling 8 on the 9th December 2006 involved discussion with CSC
although none of this was structured around the BSCB requirements in regard
to strategy discussions or s47 enquires.
349. The significance of the BSCB procedures is to provide a consistent framework
for sharing information and creating the circumstances under which
judgements, decisions and action are likely to be properly balanced by looking
at all relevant factors. There was disagreement between the police and CSC in
regard to how the allegations by Sibling 8 were managed and they were never
taken to a wider discussion that could have placed them in a better context of
information about the family.
350. The reliance on information being presented at the point of initial contact or
referral to allocate priority to a case represents systemic risk. This case has
shown the importance of exploring underlying information and patterns that will
be less likely to be identified by reliance single agency contact. The evidence of
SCR’s nationally is that children are most vulnerable when their needs have not
yet triggered a threshold requirement.
351. The probation author highlights a number of noncompliance issues identified by
the agency review. These reflect issues highlighted by previous reviews. For
example the use of CRAMS31 risk alert flags for the well being of children where
drugs, alcohol, mental health or domestic violence are issues. The sentence
plan included no objectives in regard to safeguarding children in spite of the
offences and risk assessment32.
352. The GP Practice had a safeguarding policy in place that was compliant with the
Royal College of General Practitioners guidance. The lead GP for safeguarding
had participated in training and the action in relation to the family complied with
standards. The author of the IMR identifies the value of further local guidance in
regard to managing families who do not respond to appointments and
managing the removal from practice registers.

31

CRAMS is an electronic case recording and management system used by the national
probation service.
32
The IMR author includes information about serious personal difficulties that the OM was
facing at the time that had an impact on their usual capacity and performance.
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353. The police IMR authors note that in December 2008 when father was arrested
for his assault on Amanda Hutton, a specific child protection referral should
have been made in regard to the welfare of the children when father raised
concerns about Amanda Hutton’s neglect of the children and her use of alcohol.
The authors provide the context that when the officers had visited the house all
the children appeared fit and well and by implication may have regarded
father’s statements when he had been arrested for his physical assault on his
wife as trying to deflect and divert attention.
354. In September 2011 when the PCSO was trying to gain access to the house and
becoming increasingly concerned about the children, instead of consulting the
CPPU they consulted a detective in an adjoining division who happened to be a
personal friend. Although the detective friend provided advice about how to
gain access to the house using a uniformed officer if necessary, the use of this
informal source of advice was outside organisational protocols and meant that
the CPPU were not alerted to the PCSO’s concerns.
355. Although this is not to criticise the officer who was trying to do the right thing it
does invite reflection about why the PCSO did not seek advice from specialist
officers within the division. It appears to be the consequence of being very new
into post and uncertain about the inference being given to the growing sense of
concern.
356. The HOR refers to the absence of robust procedures for any of the health
services, except for YAS on action to take where there is disengagement and
non-compliance and no access. It was after 2010 that more comprehensive and
rigorous arrangements were introduced in regard to issues such as the
disengagement of families.
357. The HOR refers to previous SCR’s that have increased the safeguarding
training offered to staff either single agency or multi-agency, in domestic abuse,
assessment and interventions, the impact of parental mental ill-health and
substance use on children. There has been much activity in all the health
services increasing the training levels of staff to comply with the
recommendations in the intercollegiate document on competencies for staff in
safeguarding children 2006 and latterly 2010. This is still in progress and is
expected to be completed in 2012.
358. The ESWS author highlights how the CME protocols were incorrectly signed
off. This resulted in the mistaken closure of the cases on Hamzah and Sibling 2
as ‘being found in another LA’. Specifically there were no checks made with
Portsmouth Education to see if the children were in school; no known address
for the children on closure and a lack of clarity of guidance on checking family
fostering arrangements. No checks were made with Southampton and
Peterborough. The IMR author reflects on the important function of managers
satisfying themselves that the information they are being asked to base their
own judgments is complete and clear for them to make a decision.
Consider whether the policy, procedural, management and resource
infrastructure that surrounded each agency’s involvement with Hamzah and
his family promoted appropriate decision making; this should include
evaluating the training, knowledge and experience of people working with
Hamzah and his family, workloads and organisational stability; comment
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should also be made about whether any shortfall in resources was an
impediment.
359. The importance of organisational arrangements is increasingly understood in
terms of how the quality of practice and outcomes is linked to the robustness of
the organisation’s arrangements. It is also a fact that people undertaking
difficult and complex work will face additional pressures such as bereavements
or other disruptions in their personal as well as professional lives. One of the
IMR authors describes how one of the professionals was affected by
bereavement outside the workplace. Such personal pressures are exacerbated
if individuals are also coping with excessive workloads. Good services rely on
dedicated and appropriately trained people having the physical, psychological
and emotional support and capacity.
360. The YAS author identified that several of the crew members responding to
emergency calls had not completed level 2 safeguarding training and confirms
action taken to address this. The author also describes other work being taken
to help crew members in making judgments on what physical conditions might
constitute neglect rather than lower level issues.
361. The CSC author describes how the assessment service was staffed by two
experienced and qualified managers throughout the period under review and
had the support of an experienced service manager. They had access to
appropriate procedures and consultation was available. The practitioners who
were involved with the family were level 3.
362. However there were a number of factors within CSC that represented a degree
of vulnerability and impediment some of which have been commented on in
previous sections.
363. There had been periods when sickness absence and annual leave had
coincided, which left one manager in sole charge for some periods of time. This
reflects an operational reality for any service. There were occasions when the
assessment team has required support from agency staff which created some
degree of instability and lack of consistency.
364. The introduction of an important system (ICS) in 2008 had placed some
additional pressure on managers and practitioners before the system became
established and familiar. The vulnerability of not having sufficient capacity to
undertake assessments to a sufficient level of enquiry and consultation is that
the hidden risk and need of children remains undetected and identified.
365. It was within these circumstances that working practice such as duty or welfare
visits were used.
366. The admissions IMR author describes how access to independent choice for
their children’s education has been removed as a requirement although
acknowledge this was never available in regard to primary education.
367. The HOR provides commentary on the organisational arrangements for the
various health services in Bradford. Of some particular relevance in this SCR
are the arrangements for the delivery of GP services in the city that comply with
national and regional requirements.
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368. GPs are independent contractors. At the time of Hamzah’s death, GP services
were commissioned by Primary Care Trusts (PCTs). A GP Practice that the
family were registered with held a contract with Bradford and Airedale Teaching
Primary Care Trust to deliver GP services. The type of contract was known as a
Personal Medical Services (PMS) Contract, and was a form of contract used
widely both locally and nationally. Under this contract there was a requirement
for the practice as a whole to “give regard to the local safeguarding policy”. The
commissioning body for GP services is no longer the Primary Care Trust since
this was abolished at the end of March 2013. Since then GP services have
been commissioned by NHS England. The West Yorkshire Area Team of NHS
England oversees contracting and commissioning of GP services in the
Bradford area. However it is noted that since 2013 all GP practices must be
registered with the Care Quality Commission and this organisation mandates
adherence to safeguarding policies and procedures through its registration and
assessment process.
Consider whether professionals working with Hamzah’s family had sufficient
and appropriate supervision commensurate with their role and responsibilities,
and the extent to which the case was subject to appropriate and effective
managerial oversight and enabled critical reflection.
369. The CSC author comments on the absence of written consultation between
practitioners and managers and is a reflection of some of the workload practice
referred to in the previous section.
370. The GP IMR acknowledges that clinical records do not allow any judgement
regarding the degree of critical reflection when discussions took place regarding
the children not being presented for immunisations and developmental checks.
Learning from SCRs and other review processes
Consider relevant research or evidence from previous serious case reviews
conducted by the Bradford Safeguarding Children Board; consideration may
also be given to evidence from other LSCBs or evaluations of SCRs. Take into
account any common themes and actions arising from that research and those
SCRs that are relevant to the circumstances of this case and comment on what
impact they had in this case.
371. The MARAC author comments on the changes made to the conduct of
meetings following a SCR in 2010. The changes had put an emphasis on
sharing information rather than more discursive case conference style
discussion. Greater responsibility had been given to the designated officers
attending the MARAC to ensure they had direct discussion with the staff
member in their organisation that was in contact with the victim. Regular
refresher training is also provided to the designated officers.
372. Two previous SCRs are referenced in the GP IMR regarding the importance of
communication between primary health services. The introduction of the
SystmOne is a response to that learning that is reflected in the historical case.
373. The police IMR authors refer to learning that had been identified in previous
SCRs regarding the importance of all police officers having a clear
understanding the importance of ensuring enquiries about the safety and
welfare of relevant children should be a routine aspect of police work when
responding to incidents. Although there are several good examples of where
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police officers showed considerable awareness and persistence in following up
concerns about the children the authors acknowledge that for a large and
diverse police service the needs to ensure training and development is
continually provided is an essential requirement for the service.
374. The HOR refers to learning from previous SCRs both locally and nationally. The
similar themes and actions as identified in two previous SCR’s in Bradford.
375. The SCR AI in 2007 identified a lack of a co-ordinated response and support to
mental health problems of a mother, which is echoed in this case.
376. The child J SCR in 2011 contained several themes also duplicated here. Firstly
the lack of multi-agency assessment and planning which would have
contributed to what the children’s life was like. Secondly, the lack of rigorous
professional judgement and decision making which allowed this case to drift.
Thirdly the invisible father, there is no evidence that any attempts were made to
engage father and very little is known about him. Fourthly parental resistance to
professional intervention is the key issue in this family and it appeared this was
viewed as intractable and therefore contact was not pursued. Lastly there was
no focus on the children’s wishes and feelings; Amanda Hutton was the focus
of health professional activity.
377. Common themes in other SCR’s, national research and other documents has
also been highlighted by the IMR authors, and these include:
a)

the failure to take into account the impact on children of living
within an environment where there is domestic abuse and the
emotional unavailability of the parents in this situation;

b)

no consideration of the presence of domestic violence, mental
health issues and substance misuse as highlighted in Brandon et
al (2009);

c)

Insufficient challenge to both family members and between
professionals as highlighted in both the Victoria Climbié and Peter
Connolly inquiries;

d)

Failure to register with a GP as in the Victoria Climbié case;

e)

Failure to record information from liaison and discussions in
patient’s records.

378. The HOR describes the policy and practice changes and improvements from
previous IMR’s and SCR’s which have been implemented:
a)

Written referrals to children’s social care within 48 hours were
demonstrated in the IMR’s;

b)

There is now MARAC involvement from midwifery and A&E
specifically;

c)

The development and launch of the district wide health services
violence against women and girls strategy (2011);
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d)

Midwives are required to ask every woman at some point in the
pregnancy about any domestic abuse;

e)

Failing to attend appointments and lack of engagement with
services is an area in which Bradford teaching Hospitals in recent
years have reviewed and developed a process for management
around children who fail to attend appointments.

Consider previous reviews of single agency practice. Take into account any
common themes and actions arising from those reviews that are relevant to the
circumstances of this case and comment on what impact they had in this case.
379. Previous SCRS had identified the importance of specialist safeguarding leads
in GP practices and over 90 per have such a role established. All of those leads
are trained to at least level 3. The GP practice had one of the more experienced
leads. The implementation of the SystmOne referred to in several of the
previous sections is also a product of previous agency learning.
380. The HOR refers to single agency reviews done as part of learning the lessons
reviews and serious incident root cause analysis reports. Cross cutting themes
are similar to those in this review and include, non co-operation with medical
treatment, communication and recording practices, poor recognition of neglect
and abuse and failure to challenge parents and professionals. These are being
dealt with at present in terms of action planning and practice sharing events.
381. There are also issues highlighted in the YAS IMR which has come recently from
another learning the lessons report with respect to ensuring all staff have level
2 training and also in recording those children in the household in any 999 visit
where it is practical and possible.
382. The HOR identifies thematic learning from the health IMRs that can equally be
applied to other services.
383. Professional judgement, assessment and decision making and single
focus working (identified as silo working). Professional focus was on single
issues within the family rather than looking at the whole picture. Any
assessments were superficial and decisions made without a true picture of the
family. Health professionals need to access and be knowledgeable about family
history and historical information. Assessments need to be made on the basis
of knowledge, observation and analysis and followed by action planning. Action
plans should be reviewed regularly.
384. Lack of “think family” approach. There was never any sustained effort to get
direct contact and assess the children. There is no evidence of what life was
like for the children in this family and any information given was taken on face
value and not explored or challenged. There was no consideration of what
effect the toxic trio (domestic violence, mental health issues and substance
use) had on the children. This also needs to be part of any information
gathering and assessment.
385. Lack of engagement with the family. The family disengaged from all health
(as well as other) services and as this became more entrenched it appears that
the family’s non compliance was considered to be unchangeable. Professionals
need to be aware through training and supervision of positive engagement skills
to attempt to engage with non compliant families. The recognition of
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opportunities to engage and intervene is crucial and professionals should be
empowered through supervision and management oversight to engage with
these opportunities.
386. Drift. The loss of focus, the difficulty in getting access to the family and their
disappearance at times all contributed to the lack of action over many years.
Supervision of staff is crucial and case audit of records and the production of
chronologies would ensure there is focus on positive action.
387. Multi-agency information sharing, assessment and planning. The lack of
joined up assessment, information sharing and thinking, meant there were
missed opportunities for multi-agency action to help this family and protect the
children. Health professionals should be clear in their written and verbal
communication and in what action will be taken. They should also be supported
and encouraged through supervision and training to appropriately challenge
multi-agency colleagues to re-examine their decision making if necessary.
388. Invisible father. There is no evidence that any attempts to engage father was
made and little is known about him other than the alleged assaults on his
partner. Training and supervision should ensure that professionals are aware of
the importance of fathers in children’s lives and the contribution they can make
whilst at the same time assessing the well being and safety of children in
circumstances where there are parental relationship problems.
389. Standards of recording and access to records. The importance of correctly
recorded information in children’s records where it can be accessed when
needed and form part of an assessment was an issue for several agencies. The
use of the template for recording safeguarding information in the electronic
records is vital and all efforts to implement it as quickly and thoroughly as
possible should continue. The HOR comments that the improvements made at
BTHFT have resolved the issue in the A&E department.
Agency specific key lines of enquiry
Police and children’s social care; report and comment on what information was
shared and the actions taken between 12th September 2011 and the 21st
September 2011 and whether there was opportunity to have discovered the
body of Hamzah at an earlier stage in those enquiries.
390. The narrative chronology in chapter two describes the action taken by CSC and
the police from the 12th September 2011.
391. The PCSO who initially dealt with the report from a neighbour about dirty
nappies being thrown into his garden and stones thrown at his house and
vehicle was new into post and had just completed their initial induction. The
PCSO made five attempts to follow up the complaints by visits to the home prior
to the 21st September 2011. After one of those unsuccessful visits the PCSO
telephoned CSC to establish what information they had about the family; this
contact was not recorded by the PCSO.
392. Around the 10th September 2011 the PCSO was in contact with CSC being
aware of the state of the home and an ‘overpowering smell’. The PCSO left a
card through the letterbox on the 12th September 2011 asking Amanda Hutton
to contact her; Amanda Hutton subsequently made contact on the 15th
September stating that she was no longer living at the property and that the
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children were living with her eldest son. Although the PCSO attempted to make
an appointment to speak with Amanda Hutton she ended the call. The PCSO
made a visit on the 20th September 2011, again leaving a card. The PCSO was
determined to make contact with Amanda Hutton.
393. On the 21st September 2011 the PCSO spoke with SW2 and they agreed to
make a joint home visit. The PCSO visited with another PCSO and they
shouted through the letterbox that they required Amanda Hutton to open the
door or they would force an entry; the PCSO had previously sought advice from
a detective. Amanda Hutton opened the door but refused entry. The PCSO
consulted with SW2 to establish what concerns CSC had about the children.
SW2 contacted the CPPU and was advised to request a uniformed officer to
attend in order to force entry to the property.
394. The CSC author identifies that there was a delay in the team manager being
made aware of the initial contact and the case was not allocated to a social
worker until the 15th September 2011. There was an initial reluctance to treat
the information as a safeguarding concern and there was a delay in making
contact with the CPU and organising a strategy meeting. Significant factors
appeared to be that this was initially treated as a report of a smelly house which
had less priority in comparison to other cases that had clearer and more explicit
safeguarding concerns being raised about children. It provides an example of
how relying on presenting information can misinform and misdirect professional
judgment. This is not intended to criticise an individual manager who doubtless
had to balance competing priorities for allocating work to qualified social
workers.
395. Although earlier discussion with the police and an earlier strategy meeting
would probably have achieved a quicker entry to the house and the discovery of
Hamzah’s body it would not have changed the outcome for him. The CSC
author acknowledges that visits should have been made to the property and the
fact that they were not reflected that other cases were taking priority at the time.
Education and early childhood services; report and comment on the extent to
which any of the children were missing from education or early years provision
and the appropriateness of actions taken to ascertain the children’s
whereabouts and attendance at school and other provision.
396. The schools IMR acknowledges that there were missed opportunities in
September 2009 for School B, the Admissions Service and the CME Team to
enquire about the whereabouts of Hamzah and Sibling 2 when they could have
taken up their place in reception class at primary school. Similarly in
September 2010 there was a missed opportunity to enquire about the
whereabouts of Sibling 3 when he could have taken up his place in reception
class at primary school.
397. With the benefit of hindsight more could have been done between the services
to clarify the whereabouts of the missing children (Hamzah, Sibling 2, Sibling 3)
and that this was a lesson for the local authority to learn from. There was a
lack of connectivity between the authorities to clarify the whereabouts of
‘missing children’ and that schools can only be aware of missing children if they
are informed of their existence.
398. There is no record on the Capita ONE system of any of the children in the
family accessing early years provision. When dealing with school applications,

Page 68 of 89

the Admissions Team is not aware of younger siblings who would be due to
start school in future years. Therefore, because Hamzah and Sibling 2 were
not in a pre-school setting, the team were unaware of their existence and
therefore were unaware of them missing education.
399. The action taken by the admission officer regarding Sibling 5 was good
practice, in this instance. From information provided by School B and the
decision to allocate a school place without an application form being completed,
the proactive action ensured that Sibling 5 was allocated the same secondary
school as the older sibling.
400. Liaison between the admissions team and education social work service has
improved since September 2010 when all local authorities became responsible
for the co-ordination of in-year admissions. Prior to this, parents made direct
contact with their preferred school when applying outside the normal
admissions round. Since September 2010, processes for identifying children
missing education has improved significantly, but again, this is mainly
dependent on the parent making an initial application. Reference has been
made that education social work service was informed that Siblings 1 and 2
were returning from Portsmouth but at no time was an in-year application for a
school place submitted. Although the children were placed on the CME register
by education social work service between October and November 2010 as
‘missing children’, there was no liaison between the two departments at that
time.
401. The admission service IMR acknowledges that the primary school application
process could be more widely publicised, for example regular articles in
‘Community Pride’ the Council’s publication that is sent to all Bradford district
households three times each year. The IMR considers other avenues for
obtaining details of children who are not in early years settings, such as
Bradford Health Authority or Child Benefit data could be considered.
402. The arrangements put in place since December 2011 for the early years
service to be notified about new births as a matter of course unless a parent
decides to opt out provides stronger opportunity for improved inter-agency
communication regarding all known vulnerable children, particularly those not
yet in school and where parents tend not to engage with professionals. When
these children are approaching school age, steps can be taken to ensure the
family has engaged with the admissions process. Their details could be shared
with the Admissions Team so that extra attention can be given to these children
to ensure that a school application is made.
403. The DfE promotes the take up of online applications rather than the completion
of paper application forms. Whilst this can be an easier process and more
reassuring for parents that their application has been received, it results in the
child's current nursery or primary schools not knowing whether an application
has been made by the deadline date. Although the Admissions Team can
inform the current school of this after all online applications have been imported
into the admissions database, those parents disengaged in the process are not
known until after the deadline date has passed. It is known that such families
are less likely to complete a school application, so there is a need to improve
their access to online facilities, such as drop in sessions within schools.
404. School A and School B followed the agreed systems and procedures in school
at the time in terms of recording and monitoring attendance in relation to the
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Family H children. However, recording and monitoring suggested a passive
exercise rather than taking assertive action. Despite the actions and
interventions described in the IMR that were put in place the impact was
minimal in that attendance did not improve.
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4

Analysis of key themes for learning from the case and recommendations

405. Any meaningful analysis of the complex human and professional interactions
and processes for decision making that characterise multi-agency work with
vulnerable children and troubled families has to understand why things happen
and the extent to which local systems help or hinder effective work within ‘the
tunnel’33.
406. The key findings in this chapter are framed using an adaptation of the systems
based typology developed by SCIE. Although this serious case review has not
used systems learning to collate evidence there is value in using the following
framework to identify some of the underlying patterns that appear to be
significant for local practice and which place individual action and behaviour
within the context of agency and multi-agency working.
a)
b)
c)
d)
e)
f)

Cognitive influence and human biases
Family and professional contact and interactions
Responses to incidents and information
Longer term work with vulnerable children and troubled
families
Tools to support professional judgment and practice
Management systems

407. The remainder of this report aims to use this particular case, to reflect on what it
appears to reveal about areas for further development in the local safeguarding
system and use it as far as possible as a window into those local systems.
408. In providing the reflections and challenges to the BSCB there is an expectation
that the Board will provide a response to each of the key findings as well as to
the recommendations and action plans that are described in the agency IMRs.
As far as the key findings described in the remainder of this chapter it is
anticipated that the Board will take the following action.
a)
b)
c)
d)
e)

An indication as to whether the BSCB accepts the findings;
Information as to how the BSCB will take the findings forward;
Information about who is best placed to do lead on any particular
activity;
An indication of the timescales for responding to the findings;
Information about how and when it will be reported.

409. The BSCB will determine how this information is managed and communicated
to relevant stakeholders. This report recommends that the BSCB discuss the
key findings and makes a formal response that is also published. The reason
for structuring this final and important part of the report in this way is that it
gives responsibility and empowerment to the people who know their community
and services to develop appropriate responses rather than to have action
imposed.

33

View in the Tunnel is explained by Dekker (2002) as reconstructing how different
professionals saw the case as it unfolded; understanding other people’s assessments and
actions, the review team try to attain the perspective of the people who were there at the time,
their decisions were based on what they saw on the inside of the tunnel; not on what happens
to be known today through the benefit of hindsight and a far more detailed compilation of
information.
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Cognitive influence and human biases: developing mindsets that are open to
fresh or different information; repeated exposure of professionals to
intractable and long term problems contributing to a normalisation in their
response; understanding the significance of deviant or risky parental
behaviour.
410. This family were not regarded as the most vulnerable family known to the
various services. Given everything that has been revealed since the discovery
of Hamzah’s body this will be difficult to understand but it is important to
consider what was known at the time and why, as well as understanding the
implications.
411. The earliest and historical contact with the family, particularly by primary health
care workers, described the parents as being supportive of each other and the
maternal grandmother was also regarded as an important source of support for
Amanda Hutton and her children. This picture clearly changed over time and
the HOR in particular is able to reveal the pattern of increased disengagement
from professionals although this was not recognised by most at the time; the
initial impression of a supportive family continued to prevail.
412. Reports of domestic violence, the poor engagement with health professionals,
Sibling 8 seeking help, inconsistent school attendance and the prosecution of
father were all indicators of behaviour that represented risk to the children’s
physical and emotional welfare.
413. Although there were discussions and consultations at various points as well as
referrals to specialist services such as CSC none of this resulted in triggering
either formal safeguarding protocols or other mechanisms such as CAF/TAC.
Several of the IMR authors queried whether the use of such frameworks would
have been any more effective in the face of the determined lack of engagement
and cooperation from Amanda Hutton in particular. The value of using such
frameworks would have been in highlighting more starkly the range of issues
that were known to different people but were not collated and therefore seen in
a more complete picture of the family’s deteriorating circumstances. The
metaphor of people working with single pieces of a jigsaw has been used to
describe how professionals often face a challenge in being able to see a child’s
circumstances within the complete picture of their family and history and
events.
414. Information about Amanda Hutton’s susceptibility to depression had been
recognised during her first pregnancy and the use of tools to assess the extent
of that depression during subsequent pregnancies identified concerns in the
higher quartiles of the measurement.
415. Although both parents disguised significant issues such as their level of drinking
which was only explicitly disclosed by Sibling 8 when he sought help there were
occasions when staff especially from one of the emergency services observed
Amanda Hutton under the influence of alcohol.
416. The domestic abuse was evident from as early as 1996 although it was from
2003 onwards that the incidents were reported to CSC and in 2008 father’s
assault on Amanda Hutton was sufficient to require a non-molestation order
and also resulted in criminal prosecution.
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417. Father was able to minimise and deny his responsibility for the violence shown
to Amanda Hutton and effectively limited his participation (through his lack of
co-operation) in the court directed programme; it became primarily a matter of
reporting to his offender manager at the office rather than participating in a
group based programme designed to challenge attitude and behaviour.
418. The children missed routine health appointments and their attendance at school
was problematic; the three youngest children never arrived in education or early
childhood services and for the older children there were inconsistencies in their
attendance.
419. The physical conditions in the home were described as poor in 2005 although
on most occasions when a professional had access to the house, conditions did
not cause concern. It was late 2011 when the neighbour made the referral that
would eventually lead to the discovery of Hamzah’s body it was clear that the
property had become almost uninhabitable.
420. Although there were occasions of individual professionals having concerns, this
was more often focussed on Amanda Hutton as a victim of domestic violence
rather than what the impact on the children’s emotional health was. Some
concerted efforts were made to help her leave the violent relationship although
it is clear that this was not successful. That is not especially surprising in itself;
there is compelling evidence about the difficulties women face in fleeing
abusive and violent relationships.
421. Although when the children were noticed as missing and there was contact and
discussion between the various services the inquiries were largely misdirected
by Amanda Hutton and by other family members who provided an account that
some of the family had moved to other parts of the country.
422. When Sibling 8 sought help in December 2006 there was a disagreement
between the police who initially used their police powers of protection to keep
him at the hospital although CSC were unconvinced that Sibling 8 required
protection. It was primarily managed as being symptomatic of a family dealing
with adolescent behaviour.
423. At no point was there any discussion specifically about the children in a multi
agency framework and only limited information was sought directly from any of
the children. The MARAC discussions in 2008 were focussed on Amanda
Hutton as a victim of violence.
424. The system (by which is meant the people and the processes for their
communication, enquiry and assessment) is less able to deal with other more
resistant aspects such as the depression, relationship difficulties and alcohol
that were manifested in a more episodic manner and were not placed within a
shared typology that could analyse and consider information with a greater
degree of sceptical and informed enquiry and assessment. Further comments
are made later in regard to the tools that support professional judgments.
425. Gaps in the sharing of information left all professionals without a complete
picture but when episodic incidents occurred they were not apparently seen as
symptomatic of longer term historic patterns or the implications for the
children’s emotional as well as physical wellbeing.
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426. Practitioners may come to tolerate neglectful behaviour in materially deprived
communities and households; neglect is more common in poor and
disadvantaged communities but poverty does not in itself cause the emotional
and physical neglect of children34.
427. An NSPCC research briefing35 highlights the lack of consensus about what
constitutes neglect that is reflected in the earlier finding in this report in regard
to good enough parenting. The same briefing paper also describes the
problems of coordinating help for families with complex problems that will, as in
this case, involve several different services with different skills and professional
backgrounds.
428. This process of normalisation has an impact on how professionals frame or
categorise information and understand its significance and relevance. It has
implications for how the style and quality of parenting is assessed as being
good enough and is discussed in the last key finding.
429. A further feature in this case is the extent to which key professionals displayed
a difference in their interpretation of thresholds of concern. For example, when
Sibling 8 sought help it was evident that the police and hospital staff regarded
the presentation of information by Sibling 8 as a safeguarding concern. This
was interpreted differently for example by CSC who regarded it as more
symptomatic of a parent and adolescent disagreement. The dispute reflects a
difference of view in regard to how older children are assessed especially by
services such as CSC.
430. Some of this reflects cultural assumptions that older children have greater
resilience and can suffer ‘agency neglect’, some of it can reflect organisational
anxiety that older children who leave their families and arrive in public care
often face poor outcomes including a successful reunification; it can also be a
reflection of the difficulties that professional generally have in identifying and
assessing emotional neglect and abuse although in this case Sibling 8 had
reported physical assaults and had suffered an injury to his thigh.
Issue for consideration by the BSCB
1)

Is the support for professionals from different professional
backgrounds sufficiently rigorous and challenging to prevent
inappropriate erosion of concerns especially in regard to older
children?

2)

Can professionals distinguish with sufficient clarity between
indicators of neglect and other factor such as social disadvantage?

3)

What is the capacity in terms of skills, knowledge and organisational
capacity for services in being able to work effectively with resistant
adults?

34

Stevenson O. Neglected children Issues and dilemmas Ch 3 pp20-29 Blackwell Science:
London; 1999.

35

NSPCC. Child protection research briefing child neglect 2007.
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Family and professional contact and interaction; putting children’s needs,
views and wishes at the forefront of interaction and enquiry; achieving balance
in how vulnerable parents are helped; recognition of barriers that inhibit
engagement and implications for practice.
431. Throughout this case the parents remained the key influence in the interaction
with professionals and services. The extent to which parents effectively control
the attitudes and behaviour of key professionals is increasingly understood
through research and the analysis of serious case reviews. The interaction and
relationship between professionals and vulnerable families is the subject of
complex ethical and legal issues. In cases where families are resistant to help
or contact by services requires considerable empathy, professional knowledge
and interpersonal skills as well as time and resilience.
432. The fact that this was a family that was resistant to involvement and contact is
not unusual. There are several academic sources that provide support to what
Egan described as being ‘impossible to be in the business of helping people for
long without encountering reluctance and resistance’36. The behaviour which
become acute when help is involuntary (for example the involvement of criminal
justice in respect of father’s offence, referral to CSC) can be exhibited in a
range of ways that have been categorised as being dependency, closure,
flight, or ‘disguised compliance’37.
433. The first three behaviours were all displayed in this case at various times and
served to keep professional focus misdirected and away from the needs of the
children. Amanda Hutton’s antagonism to hospitals and health staff was
generally known about from early on and was used to rationalise the absence
of contact with the primary health services. It had implications for late ante natal
care, post natal support and the on-going care and immunisations of the
children.
434. The panel identified that more regard should have been given to the signs of
vulnerability that have been described throughout the report. The panel have
also identified the additional factors that need to be taken into account in regard
to multiple births and the potential implications.
435. The information about domestic violence was primarily managed as a threat to
Amanda Hutton and when there were occasions when she was seen to be unfit
through drink to have responsibility for her children the responsibility was
directed to one of the older children.
436. Evan Stark38 describes how domestic violence has to be understood more
clearly as coercion in order to understand the impact on the women and to
understand why these relationships endure, why abused women develop a
profile of problems seen among no other group of assault victims.

36

The Skilled Helper: Egan, G. 1994.

37

The term is attributed to Peter Reder, Sylvia Duncan and Moira Gray who outlined this type
of behaviour in their book: Beyond blame: child abuse tragedies revisited, 1993.
38

Coercive Control: How men entrap women in personal life Evan Stark: Oxford University
Press 2007.

Page 75 of 89

437. In this case Amanda Hutton was isolated from her wider community because
some people in both the Asian and white community were unwilling to accept a
relationship between two people from different cultural heritages. It is clear that
she became more isolated after the relationship with father ended.
438. When health, education and early childhood as well as CSC all sought
information about the missing children they were all misdirected. In late 2011
when the police and CSC were following up the referrals about home conditions
the strategy used by Amanda Hutton was to close down any contact until the
police overcame her resistance by use of their power of entry to the house. The
investment in ‘Think Family’ in Bradford provides a framework for continuing to
improve the response to vulnerable families in the future.
Issue for consideration by the BSCB
1) How can professionals maintain an appropriate focus on the
needs and risk for children when working with adults who have
longstanding difficulties that can include depression, substance
misuse or domestic abuse?
2) How can professionals
resistance?

identify

evidence

of

inappropriate

3) How can professionals satisfy themselves that relevant children’s
views, wishes and feelings are considered and influence
judgements and decisions?
4) How can the revised arrangements such as Think Family be
evaluated for their effectiveness and are there particular issues for
children of multiple births?
5) How can professionals ensure that frameworks for responding to
domestic violence recognise the barriers to effective help and what
are the implications for offence management and social support
and intervention?
Responses to incidents and information; viewing individual incidents or crises
in isolation; identification and clarification of patterns or inconsistencies that
represent significant harm to children.
439. A consistent finding in this and other cases that have been the subject of
serious case reviews is the extent to which new and emerging information is
often not recognised and therefore not sufficiently understood within a context
of previous information and events. Each incident was considered in isolation.
This applied in regard to information and evidence about the use of alcohol and
the recurrent episodes of domestic violence as well as for example how the
request for help from Sibling 8 was managed.
440. The systems for judging the thresholds of concern appeared to offer limited
encouragement and opportunity to identify or enquire into underlying patterns,
attitudes and behaviours. This resulted in a reliance on whether a presenting
issue represented a significant and current threat to the safety and well being of
a child with a focus on physical or other tangible evidence of significant
concern.
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441. The ‘lower’ level of help was seen to be primarily as providing practical and
emotional support, giving encouragement on an informal voluntary basis; to that
extent it was effective although did hide underlying issues39. The help provided
to Amanda Hutton with the intention of assisting her to flee domestic violence
was done on a voluntary basis and sought to secure a place of safety for her.
When the efforts were not successful, it did not lead to any further follow up
action.
442. This case again reveals the pattern for services at all tiers to be preoccupied
with responding to incidents on an event focused basis especially in regard to
making judgments as to whether particular events represent significant harm for
example. At no point did anybody think that any of the children were at risk of
significant harm as a result of the pattern of violence and neglect.
443. There could have been a better appreciation of the emotional harm for the
children (as well as for Amanda Hutton) and attention given for example to what
Sibling 8 was saying. A number of factors are influential that range from
individual events never meeting a sufficiently high threshold of concern
especially for the higher tier and statutory services such as CSC through to the
limitations of the systems tools described in the next finding. Reports and verbal
information sharing can be routinely passed through to services but are not
then analysed for relevance and significance in terms of the emotional health
and well being of children.
444. Understanding the habitual and persistent behaviours associated for example
with minimising and disguising the use of alcohol and domestic violence and
the implications for parents’ emotional availability and capacity is not sufficiently
embedded into practice. The complexity and ambiguity of such work is
acknowledged but at present practice is apparently too reliant on what parents
are willing to reveal and talk about.
445. The opportunities that were occasionally offered were not apparently
recognised or followed up partly because they were seen at the time as a
means of deflecting attention. For example, when father was arrested he
wanted to talk about his concerns about Amanda Hutton’s care of the children
although this was seen as deflecting from his violent behaviour. No follow up
was made to the suggestion that father make a referral to CSC if he was
concerned.
Issue for consideration by the BSCB
1. How do the arrangements for responding to individual incidents or crises
provide sufficient opportunity to place them within a context of previous
history and to identify emerging patterns or dissonance /inconsistency?
2. How does the training and support provided to practitioners equip them
to understand the importance of and have the capacity to identify

39

The panel noted for example that the children’s centre were invited to focus on practical
issues such as budgeting; the younger children were eating ‘finger food’ for example which
was probably an indicator of impaired social development; matters were compounded by the
fact that they understood the children to be younger than they were.
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underlying patterns such as emotional neglect as a result of issues such
as alcohol dependence or domestic violence?
3. How does professional interaction in regard to contact, sharing
information and making referrals consistently identify underlying
concerns or patterns relevant to the development or vulnerability of a
child over and above information about a specific incident?
4. How do practitioners have the guidance, confidence and skills to
overcome the resistance of adults who may wish to divert or redirect
professional focus or concern (that might include disguised
compliance)?
Longer term work with vulnerable children and troubled families; 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.
446. The long history in this case of children being subjected to domestic violence,
having their routine health needs neglected and their disrupted and impaired
education and the extent to which the home conditions had deteriorated so
badly in recent years invites reflection as to whether the various services have
a good enough collective understanding about some fundamental frameworks
such as what constitutes good enough parenting.
447. There were indicators of vulnerability when Amanda Hutton was pregnant on all
the occasions. Providing effective help for children rests on professionals
having the capacity to recognise early signs and having the ability to work with
a parent. Being able to secure the confidence of a parent without becoming
collusive requires well developed interpersonal skills, emotional intelligence and
confidence.
448. In this case, there were isolated examples of individuals trying to help Amanda
Hutton but none truly had a focus on the needs, wishes and feelings of any of
the children until September 2011 when the police and CSC overcame Amanda
Hutton’s resistance to allow anybody into the house.
449. Important issues such as the children’s absence from routine primary health
care were noticed and were discussed by the primary health care team. The
decision to remove the family from the GP register led to the removal of one
important agency from the network of agencies that should be working together
to share information. It is noted that the decision to de-register the family took
place only about 6 weeks before the estimated date of Hamzah’s death. The
review found no evidence of financial motivation for removal of the families,
even though removal of patients from lists can have an effect on practice
income.
450. None of the children were offered pre-school child care40. This could have been
an important source of support both for the children’s development as well as
providing practical support to a mother who was increasingly unable to cope.

40

The early years ‘offer’ has changed since the eldest children were born. The number of
children’s centres has increased across the district and this has allowed a much wider and
more comprehensive service to be offered.
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451. The home conditions were noticed to be neglected and the children showed
evidence of neglect in school.
452. A significant theme to come through in panel discussions is the extent to which
national and local systems rely on parents acting responsibly and doing the
right thing as good enough parents for their children. Many of the systems for
example in regard to registering for statutory education or being registered with
a GP rely on a responsible parent making the appropriate arrangements. This
case shows the vulnerability of such an arrangement especially in a city with a
significant transitory population.
453. The children’s centre IMR author describes that just over 70 per cent of children
aged 0-4 are registered with a children’s centre in Bradford. The 30 per cent not
registered included children such as Hamzah and his siblings. In 2008 the
health visiting service began asking parents of newly born children to allow their
details to be forwarded to the early year’s service. That has resulted in just
fewer than 50 per cent of babies being notified to the service.
454. Since December 2011 the arrangement has been changed to an opting out
arrangement and the proportion of babies notified to the service is now 90 per
cent. This provides a more secure basis of knowing about children in local
areas but as the children’s centre IMR highlights the practitioners need to have
a proactive approach to engaging with families and especially those who for a
variety of reasons are reluctant to have a service.
Issue for consideration by the BSCB
1) Is the apparent level of uncertainty amongst different professionals
about what constitutes ‘not good enough’ parenting acceptable?
2) Are local systems for ensuring children have access to appropriate
health care and education (including pre-school) robust enough to
compensate when parents are unable or unwilling to act in the
interests of their children?
3) Are the increased rates of babies known to the early year’s service
leading to improved access for the most isolated and vulnerable of
children?
Tools to support professional judgment and practice; availability and use of
tools for collating, sharing and analysing information; promoting analytical
discussion and revealing underlying and long term patterns such as neglect.
455. The effective sharing and analysis of information within a framework of
appropriate and child focused assessment is a perennial challenge for multi
professional teams or groups of workers and has been described and
discussed in national research, inspections of children’s services as well as
being a regular feature in serious case reviews.
456. The assessment of neglect is especially problematic in the information and
professional systems that do not have the capacity to reflect upon the
accumulated evidence of direct observation and professional reporting.
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457.

National efforts to achieve improved consistency have largely resulted in
processes becoming ever more bureaucratised and process driven through
computer based electronic recording frameworks. This has left professionals
completing processes that have little apparent benefit for improving the clarity
and insights regarding complex behaviours and family circumstances and their
interplay. The tools focus on describing events or behaviour and offer limited
opportunity to record reflection, hypothesis or analysis. In this case there were
further factors that included using case recording rather than assessment
frameworks for recording information.

458. Recent studies have emphasised that although professionals such as social
workers can be very effective at gathering information from a range of sources
they face a far greater challenge in being able to identify ways to analyse the
information for its relevance and significance in regard to risk and need for
children, leaving assessment often to be ‘slightly better than guessing’
(Dorsey). An evaluation of assessment tools by the Department for Education
has identified and reviewed three systems of assessment tools. The study
concludes that although there needs to be a move towards more structured
analysis and decision making there is limited evidence about the effectiveness
of available tools in child protection work41.
459. The current systems work with the greatest effectiveness when a tangible event
or incident is being reported or recorded and this has encouraged a degree of
reliance on the single record or event needing to provide a compelling and clear
reason for a reaction especially from specialist higher tier services that are
working with the most vulnerable of children.
460. The evidence from this case and from other reviews and studies show that
formal assessments are largely a copy and paste of the same information
recycled and reiterated; there is little sense of either a dynamic narrative or
developing insight and analysis about needs, risks and motivations. There was
very little information about the parents’ personal and family histories42. The
current systems almost invite such an approach and especially in situations
where workloads are high. The national frameworks for assessment have
changed as a result of the abolition of the national assessment framework and
will place a greater emphasis on local areas developing their own
arrangements43.
461. The cumulative impact was that lower order information that is seen as either
isolated or episodic as described in other findings is not shared and the
underlying patterns are insufficiently revealed in regard to responding to events
and incidents. The national assessment framework for children in need and
their families was based on an ecological model that understands the

41

Systematic review of models of analysing significant harm; Barlow J, Fisher JD and Jones
D, Department for Education March 2012.

42

Reder and Duncan found similar issues in their review of serious case reviews in 1999;
Lost Innocents: A Follow-up of Fatal Child Abuse. It has become apparent in this review and
is commented on by the HOR that the maternal grandmother was an important source of
support and her death had a significant impact on mother.
43

The revised guidance is included in Working Together to Safeguard Children published in
2013.
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importance of recognising that effective safeguarding relies on a dynamic
interplay of multiple risk and vulnerability factors. Regrettably this has not
translated into effective practice models and was acknowledged in the Munro
Review referenced in earlier chapters.
462. In these conditions it is less surprising that much of the practice reflected
through this case is a one dimensional and static approach to viewing the
needs and circumstances of children and a preoccupation on physical
conditions rather than the emotional needs and circumstances of children for
example. In the absence of having a system that can offer better quality
recording to the professionals, the completion of an assessment can be
regarded as an administrative chore rather than being an important exercise of
professional skill and judgment.
463. Another dimension revealed in this review and which is reflected in national
studies44 concerns the extent to which questions about what a child means to a
parent and what the parent means to that child in respect of their emotional
care and security are not routinely explored. The same report offers reflection
on the important relationship between having a good understanding about all
aspects of maltreatment and its relationship with the development of children.
Issue for consideration by the BSCB
1. To what extent is local assessment practice a reflection of a child
focussed, professionally controlled activity rather than being driven by
local and national bureaucracy?
2. Are the tools for collecting and recording information about children and
their families adequate and able to promote sufficient interagency
assessment?
3. How does the training and development of professionals undertaking
assessments across all services provide sufficient understanding about
child development and childhood vulnerability?
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.
464. This serious case review has revealed that information that could provide
indication of vulnerability (and indeed risk from significant harm) does not
consistently lead to an appropriate escalation of concerns and follow up. Some
of this is because different people have different parts of a child’s information or
narrative which on it own is not regarded as being significant or concerning.
465. The review has also highlighted that a number of factors may be taken into
account when a GP takes the decision to remove a person from their list. GP
practices have to balance their duty to maintain accurate registration lists
wherever possible, against the risk of making access to primary medical

44

Brandon, Sidebotham, Ellis, Bailey and Belderson. Child and family practitioners’
understanding of child development: Lessons learnt from a small sample of serious case
reviews Department for Education May 2011.
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services harder for families who are de-registered. This review found no
evidence that the decision to remove Hamzah’s family from the practice list was
financially motivated, although it is recognised that GP practices receive
payments that are both capitation based and performance based and in theory
at least, financial factors could influence removal decisions.
466. The application of the missing children protocols within education, health and
CSC all failed to confirm where the children were and yet did not trigger any
other levels of enquiry. It is an example of where in the absence of evidence of
specific harm the systems did not encourage any further progression.
467. There was evident confusion reflected in the IMRs about the application of
particular aspects of legislation. A significant example was whether private
fostering regulations were relevant to the information being provided by the
family or whether there were other legal responsibilities on the part of any of the
agencies.
468. Although this analysis has focussed on the younger children, there were issues
in regard to how the concerns expressed by Sibling 8 were dealt with especially
by CSC.
Issue for consideration by the BSCB
1) Do professionals require written protocols and procedures to
understand whether their action is appropriate and sufficient when
enquiring into the whereabouts of a child?
2) How do professionals undertaking complex work that is subject to a
great deal of primary legislation and regulation secure and maintain
an appropriate level of knowledge and understanding?
3) Are there particular issues in a cosmopolitan city such as Bradford
regarding how the community is kept informed about arrangements
and agreements to look after children outside of their immediate
family?
4) Are the current arrangements for permitting a child to be removed
from a GP practice list appropriate?
5) Are the current arrangements for identifying any child living in the
city not registered for school or for a pre-school service appropriate?
6) Does the BSCB have sufficient confidence in current arrangements
for identifying children who are missing from home, education or
health care and oversight?
4.1

Issues for national policy

469. GP practices, as contract holders, are mandated to follow local safeguarding
procedures as part of the CQC registration and also through the terms of their
contract for service delivery. With regard to individual GPs, the General Medical
Council updated its professional guidance to all doctors in 2012 to indicate the
responsibilities they carry as healthcare practitioners in considering and giving
appropriate priority to the needs of children.
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470. In terms of contractual obligations, GP practices with “open lists” should accept
any patient onto their list and GPs should not remove patients from their list
unless there is good reason, such as the patient no longer being in the practice
area or there being a complete breakdown in the doctor-patient relationship. It
remains a matter of some discretion however, whether to remove a patient or
family if the exact address cannot be identified. Local guidance has been
issued and consideration should be given to the need for any further local or
national guidance on this issue.
471. The arrangements for the management of school admissions in Bradford are
compliant with national requirements and standards. This review has identified
how children who are never notified for admission to school can become
missing without the knowledge of the authority.
472. The review has identified the importance of all public services having sufficient
understanding about their role and responsibility in promoting the safety and
welfare of children. The registrar of births in Bradford has highlighted the
absence of guidance for that service at a national level.
Peter Maddocks, CQSW, MA.
Independent author
November 2013
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APPENDICES
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Appendix 1 - Procedures and guidance relevant to this serious case review
Legislation
The Children Act 1989
Section 11 of the Children Act 2004 places a duty on the key people and bodies described in the Act45 to make arrangements to ensure that
their functions are discharged with regard to the need to safeguard and promote the welfare of children. The application of this duty varies
according to the nature of each agency and its particular functions. The Section 11 duty means that these key people and bodies must make
arrangements to ensure that their functions are discharged having regard to the need to safeguard and promote the welfare of children and this
includes any services that they contract out to others.
Section 17 imposes a duty upon local authorities to safeguard and promote the welfare of children in need.
Section 47 requires a local authority to make enquiries they consider necessary to decide whether they need to take action to safeguard a child
or promote their welfare when they have reasonable cause to suspect that a child is suffering, or is likely to suffer significant harm. These
enquiries should start within 48 hours. The local authority is required to consider whether legal action is required and this includes exercising
any powers including those in section 11 of the Crime and Disorder Act 1998 (Child Safety Orders) or when a Baby Has contravened a ban
imposed by a Curfew Notice within the meaning of chapter I of Part I of the Crime and Disorder Act 1998.
Section 46 provides the Police with Powers of Protection to take children into police protection where a constable has reasonable cause to
believe that a child would otherwise be likely to suffer significant harm.
The Children Act 2004
Section 10 requires each local authority to make arrangements to promote co-operation between it, each of its relevant partners and such other
persons or bodies, working with children in the authority’s area, as the authority consider appropriate. The arrangements are to be made with a

45

Local Authorities, including District Councils, the Police, National Offender Management Service, NHS bodies, Youth Offending Teams,
Governors/Directors of Prisons and Young Offenders Institution, Directors of Secure Training.
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view to improving the wellbeing of children in the authority’s area – which includes protection from harm or neglect alongside other outcomes.
This section is the legislative basis for children’s trusts arrangements.
Section 11 of the Children Act 2004 places a duty on the key people and bodies described in the Act46 to make arrangements to ensure that
their functions are discharged with regard to the need to safeguard and promote the welfare of children. The application of this duty varies
according to the nature of each agency and its particular functions. The Section 11 duty means that these key people and bodies must make
arrangements to ensure that their functions are discharged having regard to the need to safeguard and promote the welfare of children and this
includes any services that they contract out to others.
Safeguarding Procedures
The Bradford Safeguarding Children Procedures
The procedures provide advice and guidance on the recognition and referral arrangements for children suffering abuse. This includes emotional
abuse that involves causing children to feel frightened or in danger. The procedures also cover physical abuse of children. The procedures also
describe abuse involving the neglect of children that includes failing to protect children from physical harm or danger or the failure to ensure
access to appropriate medical care or treatment. This includes describing distinct action to be taken when professionals have concerns about a
child, arrangements for making a referral, and the action to be taken. The procedures cover arrangements for the ACPC (now superseded by
LSCB) to ensure there are effective arrangements that promote good interagency working and sharing of information and training. The
procedures describe specific responsibilities for all agencies contributing to this serious case review.
National guidance47
Working Together to Safeguard Children (2010)

46

Local Authorities, including District Councils, the Police, National Offender Management Service, NHS bodies, Youth Offending Teams,
Governors/Directors of Prisons and Young Offenders Institution, Directors of Secure Training Centres.

47

The election of a coalition government in May 2010 has resulted in changes to guidance and policy that applied at the time.
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The national guidance to interagency working to protect children is set out in Working Together to Safeguard Children: A guide to inter-agency
working to safeguard and promote the welfare of children. The guidance includes safeguarding and promoting the welfare of children who may
be particularly vulnerable. The guidance was replaced in 2013.
Framework for the Assessment of Children in Need and their Families 2001
The guidance in respect of the Framework for the Assessment of Children in Need and their Families was issued under section 7 of the Local
Authority Social Services Act 1970 and was therefore mandatory. The guidance was replaced in March 2013.
The framework set out the framework for ensuring a timely response and effective provision of services to children in need that applied at the
time of the event described in this review. The framework is no longer national policy following the publication of Working Together to
Safeguard Children in March 2013. It makes clear the importance of achieving improved outcomes for children through effective collaboration
between practitioners and agencies. The framework sets out clear timescales for key activities. This includes making decisions on referrals
within one working day, completing initial assessments within seven working days and core assessments within 35 working days. As part of an
initial assessment children should be seen and spoken with to ensure their feelings and wishes contribute to understanding how they are
affected. If concerns regarding significant harm are identified they must be subject of a strategy discussion to co-ordinate information and plan
enquiries. Child protection procedures must be followed.
Assessments should be centred on the child, be rooted in child development that requires children being assessed within the context of their
environment and surroundings. It should be a continuing process and not a single or administrative event or task. They should involve other
relevant professionals. The outcome of the assessment should be a clear analysis of the needs of the child and their parents or carers capacity
to meet their needs and keep them safe. The assessment should identify whether intervention is required to secure the well – being of the child.
Such intervention should be described in clear plans that include the services being provided, the people responsible for specific action and
describe a process for review.
Common Assessment Framework (CAF)
The CAF is a key part of delivering direct services to children that are integrated and focused around the needs of children and young people.
The CAF is a standardised approach to conducting assessments of children’s additional needs and deciding how these should be met. It can
be used by practitioners across children's services in England.
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The CAF promotes more effective, earlier identification of additional needs, particularly in universal services. It aims to provide a simple
process for a holistic assessment of children's needs and strengths; taking account of the roles of parents, carers and environmental factors on
their development. Practitioners are then better placed to agree with children and families about appropriate modes of support. The CAF also
aims to improve integrated working by promoting coordinated service provisions.
All areas were expected to implement the CAF, along with the lead professional role and information sharing, between April 2006 and March
2008.
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Bradford Safeguarding Children Board
Serious Case Review
Hamzah Khan (17.6.2005 – 15.12.2009)
Learning and Improvement in response to the
Serious Case Review
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Introduction:
1. On 3rd October 2012 the Independent Chair and Independent Author for the
Serious Case Review (SCR) that was undertaken following the discovery of
the death of Hamzah Khan presented the overview report to Bradford
Safeguarding Children Board (BSCB). Members of BSCB accepted the report
and its conclusions. Members of BSCB also accepted the Individual
Management Reviews (IMR) which were submitted by each agency to the
SCR overview panel.
2. The conclusions of the SCR set out in paragraphs 99 - 157 of the overview
report are accepted as the basis for the further analysis within the overview
report and as informing the subsequent learning and improvement work
undertaken by BSCB and its member agencies.
3. The following specific conclusions are fundamental to understanding the
challenges faced by BSCB, member agencies in Bradford and Local
Safeguarding Children Boards (LSCB) and agencies in other areas:
a. “Information known to the various agencies at the time of the events
that have been examined and analysed by the panel does not suggest
that Hamzah’s death was a predictable event.” (Paragraph 102).
b. The panel concluded that Hamzah and his siblings could have
received more coordinated support in response to the evidence of
domestic violence and the indicators of neglect. This view is
evidenced by the observations regarding aspects of practice in
response to domestic violence that are described at a number of
points on the overview report, in particular in paragraphs 141 and 145.
c. “A compelling aspect of the case for general learning is the extent to
which none of the various organisations that came into contact with
this family had enough information to form a view about what life was
like for any of the children in this household especially during the last
few years.” (Paragraph 100).
d. Another feature of this case is the manner in which the youngest three
children including Hamzah were able to ‘drop off the radar’ of core
universal provision such as primary health and education and early
childhood services. There are a number of references to this feature in
the overview report, in particular in paragraphs 39 and 109. It should
be noted that Hamzah was not of statutory school age, and the focus
for the review was to understand why he did not have access to early
childhood services.
4. The significant themes for learning from the Individual Management Reviews
(IMR) that agencies produced (section 3.2) and the examples of good
practice identified through the review (section 3.3) are welcomed.
5. Chapter 4 of the SCR analyses the key themes of the case. The analysis of
each theme concludes with a number of questions. These questions are
challenges to all with responsibility for services to children and families in the
Bradford District. The questions also provide a way for BSCB to critically
apply the learning from this SCR when considering new safeguarding
initiatives and holding existing services to account.
6. BSCB is committed to supporting the collective learning and improvement of
all of its member agencies as a result of the lessons learned and the
challenges identified by this SCR process. The SCR sub group of BSCB
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actively monitors the progress of each agency’s improvement. Specific
themes from the SCR have been, and continue to be, considered by the sub
groups of BSCB and continue to guide safeguarding developments
undertaken by BSCB and by its member agencies.
Dynamic Learning and Improvement:
7. The obligation for LSCB to learn and improve is set out in chapter 4 of
Working Together to Safeguard Children 20131 which was published after the
conclusion of the SCR. This sets out how LSCB are required to develop a
culture of continuous learning and improvement. This learning and
improvement must be drawn from SCR, other reviews and audits, local and
national research and the intelligent application of national policy initiatives to
local circumstances.
8. The effective implementation of agency improvements resulting from the
SCR process is a crucial mechanism for achieving much of the necessary
changes identified from this case. The strong commitment of agencies to
implement these improvements is welcomed by BSCB, and it is noted that
many of the required changes identified have already been implemented.
9. However, there are other significant developments with origins independent of
this SCR which also impact on the understanding and capacity of BSCB and
its partner agencies to learn and improve. Many of these developments
occurred after the death of Hamzah was discovered in September 2011, and
some have occurred since the SCR was presented to BSCB in October 2012.
Nevertheless the local implementation of these developments has been
informed by the learning from this SCR, and the questions set out in chapter 4
have provided critical challenges to BSCB and each agency when
considering how the developments may impact on children and families in the
Bradford District.
10. Key relevant recent national developments have been:
a. The Munro Review of Child Protection, the Government response and
the subsequent progress report by the same author2.
b. The national Troubled Families Programme3.
c. NHS reform programme.

1

“Working Together to Safeguard Children - A guide to inter-agency working to safeguard and
promote the welfare of children” was published by” was published by the Department for
th
Education in March 2013. It came into force on 15 April 2013.
2
Professor Munro’s review of child protection was published by the Department for
Education in 3 parts:
• Part One:” A Systems Analysis” was published in October 2010
• The Interim Report: “The Child’s Journey” was published in February 2011
• The Final Report: “A Child Centred System” was published in May 2011.
The Government response to the Munro Report was published by the Department for
Education in July 2011
Professor Munro’s Progress Report: “Moving towards a child-centred system” was published
by the Department for Education in May 2012.
3
The Troubled Families programme was launched by the Prime Minister in 2011 with the
intention of assisting through targeted intervention an estimated 210,000 families in England.
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11. Each of these developments has provided opportunities and challenges to
BSCB and agencies that shape how local improvements have developed
following this SCR.
12. The Munro Review of Child Protection and linked national policy
developments are intended to create child and family services in which
confident professionals exercise their informed judgement to ensure that
children are safe and thriving, without being bound by unduly prescriptive
regulations and procedures. In Bradford, the Local Authority and its partners
have taken advantage of the new freedom and are re-designing key aspects
of the Integrated Children’s System to ensure that professionals can more
easily collate, share, and analyse information.
13. The national reforms to the child protection system also require each local
authority and its partners to produce local protocols for the assessment of
children and their families. In the Bradford District the Local Authority and its
partners have developed the Bradford Single Child Assessment4 which is
being piloted. An evaluation of the pilot will be considered by BSCB prior to
full implementation.
14. Families First is the Bradford District implementation of the national Troubled
Families Programme. This programme will work with 1,760 families (a figure
determined by central government) in the District over a three year period
from April 2012 – March 2015. Staff from seven statutory services and staff
from voluntary sector agencies are working together to support families to
address deep-rooted problems.
15. The Bradford Families First programme has been developed taking into
account the lessons from both local and national serious case reviews. In
particular the programme focuses on how agencies can better engage with
families especially those who are either resistant or refuse the help on offer.
16. NHS Reform Programme: The ambition to ensure the effective safeguarding
of children and adults is set out in “Safeguarding Vulnerable People in the
Reformed NHS”5. This document sets out how the revised structures and
commissioning arrangements of the NHS are expected to work together and
with partner organisations to ensure the safety of children, setting the
following expectation: “We expect to see the NHS, working together with
schools and children's social services, supporting and safeguarding
vulnerable, looked-after and adopted children, through a more joined-up
approach to addressing their needs.”
17. It is in this context of change and opportunity that local and regional NHS
bodies continue to work within an integrated framework with partners and are
applying the learning arising from the SCR.
Responding to the challenges raised by the Hamzah Khan SCR.
18. Chapter 4 of the Hamzah Khan SCR sets out a series of challenges grouped
under six themes. In this section the themes are considered and examples of
4

The Bradford Single Child Assessment (BSCA) pilot began in October 2013
Safeguarding Vulnerable People in the Reformed NHS
Accountability and Assurance Framework First published: 21 March 2013
Prepared by: NHS Commissioning Board
5
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local improvements are described that have been completed or are under
way which demonstrate responses to the challenges.
19. The first theme identified in Chapter 4 of the overview report is: Cognitive
influence and human biases: developing mindsets that are open to fresh
or different information; repeated exposure of professionals to
intractable and long term problems contributing to a normalisation in
their response; understanding the significance of deviant or risky
parental behaviour.
20. As a result of the analysis undertaken in the SCR, specific challenges arise
from this theme. These are:
• The challenge of providing support for professionals from different
backgrounds to prevent the erosion of concerns for children, especially
older children;
• Providing professionals with guidance and tools to distinguish between
indicators of neglect and other factors such as social disadvantage; and
• Equipping organisations to work effectively with resistant adults.
21. Ensuring that professionals from all agencies give appropriate weight to
concerns about children, including older children requires individual
agencies and BSCB to provide necessary support and challenge. This is
assisted through clear single and inter-agency procedures, effective and
testing supervision, providing structured opportunities for professionals to
share information effectively and access to high-quality, relevant training.
22. Over the length of time that Hamzah’s family was known to agencies, all
agencies have taken steps to strengthen support for professionals. The SCR
demonstrated that this support has been uneven during the period
considered. Agencies and BSCB need to continuously reinforce the emphasis
given to such support and ensure that it equips staff to operate effectively in
new structural arrangements and in the face of new challenges.
23. Each agency that participated in this SCR has reviewed its own child
safeguarding procedures in the light of lessons learned from this case. The
BSCB reviews and makes necessary revisions to its multi-agency child
safeguarding procedures every six months, with the most recent revisions
having been made in August 2013.
24. Regular, challenging and supportive supervision, focused on child
safeguarding, is an important factor in enabling workers to maintain an
appropriate understanding of the experiences of each child for whom they are
responsible. BSCB requires all member agencies to complete a regular selfevaluation audit which includes questions about the frequency and
effectiveness of supervision provided for their staff working with children and
families.
25. A number of agencies have taken specific initiatives to improve further the
quality of staff supervision. Local Authority Children’s Social Care Services
train supervisors in the “4x4x4” supervision model developed and pioneered
by Tony Morrison and Jane Wonnacott6. In addition, the Local Authority has a
6

Morrison, T. and Wonnacott, J. (2010) ‘Supervision: now or never. Reclaiming reflective
supervision on social work’
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programme to provide independent management mentors to its first line
managers in Children’s Social Care (CSC) to assist them in developing their
supervision skills.
26. The Bradford Multi-Agency Risk Assessment Conference (MARAC), which
provides a regular formal opportunity to discuss known domestic violence
cases with a victim and child perspective, produced an IMR for the SCR. This
highlighted that until 2010, the recently established Bradford MARAC did not
have consistent appropriate representation by Children’s Social Care (CSC).
This impacted negatively on the MARAC understanding of specific children’s
experiences of domestic violence and on the quality of information sharing
between CSC and other agencies in such cases.
27. National research and the evaluation of serious case reviews 7 indicates that
some older children and young people in need of protection do not achieve
good outcomes from the services provided by local authorities and their
partners.
28. Local learning has been identified, through this SCR and case file auditing,
that whilst agencies must respect the determined views of young people, it
cannot be assumed that they are resilient to compromised parenting.
29. Local Authority Children’s Social Care has commissioned Professor Mike
Stein to work with officers, to consider how to develop better responses to
vulnerable young people based on interventions that are evidenced as being
effective. Professor Stein is the co-author of “Neglect Matters”8.
30. A further challenge for agencies is to provide tools and support that enable
professionals to distinguish between indications of neglect and other
factors such as social disadvantage.
31. The new Bradford Single Child Assessment tool (BSCA) has been developed
taking account of research evidence and the findings of serious case reviews,
including the Hamzah Khan review. It focuses on the three domains
considered in the previous assessment framework (child’s developmental
needs, family and environmental factors and parenting capacity).
32. It is designed to support best practice; is less process driven but rather
supports the intelligent questioning, understanding and analysis of information
gathered that tells the child’s story. It is more child centred, focusing
specifically on the child’s experiences and how these impact upon care,
safety and development. It encourages greater participation of children and
more direct social work time being spent with children. In this respect it
significantly supports social workers and other professionals in addressing the
initial challenge of giving appropriate weight to concerns about children,
including older children.

7

Brandon, Belderson, Warren, Howe, Gardner, Dodsworth and Black: “Analysing Child
Deaths and Serious Injury through abuse and neglect: what we can we learn? A biennial
analysis of serious case reviews 2003 – 2005” (DCSF & UEA, 2008).
8
Hicks and Stein: “Neglect Matters: A multi-agency guide for professionals working together
on behalf of teenagers” (DCSF and University of York, 2010).

Page 7 of 19

33. In addition it draws on research evidence to require consideration of sources
of vulnerability and resilience. Therefore the assessor is required to consider
to what extent poverty and a run – down neighbourhood may be sources of
vulnerability to neglect for a child. The assessor is then also required to
consider the extent to which specific sources of resilience that reduce the risk
of neglect may be evidenced, e.g. a committed adult, a good school
experience, a strong community and good services and support.
34. The BSCA is currently being piloted and evaluated across the Bradford
District. The evaluation will be presented to BSCB, and the extent to which
the assessment tool assists in addressing this and other questions raised in
the SCR will be considered.
35. High quality training for professionals and their managers assists in providing
the necessary theoretical under-pinning to understand the complex causes
and impact of neglect on children. In addition, training can provide practical
skills and tools which professionals can develop further in their daily practice.
36. When delivered on a multi-agency basis training is particularly effective in
developing, strengthened inter-disciplinary communication and understanding
and a shared understanding of the evidence and research base that helps
professionals to identify and respond effectively to neglect. Bradford
Safeguarding Children Board (BSCB) is currently developing a new multiagency training course focusing on recognising and responding to neglect.
37. The issue of child neglect is addressed in the content of a number of BSCB
multi-agency training courses. The “Safeguarding Children: a Shared
Responsibility” course has a particular emphasis on information sharing and
the significance of effective interagency communication to safeguard children
from abuse and neglect. This course is delivered 6 times a year to multi
agency groups of 30 staff. In 2012 – 2013 staff from education (schools and
support services), social care staff, probation, police, health staff (from the
community and hospital trusts), early childhood services and staff from
voluntary and community organisations have all participated in the training.
38. The course “Working with Resistant Families (Child Centred Practice)” was
developed with an independent expert and has a particular focus on
recognising the cumulative effect of neglect on older children.
39. Under this theme, the third challenge for BSCB and its partners is: What is
the capacity to work effectively with resistant adults?
40. Each of the initiatives and support mechanisms for professionals described in
response to earlier challenges under this theme apply to this question. Good
quality supervision which assists the professional in understanding the nature
of their relationship with resistant adults is essential. An effective supervisor
will identify practical advice and assistance, for example by arranging for a
joint visit with another colleague or professional from another organisation.
41. The BSCB multi-agency procedures contain a chapter on working with
reluctant and hostile families. This chapter provides a framework for
understanding the motivations and behaviours of families that appear
reluctant to engage with services, outlines the responsibilities of staff and
managers and provides good practice guidance.
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42. The new BSCA (described in paragraphs 31 – 34, above) highlights parental
suspicion of agencies as a vulnerability factor to be considered in
assessment.
43. The multi-agency training programme delivered by BSCB contains two
courses specifically designed to improve the skills and knowledge of
professionals and their managers in order to work effectively with resistant
adults. These have both been developed in conjunction with independent
experts with learning from Hamzah’s case, and other SCRs, in mind. The two
courses are: “Working with hostile or uncooperative families” and “Working
with resistant families”.
44. “Working with hostile or uncooperative families” aims to help practitioners and
managers to learn from practice and research, to understand how to
overcome blocks and difficulties in relationships with families and to develop
practical responses to overcome fear of intimidation, to be assertive and know
what to say and do, and to work in an authoritative manner, focussing on the
needs of the child.
45. In order to assess the impact of learning from “Working with hostile or
uncooperative families“an evaluation session recently took place. All of the
participants from each occasion the course has been delivered (approx 120
professionals) were invited. They were asked to reflect on the pledge they
made at the end of the training session about how they have used the
learning in their practice and provide evidence of impact of learning on their
work with children and families. This evaluation has already demonstrated the
need to develop a new training input on working with disguised compliance as
a linked theme. The evidence from the evaluation will be collated and
presented by the Learning and Development sub group as part of its quality
assurance function.
46. “Working with resistant families” has a particular focus on the role of
supervision in supporting workers faced with this challenge. It also focuses on
developing an understanding of the impact of stress and fear on infant
resilience and survival in such households and recognising the cumulative
effect of childhood neglect on older children.
47. The second theme considered is: Family and professional contact and
interaction; putting children’s needs, views and wishes at the forefront
of interaction and enquiry; achieving balance in how vulnerable parents
are helped; recognition of barriers that inhibit engagement and
implications for practice.
48. Analysis of this theme resulted in a number of challenges for BSCB and its
partners. These include:
• The challenge of ensuring that professionals maintain an appropriate focus
on the needs and risk for children when working with adults who have
longstanding difficulties that can include depression, substance misuse or
domestic abuse.
• How can professionals identify evidence of inappropriate resistance?
• Enabling professionals to satisfy themselves that relevant children’s views,
wishes and feelings are considered and influence judgements and
decisions.
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• How can professionals ensure that frameworks for responding to domestic
violence recognise the barriers to effective help?
49. The extensive training programmes provided both by single agencies to staff
in their own organisations and on a multi-agency basis by BSCB play a
significant role in ensuring that staff maintain focus on the needs and risk
for children when working with adults who have longstanding
difficulties.
50. The complex and multi-faceted nature of the difficulties experienced by
members of some vulnerable families requires that agencies and services
with a core focus on adults and those that focus on children take steps to
ensure that their staff recognise the need to liaise and share information
appropriately with all professionals engaged in helping a family. This
requirement is emphasised in the BSCB multi-agency safeguarding children
procedures, and is re-iterated in agencies own safeguarding children
procedures.
51. Bradford District Care Trust (BDCT) sets out the safeguarding children
obligations of its entire staff group in its publication “Safeguarding Children
Information for Health and Social Care Workers”. Since 2011, BDCT and
Bradford Council Children’s Social Care Services (CSC) have implemented a
joint protocol intended to ensure that staff from both agencies co-operate to
safeguard children through joint working, for example by visiting households
together and both contributing to assessments of the needs of children living
in vulnerable families. Audit of the implementation of this joint protocol has
evidenced a significant rise in joint visiting and information sharing during
assessments of the needs of children in vulnerable families.
52. It is important to recognise that work to resolve the problems faced by parents
and care givers can make a significant contribution to improving the quality of
life of children in the family. However, the work to assist parents must be
informed by a sound understanding of the needs of the children, and of the
impact of parental difficulties on children’s lives. The national evidence base
that informs the principles and practices of the Bradford Families First
programme (described in paragraphs 14 and 15, above) emphasises the
effectiveness of multi-disciplinary family interventions in reducing domestic
violence incidents and mental health problems.
53. The need to assist professionals to identify evidence of inappropriate
resistance is emphasised in the review. The importance of equipping
professionals with an understanding of this issue through good quality training
has already been discussed, and the detailed and developing programme of
multi-agency training in this area has been outlined.
54. Regular, challenging and supportive supervision is a key element of each
agencies support to staff working with families that may exhibit inappropriate
resistance. This supervision is most effective when combined with structured
tools that encourage professionals to consider the nature and pattern of
family engagement with services.
55. The new Bradford Single Child Assessment (“BSCA” described in paragraphs
31 – 34) specifically requires the social worker to consider the possibility that
parents may be fearful of the stigma of needing help, or may be suspicious of
statutory agencies. Reviewing records of contacts and a chronological history
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of professional contact with families assists social workers and other
professionals to identify patterns of resistance and non-compliance.
56. This review and other SCR have identified instances when professionals have
had insufficient understanding of children’s lives and limited appreciation of
their vulnerability. Such an understanding would be strengthened by more
effectively gathering the children’s views, wishes and feelings, and
giving proper consideration to these when assessing and making plans.
57. In 2012, BSCB audited its member agencies to establish how consistently the
views of children were collected and considered in planning for individuals
and developing services. A number of agencies identified the need to
strengthen practice in this area. One consequence of this focus on
engagement with children and young people was the decision by BSCB to
establish a children and young people’s sub group, which will be in place by
December 2013.
58. This focus has also influenced the development of the Bradford Single Child
Assessment and tools used in agencies to gather and consider the views of
children.
59. The BSCA requires that each child that is capable of expressing a view is
given an opportunity to do so, both in terms of contributing to the information
considered in the assessment, and in commenting on the outcome of the
assessment. In Bradford a number of tools are available to support
professionals in gathering and considering the views of children. Since 2012,
Viewpoint, an interactive database, has been used to assist children in
contact with Children’s Social Care (CSC) to share their views.
60. Viewpoint is an on-line, age appropriate questionnaire that enables children to
answer questions and provide additional information to help professionals
understand the child’s needs and to consider the effectiveness of help being
given by professionals. It has been used extensively with Bradford’s Looked
After Children, has recently been made available for use with children where
there are child protection concerns, and will shortly be made available for use
with all children in need.
61. Viewpoint makes a significant contribution to the development and review of
plans for individual children. It Is also used to provide aggregated information
for reports to BSCB, the Children’s Trust, Corporate Parenting Panel, the
Children in Care Council and other strategic bodies in the District.
62. Developing effective frameworks for responding to domestic violence is
a challenge for the District. There are strong links between BSCB and the
Domestic Abuse Partnership (DAP) resulting in joint approaches to learning
and training, joint protocols with partners and strengthened Multi-Agency Risk
Assessment Conferences (MARAC).
63. A particular challenge for children’s services is to effectively screen the high
volume of domestic violence notifications received from West Yorkshire
Police and to ensure that help is effectively targeted at children affected. For
the entire period considered by the Hamzah Khan SCR the practice was for
West Yorkshire Police to send to Children’s Social Care (CSC) all
notifications of incidents to which the Police were called, where there were
children, including where there was no violence or abuse. Consequently CSC
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used up significant resources in screening these notifications, rather than
applying their resources more effectively to responding only to those that
were appropriate referrals.
64. The numbers of domestic violence notification reports received from the
police for the years 2006 - 2010 averaged at 5,850 a year, approximately 490
per month. In 2011-12 approximately 9,400 domestic violence notifications
were received.
65. During 2012 CSC launched the Integrated Assessment Service, a multi
disciplinary assessment team which receives and responds to all new
referrals. A revised protocol was also agreed with West Yorkshire Police to
put in place more effective shared screening of domestic violence
notifications.
66. A police officer is located in the team, who screens all the police domestic
violence notifications that are received by CSC. The police officer is able to
access both police intelligence and any information held by CSC, which
includes any previous incidents that may build up a picture of an emerging
pattern. This integrated approach between CSC and the Police enables
immediate access and the sharing of inter-agency information, which better
informs CSC’s responses to DV notifications. Consequently numbers of
notifications to CSC have reduced, with 4,600 being received in 2012-13.
67. The third theme considered is: Responses to incidents and information;
viewing individual incidents or crises in isolation; identification and
clarification of patterns or inconsistencies that represent significant
harm to children.
68. Issues arise through analysis of this theme include the following.
69. How do the arrangements for responding to individual incidents or
crises provide sufficient opportunity to place them within a context of
previous history and to identify emerging patterns or
dissonance/inconsistency? The BSCB multi-agency safeguarding children
procedures have been revised to provide clearer expectations that
assessments and child protection enquiries must gather information about the
previous history of children and families and analyse present concerns
regarding the well-being of children in the wider context of family history and
functioning. The BSCA that is currently being piloted contains specific
prompts to assist social workers and other professionals in to identify
significant patterns in family histories. The practice standards developed
within children’s social care requires that every child receiving a service has a
properly maintained chronology to provide an overview of the child and
family’s contact with agencies. This requirement is regularly audited by
mangers at all levels of the service.
70. How does the training and support provided to practitioners equip them
to understand the importance of and have the capacity to identify
underlying patterns such as emotional neglect as a result of issues
such as alcohol dependence or domestic violence? As a result of learning
from this case and other reviews, revisions and additions have been made to
the BSCB multi-agency training programme.
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71. The substance misuse and parenting course has been revised following the
completion of the review. This course provides participants with an
opportunity to consider the issues related to parents who misuse substances
and the impact on their ability to parent and ultimately the impact on the
health and welfare of the child. This course is delivered twice a year to 30
participants on each occasion. Courses have been attended by midwives,
teachers, health visitors, voluntary and community sector staff, specialist
drugs and alcohol service providers, community resource workers, and
probation staff.
72. The “Safeguarding Children: A Shared Responsibility” course has also been
revised following the Hamzah Khan review. This course provides an
opportunity for participants to share dilemmas and concerns when working on
an interagency basis and to recognise the importance of effective interagency
collaboration at the earliest opportunity. It includes specific material and
exercises regarding neglect and emotional abuse as a consequence of
parental mental health problems, substance misuse and domestic violence.
This course is delivered on the annual programme 6 times a year to 30 staff
on each occasion. Courses are attended by named teachers, other education
staff, health visitors, school nurses, police, probation, midwives, youth service
staff, connexions service staff, adult services staff, voluntary and community
sector staff, early childhood practitioners and Families First staff.
73. “Child Protection Decision Making – Safeguarding Analysis and Assessment
Training” is developed and accredited by Child and Family Training on behalf
of the Department for Education. The mechanism for the delivery of this
course in Bradford is specifically influenced by the challenge that this SCR
raises regarding the need to support professionals from different backgrounds
to share and jointly analyse information about children and families. Bradford
is first LSCB to deliver this course on an inter-agency basis, and has made
plans to ensure the sustainability of the course by developing a pool of
agency based trainers who are accredited by Child and Family Training. The
course is delivered 6 times a year for groups of 20 staff including social
workers, midwives, health visitors, Connexions staff, Families First staff,
police officers and education staff.
74. Two new courses have been commissioned for delivery to multi-agency
groups as a result of learning from the Hamzah Khan case. The two courses
are: “Working with hostile or uncooperative families” and “Working with
resistant families”, and these courses, and the arrangements for evaluation,
are described above in paragraphs 43 - 46.
75. How does professional interaction in regard to contact, sharing
information and making referrals consistently identify underlying
concerns or patterns relevant to the development or vulnerability of a
child over and above information about a specific incident?
76. Bradford Children’s Social Care participated in regional research with
Professor David Thorpe. It was commissioned across all 15 local authorities
in the Yorkshire and Humberside Region in order to understand better how
requests for help from social care are dealt with and whether there are ways
in which the response to families can be improved A key question asked in
the research was: “how do agencies know whether they are dealing
effectively with initial child care enquires and the first stages of contact with
people needing help? Are systems in place to spot those children at greatest
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risk? And, when so many agencies are involved, is the focus on where it is
most needed?”
77. This research and the subsequent action plan for Bradford was shared with
and endorsed by BSCB. A new Integrated Assessment Service was
developed with the Police, Health and Education which was launched in
February 2012.
78. The agencies 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.
79. The Integrated Assessment Team undertakes the following:
• To screen all new Referrals that come into the team for the South and North
East catchment areas;
• To access and share all information about a child held by the individual
agencies to inform professional judgement and decision making;
• To 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;
• To promote the Common Assessment Framework (CAF), directing
appropriate contacts to preventative services & appropriate agencies
through professionals’ own agency links & networks; and
• To ensure that assessments and child protection investigations are carried
out in a timely way engaging children and their families in the process.
80. 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 team
includes an Education Social Worker, a Health Visitor, a Safeguarding Police
Officer and Social Workers.
81. An evaluation of the Integrated Assessment Service showed significant
improvement in the timely sharing of information held by and between
agencies and also demonstrated that the quality of information sharing had
improved, leading to better decision making for children.
82. External scrutiny has found that partners have developed a model that builds
upon the existing, robust arrangements for safeguarding the District’s most
vulnerable children. Two consecutive unannounced inspections by Ofsted of
our child protection services in August 2009 and November 2010 focused on
assessment arrangements. Both of these inspections were positive,
identifying no areas for priority action. The Ofsted announced inspection of
safeguarding arrangements and services to looked after children in May 2012
resulted in an overall good rating for services.
83. The fourth theme considered in chapter 4 of the overview report is: Longer
term work with vulnerable children and troubled families; 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.
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84. Consideration of this theme results in three challenges, the first being: is the
apparent level of uncertainty amongst different professionals about
what constitutes ‘not good enough’ parenting acceptable?
85. The concept of “good enough” parenting is a challenging one for
professionals to apply in some family situations. Both the needs of a child and
parental capacity to effectively and safely meet those needs are dynamic and
can change rapidly, sometimes in ways that are unpredictable.
86. Assessment tools including the Common Assessment Framework (CAF) and
the Bradford Single Child Assessment (BSCA) assist professionals in
gathering information with which to judge the quality of parenting.
87. BSCB has published a threshold of need document which has been in use in
the District since 2010. Evidence from using the threshold document and from
self-assessment audits of agency safeguarding arrangements show that this
tool supports professionals in making judgements about children’s’ needs and
parents’ capacity to meet those needs. However, for development and
improvement have been identified in feedback from professionals and from
this serious case review. BSCB has committed to revising the threshold in
need document, in line with the expectations of Working Together to
Safeguard Children 2013. It is anticipated that a revised threshold document
will be published by April 2014.
88. The second challenge identified is: are local systems for ensuring children
have access to appropriate health care and education (including preschool) robust enough to compensate when parents are unable or
unwilling to act in the interests of their children?
89. This SCR demonstrates the challenges faced by the universal services of
health care, early childhood services and education in making contact with
and providing services to children when faced with extra-ordinarily high levels
of resistance by a parent. Primary health services to all of the children in the
family were severely limited, and eventually they were removed from the
General Practice register.
90. Hamzah and the other pre-school age children were not in contact with a
children’s centre or any other pre-school provision. Whilst Hamzah and his
youngest siblings were not of school age at the time of his death, it is
reasonable to expect that applications would have been made for primary
school places by that time. School attendance by Hamzah’s older siblings
was variable, and at times fell to levels that resulted in the Education Social
Work Service (ESW) becoming involved.
91. The improvements for Bradford District Care Trust (BDCT), which has
responsibility for the Health Visiting Service, resulting from this SCR include a
range of information, training, and practice issues. The records of all nonengaging families are now reviewed by the Health Visitor or other relevant
health practitioner on a six-monthly basis to inform a risk assessment and
action plan to minimise the risk of further drift. A pathway has been developed
to ensure the prompt referral of non-engaging families where health
professionals have identified safeguarding concerns.
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92. General Practices (GP) across Bradford have been issued with robust
guidance in relation to escalating any concerns that may arise from nonattendance for healthcare services, as well as the procedures to be followed
if considering removal of children from their lists. GPs have also been
reminded of their responsibilities to raise serious concerns in line with local
multi-agency procedures
93. As part of this SCR, an individual management review (IMR) was completed
by the Bradford Schools Admissions team. The improvements include a
rolling programme of parental awareness-raising regarding the schools
admission process. Regular articles are published in the newsletter which
goes to every home in the District and a system has been agreed with early
years settings, including children’s centres to ensure that clear information is
given to all parents, with a particular focus on vulnerable children, to ensure
that applications for school places are made.
94. The ESW service has revised the Children Missing Education procedure to
ensure that managers regularly monitor and review each case. All Children
Missing Education Cases must remain open until a school and home address
in the UK is found, or until a manager agrees that all potential enquiries have
been exhausted. The ESW service can now access the Bradford Council
benefits database which has assisted in locating a number of families in the
Bradford District whose children are not on a school roll. The Children Missing
Education procedure has also been revised to those pre-school children
whose sibling education history suggests they may be at risk of missing
education.
95. The third challenge is: are the increased rates of babies known to the
early year’s service leading to improved access for the most isolated
and vulnerable of children?
96. The Bradford Early Years service manages and brokers provision for a large
and diverse pre-school population, with a wide range of needs. The District’s
Early Help Strategy is currently under review and BSCB is receiving regular
reports on the progress of the review. From November 2013 the CAF Board
and Parenting Board will be combined into one Early Help Board.
97. The service has identified the need to strengthen the documented
requirements on children’s centres to link with other agencies when
developing support plans for individual children. When completing a pre-CAF
assessment children’s centres must link with other agencies to ensure that
any identified additional needs are recorded and must review children’s
support plans in consultation with these agencies.
98. To assist Early years Services and partner organisations in identifying
vulnerable children an Integrated Care Pathway (ICP) model has been
developed in Bradford District for children aged 0 – 4 and their families. The
initial core services included in the model are; health visiting, children's,
centres and midwifery services. The model has been developed through staff
engagement sessions and through piloting 'segments' of the child's journey
over a 6 month period in different parts of the district. A full time health visitor
has been appointed to ensure implementation of the ICP model across all key
services. Once fully embedded (anticipated date 01/06/14) the model will
ensure the most effective use of current resources within these services and
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will focus on improving outcomes for young children, especially those most at
risk of poor health and well being outcomes.
99. The fifth theme identified and analysed in chapter 4 of the overview report is
Tools to support professional judgment and practice; availability and
use of tools for collating, sharing and analysing information; promoting
analytical discussion and revealing underlying and long term patterns
such as neglect.
100. Analysis of this theme results in three challenges for BSCB and local
agencies. This first of these is:
•
To what extent is local assessment practice a reflection of a child
focussed, professionally controlled activity rather than being
driven by local and national bureaucracy?
101. The second challenge is:
•
Are the tools for collecting and recording information about
children and their families adequate and able to promote
sufficient interagency assessment?
102. The final challenge under this theme is:
•
How does the training and development of professionals
undertaking assessments across all services provide sufficient
understanding about child development and childhood
vulnerability?
These challenges arise from the specifics of this case, yet they are familiar
to professionals who have followed the debate arising from Professor Eileen
Munro’s review of child protection, and the government response to the
review. The review concluded that a number of national constraints should
be removed, including the requirements to adhere to nationally designed
assessment forms and nationally prescribed approaches to IT systems for
recording social worker activity with children.
103. This report has already described the work that is underway in Bradford to
pilot the locally designed Bradford Single Child Assessment (BSAC). This is
intended to be a child –focused tool that encourages the collection and
analysis of relevant information within a time scale appropriate to the case.
The report on the pilot of this tool will be presented to BSCB.
104. The freedoms to remodel the electronic recording system used to record
social workers assessments, plans, interventions and case reviews has
been welcomed by Bradford Childrens Social Care Services. Work is under
way with the system provider to simplify aspects of the system, thus
reducing bureaucracy, and to bring it in line with the BSAC tool.
105. As described in paragraph 73, BSCB is committed to delivering multi-agency
assessment training to a minimum of 120 professionals each year. “Child
Protection Decision Making – Safeguarding Analysis and Assessment
Training” was developed on behalf of the Department for Education. An
evaluation of the effectiveness of this training will be presented to BSCB
during 2014.
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106. The final theme analysed in the overview report is: 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.
107. Six challenges arise from the analysis of this theme, the first of which is: do
professionals require written protocols and procedures to understand
whether their action is appropriate and sufficient when enquiring into
the whereabouts of a child? BSCB and its partners accept that such
written protocols and procedures are necessary. The development and
strengthening of these procedures is described in paragraph 95 of this
report.
108. The second challenge for consideration is: How do professionals
undertaking complex work that is subject to a great deal of primary
legislation and regulation secure and maintain an appropriate level of
knowledge and understanding? This report has set out in some detail the
work undertaken by BSCB and member organisations to assist
professionals to maintain their knowledge and understanding of the
legislative and regulatory framework within which they operate when
working to safeguard children. This work includes the provision of extensive
multi-agency safeguarding training (an annual calendar of 13 face to face
course topics, 12 e-learning topics and additional bespoke learning events).
109. BSCB audits partner agencies to establish the effectiveness of safeguarding
supervision provided to their staff. Information regarding supervision is set
out in paragraphs 24 and 25.
110. The multi-agency safeguarding children procedures are reviewed by BSCB
and its partners in the West Yorkshire Consortium every six months to
ensure that they provide a user-friendly, up to date, legally compliant guide
for professionals. The procedures were independently reviewed by a social
work academic in 2009 and were found to be “User-friendly and thorough
safeguarding procedures provided by knowledgeable and responsive
providers”9.
111. The next challenge for BSCB and its partners is: are there particular
issues in a cosmopolitan city such as Bradford regarding how the
community is kept informed about arrangements and agreements to
look after children outside of their immediate family?
112. In their work with Hamzah Khan’s family, professionals were diverted by the
untrue assertion made at various times by mother and one of Hamzah’s
adult siblings that he and other young siblings were residing, or would
shortly be residing, in another local authority area. Although there was no
evidence to support this, at one point one professional considered that a
private fostering arrangement might be in place.
113. BSCB delivers a programme of modules to raise awareness of private
fostering which is particularly targeted on education, early years and health
professionals who have direct contact with most of the children and families
9

. Review of Safeguarding Procedures in Bradford Metropolitan District: Professor B.
Featherstone Department of Social Sciences and Humanities, University of Bradford (2009).
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in the District. In addition articles in community newsletters and the local
newspaper have been used to promote awareness of private fostering,
together with features on local radio stations.
114. Nevertheless, raising awareness of private fostering arrangements is a
challenge in all local authorities, particularly in those, such as Bradford,
where there are diverse cultural traditions of informal kinship care of
children.
115. The fourth challenge is: are the current arrangements for permitting a
child to be removed from a GP practice list appropriate? As described
in paragraphs 92 and 93, the local arrangements for removing children from
GP lists have been reviewed and revised. The impact of these revisions will
be monitored by partners and reported upon to BSCB.
116. The fifth challenge to arise under this theme is: are the current
arrangements for identifying any child living in the city not registered
for school or for a pre-school service appropriate? Paragraphs 94 and
95 of this report describe a number of measures that have been taken with
the intention of strengthening arrangements for identifying children not
registered in school, or receiving a pre-school service. The effectiveness of
these measures will be monitored by partners and reported upon to BSCB.
117. The final question for BSCB and its partners to consider is: does the BSCB
have sufficient confidence in current arrangements for identifying
children who are missing from home, education or health care and
oversight? BSCB provides a programme of training regarding risks to
children who go missing, factors that make children vulnerable to becoming
missing, and explaining the protocols in place to reduce missing episodes.
This training is delivered both face to face and via e-learning.
118. A regular report is presented to BSCB regarding children who are missing
from home or education, and this will be developed to include information
regarding children who are missing from health oversight.
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Serious Case Review – Statement from the Chair of Bradford Safeguarding Children
Board (BSCB)
My name is Professor Nick Frost. I am Professor of Social Work at Leeds Met University. As
Independent Chair of the Bradford Safeguarding Children Board (BSCB) I am responsible for
overseeing review processes following the death of a child or after other serious incidents. The
role is established by government regulations and this ensures my independence from all the
agencies in Bradford. I have 35 years experience in practice, policy and research in children’s
services issues.
I wish to express my sincere regrets and sorrow about the death of Hamzah and the
subsequent events.
The death of any child is a tragedy and the fact that Hamzah’s body was undiscovered for a
long period makes his death even more tragic. It is imperative that all agencies with
safeguarding responsibilities, in Bradford and nationally, learn any lessons from his death and
the fact that it was undiscovered for so long afterwards.
The BSCB decided to initiate a Serious Case Review (SCR) following Government guidance as
soon as possible following the events surrounding the discovery of Hamzah’s body. In
accordance with the guidance I appointed an experienced person to independently Chair the
SCR process (Nancy Palmer) and a well-qualified independent author to produce the report.
Nancy is here today and will speak about the process of undertaking the review and she will
outline the primary findings.
BSCB has published three documents: the SCR, an Executive Summary of the SCR and a
Learning and Improvement report produced by the BCSB.
The SCR details significant events during Hamzah’s short life. The main aim of the report is to
learn lessons from these unfortunate events so that professionals can change and improve their
systems.
The SCR is very clear that Hamzah’s death could not have been predicted but finds that
systems, many of them national systems, let Hamzah down both before and following his death.
It is my responsibility, as Independent Chair, to ensure that lessons are learnt. Very sadly I
cannot give any assurances that a tragedy like this will never happen again in our country - as
we can’t control or predict the behaviour of all parents, the vast majority of whom are doing their
very best to care for their children. However, I can assure you that at this stage I am satisfied
each agency is responding adequately: but this is an on-going process which requires constant
monitoring.
No child should go through what Hamzah experienced. I am satisfied that systems are in place
today that minimise the chance of a situation such as this ever being repeated in Bradford.
In this statement I wish to make a number of points.
It is clear from the trial and the judge’s remarks that only one person is responsible for
Hamzah’s death: that person is Amanda Hutton, Hamzah’s mother. At the trial, Judge Roger
Thomas QC addressed how the mother had kept the death of her son a secret saying: “Your
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deviousness was to keep various agencies away from you and your children.” The serious case
review states: “Hamzah died because he was neglected by his mother.”
Having established this accountability we need to know what the agencies in Bradford need to
learn from the events. In my 35 years of involvement in children’s services I have never come
across a case that can even be compared to this one. As the SCR establishes this was a
unique combination of events: a mother who was determined not to co-operate even with the
most necessary and essential services. She managed to mislead professionals and relatives
about the whereabouts of Hamzah.
Thus the SCR asks how a child could disappear ‘from the radar’ of the services. Certainly there
was insufficient information and no evidence that would have allowed any agency to take
statutory action to safeguard Hamzah. The SCR states that ‘there is nothing in the information
examined by the panel to suggest that Hamzah’s death was predictable’.
The SCR helps us to see how issues could have been handled more helpfully. For example, no
thorough multi-agency assessment was undertaken - this is the usual way in which
professionals build a full picture of what is happening in a household. Such an assessment may
have given a comprehensive picture of circumstances in the household and should have led to
a multi-agency meeting.
One of Hamzah’s siblings could have been listened to more carefully on the two occasions
where it was mentioned that all was not well in the family. However, when questioned about
their home life at school the children appeared to be content. We have a duty to listen to
children and young people.
The SCR also finds that remarkably the siblings appeared well and cared for – but sometimes
they did not. This inconsistency could have been explored more fully.
Further mother was inconsistent in her stories about where Hamzah was following his death.
Again some of her statements could have been followed up more fully.
Now the system has been reformed fundamentally: to avoid children in the district disappearing
from view all Bradford births are now notified to children’s centres by a health visitor – unless
the parent explicitly opts out from this process. Additionally since Hamzah’s death, and drawing
on research, the assessment process has been fundamentally reformed and involves a range of
professionals working together.
My independent view of services in Bradford has been they are good and sometimes excellent.
This personal assessment was re-enforced by the Ofsted inspection of 2012 which is available
on the Ofsted website.
But lessons must and will be learnt and action will follow. Personally I will do all in my power to
ensure that the contents of the Learning and Improvement document are fully followed through.
I know I have the total commitment of all the agencies involved in the SCR to do this.
__________
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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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