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Autumn Term 2013 
Senior Designated Person 

Network Meetings  

Monday 9th December 2013 
Civic Suite, Runcorn Town Hall, Runcorn 

& 

Tuesday 10th December 2013 
Box 9, Halton Stadium, Widnes 
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Housekeeping 
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Agenda 

3.30pm – 5pm 

1. Kathy Boardman & Janet Proudlove, Catch-22 

2. Colin Hughes, Young Person’s Violence Advisor 

3. Information Briefing 

4. AOB 



Young People’s 

Violence 

Advisor 
Colin Hughes 

Halton Borough Council 

0151 511 6535 

colin.hughes@halton.gov.uk 

 



What is the YPVA  

Programme…. 

• addresses the change to the 

definition of domestic abuse 

to include 16-17 year olds. 

• Young People experiencing 

serious intimate violence and 

abuse are offered easier 

access and engagement with 

someone who can offer help.  

 

 

 



What is happening in 

Halton…. 

• Development of pathways to 

specialised support for YP involved 

in intimate partner violence ( 13+) 

• Review of training offer to 

practitioners for domestic abuse 

• Create awareness programme for 

young people to recognise risk 

• Introduce YP Risk Indicator 

Checklist 

 



The value to 

schools… 

• Access to training programme 

• Support and advice to working with 
YP who disclose  DA / IPV 

• Referral pathways to specialised 
support 

• Ensure the voice of the YP is 
captured at MARAC 

• Provide signposting to support for 
young people who harm others 
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Information Briefing 
Halton CSE Awareness Week 
• Week beginning 20th January 2014 

• Links in with Cheshire Police CSE Campaign “The more you know, the 
more you see” 

 

 

 

• Please also remember to continue to refer any concerns to the CSE 
Operational Group 

• There is also now a Pan Cheshire CSE Screening Tool for use              
by professionals when CSE is suspected  

• Free online course for parents devised by PACE and the   
Safeguarding Children e-Academy PACE online course 

 

http://www.safeguardingchildrenea.co.uk/resources/keep-them-safe/
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Information Briefing 
Learning from Serious Case Reviews – Daniel Pelka 
Background 
• Daniel was murdered by his mother & stepfather on 3rd March 2012.  For a period 

of at least six months prior to this, he had been starved, assaulted, neglected & 
abused 

• Daniel was one of three children & his older sibling was expected to explain away 
Daniel’s injuries 

• Daniel’s mother had relationships with 3 different males whilst living in the UK & 
all three relationships involved a high consumption of alcohol & domestic abuse 

• Police were called to the address on many occasions & there were 27 reported 
incidents of DA 

• Daniel suffered a broken arm at the beginning of 2011 & abuse was suspected but 
the medical evidence was inconclusive 

• Daniel started school in September 2011.  He spoke very little english & appeared 
isolated, although well behaved 

• He began to present as always being hungry & took food at every opportunity, 
sometimes scavenging in bins or taking from other children’s lunchboxes.  
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Information Briefing 
Learning from Serious Case Reviews – Daniel Pelka 
Background 
• Mother was spoken to by school but told staff that he had health problems.  
• Daniel began to appear thinner & his teachers became increasingly worried.  Along 

with the school nurse, help was sought from the GP & the community paediatrician 
• Daniel also came to school with bruises & unexplained marks on him.  The injuries 

were seen by different school staff members, but were not recorded nor were they 
linked to Daniel’s concerning behaviours regarding food 

• No referrals were made by school in respect of these injuries 
• Daniel’s school attendance was poor & an education welfare officer was involved.  

No links were made between the injuries & his poor attendance. 
• In February 2012 Daniel was seen by a community paediatrician, but his 

behaviours regarding food & low weight were linked to a likely medical condition.  
No consideration was given to emotional abuse or neglect as possible causes for 
this behaviour 

• Three weeks after the paediatric assessment in March 2012, Daniel died from a 
head injury 
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Information Briefing 
Learning from Serious Case Reviews – Daniel Pelka 

Key Learning Points for Schools / Education 

 
• Reliance on siblings for translation purposes 
Daniel’s older sibling was expected to explain Daniel’s injuries and was inappropriately asked to 
act as an interpreter for the mother. Schools should always attempt to gain the views, wishes and 
feelings of all children and use translation services where appropriate, rather than family 
members. 

 
• Reliance on parent’s views 
Daniel’s mother was challenged regarding his concerning eating habits, but school took mother’s 
word as she presented as plausible.  Sole reliance on a parent’s explanation of events and views 
about family relationships and associated risks to the children, must be balanced with the 
presenting objective information available or evidence sought to support or challenge parental 
assertions.  The same applies to reassurances by parents about domestic abuse ceasing and that 
the children are not affected.  Professionals should “think the unthinkable”. 
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Information Briefing 
Learning from Serious Case Reviews – Daniel Pelka 

Key Learning Points for Schools / Education 
 
• Recording systems in schools to be robust and accurate 
Daniel presented at school with several injuries.  There was a lack of appropriate recording of 
such injuries within the school, and therefore it was unclear what injuries were seen and when.  
No injuries were reported to CSC or the Police. As a result of these poor recording systems, 
incidents were considered in isolation and therefore school failed to recognise other similar 
incidents or other concerns at the same time.  The result was that was no link made between the 
injuries and Daniel’s eating habits and weight loss and no referral was made to CSC. 
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Information Briefing 
Learning from Serious Case Reviews – Hamzah Khan 
Background 
• Hamzah was one of 8 children.  He & 5 of his siblings lived with his mother 
• Hamzah died on the 15th December 2009 but his body was not discovered until 

September 2011 by Police visiting the property due to reports of ASB 
• Hamzah died as a result of starvation & neglected inflicted by his mother  
• Amanda Hutton was convicted of manslaughter & child cruelty in October 2013  
• Hamzah was unknown & invisible to services throughout his short life 
• Domestic violence & social isolation potentially caused his mother to withdraw from 

services 
• First reports of domestic violence date back to 1996 & included Police call outs, A&E 

attendances & the siblings reporting to professionals – known to MARAC 
• Health Visitors, early childhood services, GP, education & CSC all reported difficulties 

in seeing the children in the family 
• There were concerns about a number of the older siblings attendance at school & 

children being reported as having moved out of the area (therefore becoming  
Children Missing Education - CME) 
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Information Briefing 
Learning from Serious Case Reviews – Hamzah Khan 

Key Learning Points for Schools / Education 
 

• Attendance not being recognised as an indicator of neglect  
Five of the children had been enrolled at Bradford schools and had histories of problematic 
attendance at school.  Education Welfare Service was involved.  Schools followed procedures for 
recording and monitoring attendance, but failed to take assertive action, particularly when poor 
attendance was coupled with a sibling presenting in a physically neglected state and behaviour 
changing when challenged about absences from school. 
 

• Children not identified as not being enrolled for education   
The three youngest children, including Hamzah, were never enrolled at school (or any early year’s 
provision).  There were several missed opportunities by schools, Admissions and the CME Team.  
More could have been done between the services to clarify the whereabouts of the missing 
children. 
 

• Lack of focus on the needs, wishes and feelings of children  
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. 
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Information Briefing 
Learning from Serious Case Reviews  

Next Steps 

• A brief action plan document will be circulated to SDPs in 
the new year to enable schools to consider the school 
specific recommendations from these SCRs 

• The document will allow schools to highlight any areas for 
development and ensure that appropriate actions are taken 
to address any gaps 

• Schools will be asked to return the completed action plans 
for monitoring purposes 
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Information Briefing 

Child In Need Teams – Networking Event 
• Changes / staff movement within the CIN teams in Halton 

• HSCB to facilitate a networking opportunity for Schools, 
Bridgewater School Health and Health Visiting and the two CIN 
teams. 

Widnes  

Thursday 16th January 2014, 3.30pm – 5.30pm 

Bridge Suite, Select Security Stadium 

Runcorn 

Monday 20th January 2014, 3.30pm – 5.30pm 

Civic Suite, Runcorn Town Hall 

Booking details TBC… 
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Information Briefing 
Vulnerable Groups - Young Carers 
 

• SDP contact information now passed to Halton Carers Centre 
to allow them to notify schools when a young person has been 
assessed as being a Young Carer 

• Young Carers / Halton Speak Out have written a “Road Show” 
which they want to show to all agencies regarding 
identification, support and needs of Young Carers 

• This “Road Show” will hopefully be delivered to at the Spring 
Network Meetings with the view for schools then being able to 
ask them to come in to deliver to their whole staff. 
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Information Briefing 
Vulnerable Groups - Private Fostering 
What is your role? 

• All professionals have a shared responsibility to work together to 
ensure that all privately fostered children are well cared for and 
safeguarded from harm 

What should you be doing? 

• Detecting – identifying potential Private Fostering arrangements 

• Promoting – posters and leaflets visible around school and in reception 
areas 

• Advising – when identified, professionals should advise and encourage 
families that they need to inform CSC of the arrangement themselves 

• Referring – professionals should contact CSC and provide as much 
information as possible about the placement if a family is not willing to 
do so themselves 
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Information Briefing 
Training Update 

Halton Safeguarding Children Board Training 

• Effective Supervision to Safeguard Children, 9th/10th January and 10th/11th March 2014 

• Working Together to Safeguard Children, 14th/15th January and 12th/13th March 2014 

• Compromised Care, 23rd January 2014 

• DASH & MARAC lunchtime lecture, 28th January 2014 

• Child Sexual Exploitation (CSE) Basic Awareness Training, 29th January 2014  

• Understanding the Sexual Abuse of Children & Young People, 6th February 2014 

• Working Together Refresher Training, 12th February 2014 

• MAPPA lunchtime lecture, 18th February 2014 

• Lessons from Practice, 27th February 2014 *Please note - training being held in Macclesfield due to Cheshire East hosting* 

 Essential for all High Schools and schools with KS3 & KS4 students.  Recommended for Primary Schools 
 

HBC Safeguarding Training 

• School specific training calendar will be available at the start of the Spring Term, contact Sharon 
Williams for details 

• Child in Care Review Process training, 27th February 2014 (provisional) 

• Early Help & CAF Training, 2014 dates TBC, or by arrangement with the IWST teams 
 

Other Safeguarding Training 

• Understanding & Responding to Sexualised Behaviour in Children & Young People, 15th January 2014 
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Information Briefing 
New Literature / Resources 
 

1. NSPCC - thematic briefing highlighting learning from Serious Case Reviews (November 2013) 

      Domestic Abuse 
 

2. NSPCC - thematic briefing highlighting learning from Serious Case Reviews (November 2013)  

      Parental Substance Misuse  
 

3. NSPCC - thematic briefing highlighting learning from Serious Case Reviews (November 2013)  
      Child Sexual Exploitation  
 

4. Coventry Safeguarding Children Board SCR (September 2013)  Daniel Pelka SCR  

      Brief outline of facts  
 

5. Bradford Safeguarding Children Board, SCR (November 2013)  Hamzah Khan SCR  
 

6. Office of the Children’s Commissioner, reports into Sexual Exploitation (November 2013) 

     Press release    
      "If only someone had listened" report  
      "Sex without consent, I suppose that is rape" report  
 

7. Disclosure & Barring Service   

• DBS News – July Newsletter   July newsletter  

• DBC News – August Newsletter   August newsletter  

• DBS News – September Newsletter  September newsletter  

• DBS News – October Newsletter   October newsletter  

• DBS News – November Newsletter   November newsletter  

 

http://www.nspcc.org.uk/Inform/resourcesforprofessionals/scrs/briefing-domestic-abuse_wda99478.html
http://www.nspcc.org.uk/Inform/resourcesforprofessionals/scrs/briefing-substance-misuse_wda99489.html
http://www.nspcc.org.uk/Inform/resourcesforprofessionals/scrs/briefing-sexual-exploitation_wda99717.html
http://www.coventrylscb.org.uk/files/SCR/FINAL Overview Report  DP 130913 Publication version.pdf
http://www.coventrylscb.org.uk/files/SCR/FINAL Overview Report  DP 130913 Publication version.pdf
http://www.coventrylscb.org.uk/files/SCR/FINAL Overview Report  DP 130913 Publication version.pdf
http://www.coventrylscb.org.uk/files/SCR/FINAL Overview Report  DP 130913 Publication version.pdf
http://www.coventrylscb.org.uk/files/DP - Brief outline of the facts.pdf
http://www.bradford-scb.org.uk/scr/hamzah_khan_scr/Serious Case Review Executive Summary November 2013.pdf
http://www.bradford-scb.org.uk/scr/hamzah_khan_scr/Serious Case Review Executive Summary November 2013.pdf
http://www.bradford-scb.org.uk/scr/hamzah_khan_scr/Serious Case Review Executive Summary November 2013.pdf
http://www.childrenscommissioner.gov.uk/content/press_release/content_527
http://www.childrenscommissioner.gov.uk/content/publications/content_743
http://www.childrenscommissioner.gov.uk/content/publications/content_743
http://www.childrenscommissioner.gov.uk/content/publications/content_744
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/212690/DBS_News_July_2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/230225/DBS_News_August_edition.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/243867/DBS_News_September_edition.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/250172/DBS_Disclosure_News_October_2013.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/259284/DBS_Disclosure_News_November.pdf
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Any Other Business 
AOB 

• CART team 

• Lead Conference and Reviewing Manager 

• Children in Care education reports 

• Section 175 Audits 


