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rSara’s story:

Sara was born in the UK in 2013 to a Pakistani father and Polish mother. Before she was born, professionals placed her on a child protection
Inlan because her father had a history of perpetrating domestic abuse and her mother had been a victim of domestic abuse in Poland.
Throughout her life, Sara experienced persistent abuse and in August 2023, aged ten years old, she was found deceased at the family home in
IVVoking, Surrey having sustained multiple injuries. Sara’s father and her stepmother were convicted of murder and her uncle was convicted of
causing or allowing her death.

Sara initially lived with both parents until her mother left the family home because of domestic abuse perpetrated by her father. Sara then
[ived with her mother under a supervision order which required contact with her father to be supervised and for him to attend a domestic

abuse programme. In 2019, Sara’s father alleged that she had been abused while in her mother’s care. Subsequently, Sara moved in with her
ather and stepmother. The local authority assessed this arrangement and recommended to the family court that Sara should remain living
with her father. The court made a child arrangements order and it was agreed that Sara’s contact with her mother should be supervised.

Sara was not seen outside of the family home between March and September 2020. In 2021, after a visit to Pakistan, she started to wear the
jhijab to school. Professionals saw a bruise on herin June 2022 and the following week her father informed the school that he would home
school Sara, but by the start of the autumn term she had returned to classes.

In March 2023, Sara’s school contacted Surrey Children’s Services as she had not been consistently attending. Her demeanour had changed
and three separate bruises were seen on her face. After an initial assessment, no further action was taken by children’s services. In April
2023, Sara’s father removed her from school and she was not seen again by any professional prior to her death.

{local child safeguarding practice review:

Surrey Safeguarding Children Partnership commissioned a review which found system and practice failings in how services engaged with
Sara and her family and that there were several points where different actions should have been taken by agencies to protect her. The review,
which was published in November 2025, concluded that Sara’s death was preventable.

Sara’s family members, neighbours and over forty practitioners who knew her or worked in involved agencies helped to identify six key
learning areas which were outlined in the review and which informed fifteen recommendations to improve systems and practice. The key
learning areas help to shape several practice principles which can support practitioners and their managers when working with children and
amilies in circumstances similar to Sara’s where domestic abuse, home education and culture are a feature. Ultimately the review urges
professionals to "think the unthinkable" about the potential for parents to harm their children.

y

July 2026 Page 1


https://childlawadvice.org.uk/information-pages/child-protection-case-conference-and-child-protection-plans/
https://childlawadvice.org.uk/information-pages/child-protection-case-conference-and-child-protection-plans/
https://childlawadvice.org.uk/information-pages/supervision-orders/
https://childlawadvice.org.uk/information-pages/explaining-the-legality-of-a-child-arrangements-order/
https://surreyscp.org.uk/wp-content/uploads/2025/11/SS-CSPR-SSCP-Report-for-publication-13.11.25.pdf

il: Key Learning Areas: Practice Principles
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safeguarding processes:
-& referrals made to children’s services did not result in the risk of abuse to Sara being identified, safeguarding

processes were not followed and when her voice was expressed though a change in her demeanour, this
was not recognised

Elnformation should be gathered and analysed by experienced practitioners who have sufficient time and resources to access
Especialist advice, especially regarding domestic abuse, so that the presence of harm can be accurately recognised and the right
Esupport can be provided to families at the right time. Strategy discussions are an important way for agencies to share information
Eand should be used when a child has sustained bruising indicative of physical abuse and where the explanations for the injury are
idublous and inconsistent. Where possible, children should be asked directly about the injuries that they have sustained.

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

elective home education:
home education was used to keep Sara out of the sight of practitioners

EGuidance can limit how much can be done to review parents’ requests to home educate their children or to insist on seeing

Echildren at home, but where a local system is established to mitigate these limitations there should be effective management
Eoversight to ensure that processes are followed. Records should display child’s current address and where a planned home visit isi
iunsuccessful this should be followed up.

working with perpetrators of domestic abuse:
Sara’s father was a serial perpetrator of domestic abuse but the significance of this was overlooked

Elt is important to integrate knowledge about domestic abuse and coercive control into all child safeguarding practice including
Ewithin assessments, plans and supervision. It is necessary to develop a strong understanding about the capacity of serial
Edomestic abusers to manipulate and control victims and practitioners. The effectiveness of domestic abuse programmes should
Enot be assumed without a thorough assessment of the perpetrator’s level of engagement with the programme and a clear
ievaluation of how it has impacted on the safety and well-being of the children involved.

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

July 2026 Page 2



Key Learning Areas: Practice Principles

Derby and Derbyshire

lllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllllll

the role of the family justice system in safeguarding children:
* in public proceedings supervision orders were over relied upon to protect Sara and private law proceedings
did not focus sufficiently on whether her father and step-mother could keep her safe

Eln public proceedings, there is currently no legislative requirement for a support plan to be agreed when a supervision order is

Emade. Therefore, it is important to consider whether such an order is sufficient to protect a child where it cannot include adequate:
‘safeguards. -

iln private proceedings, safeguarding children will always be promoted if the court receives the right information. Therefore, high
Equality reports prepared by experienced practitioners which have been quality assured by managers to ensure that there are no
Egaps, especially regarding a parent’s domestic abuse history, should be submitted to the court. Birth parents should be
Eappropriately represented in court and interpreters should be used as necessary to ensure that their voices are properly heard.

éWhen children's guardians and local authority social workers have different views about the care plan for a child, this should be
isummarised clearly for consideration by the Family Court Judge.

Ll
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

race, culture, religion and ethnicity:
-& the impact of Sara’s dual heritage was not considered and there was not sufficient exploration when she
began to wear the hijab to hide her injuries
All safeguarding practice, including supervision and audit activity, should explore how race, culture, religion and ethnicity impacts

on children, supported by insights from cultural experts and community organisations to help understand diverse experiences, to
address disproportionality, build trust and promote inclusion.

Respecting cultural practices is important, but hesitancy about cultural and religious sensitivities should not compromise a
child’s safety. Where there are significant changes such as when a child starts to wear religious clothing, especially when this is
unusual for their family or peers, or when they are not consistently attending school, practitioners should look beyond any
sensitivities to adequately assess whether these changes indicate that the child is at an increased risk of harm.
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https://childlawadvice.org.uk/information-pages/supervision-orders/
https://www.cafcass.gov.uk/parent-carer-or-family-member/my-family-involved-public-law-proceedings/applications-supervision-and-care-orders/role-cafcass-role-childrens-guardian
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-& seeking, analysing and sharing information

opportunities were missed to triangulate the information already known about the risks posed by Sara’s father

It is important to gather and analyse information from various sources so that there is clarity about previous agency involvement
iand so knowledge can be developed about the wider family. Children can find it difficult to talk about abuse, therefore, their
iviews, particularly about who they want to live with, should not be solely relied upon without proper consideration of current and
:past risk information. Information sharing procedures should be clear across all the agencies involved with a family and any
barrlers to sharing critical risk information should be identified and addressed.

hat next?
Reflect on the practice principles in team meetings, supervision sessions and with your colleagues. Think about whether all
necessary steps have been taken to act on the risks surrounding the children you work with. Would specialist advice help to
improve your understanding about children’s experiences especially regarding culture and religion? Do you have sufficient
knowledge and understanding about the behaviours of domestic abuse perpetrators? Consider whether decisions have
been made in line with expected safeguarding procedures and are they in the best interests of the child? Where a child is
home educated, think about how their safety and well-being may be affected by not being in school.

~
[useful resources:
Cafcass: practice guidance for when guardian’s advice about the best interests of a child is different to the local authority assessment

Child Safeguarding Practice Review Panel: “It’s Silent”: Race, Racism and Safeguarding Children - Panel Briefing 4

Child Safeguarding Practice Review Panel: Safeguarding Children in Elective Home Education - Panel Briefing 3

Child Safeguarding Practice Review Panel: Safeguarding Children not in School

Department for Education: Children’s Wellbeing and Schools (children not in education)

Derby and Derbyshire Safeguarding Children Partnership: Domestic Abuse Handbook

Derby City and Derbyshire Threshold Document

NSPCC Learning: Tipping Point: tackling the challenges in safeguarding children educated at home

Operation Encompass: help for children who experience domestic abuse

orking Together to Safeguard Children 2026
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https://www.adcs.org.uk/wp-content/uploads/2025/07/Guidance-for-when-Guardian-and-LA-views-fundamentally-differ-FINAL.pdf
https://www.adcs.org.uk/wp-content/uploads/2025/07/Guidance-for-when-Guardian-and-LA-views-fundamentally-differ-FINAL.pdf
https://assets.publishing.service.gov.uk/media/67cb0a9d5993d41513a45c5b/Race_Racism_Safeguarding_March_2025.pdf
https://assets.publishing.service.gov.uk/media/66febd0630536cb927482bec/CSPRP_Elective_Home_Education_Oct_2024.pdf
https://childsafeguarding.independent-panel.uk/hub-topic/safeguarding-children-not-in-school/
https://www.legislation.gov.uk/ukpga/2026/21/part/2/crossheading/children-not-in-school
https://www.legislation.gov.uk/ukpga/2026/21/part/2/crossheading/children-not-in-school
https://trixcms.trixonline.co.uk/api/assets/derbyshirescp/3644ab95-a5c2-45bc-9847-bb03368fab58/Domestic%20Abuse%20Handbook%20(February%202026).pdf
https://trixcms.trixonline.co.uk/api/assets/derbyshirescp/533c00d1-338b-4a01-aea4-2244ead8358c/ddscp-threshold-document-final-december-2024.pdf
https://learning.nspcc.org.uk/research-resources/2025/tipping-point-tackling-challenges-safeguarding-children-educated-at-home
https://www.derbyshire.police.uk/advice/advice-and-information/wsi/watch-schemes-initiatives/oe/operation-encompass/
https://assets.publishing.service.gov.uk/media/69c2c4ce380a2a73a7cf9df4/Working_together_to_safeguard_children_2026.pdf
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