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1. Introduction 
1.1 On 4 April 2019, Blackburn with Darwen, Blackpool and Lancashire Children's Safeguarding 
Board (LSCB)1 decided that the circumstances surrounding the death of a child2 met the criteria for 
a serious case review (SCR).  A Chair was appointed, along with several panel members including 
representatives from key agencies.3 Their role was to lead the development and implementation of 
a strategic vision to ensure the review identifies improvements safeguarding partners or others 
should make to better safeguard and promote the welfare of children, and to prevent or reduce 
the risk of reoccurrence of similar incidents. 

The period when this review was originally agreed covered the transition from the LSCB to 
Lancashire Children’s Safeguarding Assurance Partnership (CSAP).  

1.2  Previous work undertaken on this review - Between April 2019 and June 2020, I am aware that 
some work had already been undertaken on this review. However, as the appointed independent 
reviewer, my instruction was to start from the beginning and conduct this review process as a fresh, 
individual stand-alone piece of work. 

1.3 Millie is not the real name of the subject of this review, but in this report, I will refer to her by 
this name to protect her real identity. The background to Millie’s life, the key contacts she had with 
support agencies and the circumstances leading to her death are detailed in this section and later 
in the analysis and findings section.  

1.4 About this review - In preparing this review, I have assessed the material made available to 
me and asked questions that members of the public would ask of the agencies involved in Millie’s 
life, with the intention to allow CSAP to publish the answers in an accessible form. I have used my 
experience and professional knowledge to interpret the evidence to identify lessons that can be 
learnt for improvement of the services involved in keeping children safe in the future. 

1.5 Independent reviewer - I am a former police officer and retired as a senior manager, I was a 
nationally registered and accredited Senior Investigating Officer. Throughout my police career, I 
had experience of public protection, working with statutory and non-statutory agencies, and 
protective services including major crime, serious and organised crime, and homicide 
investigations. I have previous experience of conducting child safeguarding reviews.  

Also, I have reviewed police forces and conducted several historical and cold-case reviews. Plus, I 
worked for 6 years at Her Majesty’s Inspectorate of Constabulary Fire and Rescue Service as a Senior 
Responsible Officer and an Associate inspecting Home Office police forces, the National Crime 
Agency and other non-Home Office police forces in the UK and British Overseas Territories. 

I am independent of all professional agencies in Lancashire 4  and I have had no previous 
involvement with, or knowledge of the family who are the subjects of the review. 

 
1 In June 2018, the HMG announced that all local authorities would need to make arrangements to replace their Local Safeguarding Children 
Boards by September 2019. Instead of each locality having access to a Local Safeguarding Children Board, HMG wanted each locality to have 
access to a team of Safeguarding Partners, who will work collaboratively to strengthen the child protection and safeguarding system. 
2 In this document, a child is defined as anyone who has not yet reached their 18th birthday. ‘Children’ therefore means ‘children and young 
people’ throughout. 
3 The agencies involved in the panel are: West Lancashire Clinical Commissioning Group; Virgin Care; Children’s Social Care; Lancashire & South 
Cumbria Foundation Trust; North West Ambulance Service; Southport and Ormskirk hospital; and Lancashire Constabulary. 
4 I served as a police officer in Lancashire Constabulary, but left in April 2012. 
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1.6 Commission - On 19 March 2019, following a Rapid Review Panel meeting, the Independent 
Chair of the LSCB, commissioned this SCR. On 17 June 2020, I was approached by CSAP to conduct 
the SCR, after consultation with the Chair, the following terms of reference were agreed: 
 

• Taken together across the agencies, did the decision-making around early intervention and 
help processes, ‘Think Child, Think Parent, Think Family’ concept and the threshold for 
neglect and emotional abuse, considered by the professionals involved in the safeguarding 
of Millie, take into account the family history; 

• Was the handover of emotional support from primary school to high school timely and 
effective;  

• Was the communication and information sharing across agencies and within agencies 
involved in the care and support of Millie effective, timely and well-made; 

• Did all agencies work together to provide the best possible support for Millie; 
• Did agencies identify the level of need and risk to Millie and was there any consideration of 

the effects on her of abandoned child syndrome; 
• At the appropriate stages, were the first line supervisors and line managers involved in the 

critical decision-making in the care and support of Millie, where they should have been;  
• Was all critical information obtained from key individuals in a timely and effective manner; 

and 
• Identify any learning from the case to support and improve services, systems, and 

professionals in the future.  

The timeframe for the review covered the period from 20 December 2017 until 11 March 2019. 
However, any significant incident relevant to the case prior to the start date or even after Millie died 
has been considered in the analysis and included in the subsequent report. 

1.7 Methodology - The following principles have been adapted from the English5 and Welsh6 
statutory guidance, and the review has been conducted taking into account the principles 
recommended by The Munro Review of Child Protection.7 

Between June 2020 and October 2021, I assessed written material, including a multi-agency timeline 
of significant events prepared and provided to me by the CSAP, plus other documents. 

I liaised closely with the CSAP business unit and the Chair of the panel.  

Due to the coronavirus pandemic all panel meetings had to be held remotely. Prior to the first 
panel meeting I provided a set of questions to request additional information from the key statutory 
agencies. 

A learning event for practitioners8 has taken place to explore and draw out themes, good practice 
and key learning from the case including suggestions for the development or improvement to 
systems or practice.9 

 

 
5 Department for Education (2018); Working Together to Safeguard Children - A guide to inter-agency working to safeguard and promote the 
welfare of children. 
6 Welsh Government (2012); Protecting Children in Wales, Guidance for Arrangements for Multi-Agency Child Practice Reviews. 
7 Munro E, (2011); The Munro review of Child Protection: Final Report A Child-centred system. 
8 The term ‘practitioners’ is used throughout this report refers to individuals who work with children and their families in any capacity.  
9 The PLE was part of the work that took place prior to my involvement in this review. 
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Several attempts have been made to contact the family, however despite this concerted effort, 
arrangements to engage with them has, thus far, been unsuccessful.  

I wrote an end-of-review report, including my analysis and findings, conclusions, and 
considerations, which I presented to the CSAP. 

I am grateful to those who gave their time freely and willingly to help me understand the full range 
of issues across children’s services. 

I wish to make it clear that this was a SCR across the range of professional services who have a 
statutory responsibility to safeguard children, rather than of individual services.  

Therefore, I have focussed my report on key strategic issues across all the services that met Millie 
to identify any lessons that can be learnt.  

1.8 The structure of this report - In the sections that follow, I provide some context and 
background, and highlight the key contacts between Millie and the support agencies. 

Following that backdrop, I set out my analysis and findings, conclusions and considerations based 
on the terms of reference.   

Whilst conducting a SCR it is not unusual to come across matters that sit outside the terms of 
reference. This review was no different; one of the agencies made the Chair and me aware of a 
sensitive matter regarding Millie. This sensitive matter has been shared, in confidence, with the 
panel members. I have made a conscious decision not to make any reference to this matter, which 
means it is not available to members of the public or anybody who reads this review. I came to this 
conclusion because it has no bearing on the findings contained in the report. However, it is 
important to reflect that this information has been considered whilst putting this report together. 

The purpose of this report is to assist Partners in embedding the learning within their own agencies 
to improve the outcome for children. 

1.9 A critical point to remember - At this stage, an overarching observation is appropriate. It is 
always likely to be the case that reviews focus on what was found to have gone less well. Whilst I 
have highlighted instances of good practice and what works, I am mindful that I have also identified 
specific areas where lessons can be learnt to promote good and effective multi-agency practice. 
I do not want to detract, however, from one simple conclusion that I have reached: in general, the 
staff who work to keep children safe carry out their roles professionally and to a high standard.  

I found them to be dedicated to their task and keen to play their role in protecting the most 
vulnerable in society and our communities, their hard work and effort should not go unnoticed. 

Whilst there are lessons to learn, the service and support that they provide and the communities 
which they serve are fortunate to have a group of such dedicated people to carry out this type of 
work. 

The findings and learning in this review should be read in that context. 

1.10 Legal Context - This SCR was commissioned by CSAP, following agreement at Rapid Review 
Panel in accordance with Working Together to Safeguard Children (Department for Education 
2013), which was the version of Working Together relevant at that time.  
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Regulation 5 of the Local Safeguarding Children Boards (LSCB) Regulation 2006 sets out the 
functions for LSCBs. This includes the requirement for LSCBs to undertake reviews of serious cases 
in specified circumstances. Regulation 5(1) (e) and (2) set out a LSCB function in relation to serious 
case reviews, namely: 

5. (1) (e) undertaking reviews of serious cases and advising the authority and their Board partners 
on lessons to be learned. 

(2) For the purposes of paragraph (1) (e) a serious case is one where: 

(a) abuse or neglect of a child is known or suspected; and 

(b) either  

(i) the child has died; or  

(ii) the child has been seriously harmed and there  is cause for concern as to the way in   which the 
authority, their Board partners or other relevant persons have worked together to safeguard the 
child. 

This may include cases where a child has caused serious harm to someone else. 

Serious harm includes but is not limited to serious and/or long-term impairment of a child’s mental 
or physical health or intellectual, emotional, social, or behavioural development. 

This should include cases where impairment is likely to be long-term, even if this is not immediately 
certain. 

2. Background and context  
In the section that follows, I provided some family history, explain the inter-action with key agencies 
and describe the timeline of significant events including information from the day that Millie died. 

2.1 Family history - Millie was born in 2007 and was just 11-years-old when she died, she had 
three older sisters, who were 15-years-old; 14-years-old; and 13-years-old. 

In August 2007, when Millie was 4-months-old her dad left the family home. This put mum as the 
single carer for Millie and her three sisters.  

During this period, Millie and her siblings were subject to a Child in Need assessment10 and support 
was provided due to lack of engagement, concerns about home conditions and the children’s 
health needs not being met. 

In October 2007, after dad had left the family home concern regarding the children escalated and 
a Child Protection Plan11 was put in place due to mum’s care of the children. 

At this time, Millie and her sisters went to live with their dad in his sister’s home. He then became 
the single carer for them. Following this move, there were no significant concerns regarding the 
children. All contact with their mother ended, which lasted for several years. Children’s Social Care 
attempted to contact mum to arrange contact with the children without success. 

 
10 A Child in Need assessment under section 17 of the Children Act 1989 will identify the needs of the child and ensure that the family are given the 
appropriate support enabling them to safeguard and promote the child’s welfare. 
11 A child protection plan operates under section 47 of The Children Act 1989 and happens when a child is regarded to be suffering, or likely to 
suffer, significant harm. 



Page 7 of 26 

In December 2007, the Child Protection Plan ceased as it was felt that dad was now meeting the 
children’s needs. He had secured a Residence Order and had obtained his own property. However, 
support continued in the form of a Child in Need plan until June 2008. 

At that time in her life, not only was Millie estranged from her mum, but she had moved away from 
the area.   

After the relationship between Millie’s mum and dad ended, her dad began a relationship with a 
new partner. She was a key figure in her life for several years including dropping her off and 
collecting her from school, as well as attending parent’s evenings. 

At the time Millie died, she was living with her dad and just her two sisters nearest in age to her, as 
in April 2018, her oldest sister went to live with their mum outside the region. 

In autumn 2018, the relationship between Millie’s father and his long-term partner came to an end. 

Dad as a single carer struggled to provide for the needs of his daughters. He found it difficult with 
no-one else to talk to about his concerns for them. From the information available, it appeared he 
found it difficult to prioritise the safety and welfare of his children over his own emotional needs 
and work life. 

For example, on more than one occasion Millie and her sisters needed to see their General 
Practitioner (GP), however their dad did not have the time to take them, so they did not always 
receive the appropriate health and medical support when they needed it.  

However, dad did make appointments for himself to go and see his GP when he needed to do so. 

Most mornings, dad would leave early for work, on occasions, this left Millie and her sisters alone 
in the house without any parental supervision. However, she did receive family support from her 
grandmother. Often, Millie and her sisters would go to her grandmother’s house before and after 
school. 

Also, Millie and her sisters often had numerous chores to do looking after the home and had to 
prepare their own food in the evenings. Often, the responsibility to cook the evening meal fell to 
Millie despite being the youngest in the home.  

In the final few months of attending primary school, Millie reached out for emotional support from 
the school nurse as she was suffering from anxiety and stress; she had a feeling of loneliness; and 
felt that her sisters and her dad did not like her. Plus, she had trouble sleeping. 

Further, Millie felt unable to confide in or talk to her dad regarding her concerns and worries, so 
she was, in effect, absent a parental figure in the family home. 

On one occasion, Mille used social media to express her feelings surrounding the relationship with 
her sisters. 

Overall, Millie had to experience a lot of significant upheaval in her young life. She was lonely and 
extremely unhappy at home and felt she didn’t fit in; she thought her sisters didn’t like her; she was 
suffering from anxiety and stress and her mum had left the family home. Further, she was absent a 
parental figure in the home, as her dad found it difficult to prioritise the safety and welfare of Millie 
over his own emotional needs and work life. 

2.2 Inter-action with agencies - In the section that follows, I describe the inter-action that 
statutory agencies had with Millie.  
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During her life there were instances where Millie and her family received support from a range of 
statutory safeguarding agencies. 

Plus, there were strategy discussions, Child in Need assessments, Section 47 Enquiries, a Child 
Protection Plan, Initial Child Protection Conferences, and numerous meetings with School Nurse 
Services.  

Whilst some of these inter-actions were outside the timeframe of this SCR, it is important to show 
when Millie and her sisters first came to the attention of the statutory agencies and the range and 
extent of the contact and support, they have received. 

Most of the inter-action with Millie and her family followed established processes and procedures 
that key agencies had in place to provide the best possible safeguarding support.  

However, there were some occasions during these inter-actions when safeguarding practitioners 
did not necessarily make the connection between a linked series and an increase in the number of 
underlying risk indicators.  

My intention has not been to repeat every single occasion that agencies engaged with Millie and 
her family, as the primary objective of this review is to give her a voice. It is about focussing on her, 
her life and the tragic circumstances that led to her taking her own life and to identify any lessons 
that can be learnt to prevent a similar occurrence in the future.  

During the parameters of this review, apart from her day-to-day attendance at school, the agency 
which engaged with Millie the most was School Nursing Services. 

In the paragraphs that follow, I have concentrated on what I consider to be the key inter-actions, 
decisions, milestones, and engagement that Millie had with agencies.  

At appropriate stages in the review, I have intentionally mentioned Millie’s siblings and her parents. 
This is not to take anything away from Millie, but to emphasise the bigger picture, the wider family 
dynamics, to explain what was going on inside the home and therefore apply some context to what 
was described as a quite chaotic and messy situation. 
 
2.3 Timeline of significant events - Children’s Social Care was not involved with the family between 
August 2008 and November 2013. However, during this period at least one of Millie’s sisters was 
attending school. Therefore, agencies should have been aware of the pre-school information about 
the Child in Need support provided to the family, as it should have been on their school 
safeguarding file and available to support the school entry assessment for Millie. 

From November 2013 until April 2015, when Millie was 6-years-old, a Child in Need plan was put in 
place due to concerns about neglect. There were concerns regarding over-chastisement from dad 
and an assessment revealed concerns regarding the home conditions. Millie’s school were party to 
the development of the Child in Need plan. 

In October 2015, Millie’s school made a safeguarding referral to Children’s Social Care due to 
concerns about the care being provided to the children, alcohol consumption in the home and dad 
providing greater attention to his partner than to his children. An assessment was completed but 
the concerns were not substantiated and the threshold for intervention was not met. 
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2.4 Millie’s meetings with the school nurse - In January 2018, whilst Millie was at primary school 
(year 6), as part of the Healthy Child Programme12 and as part of the process of support for 
transition to high school, Millie completed a health review questionnaire. Upon completing the 
questionnaire, Millie reached out to the named school nurse who provided emotional support. 

When completing the questionnaire, Millie told School Nurse Services about her anxiety and that 
she felt stressed, was often lonely, sometimes angry, and other matters that were worrying her. 
Further, this is the first occasion that she indicated that she looked after her dad by taking him 
tablets and water. Plus, she was worried about the failing health of her grandmother. 

That same day, School Nurse Services contacted Millie’s dad to obtain consent from him for her to 
receive emotional support; he gave his consent. 

This emotional support was provided under level 1 on the Continuum of Need - single agency 
response and is a confidential arrangement between the school nurse and the service user. There 
is no evidence in the school health records that the reason Millie was receiving support was shared 
with the school.  

Over the next few months, School Nurse Services diarised a series of regular follow-up meetings 
with Millie to maintain contact and provide continuing emotional support. 

Co-incidentally, as part of the Healthy Child Programme, one of Millie’s sisters was also receiving 
support after completing a health review questionnaire at high school. She had also reached out 
to School Nurse Services. She disclosed feeling angry, had a poor sleep pattern, was often hungry 
and there were issues within the family. And, there was also concern about her general appearance.  

The situation was slightly different to the one facing Millie. Her sister was at high school and quite 
a bit older, therefore no contact was made with dad for consent for this support to be provided as 
she was assessed as being Gillick competent.13 

I now provide a synopsis of the meetings between Millie and the School Nurse Services, as follows:- 

In January 2018, the School Nurse Services had a meeting with Millie. During the meeting they 
discussed her anxiety, she stated that she was often stressed and tearful. But, did not feel able to 
discuss this with her dad as she did not want to worry him. Millie did explain that she was now in 
contact with her mother, albeit only by text messaging, but this pleased her.14 

In this meeting, Millie indicated that she would like to see her GP regarding her anxiety. 

After this meeting contact was made with dad who stated that he was going to take Millie to see 
their GP about her hearing. There was a conversation about Millie’s low mood and dad gave his 
consent for her to continue to receive emotional support.  

Dad did not find time to take Millie to see their GP. 

Later that month, there was another meeting with Millie. She told them that her dad had worked 
at the weekend leaving her at home with her older sisters, who were all under the age of sixteen, 
without any parental supervision. During the discussion Millie talked about feeling lonely. 

 
12 In 2009, the Department of Health published ‘Healthy Child Programme from 5-19 years old’, it is an early intervention and prevention public 
health programme describing a universal progressive service for children, young people, and their families. 
13 Gillick threshold/competence (as a matter of Law the parental right to determine whether or not their minor child below the age of sixteen will 
have medical treatment terminates if and when the child achieves sufficient understanding and intelligence to understand fully what is proposed) 
was applied and Millie’s sister was referred for specialist support.  
14 Re-contact with her mum came about when an older sister contacted her through social media. 
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There is no legal age when a child can be left home alone and every child matures differently, so it 
would be almost impossible to have a ‘one size fits all’ law. However, parents are responsible for 
keeping their children safe. Generally, children under 12 are rarely mature enough to be left alone 
for a long period of time. 

Millie was 10-years-old when this occurred.  

And, whilst she had older sisters were sat home, her relationship with them was not always 
harmonious. There was no conversation around leaving the children without any parental 
supervision or the offer of early help to support dad in providing for her needs. Plus, it was not 
explored with dad how long he worked, how often this occurred or even if he had given instructions 
to the older sisters to look out for her.  

In February 2018, Millie had another meeting where she was provided with some coping strategies 
to manage her anxiety and allow her to relax. One of these strategies was reading, which Millie 
stated was helping her. 

In March 2018, Millie was seen again, in this meeting she stated that she still had anxiety. 

In April 2018, Millie’s oldest sister had contacted her mum on social media. At this stage, her sister 
had completed her high school education and following this she left the family home of her own 
volition to go and live with her mum outside the area; this made Millie sad.  

Millie, together with her two older sisters, remained at home with her dad. 

Later that month, Millie had a follow-up meeting with School Nurse Services, she seemed in a more 
positive mood. She had seen her sister, who had moved away to live with their mother, which made 
her happy. The meeting came about because of her sister seeing some old school friends and 
letting her sisters know she was in the area. 
In June 2018, Millie had another meeting with School Nurse Services, she appeared happy, and her mood 
was good. However, she stated that her older sisters didn’t like her, and she didn’t fit in at home, which 
made her feel lonely. 
At the end of term, Millie left primary school for the final time, as after the summer holidays she was going 
to start at high school. 
The contact or emotional support provided to Millie did not continue during the school holidays.  
 
2.5 Transition to high school - A transition meeting was held with the head of year for the school 
that Millie was attending in September 2018.  

In the meeting, a handover was provided regarding her educational development and needs, as 
well as providing information about her family history and a quite chaotic home life. Plus, it was 
explained that her dad was the single carer for her. The high school was also informed that dad 
very rarely responded to any school letters or permission slips on time. 

In September 2018, Millie moved to high school. She did not attend the same high school as her 
siblings. This was not a conscious decision, it was because of the admission form being submitted 
too late, hence there was no place left for her to attend the same school.  

This was a further sign that dad, as a single carer, was struggling to cater for Millie’s needs. 
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In September 2018, the school nurse, who had been providing Millie with emotional support at 
primary school, visited her at her new high school. Her mood was low, although she appeared 
positive about high school. She had made a new friend, who she got on really well with, but could 
not see her outside school due to living in different areas. She explained that things were not great 
at home. One sister was not speaking to her, and the two older sisters spent most of their time 
together, which made her feel lonely. 

The school nurse provided details of the high school drop-in service and information about 
‘ChatHealth’.15This was the last occasion that anyone from School Nurse Services had face-to-face 
contact with Millie. 

The school nurse, who had been providing Millie with emotional support at primary school, 
contacted the named school nurse for her new high school to discuss the work she had been doing 
with Millie.  

In October 2018, School Nurse Services contacted the school reception at Millie’s new school to 
request that they ask her to attend one of the drop-in sessions for support regarding emotional 
well-being. However, Millie chose not to attend any of the sessions. 

Apart from attending school on a day-to-day basis, this is the last occasion that any support agency 
had contact with Millie before the tragic day she took her own life. On the face of it, this is quite 
significant. 

On 18 October 2018, Millie sent a hanging emoji to a school friend.16 

In December 2018, a teacher at her high school raised an internal ‘notification of child protection 
concern’ regarding Millie. Whilst checking Millie’s schoolwork, the teacher had noticed she had 
written a (agony aunt) letter that mentioned a series of serious welfare concerns. One of the 
concerns that Millie wrote about was being bullied at school and suffering abuse at home. The 
teacher also had concern about Millie’s appearance and personal hygiene. Plus, she seemed 
distracted in class. 

The internal ‘notification of child protection concern’ was referred to the Designated Safeguarding 
Lead (DSL) for the school, who followed this up the day after, which was the last day before the 
school broke up for the Christmas holidays. 

On that day, the DSL had a conversation with Millie about her schoolwork, but did not specifically 
seem to discuss the concerns she had written in the (agony aunt) letter.  

A decision was made to re-visit the situation after the Christmas break. There was no support 
provision put in place over the Christmas period. 

A follow-up meeting took place when school resumed after the Christmas holiday to see how the 
break had gone. Again, there is no evidence that the specific content of the (agony aunt) letter was 
discussed, especially the reference to her friends bullying her all day long. However, the meeting 
was described as positive with no cause for concern.  

 
2.6 On the day that Millie died - Millie attended high school on the day of the significant incident 
as usual; it was a normal school day without any incident. At 23:10 that evening, North-West 

 
15 ChatHealth is a secure and confidential text messaging service for young people. It allows patients to get in touch easily and anonymously with 
a health care professional for advice and support. 
16 During the police investigation Millie’s phone was examined, some relevant content has been included in this review. 
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Ambulance Service received an emergency call that Millie’s family had found her unresponsive in 
circumstances that were suggestive of her having ended her own life. She had no pulse and was 
not breathing. By the time the paramedics had arrived Millie was on the floor and dad was 
performing CPR. Paramedics provided Millie with advanced life support treatment, and she was 
rushed to Hospital. Despite the best efforts of the paramedics and hospital staff they were unable 
to save her. The police were informed. A detective Inspector attended the scene and implemented 
the Pan-Lancashire Management of Sudden Unexpected Deaths in Children Policy. HM Coroner 
was informed. There was no post-mortem. 
Emergency services who attended the house described it as being in an appalling state due to 
‘clutter’, with bottles of spirits in several rooms. So, in addition to implementing the Pan-Lancashire 
Management of Sudden Unexpected Deaths in Children Policy regarding the tragic death of Millie, 
the police commenced a criminal investigation for neglect. 

Upon searching the scene, a hand-written note was discovered next to where Millie was found. The 
note included a suggestion that Millie and her friends were being bullied. Activity on her mobile 
phone during the months and day prior to her death was also found to include references to self-
harm and suicide. 

As part of the investigation, the police conducted enquiries to establish if there was any evidence 
to support the content of the note. The police interviewed two of Millie’s school friends. Overall, 
the interviewees were unable to shed any light on whether Millie or her friends were being bullied. 
Although one interviewee stated that Millie never mentioned having any problems at home or at 
school. 

From these interviews and other information, the names, or partial names of nine individuals 
emerged, who were either school friends or social media contacts of Millie, that may have been 
able to confirm or deny whether she and her friends were being bullied. Some were in contact with 
Millie a short time before she died. However, it has been difficult to identify these individuals as 
some of these were online contacts; hence, it has not been possible to trace them. Enquiries at 
Millie’s high school did not reveal any record of bullying being reported by Millie or her friends. 
However, in the schoolwork Millie completed that resulted in the ‘notification of child protection 
concern’ referral by her teacher, she mentioned being bullied all day long.  

With regards to the investigation that Millie and her friends were being bullied, the police did not 
find any evidence to support what she had written in the note found at the scene or the information 
she had written in the (agony aunt) letter.  A file regarding the circumstances surrounding her death 
was prepared for HM Coroner. Regarding the investigation into offences of neglect, due to the 
appalling condition of the house, a decision was made that no further action would be taken. 
Hence, the case was closed. 
 
2.7 The last time Millie received professional support before taking her own life - Whilst at high 
school, Millie’s only contact with statutory agencies was her day-to-day attendance at high school, 
which overall was quite unspectacular and on the face of it appeared to progress without incident. 
Apart from the occasion where her class teacher spotted a welfare concern in her schoolwork, which 
raised a ‘notification of child protection’. 
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At this stage, a critical point to remember, and what cannot be ignored, there was a period of 6-
months between Millie not attending the school nurse drop-in session at high school and the day 
she took her own life. 

During her short life, Millie’s family had previously received safeguarding support and so they were 
familiar with the support that was available. However, during this 6-month period they did not 
contact or seek out any support from any statutory agency.17 A different course of action may have 
followed if there had been greater engagement between Millie’s family and safeguarding agencies, 
which may have a triggered a home visit.  

This lack of engagement meant that all the safeguarding agencies were unaware how unhappy 
Millie was and the impact this was having on her life. On the face of it, this was quite significant.  

2.8 Why did Millie choose that moment to take her own life? - Sadly, no-one has been able to 
provide any information or shed any light as to why she chose this particular moment. 

One hypothesis is that this may have been a cry for help, from an 11-year-old girl who was 
desperately unhappy with her life, that went tragically wrong.18 Most people who take their own 
life do not want to die; they do not want to live the life they have. The distinction may be small, but 
it is very important.  

But, we will never know. 

At the heart of this review there is a bereaved family, forevermore the 11 March will serve as a sad 
and painful reminder to them, as well as her extended family, her friends and the safeguarding 
practitioners that knew her, of the tragic day when she took the drastic action that led to her ending 
her own life.  

Finally, I would like to extend my deepest sympathies to Millie’s family for their tragic loss.  

 
17 The principal responsibility remains with the parents and carers to provide primary care for their children, although local authorities, working 
with partner organisations and agencies, have specific duties to safeguard and promote the welfare of all children in their area.   
18 The mitigation that Millie did not intend to take her own life includes, the location it occurred (family home), her family were in an adjoining 
room, her immaturity, the item used as a ligature, the fact that it was not very tight, and she was on her tip toes when she was found. 
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3. Analysis and findings  
In the section that follows, I report my analysis and findings focussing on the terms of reference. I 
take each one in turn, highlighting the involvement of the relevant agencies. Where appropriate, I 
identify lessons that can be learnt. 

3.1 Decision-making 

The first term of reference is: 

Taken together across the agencies, did the decision-making around early intervention and help 
processes, ‘Think Child, Think Parent, Think Family’ concept and the threshold for neglect and 
emotional abuse, considered by the practitioners involved in the safeguarding of Millie, take into 
account the family history. 

In this section, I focus on the importance of the decision-making process taking into account the 
bigger picture across the whole family environment when assessments were made on Millie’s 
individual situation. 

3.2 Early help - Providing early help is more effective in promoting the welfare of children than 
reacting later. Early help means providing support as soon as a problem emerges, at any point in 
a child’s life, from the foundation years through to the teenage years. Early help can also prevent 
further problems arising. 

Effective early help relies upon local organisations and agencies working together to:- 

• identify children and families who would benefit from early help; 

• undertake an assessment of the need for early help; and  

• provide targeted early help services to address the assessed needs of a child and their family 
which focuses on activity to improve the outcomes for the child. 

Local organisations and agencies should have in place effective ways to identify emerging problems 
and potential unmet needs of individual children and families. Local authorities should work with 
organisations and agencies to develop joined-up early help services based on a clear 
understanding of local needs. This requires all practitioners, including those in universal services and 
those providing services to adults with children, to understand their role in identifying emerging problems 
and to share information with other practitioners to support early identification and assessment.  

3.3 Think child, think parent, think family - The think family concept recognises and promotes the 
importance of a whole family approach, which offers an open door into a system of joined-up 
support. This is based on more co-ordination between children’s services considering family 
circumstances and responsibilities. It provides support tailored to need and a package that is best 
suited to a family’s particular situation.  

However, whilst family focus is important it should not be seen as an alternative to providing 
individual care, but must be considered alongside it. 

3.4 Decision-making - As I have mentioned earlier in this review, most of the recent contact 
between Millie and support agencies came about when she was at primary school.  

At this time, following completion of the Healthy Child Programme questionnaire, Millie reached 
out for emotional support. 
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The school nurse provided significant support to Millie during the final weeks and months leading 
up to the transition from primary school to high school and beyond. She diarised frequent meetings 
with Millie to maintain the consistency of support she was receiving. 

The support provided to Millie was assessed on the Continuum of Need as level 1 with her needs 
and the risks met through a single agency response. However, further along the Continuum of 
Need the management of risk is most effective when it is conducted on a multi-agency basis and 
practitioners share knowledge of children and families. 

When a pupil is provided with emotional support, it is not always the case that this information 
needs to be shared further with other practitioners in the school unless there is a safeguarding 
concern, as the meeting between the school nurse and the service user is confidential. In this case, 
there is no evidence that the emotional support that was being provided to Millie was shared with 
the DSL at her primary school. However, it was brought to the attention of staff at her new high 
school as they were asked to invite Millie to the school ‘drop-in’ sessions. Further, it is unclear 
whether the fact that Millie’s sister had also reached out to the school nurse was taken into 
consideration during the decision-making process. Additionally, there is no evidence that the 
‘notification of child protection concern’ was considered to identify the appropriate level of risk on 
the Continuum of Need scale.  

Since being born, Millie and her family received significant safeguarding support by way of strategy 
discussions, Child in Need assessments, Section 47 Enquiries, and a Child Protection Plan.  

The wider family concerns around the safety and needs of the children have been a constant theme 
throughout Millie’s life. For example, a lack of parental engagement, concerns about home 
conditions, personal hygiene and appearance and her health needs not being met.  

Whilst there might not have been any single, obvious, or immediate high-risk indicator19 relating 
to Millie, but considering the emerging linked series and the increasing number of underlying risk 
factors20, the previous involvement with children’s services and the whole family dynamics, there 
was sufficient to consider escalating the need and support for Millie to a wider multi-agency 
response. 

Consideration 1 

Within three months, CSAP may wish to consider issuing a reminder to raise awareness to all 
safeguarding practitioners across the partnership that when considering the Continuum of Need 
for a child their decision-making needs to include a single, whole system approach, which means 
considering all the risk factors, any previous involvement with children’s services and the wider 
family dynamics, in order that appropriate support may be offered and better outcomes for children 
may be achieved.  

3.5 Moving from primary school to high school -  

The second term of reference is: 

Was the handover of emotional support from primary school to high school timely and effective. 

In this section, I focus on the effectiveness of the handover when Millie moved from primary school 
to high school. 

 
19 Those elements which, by their presence, do constitute a risk, therefore consideration must be given to undertaking a Section 47 referral to 
Children’s Social Care. 
20 Those elements that are often present in risk situations, but which do not, of themselves, constitute a risk. 
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3.6 Transition to high school - The transition from primary school to high school is a time of 
excitement and anxiety for pupils, but for many children it can be a daunting prospect. New 
surroundings, new friends, new challenges, and new choices are all on offer as the door opens on 
the first days at high school. 

A positive transition can be assisted if they are able to develop new friendships, as this improves 
self-esteem and confidence, they settle early to reduce any concerns or anxieties, they throw 
themselves into schoolwork and new routines, and become comfortable with the school curriculum. 

It is important to remember that every child is different: academically, emotionally, and socially. 

Millie was not able to attend the same high school as her sisters, which must have made the 
transition from primary school to high school even more daunting. However, during the meetings 
with the school nurse she appeared to settle and made a new friend. Unfortunately, she could not 
see her new friend outside school as they lived in different areas. 

The name of her new friend was not noted within the records, which is not unusual. There would 
not be an expectation that the name would be recorded as it was not relevant to the care that was 
being provided. 

The school nurse from Millie’s primary school went to see her at her high school to see how she 
had settled in. Plus, contact was made with the named school nurse for the high school that Millie 
was attending, who was provided with a full brief of the emotional support that Millie had been 
receiving at primary school. 

The process for emotional support that existed at Millie’s new high school was slightly different 
from what was in place at her primary school. The high school had a process where the school 
nurse would hold drop-in sessions for pupils. 

In October 2018, following the brief by the school nurse at Millie’s primary school to the named 
school nurse at her high school, Millie was made aware of the drop-in sessions, but she chose not 
to attend. Nobody made any contact with Millie or made any follow-up enquiries with her to 
establish why she had chosen not to attend the drop-in session. This is not unusual. The decision 
whether to attend a drop-in session is down to the specific pupil.  

There was no other contact between Millie and the named school nurse at her high school. 

Overall, the handover from the school nurse at Millie’s primary school to the named school nurse 
at her high school was good. However, in the circumstances, with everything that was known about 
Millie and taking into account the bigger picture, the increase in the number of underlying risk 
factors, and the emotional support she was receiving, it may have been wise to do at least one 
discreet follow-up, if appropriate, to try to establish why she did not attend the school nurse drop-in 
session. And, to document why or why not a discreet follow-up did not happen. 

Consideration 2 

Within six months, CSAP may wish to consider issuing a reminder to the named school nurse and 
the DSL in each school to work together to review their policy and procedure regarding school 
nurse drop-in sessions, where they exist. As part of this review, they should ensure the policy 
contains information for staff to be more pro-active and professionally curious, if appropriate, when 
a pupil has not attended a drop-in session and to record the reason for the non-attendance. Further 
and where appropriate, consideration could be given to multi agency supervision/case discussion 
between schools and their named school nurse where issues could be identified at the earliest 
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opportunity and any issues brought to the attention of the GP with oversight of family or to trigger 
a home visit. 

3.7 Communication and information sharing -  

The third term of reference is: 

Was the communication and information sharing across agencies and within agencies involved in 
the care and support of Millie effective, timely and well-made. 

In this section, I focus on the value of information sharing within and across agencies and the 
importance of handling of safeguarding material within schools. I have explained the importance 
and value of effective information sharing in previous sections. It is a theme that cuts across many 
of the terms of reference in this review. If all agencies are to work together then there must exist, 
the confidence and a seamless process of information sharing across each agency. It is important 
that safeguarding practitioners have clarity on when and how information can be shared legally 
and professionally to achieve the right balance between protecting sensitive data and ensuring that 
information is shared appropriately.  

Working Together to Safeguard Children 2018 states that effective sharing of information is: 

[…essential for early identification of need, assessment, and service provision to keep children safe; 
also Practitioners should be proactive in sharing information as early as possible to help identify, 
assess, and respond to risks or concerns about the safety and welfare of children; and Fears about 
sharing information must not be allowed to stand in the way of the need to promote the welfare, 
and protect the safety, of children, which must always be the paramount concern.]  

In July 2018, HMG re-issued its information sharing advice for practitioners providing safeguarding 
services to children, young people, parents, and carers, to reflect the General Data Protection 
Regulation and Data Protection Act 2018. This advice states that: 

[The General Data Protection Regulation and Data Protection Act 2018 place greater significance 
on organisations being transparent and accountable in relation to their use of data; however… they 
do not prevent, or limit, the sharing of information for the purposes of keeping children and young 
people safe.]  

Therefore, there is a clear steer that agencies need to be fearless, professionally audacious, and 
pro-active when it comes to lawful and proportionate information sharing with colleagues and 
across agencies to safeguard children. 

In particular, there needs to be a risk adverse culture right across all the statutory agencies 
encouraging the sharing of information, not paralysis brought about by the fear of making a 
mistake. Further, safeguarding practitioners should be risk sensible and recognise that no system 
can fully eliminate risk. And, this needs to be underpinned by support from line managers and 
supervisors within the agency. 

Safeguarding practitioners deal with and manage risk on a daily basis, it is an integral part of their 
core business. Therefore, if the sharing of information instinctively feels right, then they should have 
the courage and the confidence that it is the right thing to do, as a failure to share information can 
have severe consequences for the safety and welfare of children. 

3.8 Handling safeguarding material within schools - When the welfare concerns of a child are 
brought to the attention of practitioners within the school environment the accurate recording, 
cataloguing, and storing of safeguarding information cannot be under-estimated.  



Page 18 of 26 

Therefore, each school should have a robust, clear, and accessible policy and procedure that deals 
with the handling of safeguarding material to ensure it has been properly and consistently 
catalogued and stored.  

And, the system should be searchable and user-friendly, it should be readily available to those who 
need access to it, and it should be easy to share this information with relevant practitioners when 
it is right to do so. 

The system should allow for the easy transfer of information between primary school and high 
school and accommodate a situation where the child moves from one school to another, even if 
this means transferring to a different area or region. In effect, the account should be able to travel 
with the child, so that the new school has a clear understanding around any safeguarding support 
that has been provided to the child in the past. 

It is unclear in this case whether the lack of information sharing was affected by the primary school 
or the high school maintaining a manual paper-based monitoring system for safeguarding 
procedures to accurately record, catalogue and store information, as opposed to an online system 
that is shared instantly with the relevant people immediately and securely. 

3.9 Missed opportunities to share information - In January 2018, agencies contacted dad to inform 
him that Millie had said she wanted to see her GP about her anxiety. However, during the 
conversation dad spoke about taking Millie to see the GP about her hearing. During this contact, 
there was no conversation around the on-going safeguarding support that agencies could provide 
to the family. Also, there were no follow up enquiries made to confirm whether Millie had been 
taken to see her GP.  

Millie was not taken to see her GP. 

Later that month, in a meeting with agencies Millie declared that she had been left alone at the 
weekend with her sisters whilst her dad went to work. It does not appear that this issue was explored 
in any detail, for example: how often did this occur, how long they were left alone or any follow-up 
enquiries with her dad to ascertain the circumstances.   

After Millie’s death, the police made enquiries at her high school to try to get to the bottom of 
whether she was or was not being bullied. In particular, they needed the school to provide 
information about any friends she had made.  

There is no evidence within the records that the school nurse knew the name of the new friend that 
Millie had made. Hence, this information could not be shared with the police. 

Further, it is not known what discussions took place at the school that may have led to identifying 
Millie’s friendship groups. For example, her class teacher or a year head may have been aware of 
new friendships that she had developed. 

Further, taken together the previous family history of safeguarding support, the lack of 
engagement, concerns about home conditions, personal hygiene and appearance and her health 
needs not being met all contributed to an escalation in the support that Millie required and merited 
this being managed by way of a multi-agency response and possibly being brought to the attention 
of the DSL at Millie’s high school. 

It is unclear whether the primary school information regarding the emotional support being 
provided to Millie and her family history of inter-action with support agencies was passed on to 
the DSL as part of the high school entry assessment. 
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At the same time as Millie was reporting problems at home, her sister, who attended another high 
school, was also reporting problems at home. There is no information that there was any contact 
or communication between the two high schools. This may have led to a greater understanding of 
what the home environment was like and may have triggered a home visit. 

The fact that one of her sisters was also receiving emotional and specialist safeguarding support 
was information that could have been shared with agencies to highlight the wider concerns within 
the family. 

Taken together, all these underlying risk indicators could have been linked and considered to allow 
an informed decision to be made on whether to share and raise a referral to Children’s Social Care. 

Collectively, throughout the timeframe of the review where information could have been shared 
across agencies resulted in limited focus on the wider needs of Millie herself. 

In conclusion, there is evidence in this case of some information sharing, which is highlighted in the 
school nurse to school nurse contact, the transition from primary school to high school and reports 
of the minutes following the strategy discussions and case conferences. 

However, information was not shared across agencies sufficiently well enough all the time. 

Consideration 3 

With immediate effect, CSAP may wish to consider issuing a reminder to all the strategic leads of 
each of the statutory agencies around the safeguarding of children to consider reviewing their 
policy and procedure around information sharing. As part of this they should ensure that relevant 
staff have received sufficient awareness, training and are confident around the importance of when 
to share information, what information to share and who they need to share the information with 
across statutory and non-statutory agencies. 

Consideration 4 

Within three months CSAP may wish to conduct an audit across all primary schools and high 
schools to establish how many have manual paper-based monitoring systems for safeguarding 
procedures as opposed to an online system. Those that still have a manual paper-based system 
should be encouraged to move to an online system. 

Consideration 5 

Within three months, CSAP may wish to consider issuing a reminder to raise awareness to all DSLs 
in primary and high schools about the importance of the accurate recording, cataloguing, and 
storing safeguarding material. The DSLs should then share this information with their colleagues. 

Consideration 6 

Within three months, CSAP may wish to consider issuing a reminder to raise awareness to all DSLs 
in primary and high schools about the need for a robust, user-friendly, easy access system for 
recording, cataloguing, and storing safeguarding material that is able to be searched and allows 
information to be disseminated immediately and securely to all relevant safeguarding practitioners, 
where appropriate. 

3.10 Working together  - 

The fourth term of reference is: 

Did all agencies working together provide the best possible support for Millie. 
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In this section, I focus on the value of providing the best possible safeguarding support to a child 
in need. This is very much linked to the previous section around information sharing.  

Working together to safeguard and promote the welfare of local children including identifying and 
responding to their needs is a fundamental responsibility of all practitioners who work within 
safeguarding. 

There is no doubt that Millie received significant support during her life and especially in year 6 at 
primary school from the School Nurse Services. 

However, responding to the breadth of measures necessary to safeguard children is beyond the 
capacity and capabilities of any one agency and requires a single, whole system approach. It is vital 
that all those agencies who are involved in safeguarding children work together based on a single 
picture of the needs and risk to a particular child or children. And, respond using shared capabilities 
that are available to be deployed to ensure the best possible safeguarding outcome is put in place 
and not just one.  

Where there is a breakdown in working together and where agencies work in individual silos, they 
are unsighted to the prospects of a child needing support tailored to their specific needs across a 
multi-agency platform.  

In this case, there were enough underlying risk indicators starting to emerge for other agencies to 
consider putting together a holisitic multi-agency plan to provide Millie with an appropriate and 
proportionate level of support.  

However, on this occasion the lack of working together and agencies working in individual silos 
resulted in a limited focus on the wider needs of Millie herself. 

3.11 Identifying need and risk -  
The fifth term of reference is: 

Did agencies identify the level of need and risk to Millie and was there any consideration of the 
effects on her of abandoned child syndrome. 

In this section, I focus on the value of identifying the appropriate level of need for Millie. 

3.12 Needs and risk assessment - The Lancashire Continuum of Need 21  provides help and 
guidance to safeguarding practitioners at all levels, working in the statutory, public, voluntary, and 
independent sectors who work with children, young people, and families. 

It allows practitioners to identify levels of need and risk using risk indicators related to outcomes. 
And, provides a clearer and more aligned framework for assessing and responding to need and 
risks at the appropriate level. 

Throughout the entire time that Millie was receiving emotional support in year 6 at her primary 
school the Continuum of Need was considered at level 1 - single agency assessment.  
 

 
21 Pan-Lancashire Continuum of Need is as follows: level 1 Universal - single agency assessment (needs and risks are met through universal services 
or simple specific agency response; level 2 Early Help - CAF Lead Professional/Early Help Common Assessment Framework/EHA (evidence of some 
unmet needs and low risk. Targeted service provisional CAF/TAFEHA); Level 3 Statutory CIN - Children’s Social Care Lead Professional Children’s 
Social Care Single Assessment (higher levels of unmet needs and medium risk. Children in Need [CIN] sec 17 Children Act 1989); Level 4 Statutory 
CP - Children’s Social Care Lead Professional Children’s Social Care Single Assessment (significant unmet needs and high risk. Sec 47 child 
protection plan and looked after children). 
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In January 2018, Millie told agencies that she was planning to see her GP about her anxiety. The 
school nurse contacted her dad to obtain consent from him to continue providing emotional 
support. They spoke about her anxiety and low mood, but he then stated that he was going to take 
Millie to see their GP about her hearing.  

Come what may, Millie’s dad did not find time to take her to see the GP. This was an opportunity 
to discuss the offer early help to support dad in providing for her needs. Hence, in the early part of 
2018, there were underlying risk indicators starting to emerge to indicate that Millie’s life was 
beginning to unravel. 

This situation did not improve and there was some evidence of further unmet needs with the 
underlying risk indicators increasing, for example: concerns around the state of the home; her 
anxiety and stress; her loneliness; issues of being hungry; poor personal hygiene; lack of access to 
health care services; a single parent carer struggling to prioritise the needs and safety of his children 
over his own emotional needs; being left alone without any parental supervision; a child who has 
to fend for herself, a parent who was absent and the absence of a role model in the house. 

Taken together, the increase in the underlying risk factors raised the threshold for intervention on 
the Continuum of Need. So much so, the issues impacted on Millie’s well-being, meaning her basic 
needs were not being met. Therefore, consideration needed to be given to offering support of 
more than a single agency response. Also, it merited greater information sharing across agencies. 

In July 2018, at the end of her last term at primary school until she started at high school in 
September 2018 all contact with support agencies stopped. It is unclear whether this was a 
conscious decision with supported rationale or not. 

Further, the ‘notification of child protection concern’ referral following her teacher identifying in 
her schoolwork a welfare concern supported the emerging underlying risk factors. What Millie 
wrote was extremely worrying. What Millie had written seemed to echo what was happening in her 
life and it seemed as though it was a cry for help; it merited an executive response from the school 
and an action plan to address this concern and the increasing number of underlying risk factors. 

This happened at an extremely busy time of year, the day before the school finished for the 
Christmas period. During the Christmas break Millie was not contacted or provided with any 
support. It is unclear whether this was a conscious decision with supported rationale or not. 

Therefore, in this case the offer of ‘early help’ (level 2) or ‘Child in Need’ (level 3) and the 
involvement of a multi-agency approach was worthy of consideration. This may have involved more 
specific contact with the family and triggered a home visit, which would have highlighted the family 
living environment and further emphasised the need for a multi-agency support and intervention. 

3.13 Abandoned child syndrome - Abandoned child syndrome is a proposed behavioural or 
psychological condition that results primarily from the loss of one or both parents or sexual 
abuse. Abandonment may be physical (the parent is not present in the child's life) or emotional 
(the parent withholds affection, nurturing, or stimulation).22 

Millie had experienced both in her short life. 

 

 
22 Henley, Arthur. "The abandoned child." "Deviancy and the family". Ed. Clifton D. Bryant and J. Gipson Wells. Philadelphia: F. A. Davis, 1973. 199-
208. 
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Parents who leave their children can cause psychological damage to the child. This damage is 
reversible, but only with appropriate assistance. The symptoms can be physical or mental. When 
children are raised without the psychological or physical protection they need, it can cause 
unimaginable pain. For example, low self-esteem, a feeling of worthlessness, poor sleeping, anxiety, 
stress, and loneliness. 

Mum being estranged from Millie, the removal of dad’s long-term partner from her life, her sister 
leaving home to go and live with their mum, the loneliness she felt at home, her impression that 
her sisters did not like her, her untreated anxiety and stress, her poor personal hygiene and 
appearance were all underlying risk indicators that she needed greater multi-agency safeguarding 
support.  

It is easy to be wise with hindsight, but all practitioners who can provide safeguarding support 
should be able to spot specific risk indicators and respond to them in a timely and effectively 
manner. Part of this response is to escalate and de-escalate cases up and down the Continuum of 
Need scale, as appropriate. The importance of this should never be under-estimated. 

Consideration 7 

Within six months, CSAP may wish to consider conducting an audit of several cases, selected at 
random, to scrutinise decisions and support the intervention offered across the Continuum of Need. 
As part of this they should be satisfied those safeguarding practitioners are confident enough to 
escalate and de-escalate cases up and down the Continuum of Need scale, where appropriate, to 
ensure that children are receiving the proper level of safeguarding support.  

3.14 Supervisor/management involvement in cases -  

The sixth term of reference is: 

At the appropriate stages, were the line managers/first line supervisors and managers involved in 
the critical decision-making in the care and support of Millie, where they should have been. 

In this section, I focus on defensible decision-making, involvement, support, and interventions from 
first line supervisors and managers across agencies. 

It is crucial that safeguarding practitioners are supported through effective supervision to ensure 
that decisions about children are made according to the guidance contained in Working Together 
to Safeguard Children. And, safeguarding practitioners should be given time to complete 
assessments and have access to supervisors to quality assure, where appropriate, the decisions they 
make.  

Supervisors and line managers can provide huge support around information sharing, for example, 
advice should be sought from them if there is any doubt about sharing the information concerned, 
without disclosing the identity of the individual, where possible. 

In this case, following the linked series of and the increase in the number of underlying risk 
indicators, the decision-making process may have been made easier if advice had been sought 
from a supervisor or line manager. 

3.15 Information gathering - 
The seventh term of reference is: 
Was all critical information obtained from key individuals in a timely and effective manner. 
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In this section, I focus on the gathering of information from people who may have been able to 
assist in establishing whether there was any validity in the information contained in the note left by 
Millie, which mentioned that she and her friends were being bullied. 

The sudden unexpected death of any person demands a thorough investigation to the highest 
standards; a sudden unexpected death in childhood is no exception. Every sudden unexpected 
death in childhood is tragic, especially when an 11-year-old feels her life has become so intolerable 
that she takes her own life. 

It is important to remember with child deaths, there needs to be a careful balance between 
consideration for the bereaved family and the potential of a crime having been committed. 

As soon as the death of Millie was reported, Lancashire Constabulary implemented the Pan-
Lancashire Management of Sudden Unexpected Deaths in Children Policy and commenced an 
investigation. HM Coroner was informed. A decision was made not to conduct a post-mortem. 

Millie’s home was in an appalling state due to ‘clutter’, with bottles of spirits in several rooms, so in 
addition to implementing the Pan-Lancashire Management of Sudden Unexpected Deaths in 
Children Policy regarding the tragic death of Millie, the police commenced a criminal investigation 
for neglect. 

The investigation included examining the scene, speaking with the family, interviewing witnesses, 
making enquiries at Millie’s school, obtaining statements, intelligence enquiries, and securing and 
preserving digital information. 

Throughout her short life, Millie mentioned bullying on two occasions. 

First, upon searching the scene where Millie was found a hand-written note was discovered. The 
note included a suggestion that Millie and her friends were being bullied. 

And second, in the schoolwork Millie completed that resulted in the ‘notification of child protection 
concern’ referral by her teacher, she mentioned being bullied all day long.  

Enquiries at Millie’s high school did not reveal any record of bullying being reported by Millie or 
her friends.  However, Millie’s new friend may have been able to shed some light on whether she 
was being bullied.  

The name of her new friend was not noted within records, nor was there any evidence that the 
school nurse new the name of this pupil. However, after the incident was reported, it is unclear 
what action the school took to establish any friendship group that Millie had developed since 
starting at the school. Hence, the police were unable to speak with the new friend Millie had made 
or fully establish her friendship groups. Plus, it is unclear whether the issuing of bullying was 
discussed with Millie following the ‘notification of child protection concern’. 

Therefore, not all information was obtained and shared in a timely and effective manner. 

So, with regards to the investigation that Millie and her friends were being bullied, the police did 
not find any evidence to support what she had written in the note found at the scene. A file was 
prepared for HM Coroner. 

Regarding the investigation into offences of neglect due to the condition of the house a decision 
was made that no further action would be taken. Hence, the case was closed. 
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4. Conclusion 
The circumstances in any child safeguarding practice review are tragic. 

Overall, the review findings identify that Millie was lonely child who was desperately unhappy at 
home. She felt she didn’t fit in and thought her sisters didn’t like her, which made her vulnerable. 
Also, she was suffering from anxiety and stress, which went untreated. Further, she was in effect 
absent a parental figure in the home as her dad found it difficult to prioritise the safety and welfare 
of Millie over his own emotional needs and work life. 

Throughout Millie’s life, there were numerous inter-actions with agencies including strategy 
meetings and discussions, a Section 17 Child in Need assessment, Section 47 Enquiries and Initial 
Child Protection Conferences involving a range of agencies. There were Child in Need Plans, a Child 
Protection Plan, numerous contacts with School Nurse Services and a ‘notification of child 
protection concern’ raised at her school. 

Most of these inter-actions and processes followed established policy and procedure that key 
agencies had in place to provide the best possible safeguarding support. 

Arranging frequent meetings with Millie to provide emotional support, providing coping strategies 
to manage her anxiety, visiting her at her new high school, supplying a brief to the named school 
nurse at her high school, inviting her to the school nurse drop-in session and providing details of 
‘ChatHealth’ are all examples of the safeguarding support that agencies provided to Millie. 

However, there were some occasions during these inter-actions when practitioners did not 
necessarily make the connection between the increase in the number of underlying risk indicators. 

So much so, the issues impacted on Millie’s well-being, meaning her basic needs were not always 
being met. Therefore, consideration needed to be given around the support being offered to Millie 
and the involvement of more than a single agency response.  

Also, it merited greater information sharing across agencies. 

Generally, there was some evidence that information was shared across agencies throughout 
Millie’s life. However, the management of risk is most effective when it is conducted on a multi-
agency basis where practitioners generously share information and knowledge of children and 
families without restrictions. 

Plus, it is unclear whether the lack of information sharing was affected by the primary school, or the 
high school, attended by Millie and her sister, maintaining a manual paper-based monitoring 
system for safeguarding procedures to accurately record and store information, as opposed to an 
online system that is shared instantly with the relevant people immediately and securely. 

Taken together, this manifested itself in a situation that prevented a single, whole system approach 
and resulted in a limited focus on the wider needs of Millie herself. 

Hence, there were several underlying risk indicators to show that Millie’s life was starting to unravel. 
For example, when she reached for support following the completion of the healthy review 
questionnaire, plus concerns around the state of her home, her anxiety and stress, her loneliness, 
issues of being hungry, poor personal hygiene, lack of access to health care services, her 
relationship with her sisters, a single parent carer struggling to prioritise the needs and safety of his 
children over his own emotional needs, being left alone at weekend without parental supervision, 
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a child who has to fend for herself, a parent who was absent, the welfare concern spotted in school 
and not continuing emotional support over the Christmas period and the summer holidays. 

Despite the underlying risk indicators and a long history of multi-agency involvement within the 
family, over many years, the most recent support for Millie remained at a level 1 single agency 
response.  

That said, what cannot be ignored is Millie’s family did not request any safeguarding support from 
any of the statutory agencies in the six months prior to her taking her own life. A different course 
of action may have followed if there had been greater engagement between Millie’s family and 
safeguarding agencies, which may have a triggered a home visit.  

In conclusion, with the lack of engagement between Millie’s family and the safeguarding agencies, 
it is difficult to see how any agency could have predicted or prevented the course of action that 
Millie took on that fateful day. That is not to say that lessons cannot be learnt, not only to 
understand what happened, but also why things happened as they did, as this can help to improve 
safeguarding responses in the future to seek to prevent or reduce the risk of a recurrence of similar 
incidents.  

Hence, there are things to consider and the learning from this review is for agencies to be better, 
be pro-active, and be more audacious at sharing information with partners; to be less risk adverse 
and more risk sensible around working together, not in individual silos; to demonstrate more 
professional curiosity around the effect an absent parent or role model may have on the well-being 
of a child; to think about the bigger picture and adopt a single, whole system approach to needs 
and risk of a child; to be alert to the impact that an increase in the number of underlying risk 
indicators can have on a child and to be able to spot them, and then respond to them collectively, 
as early as possible, even in the absence of any obvious high risk factors; and to have clear 
management intervention and involvement at critical moments. 

It is always likely to be the case that reviews focus on what was found to have gone less well. Whilst 
I have highlighted instances of good practice and what works, I am mindful that I have also 
identified specific areas where lessons can be learnt to promote good and effective multi-agency 
practice. 

The purpose of this report is to assist Partners in embedding the learning within their own agencies 
to improve the outcome for children. 

 

5. Consideration for learning 
I have made 7 strategic considerations for learning in this report based on the analysis of the 
information I have reviewed. For ease of reference, I have drawn them together in a single section 
here. If the considerations from this review are accepted, it is vital that each service share the 
learning points with all relevant staff across their agencies. 

Consideration 1 

Within three months, CSAP may wish to consider issuing a reminder to raise awareness to all 
safeguarding practitioners across the partnership that when considering the Continuum of Need 
for a child their decision-making needs to include a single, whole system approach, which means 
considering all the risk factors, any previous involvement with children’s services and the wider family 
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dynamics, in order that appropriate support may be offered and better outcomes for children may be 
achieved.  
 
Consideration 2 

Within six months, CSAP may wish to consider issuing a reminder to the named school nurse and 
the DSL in each school to work together to review their policy and procedure regarding school 
nurse drop-in sessions, where they exist. As part of this review, they should ensure the policy 
contains information for staff to be more pro-active and professionally curious, if appropriate, when 
a pupil has not attended a drop-in session and to record the reason for the non-attendance. Further 
and where appropriate, consideration could be given to multi agency supervision/case discussion 
between schools and their named school nurse where issues could be identified at the earliest 
opportunity and any issues brought to the attention of the GP with oversight of family or to trigger 
a home visit. 

Consideration 3 

With immediate effect, CSAP may wish to consider issuing a reminder to all the strategic leads of 
each of the statutory agencies around the safeguarding of children to consider reviewing their 
policy and procedure around information sharing. As part of this they should ensure that relevant 
staff have received sufficient awareness, training and are confident around the importance of when 
to share information, what information to share and who they need to share the information with 
across statutory and non-statutory agencies. 

Consideration 4 

Within three months CSAP may wish to conduct an audit across all primary schools and high 
schools to establish how many have manual paper-based monitoring systems for safeguarding 
procedures as opposed to an online system. Those that still have a manual paper-based system 
should be encouraged to move to an online system. 

Consideration 5 

Within three months, CSAP may wish to consider issuing a reminder to raise awareness to all DSLs 
in primary and high schools about the importance of the accurate recording, cataloguing, and 
storing safeguarding material. The DSLs should then share this information with their colleagues. 

Consideration 6 

Within three months, CSAP may wish to consider issuing a reminder to raise awareness to all DSLs 
in primary and high schools about the need for a robust, user-friendly, easy access system for 
recording, cataloguing, and storing safeguarding material that is able to be searched and allows 
information to be disseminated immediately and securely to all relevant safeguarding practitioners, 
where appropriate. 

Consideration 7 

Within six months, CSAP may wish to consider conducting an audit of several cases, selected at 
random, to scrutinise decisions and support the intervention offered across the Continuum of Need. 
As part of this they should be satisfied those safeguarding practitioners are confident enough to 
escalate and de-escalate cases up and down the Continuum of Need scale, where appropriate, to 
ensure that children are receiving the proper level of safeguarding support. 
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