
 

Patrick 
Serious Case Review 
May 2016 

 

What emerged was a concerning picture, 
lack of recognition or response to 
indicators of neglect, lack of information 
sharing and referrals leading to a lack of 
assessment and Patrick being invisible to 
a number of key services which were 
well placed to support him.  
 
Patrick’s and James’s needs were not 
fully explored. Patrick’s grandmother’s 
capacity and skills to care for both young 
men at times, left their basic needs (as 
defined by Maslow’s hierarchy of needs), 
unmet. There is no suggestion of wilful 
neglect in this case but there is a 
suggestion that some of Patrick’s care 
needs were not being met by his carers 
and, further, these needs were not 
identified by professionals as Patrick 
requiring additional support and 
services. 
 
Patrick’s death could not have been 
predicted by the professionals who had 
been working with the family.  
 
There is no certainty that any of the 
findings would have made any difference 
to the outcome in this case. 
 
The findings are split into following: 
 
• Assessment in disabled children  
• Lead professional role within health 
• The use of terminology 
• Safeguarding processes 
• Assessments 
• Transition processes 
• The voice of the child. 
 
 

 

Welcome to this Serious Case Review 
(SCR) practitioner briefing to help practitioners 

and their managers understand the key 
messages from the Patrick SCR. This SCR 

complements, and is published alongside, the 
'Thematic SCR'. 

Who should read the SCR? 
Any practitioner and manager whose work 

brings them into contact with children, young 
people and their families. The messages are 
just as important for those working in adult 

services (where service users are parents or 
carers). The term 'children' includes children 

and young people up to 18 years of age. 

Why an SCR? 
Patrick’s death was unexpected he was 17 

years 4 months and had been a well child until 
a month before his death. Patrick and his uncle 

had a rare genetic condition and both were 
cared for by Patrick’s grandmother. There was 
no care package in place for Patrick and his 
health needs were not reviewed regularly. 

Patrick’s transition into adult services did not 
happen as expected. Concerns were raised 
about both Patrick and his uncle’s hygiene. 
Patrick’s grandmother had declined carer’s 

assessments, help and support. A visitor and 
Ambulance staff reported their concerns about 
the home being smelly, dirty, cluttered, and a 

fire hazard. 

Family context 
Patrick had been known to Children’s Services 

as a young child due to neglect whilst in the 
care of his mother. He had been on Child 
Protection Register under the category of 

neglect. This in turn led to him being placed 
under a Residence Order with his maternal 
grandparents, in 2001.Grandmother was 

supported to care for Patrick by her husband 
until his death in 2009. Patrick’s mother and 

grandmother had the characteristics of the rare 
genetic condition. 

 



 
Patrick’s death was unexpected. 
 
The systems in place within Bedford Borough did 
not ensure that all disabled children were having 
their needs assessed or reassessed or receiving 
services designed to meet their individual needs 
throughout their childhoods. 
 
There was no system to identify the lead 
professional within health which meant it was 
unclear who was fulfilling the role for Patrick. 
  
The use of terminology across and between 
agencies was confused as was the use of 
language; this was affecting practice. 
 
The response to all referrals to the MASH was 
not robust, led to confusion within services, 
delays in assessment and limited scope for 
investigation of neglect. 
 
There was no system in place to ensure Carers 
Assessments were being offered and no 
connection between Adults’ and Children’s 
Services when carers were caring for an adult 
and a child. 
 
The systems and processes around transition 
within and between Children’s and Adults’ 
Services in Social Care and in Health were not 
robust nor consistently applied.  
 
The transitions protocol was insufficiently 
detailed to ensure it covered all disabled children 
and young people, including those not in receipt 
of support and services from the CWD team. 
 
The voices of Patrick and his uncle were not 
sought or sufficiently heard by the professionals 
who had responsibilities for them, nor were their 
daily lived experiences known.  

 
 
 

 

 

 

 

 

 

 

What can the BBSCB offer to 

support you in relation to neglect 

and disabled children? 

 
 The published report is available on the 

BBSCB website. It has been written to be 
concise and accessible. We recommend that 
you read it in full. 

 The references listed below are 
recommended as essential reading for those 
providing services to disabled children and 
their families: 
 

 Miller, D., Brown, J. (2014) We have the 
right to be safe: protecting disabled 
children from abuse London: NSPCC. 

 Murray, M., Osborne, C. (2009) 
Safeguarding Disabled Children: 
Practice Guidance London: Department 
for Children, Schools and Families. 

 Ofsted (2012) Protecting Disabled 
Children: thematic inspection London: 
Ofsted. 

 

Our local data is telling us that neglect is a key 
feature in a high percentage of the children that 
local services are supporting. BBSCB are making 
it a priority area for improvement and will shortly 
be publishing a neglect strategy. 
 
For both e-learning and face to 
face training for neglect and 
working with disabled children 
and young people use this link:  
http://www.centralbedscpd.co.uk/safeguardin
g/cpd/default.asp?sid  
 
Also visit our website www.bedford.gov.uk/lscb  
for more information and access to the 
interagency child protection procedures.  
 
The BBSCB business unit can be contacted on 
01234 276512 or email LSCB@bedford.gov.uk  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


