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Birmingham Safeguarding Children Board 
 

Formal Response to Serious Case Review 
 

Keanu Williams  
 
 

Introduction: 
 
The Birmingham Safeguarding Children Board (BSCB) received the 
Independent Serious Case Review into the death of Keanu Williams on Friday 
20th September 2013. It was received with profound sadness and deep 
sympathy for Keanu’s siblings and extended family members.  
 
This short report sets out BSCB’s response to the report and the outcome of 
the Board discussions that took place. 
 
The Board extended its thanks to the SCR Panel Chair and Author for their 
Independence, rigour and determination in holding the system to account for 
what happened. 
 
Additional Learning 
 
It became very clear from the discussion that whilst the report contains some 
clear learning points, there are others for the Board to consider and take 
action to address.  
 
The primary learning point for the Board is a continued failure across 
agencies to see, hear and respond to the child in the context of their life 
experiences at any one point in time. It is more than a matter of professionals 
asking a child what they want or what happened. It is for professionals, 
regardless of their professional backgrounds to see the child ‘as if they were 
their own’ and ask themselves whether what they see and hear is acceptable 
to them and act accordingly. 
 
The second learning point is that it is absolutely clear that if everyone had 
known what everyone else knew there may have been a very different 
outcome. Evidence tells us children are best protected when there are local 
networks of competent confident professionals working together to share 
information about a child. They build relationships between each other, share 
responsibility for the situation, critically challenge and assess the information 
they have and plan action collectively to support children and their families.   
When there is a clear risk of significant harm they act decisively to protect 
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children. This was clearly not the case when Keanu died and is still too often 
not the case in Birmingham.   
 
The third is that there needs to be a relentless focus by middle and senior 
managers in every organisation on the quality of frontline practice, on the way 
in which frontline staff are directly managed and supported by first line 
managers and a clear understanding at every level of each organisation about 
how good practice is.  
 
To do their best for children, staff need to be empowered and supported to 
use their professional experience and exercise professional curiosity and 
rigour.  They should be free to make judgements, accept responsibility for 
those judgements, to apply consistent standards to their practice and to be 
held to account when they fall short. They also need clear simple frameworks 
and protocols governing the processes they must follow, rather than the 
complex bureaucratic procedures currently in place, with strong expectations 
that they will comply with these.  
 
This also requires excellent practice skills, knowledge and understanding in 
first line managers (sergeants, team managers, senior health visitors, head 
teachers, designated clinicians etc) to provide the degree of support and 
supervision staff need, coupled with clear expectations. There needs to be a 
major focus on ensuring, in each organisation and on a multi-agency basis, 
that our frontline managers are trained and supported to do this well.  
 
The fourth is that the system not only failed Keanu and his siblings, it failed 
his mother. Rebecca was a looked after child herself, and the Council was her 
corporate parent. The way she failed to parent her own children was a 
reflection of the poor, insufficient and inconsistent support she was given. 
 
Fifthly it is clear that the use of a child’s story (a key facts chronology or 
similar) is not being treated as central to practice when new referrals are 
received, concerns are expressed or new individuals become involved. As a 
consequence for Keanu each incident was seen in isolation and everything 
‘started again’. There needs to be an unequivocal expectation that for every 
discussion that takes place about a child the professionals involved know 
what has happened before.  
 
The sixth point is that there was a cultural failure to assertively pursue 
concerns, take action, argue with colleagues and escalate those concerns 
when others did not agree about the degree of concern requiring social work 
intervention. As a consequence things did not happen. The principle of ‘never 
do nothing’ was not applied. It is essential that where there is a concern about 
a child, professionals should ensure action is taken to provide at a minimum 
extra interest in and support to a family regardless of whether statutory 
intervention in terms of whether a formal child protection investigation has 
been initiated or not.   
 
Finally it is also clear that the evidence has shown that many professionals do 
not always have the core skills around working with parents who may be 
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falsely compliant, non compliant or deceptive and a multi-agency programme 
to train staff and support them to develop those skills is clearly required. 
 
Decisions 
 
The Report was accepted unconditionally by the Board and the 
recommendations all accepted without reservations. The Board expressed its 
regret that much of what was found reflected the same issues as other SCR’s 
in Birmingham and nationally.  
 
The Board agreed that the additional learning requires careful thought in 
terms of developing a multi-agency organisational development programme 
 
The Board also noted that there are still a number of incomplete SCR’s from 
the same period of time in Birmingham which have yet to be considered and 
heard that the same key issues of communication and information sharing, 
multi-agency relationships and practice, start-again responses to families, and 
a failure to exercise professional curiosity and assertiveness when working 
with families appear in those too.    The Board noted that the Ofsted 
Inspection findings also reflect the same concerns and failures. This confirms 
what we must use, as a Board, to inform us about what we need to do and 
achieve through our shared improvement programme.  
 
The Board noted that there was clearly a significant dislocation between the 
commitment of Board members to change and the achievement of real and 
sustained change at the front line across all partner agencies. They 
expressed concern about the degree of collective responsibility and 
engagement of their own and each other’s organisations (despite the attention 
being paid to it at Executive level) in focussing on the quality of safeguarding 
practice and services to support children’s welfare. This is a matter of serious 
concern for the Board and the Chief Officers of all the statutory partners and 
will form the focus for its work over the next 6 months 
 
The Board acknowledged its moral as well as professional responsibility as a 
Board, and on behalf of each of the agencies represented, to drive forward 
with determination and commitment, major organisational, cultural and 
transformational change to the way in which statutory partners work together 
to safeguard children and promote their welfare.  
 
The Board agreed to hold an extraordinary Board Meeting as soon as 
possible to consider how best to drive this forward and to address the 
additional learning identified through the discussion. The Board also agreed to 
monitor progress in implementing change at board level using the learning 
from Keanu’s sad death as the test against which progress is assessed. 
                
Action already underway to address key learning includes 

• Revisions to the ‘What to do if you are concerned about a child’ leaflet 

• The changes made to the process of referral, and guidance on how to 
make a good referral 
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• The development of a simple guide to managing professional 
disagreements when concerned about children (an escalation and 
challenge process) which will be distributed in early October 

• The Right Time Right Service model of intervention 

• The development of a protocol, principles and practice standards for 
attendance at child protection case conferences 

• A new Strengthening Families Model of child protection case 
conferences to be introduced late October 2013 

• The Establishment in October of a Practitioners Reference Group to 
the Board, when a cross section of frontline staff can meet with the 
Independent Chair on a monthly basis 

 
 

 
Jane Held 
Independent Chair 
27th September 2013 


