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What to expect from this learning

Session 1
Whole family working and mental health needs 

Why are we here?

What did we learn: why does it  matter  

 Adult mental health needs 

Group activity and reflection 

Session 2: 
Suicide and homicide in parent carers  

Group activity and reflection 

Practice themes to make a difference 

Q&A with Panel: Next Steps 

Comments and reflections 

 Useful information 



Learning outcomes 

Reflect on Yvonne 
and her mother’s life 

systemically.

Strengthened 
collaboration and 
communication 
between adult 
mental health 
services and 

children's services.  

Improved 
understanding of the 

factors that 
influence suicide 
and homicide in 

family carers and 
what can be done 

preventatively. 

Improved 
parent-carer 

assessments that 
work across adult 

and children's 
services, which fully 

appreciate the 
emotional impact of 

caring for children 
with long-term 

complex needs.



Why are we here?

To acknowledge and honour the lives of Yvonne and her 
Mother, and to share the findings and multi-agency learning 

from their tragic loss. 



Why do we
Undertake 
LCSPR?
The purpose of child safeguarding practice reviews: Practice reviews | Salford 
Safeguarding Children Partnership
 

https://safeguardingchildren.salford.gov.uk/professionals/practice-reviews/
https://safeguardingchildren.salford.gov.uk/professionals/practice-reviews/


What has 
happened 

What could 
have been done 

to prevent 
abuse and /or 

neglect? 

Is there 
typicality in the 

contextual 
factors & 

responses of 
agencies? 

What changes 
to the way in 

which agencies 
operate could 
help to prevent 
abuse/neglect 

Have agencies 
changed their 

practice 
because of this 

learning? 

The Learning System 

April 2019 Practice Guidance CSPRP



Understanding the family 
Yvonne was an only child who lived with her mother, who was her primary caregiver.

She had no contact with her father

Her maternal grandmother was an important part of her life

The family were of Polish-Italian heritage

Yvonne had a rare genetic condition resulting in complex physical, sensory, and 

learning needs, which meant she was identified as having a disability

Yvonne was entirely dependent on her mother for daily care and support, and a 

comprehensive multi-agency care package was in place.

Yvonne attended a special school full-time and had an Education, Health, and Care 
Plan (EHCP)



What did we learn?
Why, and what does it mean for practice?

Thematic analysis
1 

How was Yvonne's 
voice and lived 

experience 
understood?

2 
The effectiveness of 

multi-agency support 
across adult and 

children's services

3  
Understanding parental 

mental health. 



Yvonne’s lived experiences 
Yvonne was described as a smiley, playful little girl with a sense of 
humour who found joy in her interactions with familiar adults, 
particularly her mother 

Yvonne was well-loved and was making good developmental progress.

Her mother’s care was central to her well-being.

Strength-based records focused on Yvonne as a child first

Professionals showed warmth, care, and strong relationships 

There was evidence of enduring relationships with Yvonne, particularly 
with health professionals and the school   



Yvonne’s Mother’s lived experiences 
Professionals recognised mother’s strengths and care of Yvonne

They recognised the ‘burden of care’ 

Concerns about her mental health and suicidal thoughts led to a multi-agency 
Child Protection Plan (Emotional Harm)

A Carer’s referral was made, but not progressed

The GP was persistent in referrals to adult mental health services for 
assessment 

Limited family/community support due to disengagement. 

A comprehensive support package was in place.

Mother shared her 

feelings of 

loneliness. She 

was conflicted 

about her role as a 

carer, and that 

nothing would 
change for her



What does this mean for practice?
Importance of parent carer assessments that:
Understand the parental experiences of caring for children with 
complex and long-term needs- ‘burden of care’
Appreciate the psychosocial and physical impact on parent 
carers 
Consider how these feelings may have contributed to the 
mother's feelings of shame, consequent isolation, and internal 
challenges 

Key 
Learning 

 Point 1 
Parent carers of children with 
complex needs face 
increased mental health 
risks, including suicidal 
ideation.

Parent carers must be 
prioritised in suicide 
prevention strategies. 



Multi-agency support  across adult 
and children’s services 

Strong information 
sharing across CSC 
health, education, 

and GP

Prompt action was taken 
in response to initial 

concerns about 
maternal mental health

Family supported 
through a multi-agency 
Child Protection Plan



Multi-agency support  across adult and 
children’s services 

Case closures despite ongoing mental health concerns

No adult mental health input into child protection processes

Confusion over consent, differing interpretations of information-
sharing

Risk assumed reduced by referral alone

Inconsistent engagement meant uncoordinated, overlapping 
voluntary interventions

Poor 
communication 

pathways between 
adult mental health 

services and 
children’s services 

mirror national 
learning



What does this mean for practice? 

Consistent, purposeful multi-agency information sharing

Shared understanding across adult and children’s services of the 
causal factors affecting parent carers, and the impact on Yvonne 

Clearly understood adult mental health support pathways

Greater curiosity about who’s involved and what they know

Whole-family approach but understanding that this can 
unintentionally increase feelings of entrapment and risk for the 
parent carer

Key 
Learning 

 Point 2 
Developing a child-
centred approach within 
a whole family focus 



Understanding 
parental mental 
health 



Understanding parental mental health 
There were some immediate responses to mother’s suicidal ideation  

The threshold for detention was not met, and mother declined 
assessment and support

There was a lack of clarity about the mental health referral  pathways

Referrals were triaged by adult social care and the community mental 
health team, but there was limited exploration of the family situation

Issues of consent were misunderstood 

Assessment of mother’s mental health was undertaken in isolation

Mother self-reported her progress to children’s services - no 
triangulation   

Key 
Learning 

 Point 3
Recognise the importance 
of conducting a holistic 
assessment that includes 
family history, child 
vulnerabilities, adult 
needs, and the 
complexities of the 
parent-carer role



What does this mean for practice? 

Although mother didn’t meet the criteria for complex mental 
illness, her mental well-being was significantly impacted by 
her role as a parent carer.

Mother's view was that mental health services were not 
meeting her needs.

This led to repeated disengagement from services, which 
was neither explored nor fully known.

Key 
Learning 

 Point 4
It is important to 
understand the specific 
risks faced by parent 
carers, and to implement 
proactive strategies that 
promote safety and build 
resilience.



What do we know ?

Filicide-suicide is rare; only a few involved parents were under 
mental health care

 Suggesting either an absence of severe mental health issues or 
that they had not sought help

Consideration of suicidal ideation in parent carers must reflect the 
impact of complex and long-term care responsibilities

Suicidal ideation must be recognised as a risk for homicide, 
when a parent wants to die but does not want to leave their 
child behind

Recognise that even 
good, caring 

parents 
can kill their 

children, and 
indeed, for some 

parents,  death may 
feel like the ultimate 

act of care



Adult  mental  
health services  
Learning 
from Child Yvonne 
Helen Williamson 
Safeguarding Families Lead 
Greater Manchester Mental Health NHS Foundation Trust 



Mother –Mental health diagnosis?

Mother did not have a mental health diagnosis on her 
clinical records. 

Her distress and depression were seen as contextual 
i.e., mental and emotional well-being issues in the 
context of challenging circumstances.



Referral pathway 
Referral pathway for mental health services in Salford 

GP is always the first port of call 

GP refers to the Referral and Assessment Hub

The hub triages the referral 
• Living Well
• CMHT



GMMH – internal review 
Think Family strengthened in revised SOP

Team senior social worker to connect children and family teams to improve joint working and 
relationships

Structured notes to include a prompt to record and consider other services involved with the 
adult/ family

Professional curiosity at the point of referral and assessment 

• Professional curiosity training was developed by the division for community teams 

• Learning from Patient Safety Event 'Risk Formulation & Professional Curiosity' event 
held

Safeguarding Families Lead Role



What should have happened? –Learning 

A Think Family perspective - what risk looks like in a child’s life.

Knowing who is working with a family. Mental health services should have informed children’s 
social care that they were involved and, when they were discharged, mum.

They should have been invited and involved in child protection meetings. Their information 
was crucial

Safety plans, risk assessments and care plans (adult and child/ family) should be dynamic - 
developed and reviewed frequently and jointly

What did mother need? The voice of the adult. Are interventions working? If not, why not? 



Mind the gap: tabletop activity  

Use the Ecological Systems theory and Yvonne Timeline to support your 

discussions about whole family working.

1. Identify where support and systems helped Yvonne and her mother?

How were the adult mental health risks understood? What got in the 

way? 

2. How did mother’s mental health influence interactions across systems? 

3. Tell us what could be improved and how? 



Microsystem (immediate environment)
This is the child’s daily life: their family, school, 
and healthcare. These are the people and places 
the child interacts with directly.

Mesosystem (professional connections) 
This involves how professionals work together; 
for example, how school staff talk to social 
workers or how health professionals share 
concerns with family support services.

Exosystem (broader contexts)
These are things that affect the child indirectly, 
such as decisions made by professionals (e.g., 
GPs, commissioning providers) and local 
processes that impact the family, even if the child 
isn’t directly involved.

Macrosystem (wider social, cultural and 
political environment). This includes society’s 
values, laws, and policies, such as how we view 
disability, ethnicity, carers, and child protection, as 
well as what support is available for families' facing 
challenges.

Chronosystem: How 
time, life events change 
over time and affect a 
child’s development and 
well-being 





Understanding the 
Evidence on Suicide 
and Homicide in Carers
Dr Siobhan O’Dwyer

Associate Professor of Social Care 

University of Birmingham 
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Putting These Deaths in Context

Other groups of unpaid carers:

of parent 
carers have 
thought 
about 
suicide

41%

Of those:

Two-thirds have thought about 
suicide in the last 12 months

One-third have made a plan to 
kill themselves in the last 12 
months

16% of dementia carers 
25% of mental health carers
17% of cancer carers 
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Risk Factors - Suicide 

Current or pre-existing mental illness
Dysfunctional coping strategies
Dissatisfaction with caring role
Lack of support
Conflict with family or professionals
Entrapment

Also linked to thoughts of homicide…



Risk Factors - Suicide 



Homicide
One homicide each month

Seven distinct types:

Ending Suffering

Burden of Care

Neglect

Pre-Existing Mental Illness

Exploitation

Carer as Victim of DVA/CC

Carer as Perpetrator of DVA/CC





Missed Opportunities

Act on obvious warning signs
Recognise the enormity of the caring role
Recognise the caring role at all
Understand that homicide can occur without a history of abuse 
or neglect
Act on concerns raised by others
Communicate across services



Disclosure

Majority of carers have never disclosed
• Shame
• Stigma and judgement
• Fear

Those who disclosed say nothing changed



Invitations to Ask



More than a parent

https://www.youtube.com/watch?v=4D8JMh41p0M&t=5s


National Issues

Lack of funding for NHS, social care, and SEND
No national Carers Strategy
Carers not recognised in national Suicide Prevention Strategy
No routine data collection
Professionals not rewarded for good practice
Courts & media representation



This Case
Mental health issue vs normal reaction to system problems
Referrals to peer support and social prescribing
Closing cases and failure to meet thresholds
Missed connection between suicide & homicide risk
Section 4 of the Mental Health Act 
Reluctance to ‘punish’ a good mother
Hoping love would be enough



Reflective discussion

How confident would you be to ask a carer about…
• Suicide
• Homicide

What would worry you about, or stop you, asking?
What are you already doing well?
What would you need to take your good practice even further?





Summary learning 
Practice  themes 
to make a 
difference



A blue and green booklet with text

AI-generated content may be incorrect.

Access these resources 
A book with a picture of a child

AI-generated content may be incorrect.

Learning from reviews | Salford Safeguarding Children Partnership

https://safeguardingchildren.salford.gov.uk/professionals/multi-agency-training/multi-agency-learning/learning-from-reviews/
https://safeguardingchildren.salford.gov.uk/professionals/multi-agency-training/multi-agency-learning/learning-from-reviews/
https://safeguardingchildren.salford.gov.uk/professionals/multi-agency-training/multi-agency-learning/learning-from-reviews/
https://safeguardingchildren.salford.gov.uk/professionals/multi-agency-training/multi-agency-learning/learning-from-reviews/
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