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In 2015, Harry died after being stabbed.
There was a joint review that looked at
what happened.
This was a Domestic Homicide Review and
a Safeguarding Adult Review.

A review is when you look at how
something went. A review also looks at
how you can make things better next time.

Harry had a learning disability and lived
independently in supported living.

Harry used social media to meet new
people. Social media is things like Facebook,
Instagram or Snapchat.  He might not have
known the risks of doing this.

Harry was sometimes in a relationship with
Karen. He thought he might have been the
father to her unborn baby. Karen was also
in a relationship with John.
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Before Harry was killed, staff from different
services had become aware of problems
between Harry and Karen and John.

Karen and John have been found guilty of
killing Harry.

This information looks at what we can learn
from the Review. Staff and services need to
try and stop this happening again.

Harry was known to lots of different services.
They looked after his care needs and made
sure he was safe.

Someone was always looking out for
Harry but services could have talked to
each other more.

Staff looked after Harry in a person centred
way. They understood that Harry needed to
make choices for himself.
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Information was given to Harry in a way that
he would understand.

There were 13 recommendations from the
review. A recommendation is an idea about
the best way to do something.

Here are some of the recommendations
from the review.

Staff and services had Safeguarding
Meetings about Harry. Safeguarding is about
protecting people from damage and harm.

Services made a plan about how to keep
Harry safe. This plan should have been given
to all the staff that worked with Harry.

Karen was moving from children to adult
services. Staff and services needed to think
about how this would affect Karen’s life.
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Some meetings about Harry had stopped.
This was because there were other meetings
being held about how to keep Harry safe.

Before these meetings stopped they should
have worked together to keep Harry safe.

John had mental health needs and was
known to Mental Health Services.

There were no services in charge of John’s
care. John was not getting all the help and
support he could have.

There are now new meetings that could
have given John better help and support.
These meetings will help people like John in
the future.

Harry’s understanding about what was
happening was checked twice.
Harry’s understanding was not checked
again, after staff knew he was being abused
by Karen and John.
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Problems about Harry, Karen and John were
not looked at together. This meant that
no one saw everything that was going on.

Services should look at how they can share
information better to protect people.

Progress of reported safeguarding should be
checked regularly to see what is being done.

All services should share information that is
relevant about everyone involved.

Safeguarding plans and risk assessments
should be checked and updated regularly.
This should happen more often if a person’s
situation changes.

Social media (like Facebook) is an important
part of young people’s lives. Services should
support people to use social media safely
and talk about the risks.
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Services should have a social media policy
and training for staff. Staff would then know
how to support people to use it safely.

Staff and services should think about people
who are vulnerable. Someone who is
vulnerable in one part of their life, might be
vulnerable in other parts too.

For example someone might be vulnerable
with money. They might also be vulnerable
to mate crime.

For the full report on Harry’s death please
go to:
http://www.bcpsafeguardingadultsboard.com/upl
oads/7/4/8/9/74891967/joint_sar_and_dhr_final_r
eport_into_the_death_of_harry.pdf

http://www.bcpsafeguardingadultsboard.com/uploads/7/4/8/9/74891967/joint_sar_and_dhr_final_report_into_the_death_of_harry.pdf
http://www.bcpsafeguardingadultsboard.com/uploads/7/4/8/9/74891967/joint_sar_and_dhr_final_report_into_the_death_of_harry.pdf
http://www.bcpsafeguardingadultsboard.com/uploads/7/4/8/9/74891967/joint_sar_and_dhr_final_report_into_the_death_of_harry.pdf
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To report a Safeguarding Concern or in
an emergency situation.

Call: 01202 454979

Email: caredirect@bcpcouncil.gov.uk

Call: 01202 633902

Email: sshelpdesk@bcpcouncil.gov.uk
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Call: 01202 261015

Email:
bcpsafeguardingadults@bcpcouncil.gov.uk

Address:
BCPSAB, c/o Adult Social Care - Services,
Room 1,
Civic Centre,
Poole
BH15 2RT

This document follows the European standards for
making information easy to read and understand.

© European Easy-to-Read Logo: Inclusion Europe.
More information at www.easy-to-read.eu

Easy read design by: People First Forum

Made with photosymbols.


