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Introduction

This briefing focuses on the key learning points from the case of Sara Sharif’s death, based on the published
Child Safeguarding Practice Review (CSPR).

The CSPR, was carried out independently and had several key findings and recommendations both nationally
and for local safeguarding partnerships to consider.

Safeguarding Failures at the Front Door

Initial referrals into Social Care “front door” failed to identify Sara’s risk of abuse. Expected robust
safeguarding processes were not followed. Information gathering and assessment was not adequately
triangulated and response to the presence of bruising alongside inconsistent explanations. Sara’s “voice
“expressed through her change in demeanour was not heard.

Cultural Barriers

The Review found a notable lack of consideration given to Sara’s race and culture and how her dual Polish/
Pakistani heritage may have impacted at various stages of her life. The use of an interpreter for Sara’s mother

was almost non existent and in private law proceedings this had a negative impact on her ability to be heard
and contribute.

Information Sharing:

Work across health, social care and education did not take a consistent whole family approach or fully bring
together relevant information, including previous involvement and knowledge of the wider family. This was
affected by staffing pressures and uncertainty about what information could be shared, and about the roles
and responsibilities of other safeguarding professionals. There were instances where individual practice did not
conform with practice expected by the agency, and management and supervision systems did not provide the
necessary oversight, challenge and support.



Full Report

You can access the full Child Safeguarding Practice Review here: https://surreyscp.org.uk/wp
content/uploads/2025/11/SS CSPR SSCP Report for publication 13.11.25.pdf



https://surreyscp.org.uk/wp-content/uploads/2025/11/SS-CSPR-SSCP-Report-for-publication-13.11.25.pdf
https://surreyscp.org.uk/wp-content/uploads/2025/11/SS-CSPR-SSCP-Report-for-publication-13.11.25.pdf

	Introduction
	This briefing focuses on the key learning points from the case of Sara Sharif’s death, based on the published Child Safeguarding Practice Review (CSPR).
	The CSPR, was carried out independently and had several key findings and recommendations both nationally and for local safeguarding partnerships to consider.
	Safeguarding Failures at the Front Door
	Initial referrals into Social Care “front door”  failed to identify Sara’s risk of abuse. Expected robust safeguarding processes were not followed. Information gathering and assessment  was not adequately triangulated  and response  to the presence of...
	When Sara was withdrawn from school to be educated at home, national legislation and guidance provided a context where there was no requirement for a formal discussion between parents and professionals, even though she had a history of extensive invol...
	Work with the father as a domestic abuse perpetrator was not properly included in childcare assessments or plans. The ongoing and repeated nature of his abuse towards his family was not fully recognised after the second set of care proceedings. Attend...
	Cultural Barriers
	The Review found a notable lack of consideration given to Sara’s race and culture and how her dual Polish/ Pakistani heritage may have impacted at various stages of her life. The use of an interpreter for Sara’s mother was almost non-existent and in p...
	Full Report
	You can access the full Child Safeguarding Practice Review here: https://surreyscp.org.uk/wp-content/uploads/2025/11/SS-CSPR-SSCP-Report-for-publication-13.11.25.pdf



