
 

 
 

 
 
 
 

 
SERIOUS CASE REVIEW 

 
Under Chapter VIII  

 
 ‘Working Together to Safeguard Children’ 

 
In respect of the Death of a Child  

 
Case Reference - BSCB/2009-10/1 

 
 
 

What is a Serious Case Review? 
 

Serious Case Reviews shed light on whether lessons can be learned about 
the way local professionals and agencies work together in the light of a child 

death where abuse or neglect are suspected. 
 

Serious Case Reviews are not inquiries into how a child dies or who is to 
blame. These are matters for coroners and for criminal courts. 

 
Serious Case Reviews focus on improving practices that safeguard and 

promote the welfare of children. 
 

Please note; That the report has been subject of redaction to protect the 
identity and privacy of family members and professionals involved in 

this case.    
 
 
 

Report by: Alan Ferguson   
Independent Overview Report Writer 

Presented to BSCB on 15th October 2010 



 

 

Serious Case Review Executive Summary 
     

INTRODUCTION 

 

The purpose of a Serious Case Review is as outlined in Chapter 8 of the 

Working Together to Safeguard Children 2010 Guidance, namely to: 

• Establish whether there are lessons to be learnt from the case 

about the way in which local professionals and organisations 

work together to safeguard and promote the welfare of children 

• Identify clearly what those lessons are, how they will be acted on 

and what is expected to change as a result; and  

• As a consequence, improve inter-agency working and better 

safeguard and promote the welfare of children. 

 

Serious Case Reviews are not inquiries into how a child dies or who is to 

blame. These are matters for coroners and for criminal courts. In production 

of this report, agencies have collated sensitive and personal information 

under conditions of strict confidentiality. Birmingham Safeguarding Children 

Board (BSCB) has balanced the need to maintain the privacy of the child and 

family with the need for agencies to learn lessons relating to practice 

identified by the case and has authorised the publication of sufficient 

information to enable this to take place. The report has been subject of 

redaction to protect the identity and privacy of family members and 

professionals involved in this case.    

 

A decision to undertake a Serious Case Review was made on 12th April 2010 

by Hilary Thompson, Independent Chair of BSCB.  The BSCB identified 

those agencies that had significant engagement with the child and family.    

Agencies were required to secure and review files for the previous four years 

and compile an Individual Management Review (IMR).  These reports 

provided an independent open and critical analysis of individual and 

organisational practice.  The BSCB appointed an Independent Overview 



 

Author and an Independent Consultant to chair a panel of safeguarding 

experts to prepare an Overview Report that brings together and analyses the 

findings from the IMRs.  

 

In addition to the general questions to be asked and analysed by individual 

agencies, the most important issues to address in trying to learn from this 

case were identified in the Terms of Reference in the following priority areas:  

 
a) the impact of drug and alcohol misuse on parenting and the wider 

environment in which the children were living.  The extent to which 

the previous assessments had taken this into account; 

 

b) the issue of safe sleeping for young babies, particularly sleeping 

on a sofa and with an adult who had consumed alcohol; 

 

c) the extent to which violence was a feature of the wider family and 

the impact of this on the children; 

 

d) the rigour of the assessment process, in particular: 

i) whether this took into account Mother’s previous history of self 

harm. 

ii) whether there was challenge to what was stated by the family 

in the context of previous history; 

iii) whether assessments undertaken by all professionals/ 

      agencies were co-ordinated; 

 

e) was there any form of chronology held by any agency that 

documented the key points of the history relating to the family?   

 

In addition, BSCB had noted strong similarities in the circumstances of this 

case and that of a Serious Case Review completed in September 2009.  The 

terms of reference for this case were strengthened to include consideration 

of the recommendations from the previous Review and whether there were 

further lessons to learn. 



 

 

SYNOPSIS 

 

The tragic events in this case unfolded in January 2010, when West 

Midlands Ambulance Service received a 999 call concerning a baby who was 

said to be in a state of cardiac arrest. 

 
Upon arrival the baby was described as “floppy with no pulse or respiration 

and cyanosed”.   The baby was cool to touch and the babygro sleep suit was 

wet. 

 

Resuscitation was commenced by the Ambulance Crew and the local 

Hospital alerted to their imminent arrival. 

 

Despite a further thirteen minutes of intensive activity to resuscitate the baby 

in the Hospital, the baby was pronounced dead at 03.56.  A number of 

factors suggested to the three clinicians involved that the baby was almost 

certainly already dead upon arrival in Hospital.  

The Hospital immediately implemented the agreed protocol for considering 

sudden unexpected deaths in childhood (SUDIC) and a number of 

concerning factors were quickly identified: 

• The baby had been sleeping on a settee with the Father between 

approximately midnight and 03.30 when the baby was 

discovered lifeless; 

• the Father had acknowledged drinking a significant amount of 

alcohol on the evening in question; 

• the reason that the baby’s babygro was wet was that Father had 

urinated while lying asleep on the settee; and 

• there had been a significant issue of domestic violence 

investigated by Police and Children’s Social Care only a month 

earlier. 



 

In view of the circumstances surrounding the death of this child, concern was 

expressed for the safety and welfare of the surviving sibling. 

 

An arrangement was made with the parents whereby the sibling went to live 

with paternal grandmother immediately where the child remained for seven 

weeks until returning to the care of the Mother, who is now separated from 

the children’s Father. 

 
Child protection procedures were implemented to further promote the child’s 

safety and welfare and, since March 2010, these issues have been 

monitored via a formal Child Protection Plan.  

 

 

LEARNING POINTS 

 

Any enquiry that examines the quality of agencies’ involvement with a family 

with the intensity that comes with a Serious Case Review will inevitably 

identify areas where practice could have been better and where different 

actions/decisions might have been reached.  This Review is no exception. 

 

No significant weaknesses have been found in the policies and procedures of 

BSCB but some failings were indentified in the practice of individual 

professionals.  In addition, certain areas have been identified where BSCB is 

recommended to take action to satisfy itself about practitioners’ knowledge of 

and compliance with these procedures. 

 
In summary the key points are: 

• alcohol misuse in parents, particularly young parents, must be 

addressed promptly and robustly by all primary care and social 

care practitioners; 

• information sharing between General Practitioners and Health 

Visitors must remain a priority area for continuous improvement; 

• the BSCB training strategy must continue to address awareness 

raising about the potential impact of alcohol misuse upon 



 

parenting capacity;  

• the quality of initial and core assessments undertaken by 

Children’s Social Care practitioners must be kept under constant 

review by that agency and by the Board itself, as weaknesses in 

this area represent a serious threat to the safety and welfare of 

children subject to such assessments; and 

• the role of fathers and male partners should always be clearly 

established in all assessments concerning the safety and welfare 

of children. 

 
The first three of these bullet points mirror recommendations made to BSCB 

in September 2009 following a Review into the death of a baby in similar 

circumstances.  The Action Plan that accompanied that earlier Review has 

been robustly monitored by the Serious Case Review Group and I have 

received documentary evidence confirming how the various 

recommendations are being implemented in 2010 has been reviewed and 

are therefore the recommendations are not repeated. 

 
The recommendations do not make sweeping changes to policy and practice 

as, in the opinion of the author, no such changes are indicated from this 

Review. 

 
In addition to the above learning points, all the agencies who contributed to 

this Review identified areas where their arrangements for safeguarding 

children could be improved and these have all subsequently been actioned. 

 

SHARING GOOD PRACTICE 

 

The author of the Health Overview Report identified five areas of good 

practice: 

• it is good practice that a GP obtained such detailed information 

from the Mother and appeared to understand the implications for 

the Mother’s health and duly made a referral to the community 

alcohol team. 



 

• the Health Visitor following the death of the baby liaised with the 

GP to express her concerns for the Mother’s health and wellbeing 

giving a detailed history of the factors influencing the Mother’s 

health; 

• A Hospital initiated the SUDIC protocol and completed their 

protocols for a child’s death.  They contacted a number of health 

organisations as recorded in the Hospital’s IMR.  This was 

evidence of good information sharing and sensitivity to the parents 

and family needs at a time of tragic loss;  

• the Ambulance Crew had concerns that the sibling was to be left 

in the care of inappropriate carers and may be at risk of significant 

harm; they completed an appropriate referral to Children's Social 

Care.  

• A Health Visitor discussed home safety and the intention to 

contact a local parish funding stream for provision of a stair gate 

and fireguard for the family, to safeguard the sibling within the 

home with safety equipment. 

 

A Police Officer who completed a ‘safe and well’ check in respect of the 

sibling contacted the toddler group attended by the child to see if they had 

any concerns, this was also now seen as good practice.  

 

CONCLUSION 

 

The baby died because the Father in an intoxicated state, had accidentally 

overlain the baby having fallen asleep on the settee.  The Crown Prosecution 

Service have considered the circumstances carefully and made a decision 

that no criminal charges will be brought against either parent in respect of 

this tragic incident. 

 

The matter therefore has to be considered a sad accident and the questions 

to be answered in this Review concern the information held by agencies 

about the parents misuse of alcohol and, whether that knowledge, in 



 

conjunction with other warning factors about the wider family, should have 

led to more proactive intervention that might have influenced the parents’ 

behaviour and saved this child’s life. 

 
It would be reassuring to have completed this Review and to conclude with 

certainly that the practice of all professionals involved was of a high standard 

but regrettably this is not the case. 

 
Some Health professionals appear not to have understood the significance of 

excessive alcohol use upon parenting capacity and indeed the negative 

impact upon the baby’s organ and nervous system development in the first 

three months of pregnancy. 

 
Information sharing, particularly between different disciplines within the 

Health Service, was in some instances poor, and this is particularly 

disappointing given the many Serious Case Reviews locally and nationally 

that have robustly drawn the attention of professionals to the importance of 

getting this right. 

 
The quality of assessments undertaken within Children's Social Care is also 

an issue that surfaces regularly, and this Review provides two more 

examples whereby Social Workers have failed to complete such work to a 

required standard. 

 
Notwithstanding this and other weaknesses in individual practice identified 

during this Review the Serious Case Review panel concluded that the baby’s 

death could not have been predicted or prevented, a view shared by the 

Serious Case Review Panel. 

 
Despite their parents’ personal problems, both the baby and the sibling had 

developed well and within normal parameters. For the Health Visiting Service 

(who were unaware of the parents’ histories of alcohol misuse) they were a 

family presenting no concerns and receiving only the basic universal service. 

 
Physical conditions within the home were reported to be of a high standard 

and their Father held down a full-time job. 



 

 
While better information sharing and a more robust and challenging 

assessment by either of the Social Workers in 2009, should have led 

professionals to better understand the issues in this case and to offer support 

and advice to the parents, it would be inappropriate speculation to claim that 

such intervention would have saved the baby on that night. 

 
As stated earlier in this report, the circumstances in which the baby died are 

strikingly similar to those of a child whose death was considered by BSCB in 

September 2009.  Indeed many of the learning points from that Review apply 

equally in this case. 

 
Sadly the death of the baby occurred only three months after that Review 

was presented to BSCB and before the recommendations could be fully 

implemented and the learning embedded into practice. 

 
This latest death re-affirms the importance for BSCB and its partner agencies 

of placing substance misuse, including alcohol abuse in parents, near the top 

of their priorities for training and awareness raising.   

 
This Review has highlighted a number of learning points whereby services 

for safeguarding children can be improved and these are reflected in the 

following recommendations 

 

RECOMMENDATIONS 

Recommendation 1: That BSCB seek a progress report from 

Birmingham East and North Primary Care Trust on the rollout and take 

up of the bespoke level 2 training package for GPs (including any 

feedback from participants) in order to assess its impact and comment 

upon progress.  The 30th September 2010 would be the half way point of 

the proposed year for delivery of the package and an appropriate date to 

capture the relevant data.  

 

Recommendation 2: That BSCB seek evidence from South and HOB 

teaching Primary Care Trusts operating in their area to confirm that GPs 



 

are receiving training on safeguarding children issues that equip them to 

recognise the potential impact of alcohol and drug use upon parenting 

capacity. 

 

Recommendation 3: That West Midlands Police reinforce the need to 

notify Probation in the event that Police National Computer checks, 

undertaken in respect of the Joint Screening process for children in 

domestic abuse situations, identify that a party to the domestic abuse 

incident is subject of a Supervision Order.   

 

Recommendation 4: That the BSCB:  

a) review its procedural and practice guidance to ensure that it robustly 

promotes the participation and engagement of Fathers and other 

male partners in any assessment process; and 

b) reviews its multi-agency training programme to ensure that this issue 

is adequately promoted. 

 

Recommendation 5: That Children’s Social Care Services ensure best 

practice in respect of involving fathers/male partners in Initial and Core 

Assessments.   

 

Recommendation 6: The BSCB must ensure that Children's Social 

Care services have in place a robust quality assurance system and 

receive evidence that there is good and improving practice in relation to 

initial and core assessments. 

 

Recommendation 7:  Birmingham Safeguarding Children Board expects 

all agencies that have completed an IMR to implement any internal 

recommendations and to take action where management or practice has 

fallen below expected standards of professional behaviour. 

 

 
 
 



 

1. SERIOUS CASE REVIEW PANEL CHAIR AND MEMBERS 
 

Independent Panel Chair   
 
Anne Binney 
Social Work Consultant   
 

Overview Report Writer  
 
Alan Ferguson 
Three Towers Consultancy 
 

Panel members  
 
Detective Chief Inspector,    :  West Midlands Police 
Assistant Head of Safeguarding,   : Birmingham Children’s 
Services 
Children’s Centre, Executive Head  :  Birmingham Early 
Years 
Designated Nurse (Safeguarding), : South Birmingham 
Care Trust –  

Birmingham PCTs 
 
  
 

 

ENSURING LESSONS ARE LEARNT 

 

The report findings were ratified by Hilary Thompson the Independent Chair of 

the Birmingham Safeguarding Children Board on Friday 15th October 2010.  

All safeguarding Board Members welcomed the report findings and agreed to 

ensure that all recommendations would be fully implemented within the 

agreed timescale.  Birmingham Safeguarding Children Board and Ofsted will 

closely monitor each agencies action to ensure that lessons are learnt from 

this tragic case. 

 

SINGLE AGENCY RECOMMENDATIONS 

 
In addition to the key recommendations, agencies also identified a further 22 

areas for improving their safeguarding arrangements.  These have already 

been fully implemented whilst this SCR was being undertaken. 



 

 

Progress Reviewed – 20th July 2011 

 

 

 

 

Serious Case Review Action Plan in respect of BSCB 2009-10/1 

Date commenced 15th October 2010 

 
The recommendations have been accepted by the BSCB and agencies will ensure that identified action is implemented by 
the agreed target date.  The BSCB will receive quarterly progress reports from named agencies. BSCB and GOWM will 
monitor the implementation of recommendations and audit compliance prior to case finalisation.   

 
Recommendation 
(SMART) 

Agreed by 
Agency Lead 

Action Required by 
Agency 

Implementation 
Lead & Agency 
 

Target date 
for 
completion 

Summary of 
Action Taken & 
Date Received 

DfE, BSCB & 
Ofsted 
Monitoring  & 
Feedback  

SCR Sub-Group. 
Audit, Progress & 
Finalisation date 

Recommendation No 1 
That BSCB seek a 
progress report from 
Birmingham East and 
North Primary Care Trust 
on the rollout and take up 
of the bespoke level 2 
training package for GPs 
(including any feedback 
from participants) in order 
to assess its impact and 

 
Chair of 
Birmingham 
Safeguarding 
Children Board 
 

 
BEN to provide a report 
to BSCB detailing the 
training provided, the 
take-up and any feedback 
from participants.  The 
report should cover the 
period from 
implementation up to 30 
September 2010. 

 

 
Safeguarding 
Lead BEN 
Primary Care 
Trust 
 

 
31/12/2010 
 
 
 
 
 
 
 
 
 

Due to issues 
around GPwSI 
provision for 
BEN PCT 
implementation 
of Level 2 GP 
training 
commenced 
September 
2010. Four 
sessions held in 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Regular 
meetings were 
held with 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 

Red overdue 

Green Pending 

Black completed 

Blue Updated 



 

comment upon progress.  
The 30

th
 September 2010 

would be the half way 
point of the proposed 
year for delivery of the 
package and an 
appropriate date to 
capture the relevant data. 
 

BEN PCT to provide to 
BSCB a report outlining 
evidence of impact of this 
training 
 

 
31/12/2010 
 

Q3 2010-11, 
with further 
sessions 
planned for Q4. 
Figures for 
attendance and 
feedback 
September-
December 2010 
have been 
recorded. 
Evaluation 
complete and 
report compiled. 
Submitted to 
BSCB February 
2011. 
 
Evidence: Child 
Protection Level 
2 Training 
Report 

 
Complete 

GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

process.   
 
Consider Evidence 
for Audit  
1) Training Report. 
 
Reviewed 
31/3/2011 
 
Finalised 
 
 

Recommendation No 2 
That BSCB seek 
evidence from South and 
HOB teaching Primary 
Care Trusts operating in 
their area to confirm that 
GP’s are receiving 
training on safeguarding 
children issues that equip 
them to recognise the 
potential impact of alcohol 

 
Chief 
Executives of 
South 
Birmingham 
Primary Care 
Trust and Heart 
of Birmingham 
Teaching 
Primary Care 
Trust 

 
Each PCT to provide a 
report to BSCB detailing 
the training provided, the 
take-up and any feedback 
from participants.  The 
report should review the 
appropriateness of 
training for substance 
misuse and implications 
for safeguarding of 

 
Safeguarding 
leads for South 
PCT and HOB t 
PCT 
 

 
31/12/2010  
 

HOBt PCT 
Update 
20.12.10 
Named GP 
written to GP 
Practices on 
13.07.10 
highlighting 
safeguarding 
children training 
requirements. 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Regular 
meetings were 
held with 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 



 

and drug use upon 
parenting capacity. 
 
 

 
 
 

children.  It should cover 
the period from 
implementation up to 30 
September 2010 

The revised 
QOF monitoring 
and audit 
process which 
includes 
requirement for  
practices to 
evidence of 
training 
launched at GP 
Protected 
Learning Time 
event on 16

th
 

November 
2010, along with 
training to be 
delivered by 
named GPs 
HOB and South 
 
Letter to GP 
provided as 
evidence. 
 
28.02.11 
Progress 
update.  Level 2 
Safeguarding 
Children 
Training revised 
by Named GP 
January 2011 to 
include impact 
of alcohol and 
drug use on 
parenting 

GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

process.   
 
Consider Evidence 
for Audit  
1) Training Report. 
 
Reviewed 
31/3/2011 
 
Finalised 
 
 



 

capacity.  
Named GP has 
agreed dates to 
deliver rolling 
programme of 
level 2 training 
for year.  
Revised Level 2 
training 
sessions 
delivered by 
Named GP’s on 
21.01.11 & 
16.02.11 and 
next session 
due on 
17.03.11.  GP 
attendance 
monitored and 
reported to 
Safeguarding 
Children and 
Young People 
Group. 
 
Evidence level 2 
Safeguarding 
Children 
training.  
Attendance list 
available upon 
request. 
 
Completed 
 
South PCT 



 

update: 
The GP 
safeguarding 
training 
programme is 
an ongoing 
programme 
across the year 
and dates are 
planned to the 
end of 2011 
having been 
delivered in 
quarterly 
sessions across 
2010. 
Level 2 Training 
delivered as 
endorsed by 
Local medical 
committee, 
RCGP and 
West Midlands 
Deanery. 
Training 
incorporates 
specific case 
scenarios 
involving 
parental alcohol 
and substance 
misuse. 
Delegates 
discuss actions 
required. All 
training is 



 

evaluated and 
evidence 
provided on 
request. 
 
NICE guidance 
on alcohol 
abuse published 
February 2011 
and circulated 
to all GPs in 
South and BEN 
practice areas 
with letter 
advising of the 
relevance to the 
safeguarding of 
children and the 
need to share 
information with 
health visitors 
and midwives 
where it is 
known that a 
parent’s 
disclosed usage 
exceeds 
recommended 
limits. 
 
Completed  



 

Recommendation No 3 
That West Midlands 
Police reinforce the need 
to notify Probation in the 
event that Police National 
Computer checks, 
undertaken in respect of 
the Joint Screening 
process for children in 
domestic abuse 
situations, identify that a 
party to the domestic 
abuse incident is subject 
of the Supervision Order. 
 

 
West Midlands 
Police Strategic 
Lead for 
Birmingham 
 
 

 
The Review of the 
Domestic Abuse 
Screening Tool currently 
underway to take account 
of the requirement to 
share appropriate 
information with the 
Probation Trust. 
 
Staff involved in the 
Screening Process to be 
advised of this 
information sharing need.   

 
Individual evaluation 
within the Screening 
Process to take account 
of Probation involvement 
to enable appropriate 
information sharing. 

 
 

 
Safeguarding 
Lead for West 
Midlands Police,  
 
 

 
31/12/2010 
 
 
 
 
 
 
 
 
31/10/2010 
 
 
 
 
31/10/2010 
 

The Review of 
the Domestic 
Abuse 
Screening Tool 
takes account of 
the requirement 
to share 
appropriate 
information with 
the Probation 
Trust. 
 
UPDATED 
21/04/2011: 
Interim reports 
provided by 
West Midlands 
Police: 

C:\Documents and 
Settings\eduashfs\Desktop\oasis logs safeguarding evaluation April 2011.doc

C:\Documents and 
Settings\eduashfs\Desktop\Screening Tool evaluation april 2011.doc

  
Update; 7

th
 

June 2011 
 
This 
recommendatio
n has been 
actioned, force 
policy (copy 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Regular 
meetings were 
held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Evaluation report 
 
Reviewed 
13/01/2011, 
31/3/2011 
 
West Midlands 
Police response 
of 23/3/2011 
reviewed and a 
further progress 
report is required 
by 9

th
 June  2011 

 
West Midlands 
Police response 
of 21/4//2011 
reviewed, further 
clarification 
required to 
evidence effective 



 

attached) for 
investigating 
child abuse 
outlines the 
necessary 
contact required 
with probation 
on pages 80, 
100 and 106. 
Additionally 
force policy in 
relation to child 
abuse is to be 
updated in the 
near future and 
will explicitly 
make reference 
to this 
recommendatio
n and the joint 
screening 
protocol is in the 
process of 
being reviewed 
(copy report 
attached). 
This 
recommend
ation has 
also been 
shared with 
all child 
abuse 
investigator
s to make 
them aware 

information 
sharing with 
Probation 
Service. 
Report required 
by 9

th
 June 2011.  

 
Reviewed 
13/07/2011 
 
Finalised 



 

of this 
responsibilit
y and all 
custody 
officers 
have 
received 
training 
(copy power 
point 
attached) 
which also 
makes 
reference to 
this 
recommend
ation. 
Overdue 

Recommendation No 4 
It is recommended that 
the BSCB: 
 
Reviews its procedural 
and practice guidance to 
ensure that it robustly 
promotes the participation 
and engagement of 
fathers and other male 
partners in any 
assessment process; 

 
Reviews its multi-agency 
training programme to 
ensure that this issue is 
adequately promoted. 
 

 
Chair of 
Birmingham 
Safeguarding 
Children Board 
 

 
BSCB Inter-agency 
guidance is reviewed to 
consider whether 
new/revised guidance on 
assessment of fathers or 
male partners is required. 

 
 
 
 
 
 
 
 
 
 
 

 
Chair of Policy & 
Procedure sub-
group 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
30/11/2010 
 
 
 
 
 
 
 
Original 
target 
31/12/2010 
 
 
 
 
 
 

Policy and 
Procedures 
Policy and 
Procedures 
Group have 
reviewed the 
content of 
current BSCB 
procedures.  
 
The Child 
Protection 
Procedures do 
not deal in detail 
with 
assessment 
process. This is 
the 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Regular 
meetings were 
held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  

1) Revised 
guidance. 

2) Copy of 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The BSCB training 
programme is reviewed to 
determine whether this 
issue has sufficient focus. 
Planned changes to be 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chair of Training 
Steering Group 
 

 
 
 
 
 
 
 
 
 
 
 
 
Revised 
Target 
 
2/9/2011 
 
 

responsibility of 
individual 
agency 
procedures and 
should be 
addressed by all 
BSCB partners 
as individual 
agency actions. 
 
Reviewed 
20/7/2011 – 
target date 
for 
completion 
extended to 
enable 
agencies to 
respond.  
 
Chair of 
Policy And 
Procedure 
Sub-Group 
to confirm 
that relevant 
agencies 
have been 
notified. 
 
Pending  
 
Training 
Steering Group 
Outcomes UK 
have liaised 

 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

planned 
changes 

Reviewed 
13/01/2011 and 
1/4/2011 
 
Review 20/7/2011 
Chair of Policy 
And Procedure 
Sub-Group to 
confirm that 
relevant agencies 
have been 
notified to ensure 
that their practice 
guidance 
promotes the 
participation and 
engagement of 
fathers and other 
male partners in 
assessment 
processes. 
 
TSG to provide 
progress report 
by next meeting 
of SCR Sub-
Group  2/9/2011 
 
Pending  
 
 



 

developed where 
appropriate. 
 

with the 
designers of the 
Target Group 3 
and 4 courses 
to reviewing and 
update the 
course 
contents. 
27/06/11 
 
19/7/2011 
Outcomes UK 
confirm Course 
content of 
Target 3 and 4 
Group training  
update 
Completed 

Recommendation No 5 
That Children’s Social 
Care Services ensure that 
best practice in respect of 
involving fathers/male 
partners in Initial and 
Core Assessments. 
 

 
Service 
Director of 
Children’s 
Social Care 
 

 
Children’s Social Care 
Services to review 
practice guidance in 
respect of engaging 
fathers/male partners in 
assessment processes. 
 
To disseminate revised 
guidance to frontline 
social work staff. 

 
Service Director, 
Children’s Social 
Care 
 

 
31/03/2011 
 
 

13 December 
2010 
 
There is a 
training plan for 
the coming 
twelve months, 
part of this 
training plan is 
to improve 
standards of 
social work 
assessments. 
 
Updated  
3

rd
 March 2011 

 
A critical 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Regular 
meetings were 
held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Revised guidance. 
 
Reviewed 



 

incident meeting 
was convened 
to consider 
whether or not 
any action 
should be taken 
in respect of 
any staff 
involved in the 
case. 
 
An email of 
instruction was 
sent out on 4 
March 2011 to 
remind staff of 
the necessity to 
involve any 
male adult living 
in the 
household or 
significant 
visitor in the 
Initial and core 
Assessment. 
 
Completed 
 

 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

13/01/2011 
 
Finalised 

Recommendation No 6 
The BSCB must 
ensure that Children's 
Social Care services 
have in place a robust 
quality assurance 
system and receive 
evidence that there is 

 
Service 
Director of 
Children’s 
Social Care 
 

 
Children’s Social Care 
Services to carry out 
sample audit of initial and 
core assessments to 
evidence improvement in 
practice.   
 

 
Service Director, 
Children’s Social 
Care 
 

 
31/03/2011 
 
 

 
13 December 
2010 
 
In the process 
of establishing 
robust quality 
assurance 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 



 

good and improving 
practice in relation to 
initial and core 
assessments. 
 

Audit findings to be 
shared with BSCB. 
 
 

systems.  A 
Practice 
Standards 
Panel is in 
operation and 
an audit plan for 
the coming 
twelve months 
has been 
drafted and is 
being currently 
implemented. 
 
Updated  
3

rd
 March 2011 

 
Audits were 
completed by 
Team Manager 
and Operational 
Manager’s on a 
monthly basis.  
A new audit tool 
has been 
launched and 
will be 
imbedded in the 
IT system and a 
rolling 
programme of 
audits is in 
place. 
 
Completed 
 

Regular 
meetings were 
held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Audit findings 
 
Progress 
reviewed 
13/01/2011 and 
31/3/2011 
 
Finalised 



 

Recommendation No 7 
Birmingham Safeguarding 
Children Board expects 
all agencies that have 
completed an IMR to 
implement any internal 
recommendations and to 
take action where 
management or practice 
has fallen below expected 
standards of professional 
behaviour. 
. 

 
Chief Executive 
and Chief 
Officers from all 
Agencies 
Completing 
IMRs: 
 
 

 
Safeguarding Lead to 
provide written 
confirmation that 
recommendations have 
been full implemented 
within identified agreed 
timescale.  
 
Safeguarding Lead to 
provide written 
confirmation that action 
has been taken where 
management or practice 
has fallen below expected 
standards of professional 
behaviour. 
 

 
Agency 
Safeguarding 
representative 
on BSCB: 
 
Birmingham 
Children’s 
Hospital 
 
Birmingham 
Women’s 
Hospital 
 
South 
Birmingham 
PCT (GP) 
 
South 
Birmingham 
PCT (HV) 
 
University 
Hospital 
Birmingham 
 
West Midlands 
Ambulance 
Service 
 
West Midlands 
Police 
 
Children’s Social 
Care 
 

 
30/11/2010 

 
9 Agencies 
made 
recommendatio
ns within their 
IMRs.   
BSCB has 
written to all 
agencies 
seeking report 
on progress. 
 
The agencies 
below have 
provided 
confirmation 
that the 
recommendatio
ns have been 
fully 
implemented: 

• Birmingham 
Women’s 
Hospital 

• University 
Hospital, 
Birmingham 

• West 
Midlands 
Ambulance 
Service 

• Birmingham 
Children’s 
Hospital 

• South 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Regular 
meetings were 
held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) IMR Evidence 
 
Progress 
reviewed 
31/3/2011 
awaiting 
response from 
South 
Birmingham PCT, 
and the Health 
Overview Report. 
 
15/7/2011 
Confirmation 
provided all IMR 
recommendations 
finalised. 
 
Finalised 



 

Health Overview 
Report 

Birmingham 
PCT (GP) 

• West 
Midlands 
Police 

• Children’s 
Social Care 

• South 
Birmingham 
PCT (HV)  

• West 
Midlands 
Police 

• Health 
Overview 
Report 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 Reviewed and Finalised 20th July 2011  

  

 Implementation of IMR Recommendations in respect of BSCB 2009-10/1 

Date commenced 15th October 2010 

 
The below recommendations have been ratified by the Strategic Lead for each agency, who will be responsible for ensuring 
they are fully implemented by the agreed target date.  The BSCB will receive quarterly progress reports from named 
agencies. BSCB and GOWM will monitor the implementation of recommendations and audit compliance prior to case 
finalisation. 

 
Recommendation 
(SMART) 

Action Required by 
Agency 

Implementation 
Lead for 
Agency 
 

Target 
End 
Date  
 

Summary of Action 
Taken & Date Received 

GOWM & Ofsted 
Monitoring  & 
Feedback  

QA&A Audit, 
Progress & 
Finalisation date of 
IMR 
Recommendations 

Birmingham Children’s Hospital       

Staff in the Emergency Department 
must ensure that all generic 
registration information, that has not 
been provided directly by the child 
or his parent/main carer giver, are 
confirmed with the child or 
parent/main carer before the 
child/parents leave the department    

 The Senior Nurse in 
ED will remind staff of 
the need to comply 
with this 
recommendation.  6 
monthly audits will be 
carried out to ensure 
compliance. 

 Acting 
Emergency 
Department 
Manager  

 30/5/10 
 
 
 
 
 
 
 
 
 
 
 
 
 
30/11/10 

 Individuals involved have 
been informed as have 
departmental manager. 
 
Recommendation 
disseminated to all staff in 
the Emergency 
Department. 
 
Audit to be completed 
30/11/2010. 
 
Confirmation that Audit to 
check compliance to be 
completed 6/6/2011 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  

Red Overdue 

Green Pending 

Black Completed 

Blue Updated 



 

 
Completed 
 

agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

1) Audit outcome. 
 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 
next meeting  
 
Reviewed SCR Sub-
Group  at meeting 
15/7/2011 
 
Finalised 
 

 When the SUDIC Protocol is 
instigated, the 2 hour timescale for 
informing the Designated SUDIC 
paediatrician, as detailed within the 
protocol, must be adhered to.  

Senior ED Consultant 
and Consultant Lead 
for Child Protection in 
ED will ensure staff 
are aware of the need 
to comply with this 
timescale.  6 monthly 
audits will be carried 
out to ensure 
compliance 
 

Lead Emergency 
Department 
Consultant  

31/5/10  The Individual involved 
has been informed and 
has acknowledged failure 
to follow the protocol.   
 
Completed 

 Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Audit outcome. 
 
 
Agency action 



 

of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

Birmingham Women’s Hospital       

1. Community midwifery staff need 
to have access to historical medical 
and social history that is held within 
previous hospital records. The 
records should be screened and 
relevant information shared with 
appropriate professionals. 
 

Previous hospital 
notes to be made 
available in the 
community at the 
booking scan 
appointment. 

Lead 
Nurse/Midwife 
for Safeguarding 
Children and 
Vulnerable 
Adults 

01/11/20
10 

Records are screened by 
midwives at the first 
booking scan. A system 
has been put in place to 
request copies of medical 
& social records from 
hospitals where women 
have previously given 
birth. 
 
A system is in place for 
midwives to inform the 
Health Visitor, using the 
Maternity/HV Liaison 
Cause for Concern Form, 
when they become aware 
that a parent (to be) has a 
history of substance/ 
alcohol misuse. 
 
Completed 

 Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 



 

course.   

2.  Alcohol misuse in pregnancy 
needs to be reinforced as part of 
the training programme for 
substance misuse and the 
mandatory safeguarding children 
training programme.    

Training programmes 
to be amended. 

Lead 
Nurse/Midwife 
for Safeguarding 
Children and 
Vulnerable 
Adults  

01/11/20
10  

Alcohol misuse is 
included within the 
substance misuse 
training programme and 
within the Safeguarding 
Children training 
programme. 
 
Midwives routinely 
question women about 
alcohol misuse as part of 
the booking history. This 
is incorporated into the 
hand-held records and is 
part of the substance 
misuse and safeguarding 
children training 
programme. 
 
Completed 

 Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

South Birmingham PCT – GP       

Information must be shared with 
primary care in all patients known to 
the drug service 

To ensure efficient 
and accurate 
information sharing 
takes place between 
the drug services and 
primary care  

Named GP  01/03/20
11 

Currently there is a 
system in place ensuring 
that, for all patients seen 
in the drugs service,  
notification is sent to 
primary care. A letter is to 

 
 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 



 

be sent to the Drugs and 
Alcohol team to reinforce 
good practice. 
We will carry out a 
random audit on a few 
practices at 3/12 to see if 
good practice is being 
followed. 
 
Completed 

agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

South Birmingham PCT       

1. Continuity and quality of 
assessment: 
 
 The comments section of the 
Personal Child Health record book 
should contain an observational 
record of all face to face contacts 
with the Health Visiting Service. The 
information recorded should include 
who was present with the child, 
child's presentation and any 
concerns, discussions, advice given 
or actions taken 

Memo from Universal 
service Lead to all 
Health Visiting Teams 
 
Feedback via staff 
forums and cluster 
meetings, including 
Nursery Nurse and 
Community Staff 
Nurse Forum 
 
For inclusion in pan 
Birmingham Record 
Keeping Guidelines 
and training 

Universal 
Children's 
Service Lead 
 
Health Visiting 
Service Lead 

31/07/20
10 

HV team leaders received 
a briefing and a written 
summary of actions from 
IMRs including BSCB 
2009-10/1 
recommendations in May 
2010 for dissemination 
into their teams. 
 
A memo was sent out to 
staff in respect of the 
lessons from recent IMRs 
by the safeguarding lead. 
The safeguarding team 
provides group 

 Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 

1. Continuity and 
quality of 
assessment: 
 
 The comments 
section of the 
Personal Child Health 
record book should 
contain an 
observational record 
of all face to face 
contacts with the 
Health Visiting 
Service. The 
information recorded 



 

safeguarding supervision 
into the community 
nursery nurse and staff 
nurse forum and briefing 
given. 
 
Completed 

agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

should include who 
was present with the 
child, child's 
presentation and any 
concerns, 
discussions, advice 
given or actions 
taken 
Finalised 

2.  Early intervention and 
information sharing: 
 
When a parent has self harmed or 
abused substances and children 
under 5 are present improved 
standards of information sharing 
with Health Visitors should be 
considered in order to reduce the 
risk of emotional or physical harm to 
children. 
 

South Birmingham 
safeguarding team to 
engage with the West 
Midlands Ambulance 
trust safeguarding 
team, the acute trust 
and Birmingham 
Named GPs to 
explore opportunities 
for closer working and 
information sharing in 
respect of calls made 
to homes where 
parental self harm  or 
abuse substances 
and children under 5 
are present . 

Lead Nurse 
Safeguarding 
South 
Birmingham 

31/12/20
10 

 
A pilot project was 
undertaken between the 
Ambulance Trust 
Safeguarding Lead, BEN 
and South area 
safeguarding lead nurses, 
the paediatric liaison 
service, health visiting 
service and Local 
Authority Children’s social 
care. 
 
  A scoping exercise was 
commenced in January 
2010 in order to explore 
cases referred by the 
ambulance service in 
respect of safeguarding 
children. The project’s 
aim was to identify the   
need and potential for 
closer working and the 
volume and impact of this 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010.  
 
Reviewed SCR Sub-



 

on services.  
This project was 
undertaken was 
undertaken across a 
three month period, 
identified the need for 
service improvement in 
existing information 
sharing and provided 
evidence for the 
development of a new 
information sharing 
partnership between the 
community health trust 
and the ambulance 
service.  
The exercise has shown 
that the impact of such a 
new development would 
have significant benefits 
to children and the 
volume demonstrated 
evidences that this can 
be met from existing 
services with a neutral 
cost benefit. 
The action is now 
completed. 
 
Partnership work in 
respect of service 
development between the 
project group members, 
primary care and other 
acute trusts will be taken 
forward as a result of this 

Safeguarding 
Group in due 
course.   

 

Group  at meeting 
15/7/2011 
 
Finalised 



 

project. 
COMPLETED 
 
 

3.  Health Visitors to make GPs 
aware of  all domestic abuse 
incidents where the multi-agency 
screening team has scored the 
case as requiring a level 2- 4 
intervention as set out by 
Birmingham PCT domestic abuse 
practice guidance. 

Health Visiting team 
leaders to confirm 
they have received 
the guidance and 
have discussed the 
practice standard with 
their teams at cluster 
meetings. 
Health Visiting team 
leaders to evidence 
how they have liaised 
with GP practices in 
respect of this and 
how they intend to 
carry out the 
information sharing 
process with the 
individual GP 
practices within their 
cluster. 
 
Random audit of 
Health visitor and GP 
records to be carried 
out in quarter 4 to 
measure effective 
implementation and 
information sharing is 
taking place. 

Health Visitor 
service lead/ 
team leaders and 
domestic abuse 
lead nurse. 

31/03/20
11 

The Safeguarding team 
undertook a survey of all 
HV teams in South PCT 
area to benchmark 
current practice in respect 
of current information 
sharing arrangements 
with GP around domestic 
abuse. 92% of Health 
Visitors shared 
information with GPs 
where children have been 
present at domestic 
abuse incidents. The 
findings were shared with 
the named GP and will 
inform continued practice 
development. 
 
The named GP medical 
director wrote to all GPs 
advising re standards for 
recording and coding in 
the cases of disclosure 
and notifications of 
domestic abuse. The 
standards form part of GP 
safeguarding training. 
 
Communications were 
sent to HV teams in 
respect of the updated 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 
next. 
 
Reviewed SCR Sub-
Group  at meeting 
15/7/2011 
 
Finalised 
 



 

record keeping standards 
and information sharing 
arrangements with GPs in 
respect of domestic 
abuse notifications.  
 
Update Jan 2010:  
Lead Nurse attended HV 
team leader meeting 
17/12/10 and gave 
SCR/IMR briefing.   
Further improvements to 
information sharing 
process were made to 
increase effectiveness 
and efficiency for 
practitioners. 
 
A random dip sample has 
now been undertaken to 
monitor improvement and 
implementation across 
the eight HV clusters in 
South PCT area.  100% 
positive outcome in 
respect of information 
sharing and recording 
Where HVs where GPs 
had received notifications 
from HVs in respect of 
domestic abuse incidents 
where children were 
present .  
The domestic abuse lead 
will continue to do 
quarterly dip sampling 

 



 

with the health Visitors to 
ensure standards are 
maintained.  In view of 
the provider service 
merger the practice will 
be monitored across the 
former BEN and HOB 
areas. 
 
COMPLETED 

University Hospital Birmingham       

Change the Emergency Department 
case notes to include a section that 
enquires about dependants of the 
patient.  

ED, UHB Clinical Service 
Lead 

01/10/20
10  

ED card amendments 
made and approved by 
ED and the clinical 
Division (part of whole ED 
document revisions.)  
 
Completed 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 



 

Safeguarding 
Group in due 
course.   

Finalised 

Change the psychiatric assessment 
form to include a section that 
enquires about dependants of the 
patient.  

 ED, UHB   
Clinical Service 
Lead 

 
01/10/20
10  

ED card amendments 
made and approved by 
ED and the clinical 
Division (part of whole ED 
document revisions.)  
 
Completed 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

West Midlands Ambulance 
Service 

      

 Ensure safeguarding training for 
staff is up to date 

 Review training 
record 

 Safeguarding 
Lead 

 
13/07/20
10 

Records have been 
checked and all staff 
involved in the case have 

Safeguarding 
Leads in 
agencies have 

Progress is reviewed 
monthly by the 
Serious Case Review 



 

completed level 2 e 
learning package by 30 -
0602010. 
 
Completed 

been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   
 

Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

 Monitor the compliance to the 
safeguarding policy 

 Audit of PRF’s and 
safeguarding referrals 

Safeguarding 
Lead 

 
30/09/20
10 

Audit by clinical team of 
50 clinical records show 
evidence of appropriate 
referrals to safeguarding 
line by staff. There is a 
continuing increase in the 
number of referrals made 
by crews for 
safeguarding. 
 
Completed 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 



 

Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

West Midlands Police       

HQ Public Protection to link in with 
‘Community Justice and Custody’ 
and ‘Learning and Development’ 
departments to provide 
safeguarding awareness training for 
all custody staff. 

Meeting to be 
arranged with West 
Midlands Police ICIS 
Team in order to 
develop training 

Detective 
Inspector 

01/10/20
10 

Briefing has taken place 
with Community Justice 
and Custody in advance 
of meeting to action 
recommendation 
 
UPDATE 08.10.10 
A further meeting is to 
take place with the 
manager of community 
justice and custody in 
order to attend custody 
sergeant training/meeting 
dates with a view to 
delivering bespoke 
training addressing the 
issues from this SCR. 
 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 



 

Additionally all custody 
sergeants designated 
attendees of the force 
mandatory training phase 
3. In September 2010 
phase three training 
commences, which builds 
upon the initial child 
safeguarding training and 
through the medium of a 
case study (BSCB 2009-
10/1), gives all staff an 
awareness of lessons 
learnt from recent serious 
case reviews (covering 
past 3 years) across the 
whole of the West 
Midlands Police area. 
 
Completed 

Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   
 

reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

West Midlands Police, along with 
partner agencies, to develop an 
evaluation process of the 
Barnardo’s screening tool. This will 
establish outcomes for children 
subject of the screening tool and 
best practice for the management 
and use of the tool.  

Evaluation process to 
be developed 

Detective 
Superintendent  

01/12/20
10 

Multi-disciplinary meeting 
took place on 14

th
 April 

2010. A bid has been 
made to BAPSCAN to 
support funding of an 
independent evaluation 
process. Bid submitted 
31/07/10 
 
UPDATE; 08.10.10 
The funding bid has been 
successful a grant of 
£5,000 has been 
secured. A meeting is 
planned in order to 
determine the extent and 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 



 

goals of the evaluation 
 
 Completed 

of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Action 
Completed.  
 
Finalised 

West Midlands Police to review the 
investigation on 7/2/04 to determine 
the appropriate course of action 
regarding the apparent failure to 
progress this enquiry and the 
incident on 12/8/09 regarding the 
assault of the three year old child 
which was apparently discontinued 
due to the adult victim not wishing 
to make a complaint or cooperate 
with the investigation.  
 

Investigative reviews 
to be undertaken 

Detective 
Superintendent  

01/09/20
10 

Case passed to a PPU 
detective Inspector for 
review. 
Completed 
  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required by 
next meeting. 
 



 

course.   Finalised 

Children’s Social Care       

1. Children’s Social Care to ensure 
that social workers consider the 
potential impact of alcohol and 
drugs misuse on parenting capacity. 

1. Review guidance 
to social workers 

2. Instruct staff to 
undertake lateral 
checks with drugs 
and alcohol 
agencies when it 
is known to be a 
concern in the 
household 

3. Review current 
training 

4. Incorporate 
learning into 
SCR.  

Service Director 
for Children’s 
social care.  

01/12/20
10. 

Assistant Director of 
Children’s Social Care 
required further work to 
be undertaken to ensure 
that the 
recommendations and 
actions are SMART, this 
has delayed initial 
progress. Children’s 
Social Care is currently  
Reviewing audit functions 
and developing the 
required audit tools. 
 
Updated 
3 March 2011 
 
Service Director has 
reviewed and completed 
an updated instruction 
regarding SW staff to 
consider the potential 
impact of alcohol and 
drugs misuse to ensure 
compliance and 
management oversight. 
 
Copy of memo to be 
attached with this update. 
 
Completed 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   
 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Outcome of audit 
of initial assessment 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 
next meeting. 
 
Updated received 
3/3/2011 
 
Finalised 
 

2. Children’s social care to ensure 
that the closure of Initial 

1. Audit to be 
completed on the 

Service Director 
for Children’s 

01/12/20
10 

Assistant Director of 
Children’s Social Care 

Safeguarding 
Leads in 

Progress is reviewed 
monthly by the 



 

assessments is in line with current 
guidance. 

timeliness and 
completion of 
Initial 
assessments. 

2. New working 
together 
timescales to be 
agreed with 
Government 
Office West 
Midlands 

3. An instruction to 
be issued to all 
managers to 
follow the 
guidance. 

social care.  required further work to 
be undertaken to ensure 
that the 
recommendations and 
actions are SMART, this 
has delayed initial 
progress. Children’s 
Social Care is currently  
Reviewing audit functions 
and developing the 
required audit tools. 
 
Updated 
3

rd
 March 2011 

 
In Nov/Dec 2010 a stock 
take was completed on all 
open cases and action 
has been taken to close 
those initial assessments 
(IA) that were still open. 
 
IA’s are now to be 
completed within 10 
working days.   
The caseload 
management tool enables 
oversight of workload to 
take place on a weekly 
basis to help ensure the 
timely closure of IA’s. 
 
A memo of instruction 
reinforcing good practice 
was sent on 4

th
 March 

2011. 

agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 
next meeting. 
 
Updated received 
3/3/2011 
 
Finalised 
 



 

 
Completed 
 
 

3. Children Social care to review the 
quality of the detail and the 
recording of initial assessments. 

1. Staff to be 
reissued with the 
template of a 
good quality Initial 
assessment to 
include 
interviewing all 
adult carers of the 
child. 

2. Initial 
assessments to 
be audited in 
supervision by 
team managers 
and randomly by 
Operation 
managers.  

Service Director 
for Children’s 
social care.  

01/12/20
10 

Assistant Director of 
Children’s Social Care 
required further work to 
be undertaken to ensure 
that the 
recommendations and 
actions are SMART, this 
has delayed initial 
progress. The actions are 
current and on-going. 
 
Updated 
3

rd
 March 2011 

 
Outcome UK auditors 
have completed an audit 
of over 500 duty and 
assessment cases 
including initial 
assessments and have 
rated each one where 
additional action is 
necessary.  Tthese have 
been drawn to the 
Operational Manager’s 
attention and they have 
overseen appropriate 
action has been taken. 
  
A good practice template 
for IA’s is available for 
staff to use within the 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   
 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Outcome data 
analysis initial 
assessment 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 
next meeting. 
 
Updated received 
3/3/2011 
 
Finalised 
 



 

Practice Standards 
manual. 
 
The stock take in 
Nov/Dec 2010 has meant 
that all IA’s were audited 
by the Team Manager, 
the Operational Manager 
and a  selection of IA’s by 
a more senior manager. 
 
Completed 
 

4. The domestic violence screening 
process should be reviewed to 
include allegations of domestic 
abuse in the extended family.  

1. In conjunction 
with West 
Midlands Police 
to consider 
whether the 392 
documentation 
can be amended 
to include details 
of the risk to the 
child.  

Service Director 
for Children’s 
social care.  

01/12/20
10. 

Assistant Director of 
Children’s Social Care 
required further work to 
be undertaken to ensure 
that the 
recommendations and 
actions are SMART, this 
has delayed initial 
progress.  
 
Updated  
3

rd
 March 2011 

 
West Midlands Police in 
consultation with AD 
Safeguarding and the 
other six local authorities 
in the West Midlands 
have reviewed the 390 
documentation to include 
details of the child and 
any potential risk. 
 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) New guidance. 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 



 

Completed Education 
Safeguarding 
Group in due 
course.   

next meeting. 
 
Updated received 
3/3/2011 
 
Finalised 
 

5. Children’s social care to consider 
whether any action should be 
undertaken in relation to those staff 
involved in this case 

1. Senior 
management to 
review decision with 
Human Resources. 

Service Director 
for Children’s 
social care.  

01/12/20
10. 

Assistant Director of 
Children’s Social Care 
required further work to 
be undertaken to ensure 
that the 
recommendations and 
actions are SMART, this 
has delayed initial 
progress.  
 
Updated  
3

rd
 March 2011 

 
Critical incident meeting 
held on 15 November 
2010 chaired by AD 
Safeguarding took place 
in relation to decisions in 
respect of any disciplinary 
action to be reviewed 
again on completion of 
the overview report. 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Outcome of 
management review 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 



 

 
Completed 

Department for 
Education 
Safeguarding 
Group in due 
course.   

24.09.2010. Progress 
report required for 
next meeting. 
 
Updated received 
3/3/2011 
 
Finalised 
 

Health Overview Report       

1) Authors of the GP Service IMR 
must complete an adequate 
standard IMR that is produced 
within the timeframe given. It must 
follow the Birmingham template 
using the IMR guidance notes 
provided and have a good standard 
of analysis to address the terms of 
reference, which has a robust 
conclusion. Good practice should 
be recognised and appropriate 
lessons to be learned identified for 
attention both locally and nationally. 

The lead officer 
responsible for sign 
off of the GP IMR, 
should monitor the 
progress, timeliness, 
rigor of analysis, and 
completeness of the 
IMR prior to 
submission to the 
Birmingham 
Safeguarding 
Children Board and 
the Designated 
Author of the 
Integrated Health 
Overview Report. 

South 
Birmingham PCT 
Commissioner 
for GP services 
 
Medical Director 

30/11/20
10 

Briefing has taken place 
with Denise Price, 
Commissioner of GP 
services, Medical Director 
and Designated Doctor. 
 
October 2010 
Briefing of the findings 
and the identification of 
the recommendation to 
the author of the GP IMR 
to ensure development of 
the IMR produced by the 
GP service 
Options have been 
discussed for the volume 
of IMRs needing to be 
responded to and a paper 
with proposals has been 
submi9tted for 
discussion.  In the 
meantime the named and 
designated safeguarding 
teams have supported 
the writing of subsequent 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 
of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Outcome of IMR 
process review 
 
 
Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 



 

GP IMRs in partnership 
with the named GP. 
 
COMPLETED 
 

Update Action to date 
JUNE 2011 

• Named Gp mentored 
through report 

• Named Gp received 
further guidance and 
support through 
coaching 

• Additional Admin 
staff provided to 
support process 

• Guidance from 
Designated Doctor 
and Medical Director 
provided 

Not a sustainable solution 
next steps;- 

• Designated Dr report 
requested by 
commissioners to 
explore options and 
identify solution to 
achieve 
recommendation 

• Two possible options 
identified to be 
further explored to 
decide preferred 
viable option for 
sustainability. 

Group in due 
course.   

next meeting. 
 
Reviewed SCR Sub-
Group  at meeting 
15/7/2011 
 
Finalised 



 

• Interim plan agreed 
for the future 
authoring of GP 
IMR’s to ensure the 
quality and 
timeliness of the GP 
IMR action plan 
agreed by 
Commissioners for 
GP IMR to be 
completed by a 
designated doctor. 

 
ACTION 75% 
COMPLETED. 

 

2) When Health Professionals 
become aware that a Parent has a 
history of alcohol abuse/ drug 
misuse and or self harm, this 
information must be shared with the 
Health Visitor, GP and other health 
professionals known to have 
contact with the family, in order to 
fully inform the health assessment 
process and decision making to 
safeguard the child. 

Information must be 
disseminated to all 
health professionals 
providing a service to 
parents stating their 
responsibility to share 
information 
concerning parental 
alcohol abuse/ drug 
misuse and or self 
harm, with the Health 
Visitors and GP and 
other health 
professionals known 
to have contact with 
the families. 
 
Commissioners of GP 
services must inform 

Commissioners 
of GP Services, 
Maternity 
services, Health 
Visiting service, 
Adult Acute 
hospital services 
and the 
ambulance 
service in 
conjunction with 
the health 
provider 
safeguarding 
lead of those 
organisations   

 

01/01/20
11 

October 2010 
Briefing to the 
Safeguarding leads of the 
organisations of the 
findings of the report, and 
the identification of the 
recommendation to be 
implemented. 
 
BEN PCT 
Letter sent to GP 
Practices in Dec 2009 
specifically relating to 
sharing of information 
around parental 
substance misuse/mental 
health. 
 
South PCT update Feb 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation of 
key actions. 
 
Regular meetings 
are held with 
GOWM 
Children’s 
Advisor  and 
BSCB to review 
progress and 
agree  evidence 
of compliance; 
 
Further evidence 

Progress is reviewed 
monthly by the 
Serious Case Review 
Sub Group to ensure 
effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Consider Evidence 
for Audit  
1) Pan Birmingham 
Record-Keeping 
guidance 
 



 

GPs of the 
requirement for them 
to share information 
concerning alcohol 
abuse/ drug misuse 
and or self harm with 
the health visitor who 
will or is providing a 
service to the mother 
and child. 

2011 
Copies of NICE guidance 
in respect of alcohol 
dependency published at 
the end of February have 
been circulated to all GPs 
and HVs including a 
separate word document 
from the guidance in 
respect of expectations of 
practice regarding 
working with children and 
families. The covering 
email emphasises the 
need to share information 
gained from routine 
questioning where 
parenting capacity may 
be impaired as a result of 
excessive alcohol use.  
The NICE guidance gives 
referral pathways, and 
HVs are undergoing 
additional skills training. 
 
GP safeguarding training 
uses visual and scenario 
based learning in order to 
share the learning from 
the SCRs nationally and 
locally. 
Completed 

of implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.   

Agency action 
reviewed by Serious 
Case Review Sub 
Group on 
24.09.2010. Progress 
report required for 
next meeting. 
 
Updated received 
Feb 2011 
 
Finalised 
 

 
 


