
 

 

Combined Appendices BSCB 2010-11/4 

 

APPENDIX 1.    

 

THE TERMS OF REFERENCE 2010-11/4 

 

1.  Introduction 

It should be noted that this Serious Case Review was undertaken during the year 2011 

following Keanu William’s death in January 2011.The original Overview Report was 

concluded in January 2012 pending the outcome of the criminal proceedings and 

thereafter the involvement of the family to contribute to the Review.  

 

The Terms of Reference and the Review were therefore carried out in accordance with 

section 7 of the Local Authority Social Services Act 1970 and section 11 and 16 of the 

Children Act 2004 and the statutory guidance Working Together to Safeguard Children 

2010, chapter 8. 

 

The Review also took account of the letters sent on the 22nd September 2010 by Tim 

Loughton, Parliamentary Under Secretary of State for Children and Families and 

Jeanette Pugh, Director of the Safeguarding Group, October 1st 2010 with additional 

guidance. 

 

Additionally, in December 2011 a letter was issued by John Goldup, National Director, 

Development and Strategy, Ofsted. The letter clarified that from January 2012 the 

Ofsted evaluations of SCRs would be more streamlined with a greater focus on 

identifying and learning in order to support improvements in professional practice to 

safeguard and promote the welfare of children. A Consultation process of the Working 

Together Guidance took place during 2012 leading to the guidance being revised.  

 

The Overview Report has been revised following an update Serious Case Review Panel 

meeting in March 2013 and the report format has been changed at the request of the 

Birmingham Safeguarding Children Board to comply with the requirements in the new 

Working Together to Safeguard Children guidance of March 2013.  

 



 

 

The original Terms of Reference have not been changed and the review was carried out 

during 2011 in accordance with the original terms of reference which encompassed 

Keanu and two Siblings. 

 

2.       Terms of Reference for the Serious Case Review 

 

2.1   The most important issues to address in trying to learn from this case were 

identified at the point of scoping as follows and these form the Terms of 

Reference for this review: 

 

•   The review will consider agencies contact with Rebecca Shuttleworth, 

Luke Southerton, Keanu and his older Siblings. 

•   The Overview Report will consider relevant research and previous           

Serious Case Reviews where circumstances were similar and make 

recommendations if appropriate in relation to this. 

•   The Panel will consider the most appropriate method of securing family 

members involvement with the Serious Case Review process, how and 

when and will adhere to BSCB’s guidance on the involvement of family 

members being mindful of the criminal investigation.  The Panel Chair will 

be responsible for arranging liaison with the family with the support of the 

West Midlands Police Family Liaison Officer.   

•   Consideration has been given to the racial, cultural, linguistic and religious 

background to this case and there does not appear at this stage to be any 

factors that impact on immigration status.    

•    There are two other Local Safeguarding Children Boards involved. 

Reports will be requested. 

•    BSCB will obtain legal advice as necessary.  Current BSCB legal advice 

relating to SCRs and other publication will be adhered to.   

•    Relevant information to emerge from criminal proceedings will be taken 

into account by the SCR Panel.  The police representative on the panel 

will be responsible for liaising with the CPS. 

•    The Social Care representative will be responsible for provision of 

information from Family proceedings. 



 

 

•    Public and media enquiries will be handled by the Chair of BSCB. 

•    At the conclusion of the Serious Case Review agencies will debrief those 

staff involved in the case and the BSCB will disseminate the key learning 

from the case through a series of targeted seminars. 

 

2.2    A criminal investigation commenced following Keanu’s death and Rebecca 

Shuttleworth and Luke Southerton were interviewed under caution and placed on 

police bail with conditions pending criminal enquiries.  

2.3    It was identified at the point of scoping that this was a complex case, Birmingham 

Safeguarding Children Board consulted Ofsted and the Department of Education 

Safeguarding Group, who ratified the terms of reference. Extensions of the time 

frame to conclude the Review were agreed in view of the complexity of the case 

and, in particular, in view of the difficulties with producing the Health Overview 

Report. The process to identify an Independent Author for the Health Overview 

Report was lengthy as available experts were not found to be entirely 

independent of the case.  

2.4    The Review should address both the ‘generic issues’ set out in “Working 

Together 2010” and the ‘specific issues’ identified in this particular case. 

2.5    The Generic Working Together to Safeguard Children 2010 Terms of Reference 

 

•    Were practitioners aware of and sensitive to the needs of the children in 

their work and knowledgeable both about potential indicators of abuse or 

neglect and about what to do if they had concerns about a child’s welfare? 

•   When, and in what way, were the child (ren)’s wishes and feelings 

ascertained and taken account of when making decisions about the 

provision of children’s services?  Was this information recorded? 

•    Did the organisation have in place policies and procedures for 

safeguarding and promoting the welfare of children and acting on 

concerns about their welfare? 

•    What were the key relevant points/opportunities for assessment and 

decision making in this case to the child and family?  Do assessments and 



 

 

decisions appear to have been reached in an informed and professional 

way? 

•    Did actions accord with assessments and decisions made?  Were 

appropriate services offered/provided or relevant enquiries made, in the 

light of assessments? 

•     Were there any issues, in communication, information sharing or service 

delivery, between those with responsibilities for working during normal 

office hours and others providing out of hours services? 

•     Where relevant, were appropriate Child Protection or care plans in place, 

and Child Protection and/or looked after reviewing processes complied 

with? 

•    Was practice sensitive to the racial, cultural, linguistic and religious 

identity and any issues of disability of the child and family, and were they 

explored and recorded? 

•    Were senior managers or other organisations and professionals involved 

at points in the case where they should have been? 

•    Was the work in this case consistent with each organisation’s and the 

BSCB’s policy and procedures for safeguarding and promoting the welfare 

of children, and with wider professional standards? 

•    Were there organisational difficulties being experienced within or between 

agencies? Were these due to a lack of capacity in one or more 

organisations?  Was there an adequate number of staff in post? Did any 

resourcing issues such as vacant posts or staff on sick leave have an 

impact on the case? 

•    Was there sufficient management accountability for decision   making? 

 

  Specific issues to be addressed by all agencies 

 

In addition to the above generic terms of reference, please also address the following 

issues in your IMR, relevant to this specific case.  These are to be addressed by all 

agencies providing an IMR: 

 



 

 

•    What communication was undertaken between professionals and 

agencies about information held? 

•    Was there acceptance by Professionals of the parents’ explanation and 

plausibility when injuries were apparent? 

•    Did individuals comply with child protection procedures? 

•    Did non-medical staff seeing bruising and make assessments regarding 

how they may have been caused? 

•    How robust were the pre-birth assessments, prior to the return to 

Birmingham? 

•    How robust were assessments and investigations and did they take into 

account previous history? 

•    Were individual practitioners who were concerned taken seriously by 

senior staff within agencies? 

•    Were there any observations of the child’s behaviour, and were 

developmental assessments undertaken of the child, independently of 

Rebecca Shuttleworths account? 

Additional specific terms of reference to be addressed by Children’s Centre: 

 

•    Was there a failure to make referral to social care when a pattern of 

recurring injuries occurred, and why?  

•    Did staff consider and recognise that the injuries could be non-accidental?  

•    Did staff understand their responsibility to make referrals to Social Care 

when there is a concern a child may be at risk of significant harm?  

•    Were there any issues regarding communication between the two 

Children’s Centres?  

 

Additional specific terms of reference to be addressed by Social Care: 

 

• What impact did Rebecca Shuttleworth’s care history have on her 

parenting? 

 

 



 

 

Additional specific terms of reference to be addressed by Early Years: 

 

Review and comment on the history of the children’s centre during the time that the 

Keanu was in attendance. Specifically commenting on what was known about:-  

 

• The daily routine and operation of the children centre to include how 

children made use of and moved around the rooms in the children centre  

• The fabric and resources of the children centre and its fitness for purpose  

• The standard of administration and record keeping at the children’s centre  

• The means and type of communication with parents and in particular with     
Keanu 

• Identify how the children’s centre was staffed from the time Keanu attended  

the children centre. To include visiting professionals, voluntary workers, 

trainee child care workers and work experience students.  

• Identify whether the children’s centre met the linguistic, cultural and ethnic 

needs and additional needs arising from disability and educational needs.  

• Assess whether the children's centre met the standards of education and 

care for the children placed there.  

• Identify any concerns about the standard of care or education at the 

children’s centre whilst Keanu was placed there, how these were raised and 

the way in which these were addressed.  

• How did the manager of the children’s centre discharge their duties in the 

safeguarding of children in their care with respect to:-  

• The existence of an approved child protection policy and how this was 

shared with staff and parents?  

 

Note: The IMR for Early Years should consider and incorporate the following into their 

report, but not cut and paste as Terms of Reference:  

 

•  Adherence to safe recruitment policy  

•  Adherence to approved staffing ratios  

•  Training of staff in child protection  

•  Child protection supervision  

•  Safety of the environment  



 

 

•  Arrangements for intimate care  

•  Existence of completed risk assessments  

•  Maintenance of a incident log to include actions taken  

•  Communication with parents  

•  Any policy for staff raising issues of concern about staff behaviour, or other 

staff concerns  

 

Additional specific terms of reference to be addressed by Ofsted:  

 

• How does the inspection process contribute to the safeguarding of children?  

•  What evidence was there of the children’s educational attainments being 

met and were there any child specific recommendations associated with 

this?  

•  What actions were determined by the Inspection process generally, and 

how were they reviewed?  

• What evidence and judgment was applied in the inspection regime, with 

particular reference to safeguarding?  

•  What advice was given to the children’s centre? Were recommendations 

acted on? Were there any subsequent arrangements or recommendations?  

  
3. OFSTED and the Department of Education Safeguarding Group:   
 
The Birmingham Safeguarding Children Board Serious Case Review Sub-Group 

worked closely with Ofsted and the Department of Education Safeguarding Group to 

provide regular reports on progress to ensure compliance with local and national 

guidance in place at the time.  

 

An extension of 5 months was granted by the Chair of Birmingham Safeguarding 

Children Board in consultation with Ofsted in view of the criminal proceedings and the 

complexity of the Health agency information. There was a delay in appointing an expert 

Health Overview Author as the issue of independence from the Health agencies was 

required. Each individual agency IMR submitted Action Plans, which provided detailed 

evidence that agencies had made significant progress on implementing single agency 



 

 

recommendations and confirmed that individual agencies were learning lessons from 

the case while the review was in progress.  

 

A final letter dated 25th September 2013 will be sent to Department of Education 

confirming the report had been presented to Birmingham Safeguarding Children Board 

for final approval on 20th September 2013. 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

APPENDIX 2. 

 

Serious Case Review Panel membership and agency participation. 

 

1. Serious Case Review Panel Members 

 

1.1 A Review Panel was established with the Independent Chair and Independent 

Overview Author (in attendance) and senior manager representatives from the key 

statutory agencies. The representatives had not had any direct contact or 

management involvement with the case, and were not the authors of the Individual 

Management Reviews. 

 

2.  Independent Panel Chair   

 

2.1 Nicki Pettitt is an Independent Social Worker and manager with 22 years’ post 

qualifying experience, the majority of which was spent employed by Local 

Authorities in London and the South East. She has worked as a practitioner, 

manager and senior manager in Children’s Services, until becoming an 

independent practitioner on relocating to the West Midlands in 2008. She is an 

experienced SCR Chair, and Author of IMR’s and Overview Reports. She 

is independent of all the agencies on the BSCB.  Nicki Pettitt is HCPC Registered 

 

3. Independent Overview Report Author 

 

3.1 Birgitta Lundberg is the Independent Author compiling the Overview Report, the 

Executive Summary and contributing to the Action Plan to be produced by the 

Birmingham Safeguarding Children Board.  

 

She is a qualified and HCPC registered Social Worker and has 30 years’ 

experience of Social Work practice and management in local authority social care 

services including 12 years as the manager of child protection/safeguarding and 

reviewing services. In the past 5 years she has been working as an Independent 

Social Work Consultant producing Overview Reports and undertaking multi-agency 

Audits.  Birgitta Lundberg is not employed by any of the agencies of the BSCB. 



 

 

 4. Panel members  

 

Detective Chief Inspector Lead for Child Abuse Investigation 

Birmingham, West Midlands Police 

Designated Nurse for Safeguarding 

Children 

Birmingham Community Healthcare NHS 

Trust 

Professional Advisor and Business 

Manager 

Torbay Safeguarding Children Board 

Head of Early Years, Childcare and 

Children’s Centres 

Birmingham City Council 

Consultant Paediatrician Sandwell and West Birmingham Hospitals 

NHS Trust 

Head of Child Protection and Review Birmingham City Council 

 

 

5. Meetings  

 

There was a briefing meeting with the IMR Authors to prepare for the review process 

after the request to undertake IMR’s was sent to the agencies (4th February 2011).  The 

briefing meeting was led by the Independent SCR Panel Chair and the Independent 

Overview Author. The SCR Panel met on the following dates to consider all the IMR’s 

and to progress the Overview Report:  

 

IMR Authors Briefing   24th  February 2011 

First Review Panel meeting                                         21st  March 2011       

Second Review Panel meeting                                    7th  April 2011       

Third Review Panel meeting                                         4th  May 2011       

Fourth Review Panel meeting                                    13th  May 2011     

Fifth Review Panel meeting                                        26th  May 2011   

Sixth Review Panel meeting                                       30th June 2011 

Seventh Review Panel meeting                                    6th September 2011 

Eight Review Panel meeting                                         6th October 2011 

Serious Case Review Sub Group                                18th November 2011    



 

 

Birmingham Safeguarding Children Board 

BSCB           

6th January 2012                         

Ninth Review Panel meeting  18th March 2013  

Tenth Review Panel meeting 

Eleventh Review Panel meeting 

Serious Case Review Sub Group                                

21st June 2013 

9th August 2013 

13th September 2013 

      

6.  Process and Timeliness of the Review 

 

6.1 It was acknowledged at the commencement of this review that there would be a 

time delay in the publication of the Executive Summary and the Overview Report 

due to the criminal investigation and potential criminal proceedings. The criminal 

trial in respect of Rebecca Shuttleworth and Luke Southerton commenced in 

January 2013 and concluded in June 2013.  

 

6.2 The Review timescale was impacted on by the commissioning of an Independent 

Author for the Health Overview Report as the author originally appointed was 

found to have had involvement in parts of the case relating to the siblings. As a 

consequence it was agreed to replace the Author with another fully independent 

person. This caused a significant delay in delivering the Health Overview Report, 

which was not available at the time of writing the main Overview Report in August 

2011.  

 

6.3 BSCB is operating to legal advice given in respect of SCR reports while criminal 

proceedings are on-going.  The panel agreed that criminal proceedings should at 

no time be compromised by publishing any findings and that further information 

may be gleaned from the criminal proceedings, which could usefully be used in the 

report.  A copy of the legal advice is available. 

 

6.4 Birmingham Safeguarding Children Board has given explicit instruction that all 

agencies should immediately commence implementation of both IMR and the 

emerging SCR recommendations in a timely manner prior to publication to the final 

SCR. The performance by the agencies is closely monitored by the Birmingham 

Safeguarding Children Board 



 

 

 

6.5 A representative from the LSCB in Torbay, where Keanu was born and services 

had been provided, was invited to attend SCR Panel meetings.  Given the 

considerable distance it was helpful that the representative was able to attend SCR 

Panel meetings. 

 

6.6  The SCR Panel received updates from the police of the progress of the criminal 

investigation. The SCR Panel requested and received updates from Children’s 

Social Care about the welfare of the older Siblings. The SCR Panel discussed 

some of the available information from the IMR’s in respect of the Siblings and the 

Children’s Social Care representative was asked to forward relevant information to 

the services involved with the children to ensure that a comprehensive assessment 

of their circumstances could take place.    

 

7.  Analysis of the Review process: 

 

7.1   The Review process needed an extension as the initial scoping proved to have left 

out some requests for IMR’s, such as the Torbay Health IMR and Wales Probation 

Trust. The major delay apart from the criminal process delaying publication has 

been finding an Independent Author for the Health Overview Report. 

 

7.2 The SCR Panel was well attended each time and generated quite a bit of 

discussion.  The particular complexity of the health agencies, which all provided 

lengthy IMR’s led to the Health Panel members providing explanations for the 

other Panel members. The Child Protection medical assessment findings 

generated considerable discussion and photos of the burns injuries in particular 

were of interest in trying to understand the issues facing professionals undertaking 

an investigation including a medical examination. 

 

7.3 The IMR Authors all attended an SCR Panel meeting which enabled the Panel not 

only to ask questions but also to have some discussion with the authors. The 

authors were able to explain their reasoning and findings and could give the panel 

members an insight into the services being provided to families. 

 



 

 

7.4 The SCR Panel requested regular updates of the circumstances of the older 

Siblings as information emerged gradually in the review process which raised 

queries about their placement with MGF. The requests and concerns were passed 

on to the relevant service and the panel was satisfied that action had been taken to 

safeguard the children. The overall view was taken that information available in the 

review process could not be held back from being shared with the professionals 

working with the children.  

 

8.  Schedule of Serious Case Sub Group Meetings 

 

14th January 2011, 11th February 2011, 11th March 2011, 1st April 2011, 13th May 2011, 

17th June 2011, 15th July 2011, 2nd September 2011, 29th September 2011, 18th 

November 2011.   

 

The Serious Case Review Sub-Group worked closely with Ofsted and the Department 

of Education Safeguarding Group to provide regular reports on progress to ensure 

compliance with local and national guidance.  

 

An extension of 5 months was granted by the Chair of Birmingham Safeguarding 

Children Board in consultation with Ofsted in view of the criminal proceedings and the 

complexity of the Health agency information. There was a delay in appointing an expert 

Health Overview Author as the issue of independence from the Health agencies was 

required. Each individual agency IMR submitted Action Plans, which provided detailed 

evidence that agencies had made significant progress on implementing single agency 

recommendations and confirmed that individual agencies were learning lessons from 

the case while the review was in progress. 

 

9.  Key milestones in the completion of the report 

 

• 21st January 2011- Independent Chair, author and panel members 

appointed   

• 4th February 2011 – Request for IMR’s sent out.  



 

 

• 18th November 2011 – Final Draft to BSCB Serious Case Review Sub 

Group  

• 13th September 2013 – Final revised Draft to BSCB Serious Case Review 

Sub Group 

• 20th September 2013 - Birmingham Safeguarding Children Board for 

approval  

 

10. Nil Returns in respect of the family members were received from the   

following agencies by the end of March 2011: 

 

•     Birmingham and Solihull Mental Health Foundation Trust  

•     Birmingham and Solihull Women's Aid  

•     Birmingham Women's Hospital  

•     CAFCASS  

•     Family Action  

•     Birmingham and Solihull Mental Health Foundation Trust  

•     Birmingham and Solihull Women's Aid  

•     Birmingham Women's Hospital  

•     CAFCASS  

•     Family Action  

•     Heart of Birmingham Primary Care Trust  

•     Integrated Services  

•     NSPCC  

•     Staffordshire and West Midlands Probation Trust   

•     Royal Orthopaedic Hospital  

•     Sandwell and West Birmingham Hospitals  

•     University Hospital Birmingham  

•     UK Borders Agency  

•     West Midlands Fire Service  

•     Youth Offending Service  

 

 
 



 

 

APPENDIX 3. 
 

Individual Management Reviews and the Health Overview Report. 
Process and analysis. 

 
1.  Individual Management Reviews (IMRs) 

 
1.1  An IMR request letter was sent to agencies on the 4th February 2011 with the 

details of the case, the scoping information and Terms of Reference.  Agencies 

were required to look critically and openly at individual and organisational 

practice to ascertain whether changes could and should be made and, if so how 

this should be achieved.  It was a requirement that a designated senior manager 

who had no previous involvement or line management with the case, should 

complete the review and the Serious Case Review Sub-Group are satisfied that 

this was the case.  Guidance notes with a template were provided to all agencies 

including the requirement for agencies to implement their own recommendations 

in a timely way.  Agencies were required to send a nil return if they could find no 

trace of involvement with the family.  

 

1.2 The panel were aware of Ofsted evaluation feedback that had previously 

highlighted inconsistencies in the quality of IMR reports.  The Board together 

with Government Office delivered IMR training for Authors and Senior Managers 

in December 2009, May 2010 and June 2010.  The training launched new IMR 

guidance, IMR template and instructions on the interviewing of staff, together 

with exemplars of good practice aimed at enhancing the quality of reports.  A 

further quality assurance process has been incorporated within the Serious Case 

Review process with all agencies receiving evaluation feedback on the quality of 

IMR’s and areas for further clarification and analysis and the Serious Cases Sub 

Group tracks the progress of all Serious Case Reviews on a regular basis. 

 

2. The Health Overview Report 

 

2.1 The Health Overview Report was commissioned at the start of the review 

process and an Author was appointed to undertake the task. At a later stage in 

the review process as IMR reports were being received and examined it became 

clear that the Author originally appointed had had some professional involvement 



 

 

in the case and could therefore not be deemed to be independent of the case. 

The SCR Panel and the Independent Chair decided that another Author should 

be appointed. The SCR Panel Chair corresponded with the Chair of the 

Birmingham Safeguarding Children Board and Health representatives on the 

BSCB. The process to find another suitably experienced and knowledgeable 

Author independent of the case has been problematic as there had been 

significant involvement by health agencies and health professionals in the case 

over the period of time of the review. At the time of writing this Overview Report 

in August 2011 the Health Overview Report had not yet been made available. 

The Health Overview Report was provided in September 2011 in draft form and 

the SCR Panel requested some minor clarifications. The Health Overview Report 

contained helpful information about the various health agencies involved with 

Keanu and the family, some of which has been added as an Appendix to the 

Overview Report for information. The final Health Overview Report was received 

in time for the final draft Overview Report being submitted to the Serious Case 

Review subgroup in December 2011. 

 

3.  IMR’s were received from the following agencies on the dates shown: 

 

• Birmingham Children’s Hospital NHS Foundation Trust: Version 1, 

3.3.2011; Version 2, 23.5.2011; Version 3, 24.08 2011;Version 4 

31.01.2012 

• Birmingham Community NHS Trust: Version 1 in 2 parts, 28.4 2011; 

Version 2, 20.5 2011;Version 3 10.04.2012 

• Birmingham East and North PCT (GP): Version 1, 21.4.2011; 

Version 2, 18.5 2011 

• Birmingham Children and Young People Directorate ,Children’s 

Social Care :Version 1, 26.4.2011; Version 2, 26.5.2011; Version 3, 

16.09.2011 

• Early Years CC1: Version 1 15.4.2011; Versions 2, 12.5.2011 

• Early Years CC 2: Version 1, 21.4.2011; Version 2, 12.5 2011 

• Education Version 1 in two reports 8.4.2011; Version 2, 23.5.2011; 

Version 3 – one combined report, 11.7.2011 



 

 

• Ofsted: Version 1 15.4.2011; Version 2 19.7.2011 and Version 3 

following request for additional information; 8.8.2011 

• Wales Probation Service; Version 1, 21.6.2011; Version 2 

15.08.2011, Version 3 31.05.2012 

• West Midlands Police: Version 1 16.3.2011; Version 2, 4.4.2011 

• Heart of England NHS Foundation Trust 

• Torbay Health Care: Version 1 05.05.2011 

• Torbay Social Care: Version 1 18.03.2011, Version 2 28.10.2011 

• NHS Direct: Version 1 01.04.2011 

 

4.  Information Reports: 

 

The following agencies submitted an Information Report as agreed with the Safeguarding 

Business Unit: 

 

• University Hospitals Birmingham NHS Foundation Trust; Report 

date March 2011 

• Manchester Safeguarding Children Board Business Unit; not dated. 

• DAAT Children’s and Young People Teams; not dated. 

• West Midlands Ambulance Service 

 
5.  Quality and Timeliness IMR’s: 

 

5.1 The Panel considered fourteen reports (in a number of versions), two agencies had 

had minimal engagement with the family and their submissions were considered as 

Information Reports only. Fourteen agencies submitted an IMR in relation to this 

case, of these thirteen made a range of recommendations focused on enhancing 

their agencies safeguarding arrangements. Two separate agencies had not made 

recommendations within their IMR reports and the SCR Panel believed that this was 

not appropriate in the circumstances. The Education IMR was amended after 

discussion by the SCR Panel with the Authors and two recommendations were 

added. One of the Hospital IMRs remained without a recommendation although the 

SCR Panel expressed the view that there was a need to address information 



 

 

sharing and proactive interagency working by the hospital in question. This was 

subsequently amended and recommendations were added. In addition the Health 

Overview Report addressed the issue and added a relevant recommendation and 

the SCR Panel was assured that the matter would be addressed within the agency. 

 

5.2 The Serious Case Review Panel undertook a quality assurance review of all IMR’s 

and Information Reports providing detailed feedback to IMR Authors and Senior 

Managers responsible for ratifying their agencies IMR report indicating issues which 

required further clarification. The IMR Authors were invited to attend SCR Panel 

meetings to discuss their reports and findings and to allow the SCR Panel to request 

clarification as needed.  

 

5.3 Additional information provided by agencies was incorporated into the revised 

IMR’s and the dates of the submission of all versions have been noted. Some of 

the additional information requested related to the discussion in the SCR Panel as 

the Integrated Chronology demonstrated the gaps in information included by 

different agencies. Some of the additional information requests related to 

professional and organisational practice which needed to be expanded on or 

explained more clearly. 

 

5.4 Some IMR’s were requested at a later stage in the review process as information 

became available to the SCR Panel and it became apparent that other agencies 

had had involvement with significant family members and Keanu, for example the 

Probation Service in Wales and the Health IMR from Torbay. 

 

5.5 The IMR request addressed to Education services for the older Siblings had been 

sent to Birmingham, where the children and MGF lived, and to Solihull as the 

responsible authority for the school.  As a result both local authorities commenced 

the reviews and the SCR Panel was unaware of the confusion until both IMR’s 

were received by the Panel. After some discussion it was established that there 

were learning points for both local authorities.  The two IMR Authors collaborated 

and one IMR was produced as the formal contribution to the Review. 

 



 

 

5.6   The SCR Panel received updates from the police of the progress of the criminal 

investigation. The SCR Panel requested and received updates from Children’s 

Social Care about the welfare of the Siblings. The SCR Panel discussed some of 

the available information from the IMR’s in respect of the Siblings and the 

Children’s Social Care representative was asked to forward relevant information to 

the services involved with the children to ensure that a comprehensive assessment 

of their circumstances could take place.     

 

6.  Detailed analysis of agency Individual Management Reviews and Learning   

Points:  

 

NB. Some of the Learning points have been set out in the main body of the final 

Overview Report as well.  

 

6.1  The IMR’s in this SCR were required to consider the services delivered within the 

framework of the current legislation and guidance and in relation to the BSCB inter 

agency procedures. 

 

6.2 The IMR’s produced for this Serious Case Review have all addressed the Terms of 

Reference and set out the history and background of the children where there was 

information in records about them. Some interviews with staff and professionals 

have helpfully added to the volume of information provided. The IMR’s and the 

Health Overview Report have drawn the information together and provided some 

good and some excellent analysis of the services provided to the children and 

Rebecca Shuttleworth. The IMR’s have aimed to assess what the outcome was of 

the services provided for the children. Robust questioning about compliance with 

basic standards and available procedures at the different times is evidenced in the 

IMR’s. Most IMR’s have made very useful references to research in order to aid 

learning. Some specific issues have emerged for individual agencies and some 

themes have developed as common across agencies. The section below will 

address the agencies separately.  

 

 

 



 

 

6.3 The Children’s Social Care IMR: 

 

6.3.1 This IMR provided a background history for Rebecca Shuttleworth which 

demonstrated a significant history of involvement with Social Workers throughout 

childhood. It seems from the comments by Rebecca Shuttleworth in all agency 

records that she had learnt to navigate through services and to use the 

expressions and language that the various health and social care professionals 

use. She did not appear afraid to request services and support as and when she 

felt that she needed it.  

 

6.3.2 From Rebecca Shuttleworth’s own childhood of  being cared for by different 

people ranging from her own mother, grandmother, MGF, Social Workers, foster 

carers, teachers and health professionals she had never experienced a settled, 

consistent and nurturing environment where her needs were met. Having her 

own children at the age of sixteen and as a ‘Child in Care’ it was predictable that 

she would need support services as she had no positive role model or structure 

to fall back on for support. Her own extended family had not been able to provide 

her with a settled environment except for some time with MGF.     

 

6.3.3 It was in this context that the Children’s Social Care IMR Author was asked by 

the Overview Author to include some additional information about the Aftercare 

Team, which was involved with Rebecca Shuttleworth from June 2004 to 2009 

when Rebecca Shuttleworth reached 21 years. The service which this team 

provided was limited to practical issues such as housing advice and train fares 

when Rebecca Shuttleworth was moving between areas. For several years 

Rebecca Shuttleworth’s case was held as unallocated in spite of the fact that the 

service was aware of the birth of the Siblings and failed to consider the impact on 

a vulnerable sixteen year old of becoming a parent. There was minimal contact 

and information sharing between this team and fieldwork services. The main link 

was made by the Social Work Assistant, who provided the Aftercare Team with 

the Pathway Plan for Rebecca Shuttleworth, and who updated the team of 

Rebecca Shuttleworth’s circumstances. 

 



 

 

6.3.4 The Social Work Assistant, who was an unqualified worker, had considerable 

case responsibility for Rebecca Shuttleworth and Siblings 1 and 2 between 2004 

and 2006. At that time Social Work Assistants were allocated to families where 

there were child protection concerns and children looked after. This practice has 

now stopped. The worker in question demonstrated commitment to Rebecca 

Shuttleworth and Sibling 1 and 2 beyond her remit and was placed in an 

invidious position given the responsibility placed on her. This worker voiced 

concerns about the Siblings and about Rebecca Shuttleworth‘s care and was not 

adequately supported, heard and supervised. 

 

6.3.5 There are now procedures in place to ensure that Care Leavers who become 

parents will have the needs of their unborn child assessed. The procedures 

ensure that services are provided for a period after birth to support the parent 

and child and meet their needs to be safeguarded. The research literature 

demonstrates that “young women, who have been or are Looked After, are either 

pregnant or already mothers between the ages of 18 and 24, and are recognised 

as likely to experience social exclusion.” 1 

 

6.3.6 Previous Serious Case Reviews such as Case 16 had raised concerns about 

services to Care Leavers and made the following recommendations: 

 

“Recommendation 3: 

That Children's Social Care provide an adequately resourced Leaving Care Service with 

a clear mission statement to support this vulnerable group of young people and a well-

trained and qualified workforce to deliver it. 

 

Recommendation 4: 

“That staff in Leaving Care Services be adequately trained and knowledgeable in issues 

related to safeguarding children.” 

 

6.3.7  Recent UK research with the mothers of twins showed that by the time their 

children were 5, those who had been teenage mothers had experienced more 
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socio-economic deprivation, more mental health difficulties and drug problems, 

had lower levels of educational attainment, and were more likely to be living in 

deprived neighbourhoods. Their partners were more antisocial and abusive. 

Their children showed reduced educational attainment, had more emotional and 

behavioural problems, were at increased risk of maltreatment or harm, and 

showed higher rates of illness, accidents and injuries.”2 

 

6.3.8 Although Rebecca Shuttleworth was not provided with adequate services to 

herself as a Child Looked After, the services, which were provided by Social 

Workers in the context of the concerns about the Siblings and subsequently 

Keanu, should have focussed on the children and their needs being met as a 

priority. There should have been a greater awareness of the needs of very 

premature babies being cared for by Rebecca Shuttleworth in view of her family 

history and care history.  

 

6.3.9 There seemed to have been a lack of clarity about the role and authority of the 

Social Worker and the nature of the relationship with Rebecca Shuttleworth. This 

was reflected in the Initial Assessments, the Child Protection Medicals, the Child 

Protection conferences and other meetings and contributed to confusion about 

who was the primary focus, the children or Rebecca Shuttleworth. Social 

Workers are expected to work in partnership with parents but that does not mean 

that parents cannot be questioned and challenged. All the Social Workers 

allocated to the children should have been assessing every aspect of Rebecca 

Shuttleworth’s capacity to parent them; this included observing interactions 

between the children, Rebecca Shuttleworth and any partners. 

 

Learning point: 

It is a strand all through the records in the agencies that Rebecca Shuttleworth’s 

explanations and lifestyle were not challenged and the focus often moved to Father 1 

and his threats reported by Rebecca Shuttleworth or practical issues such as housing 
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issues rather than focussing on the children. There was no evidence in any IMR of 

Rebecca Shuttleworth having behaved aggressively or threateningly towards 

professionals, which can be a way of deflecting the focus away from children.   

 

6.3.10 Regular supervision and first line management decision making should have 

guided the Social Workers to focus on the needs of the children and should have 

ensured that good records such as clear Chronologies were kept and used to 

analyse the children’s situations.      

 

6.3.11 The IMR clearly commented on the failure of the Social Work staff to follow the 

procedures and guidelines to undertake checks and consult with other 

professionals routinely but it is not only a front line practice failure but a front line 

management failure as all Initial Assessments, Section 47 Enquiries, Reports to 

conferences and other documents require sign off by managers, who should 

check that the work has been done satisfactorily.     

    

6.3.12 Birmingham City was under an Improvement Notice issued by the Department of 

Education in October 2010 following a critical Ofsted inspection in June 2010.  

Ofsted stated that ‘Critical deficiencies remain in front line work with children and 

young people’. As noted in the Children’s Social Care IMR there is a wide 

ranging reorganisation taking place under a comprehensive Improvement Plan 

which will address the weaknesses which have been demonstrated in this SCR 

as well. At the time of revising this report (June 2103) the changes have taken 

place; see the Action Plan for details.  

 

6.3.13 The IMR robustly addressed the parts of the child protection system which deals 

with Child Protection Conferences, Core Groups and the performance of the 

Independent Reviewing Officers, who chair Child Protection Conferences and 

statutory Case Reviews for Looked After Children. It reports that there has been 

an “end to end” review of the child protection system since Keanu’s death as it 

became clear that there had been a general lack of compliance with the child 

protection procedures and poor performance. 

 



 

 

6.3.14 New requirements have been implemented to ensure that all agencies attend 

and, if they cannot, that they provide a written report to the meeting. A monitoring 

system has been put in place to track and review performance. The BSCB 

interagency Child Protection procedures have been updated to reflect these 

changes.  

 

6.3.15 Having considered the information in all the IMR’s about the Child Protection 

system it is the Author’s view that a number of other aspects of the system need 

to be addressed. The system in place to invite participants to Child Protection 

Conferences had not been effective as other agency records demonstrated that 

invitations to attend the meetings had not been made to the relevant people for 

example the school of the Siblings and the GPs. Not one of the GP records had 

any communications from Children’s Social Care. 

 

6.3.16 The SCR Panel was informed that the expectation is that the Social Worker 

requesting that the conference be convened states who should be invited. The 

administrative staff, who issues the invitations will then send them out as emails. 

Social Workers should be prompted to invite GPs and Medical staff, if they are 

not on their list of invitees, by the signing off line manager. 

 

6.3.17 Learning point: 

The importance of who is invited lies in the fact that even if an invited person 

does not attend, they should first of all have sent a report and will then also 

receive the minutes of the meeting.  The minutes of the meeting should be a 

record of the concerns and risks assessed and should set out what the outcome 

of the meeting was. This document is a significant record which also serves to 

communicate across agencies about children to ensure that information is shared 

where there are safeguarding concerns. It is also a useful record of information 

when cases are transferred between workers and locations. 

 

6.3.18 In relation to all the Child Protection Conferences, Core groups, Strategy 

meetings, Child in Need and CAF meetings, the  records show that minutes or 

records of meetings were not made, distributed and filed accurately, which was 

poor practice in respect of the children. As any child grows up and requests 



 

 

access to their records, they will not be able to understand how and why 

agencies made decisions about their lives and will not be able to hold the 

agencies and professionals accountable, if records are not up to standard.    

 

Learning point: 

 Working Together to Safeguard Children March 2013 paras:  

 

37. Each child who has been referred into local authority children's social care should 

have an individual assessment to respond to their needs and to understand the 

impact of any parental behaviour on them as an individual. Local authorities have 

to give due regard to a child's age and understanding when determining what (if 

any) services to provide under section 17 of the Children Act 1989, and before 

making decisions about action to be taken to protect individual children 

under section 47 of the Children Act 1989. 

38. Every assessment must be informed by the views of the child as well as the 

family. Children should, wherever possible, be seen alone and local authority 

children's social care has a duty to ascertain the child's wishes and feelings 

regarding the provision of services to be delivered (section 17 of the Children 

Act 1989, amended by section 53 Children Act 2004). 

It is important to understand the resilience of the individual child when planning 

appropriate services. 

39. Every assessment should reflect the unique characteristics of the child within their 

family and community context. The Children Act 1989 promotes the view that all 

children and their parents should be considered as individuals and that family 

structures, culture, religion, ethnic origins and other characteristics should be 

respected. 

 

6.3.19 The different Social Workers and their line managers did not exercise their lead 

responsibility and use their authority at points when they should have done for 

example with the Child Protection medical assessments, where Strategy 

discussions should have taken place and in Conferences where the outcome of 

the meeting did not adequately reflect their assessed recommendations to the 

meeting. 

 



 

 

6.3.20 This Serious Case Review has highlighted other examples of concerns about the 

standard of practice as it had become clear in the process of the review that the 

placement of the Siblings with MGF had never been fully assessed to ensure that 

it met their needs and would safeguard them. The assessment was undertaken 

promptly on receiving this information from the review. 

 

6.4    The West Midlands Police IMR 

 

6.4.1 The West Midlands Police IMR addressed the three Child Protection Medical 

examinations which took place in respect of one of the Siblings in 2005, and 

again one of the Siblings in 2006 and Keanu in 2010. The police involvement 

with this family was primarily with these examinations although the police had 

reason to be involved with Father 1 in July 2006 as Father 1 assaulted Rebecca 

Shuttleworth. They also had involvement with Father 1 in relation to another 

partner. The police were aware of his offending history and perceived him as a 

violent person and he was at the time of the Review subject to MAPPA 

supervision. 

 

6.4.2 The IMR concluded that the three medical examinations had fallen short of 

expected good standards as procedures had not been followed particularly in 

view of the fact that the children on all three occasions were under the age of 2 

years old and were not yet able to express themselves.  

 

6.4.3 Of particular concern is the fact that the medical assessment of Keanu in 

December 2010 was carried out without clarity about the status of the medical 

examination. If this was a Child Protection medical assessment then a Strategy 

meeting and checks with other agencies should have taken place.  If the Social 

Worker and Police Officer had worked in accordance with the interagency 

procedures the information in the nursery with the list of incidents, which had 

caused the Health Visitor and Nursery Manager concerns, would have been 

taken in to consideration. Similarly the GP would have reported seeing Keanu 

with Rebecca Shuttleworth reporting ‘falls and bumps’. Instead of checking with 

the nursery the Social Worker relayed old information from the nursery stating 

that “there were no concerns” to the Police Officer. 



 

 

6.4.4 The Doctor conducting the child protection medical assessment did not follow the 

usual procedures and discounted non accidental injuries accepting Rebecca 

Shuttleworth’s explanation for the marks and bruises noted on six areas on the 

body with different coloured bruising. The main concern was a burn blisters injury 

under one foot which had some bruising on the top of the foot. The burn was said 

by Rebecca Shuttleworth to have been caused by a hot radiator during sleep. 

 

6.4.5 The Doctor did not access Keanu’s previous medical history, as Keanu had 

attended the hospital A & E department on several occasions from June 2010 

onwards. This information should have been assessed as a part of the decision 

making about the injuries. 

 

6.4.6 Learning point: 

The Social Worker should have accessed the past history of Rebecca 

Shuttleworth and the older Siblings. There were some significant similarities with 

the pattern of injuries, presentations and explanations given by Rebecca 

Shuttleworth between the incidents and Child Protection medicals of one Sibling 

in 2005 and 2006 as well as the unreported bruising described on one Sibling in 

2006 with Keanu in 2010. The pattern of reported falls and bumps once they 

were old enough to move around more, the references to clumsiness and the fact 

that the bruises were not in the places you would expect from falling over e.g. 

knees and legs.  

 

“Once children start to move around independently, bruising increases 

incrementally (prevalence: crawling, cruising 17%, or walking >50%). However, 

even in these children, the bruising tends to be found in specific locations. The 

commonest site for accidental bruises in mobile children is the knees/shins. In 

young children (<6 years), accidental bruising to the head occurs predominantly 

in a ‘T’ shape across the forehead, nose, upper lip and chin, and in more than a 

third (37%) bruising is also found on the back of the head. It has been clearly 

shown that accidental bruising occurs on the front of the body and over bony 

prominences and <6% of accidental bruises to the face are found on the cheeks 

or periorbital area. In contrast, abusive bruises are found predominantly on the 



 

 

head and neck, where the bruising occurs on the ear, neck and cheeks, all of 

which are extremely rare sites of accidental bruises.”3 

 

6.4.7 Learning point:         

The Doctor accepted the explanation by Rebecca Shuttleworth of the burn by the 

radiator after the Police Officer and Social Worker had undertaken a joint home 

visit and examined the radiator, its shape and its location. Further enquiries were 

not made at that time by the Police Officer who did not have access to previous 

history and was unaware of the contents of the previous child protection 

medicals. 

 

“The true prevalence of intentional burns is difficult to determine, and is 

estimated to range between 10% and 12% of abused children. What percentage 

of children admitted to burns units have sustained an intentional burn is unclear, 

with estimates varying between 1% and 35%.However, it has been suggested 

that burns resulting from neglect, outnumber intentional burns by 9:1.”4 

 

6.4.8 The failure to hold a Strategy discussion or a Strategy meeting and involve the 

range of agencies providing a service to Keanu and Rebecca Shuttleworth meant 

that the information that existed was not shared and discussed and the risks 

were not evaluated. As a result of the determination by the Doctor that the burn 

was ‘accidental’ in origin the Police Officer, who was not comfortable with the 

decision but accepted it, closed the file prior to receiving the written medical 

report. The supervising officer accepted that the supervisory oversight had been 

lacking and that the police should have undertaken a more thorough investigation 

and should have challenged the decision by the Doctor or sought a second 

opinion.  
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6.4.9 No further action was taken and the IMR concluded that the outcome of this Child 

Protection Medical should have been quite different and should have led to 

prompt child protection action including a Strategy meeting, an Initial Child 

Protection Conference and, as all information would have been made available, 

the outcome for Keanu is very likely to have been that his death would have been 

prevented. 

 

6.4.10 The IMR draws out a number of lessons about how to conduct investigations and 

the need for officers and supervisors to have the confidence to challenge other 

professionals and their practice and decisions. The Police Officer did question 

the decision in December 2010 but when the response was to decline further 

discussion, the officer should have used the management structure to escalate 

the discussion within the agencies as per the Professional disagreement 

guidance.   

 

6.5  Health Overview Report and IMRs. 

 

6.5.1 The Health Overview Report has drawn together the information from all the 

Health agency IMR’s and Information Reports including those from Torbay. The 

report states the commitment of health agencies not only to Working Together 

2010 and local Safeguarding Children Board policies and procedures but 

references the Children’s National Service Framework (NSF), which is the 

foundation of policy and standards in NHS Children’s services.  

 

6.5.2 The complexity of health agencies and their systems for recording and passing 

information becomes apparent in Birmingham given the size of the population 

using the services and the number of different services. The Health Overview 

Report set out a helpful grid and explanation of the agencies which has been 

added as an Appendix to this report.    

 

6.5.3 The three specific areas in relation to Keanu and the Siblings from the Health 

agencies of significant interest are the early services of Midwifery and Health 

visiting, the universal services of General Practitioners and the procedures and 

practice in relation to Child Protection medical assessments. 



 

 

 

6.5.4 The theme emerged of health visiting services, which were overstretched, and in 

particular in relation to baby Keanu, were trying to keep in touch with a parent 

and child moving around frequently. One IMR commented in relation to several 

incidents that home visits should have taken place promptly in response to the 

information provided rather than the service relying on Rebecca Shuttleworth 

bringing Keanu to the clinic.  Similarly, when Rebecca Shuttleworth was dealing 

with the Siblings in the first months of their lives, in view of their prematurity and 

the weather midwinter as well as Rebecca Shuttleworth’s age and background, it 

was not helpful to expect her to bring them to the clinic. The additional 

usefulness of seeing children in their home environment and interacting with their 

carers and family, particularly in relation to a young parent with Rebecca 

Shuttleworth’s history, cannot be underestimated when professionals are 

expected to consider the perspective of the child.  

 

6.5.5 The service to Keanu involved a number of Health Visitors, five in all, as well as 

support staff. The handover of information between staff lost sight of some 

significant information, specifically, the concerns expressed in Torbay by friends 

in the community and which was passed to Birmingham. The Health visiting 

service would have been best placed to observe and monitor Rebecca 

Shuttleworth and how her day to day care affected Keanu.    

 

6.5.6   The last Health Visitor involved spent considerable time and effort talking to other 

professionals about Keanu and the concerns raised by the nursery reports but 

did not make a specific referral to Children’ Social Care for an up to date 

assessment or about safeguarding concerns. The Health Visitor did raise the 

matter with the GP involved with Rebecca Shuttleworth and Keanu in mid-

December 2010 and was informed that a referral had been made by the GP to 

paediatric services in relation to the ‘bumps and falls’ described by Rebecca 

Shuttleworth to the GP. The GP had not consulted with the Health Visitor prior to 

making the referral. 

 

 

 



 

 

6.5.7 Learning point: 

It is noteworthy that the Torbay Health IMR also raised the issue of a lack of 

information sharing between the Health visiting, Midwifery service and the GP 

service. The concerns are not only that Health Visitors and Midwives do not 

discuss very young children with their GPs but GPs seldom initiate discussions 

with Health visiting and midwifery colleagues about children as noted in a 

number of Serious Case Reviews nationally. The importance of collaborative 

working across disciplines and agencies has been set out in the research 

analysing Serious Case Reviews and was stressed by Lord Laming’s reports and 

recommendations as well as Professor Eileen Munro’s reports.  The Torbay 

Health IMR and Children’s Social Care IMR highlight that services were being 

provided and Looked After Reviews and Looked After Health assessments took 

place but the professionals involved did not proactively communicate with one 

another or collaborate in the Parenting assessment being carried out. As a result 

some information was not used to frame the outcome of the Parenting 

Assessment, which was to move Rebecca Shuttleworth and child to a more 

independent setting. ‘The Unborn Baby Protocol’ in Torbay, which the Torbay 

IMR’s were both clear should have been followed, sets out good practice to 

respond to pregnant Mothers and unborn babies to ensure that there is a shared 

response in health agencies and relevant other agencies. 

 

6.5.8 The Health Overview Report identified an issue of non-attendance for medical 

appointments and follow up appointments, which is common in working with 

families around the issue of neglect. The early period of follow up, in view of the 

Siblings being premature, with the aftercare service for premature babies 

demonstrated that Rebecca Shuttleworth was not attending appointments. This 

has been a pattern throughout but has not been picked up as the different health 

agencies have not notified one another of her failure to attend with the children 

over time. The Health Overview Report noted that the attendance improved when 

the Siblings were being cared for by MGF. 

 

 

 

 



 

 

6.5.9 Learning point: 

The Health Overview Report made recommendations in relation to DNA policies, 

or as suggested, WNB e.g. ‘was not brought‘policies5 in relation to Children 

subject to a Child Protection Plan for a notification by health agencies to 

Children’s Social Care of any failure to attend. The recommendation also refers 

to internal health agency notifications for example when one of the Siblings had 

undergone a hernia operation in 2005 and had a Child Protection medical in the 

A & E department before the point of discharge by the Consultant dealing with 

the follow up from the hernia, which Rebecca Shuttleworth did not bring the 

Sibling back for.  

 

6.5.10 Learning point: 

Some of these issues are a matter of information sharing between health 

agencies and some are about notifying other agencies which may be involved 

with the child or family. In all cases of children in need or children subject of a 

Child Protection Plan there are procedures in place which require information 

sharing in order to observe patterns of medical attendance or failure to attend. 

Patterns of non-attendance are a classical part of neglect, which can lead to a 

poor outcome for the child’s overall health and development.  

 

It is also the case that in all assessments, such as a Common Framework or 

early help assessment and Child Protection Conference the child’s health 

information should be shared, checked and considered in order to promote the 

child’s best interests. 

 

“Patterns of cooperation including hostility, non-compliance and deception by 

families were recurring themes in the 2003-05 and 2005-07 studies of Serious 

Case Reviews. Persistent non attendance at appointments can be part of a 

pattern of non-cooperation and signal risks of harm. These can include 

admissions/attendances at hospital and accident and emergency departments, a 

history of injuries, or a history of illness. 
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Non attendance should not be an “excuse” to close a difficult case.  Patterns of 

hostility and cooperation or lack of compliance can change rapidly in families and 

is an important component of assessment information.”6 

 

6.5.11 From the information in the health IMR’s the facts are that most health agencies 

do notify the GP as the central point for health care for children and families. The 

crucial part of the process of passing information, or notifications, is to provide 

and alert other professionals to information which they should be aware of for 

their own assessment of the service they are providing to the child.  The problem 

arises as demonstrated in this review when the information is filed and not looked 

at or enquired in to. The best illustration is that there was no evidence that the 

GP and Health Visitor had discussed Keanu and the nappy rash, although the 

Health Visitor had advised Rebecca Shuttleworth to go to the GP. The nappy 

rash which was described as ‘serious’ was not followed up with any discussion 

between the Health Visitor and the GP yet it was being dealt with by both 

professionals in parallel. Persistent or recurring serious nappy rash is another 

common feature of neglectful parenting.  

 

6.5.12 In relation to the three formal Child Protection medical assessments over the 

period of time of the Terms of Reference, the relevant Health IMR’s present a 

clear finding that the medicals were not carried out to expected standards and 

that some staff did not follow procedures and policies, which were in place. 

 

6.5.13 There is a clear recognition that the last Child Protection medical failed to protect 

Keanu as its findings were flawed. It had been carried out by the Doctor making a 

number of mistakes and demonstrating lapses in professional standards. The 

system for arranging Child Protection medical assessments at that particular 

hospital had historically been unsatisfactory as the in house hospital paediatric 

Consultants often did not undertake the CP medicals, which were instead carried 

out by community based paediatric Consultants or Associate Specialists in 

Community Paediatrics. The difficulties were compounded by the fact that Keanu 
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was taken to the A & E department in the evening, transferred to the paediatric 

ward at midnight and, as he fell asleep, the medical assessment finally took 

place later on the following day. 

 

6.5.14 The Doctor, who undertook the last Child Protection medical assessment, had 

also undertaken the assessment of one of the Siblings in April 2006 which 

involved a burn injury. Rebecca Shuttleworth was not present at that time. The 

Doctor was aware of some of the family background history as evidenced in the 

notes but, subsequently, according to the records did not appear to take this 

information into account at the time of Keanu’s medical assessment.  

 

6.5.15 In addition to the Child Protection medical assessment Keanu had been taken by 

Rebecca Shuttleworth to the same hospital A & E department in connection with 

falls and bruises in June, September and earlier in December 2010 and he had 

been examined each time. There were no checks or contacts made with other 

agencies other than to send notifications to the GP subsequently. The relevant 

IMR observed that if checks had been made or Rebecca Shuttleworth had been 

asked about Children’s Social Care involvement, the outcome of those 

examinations might have been different. There was no policy in place at the time 

to require the question about Social Work involvement to be made.  Rebecca 

Shuttleworth’s explanations were accepted at the time.  

 

Learning point: 

The IMR comments: 

”Evidence presented by Brandon et al (2008 & 2009) and Munro (2011) would support 

the introduction of routinely establishing whether a family have a Social Worker when a 

child (0-5 years) presents with any form of trauma requiring assessment at ED. 

 

6.5.16 It should not be the case that the outcome of a medical assessment is the only 

determinant for the Social Worker and Police Officer to proceed with a Section 47 

Enquiry. On all three occasions the outcome in terms of the decision making for 

Section 47 Enquiries and for the risk analysis in the Child Protection Conferences 

placed far too much weight on the medical diagnosis. The medical assessment is 

dependent on the other professionals providing good background information 



 

 

about the child and family history as well as previous medical history. The 

medical assessment is one part of the overall assessment which is the 

responsibility of the Social Worker and the Police Officer, who should undertake 

checks with all relevant agencies.    

 

6.5.17 Some of the Health IMR’s make reference to Rebecca Shuttleworth as having 

had some periods of depression and some difficulties with drinking too much 

alcohol. This is noted on one occasion in the Police IMR but not in the Children’s 

Social Care IMR. From the brief information it is difficult to form a view of how 

serious this may have been and it is noted that GPs and Health Visitors did not 

share this information with Children’s Social Care in Birmingham or Torbay. The 

significance for Keanu’s care is difficult to measure but it has been noted that he 

was often left to the care of baby sitters and friends by Rebecca Shuttleworth, 

often for days at times. The recommendation in the Health Overview Report that 

‘adults presenting to hospitals in A & E departments in connection with misuse of 

alcohol or drugs should be asked whether they are parents or carers of children’ 

reflects a recommendation in the Serious Case Review, Case 21, to the range of 

health agencies in Birmingham. 

 

Learning points: 

“Case 21 Recommendation 3: 

Adult service providers and agencies dealing with adults with complex needs must 

establish if the adult is also a parent or carer. They must consider the impact of the 

needs of the adult on their parenting capacity to meet the needs of the child. Where 

there are concerns about the child the professionals must work in partnership with other 

professionals and share information appropriately.” 

 

This recommendation was underpinned by a recommended audit program.                

Serious Case Review Case 19 had noted similar issues and recommended: 

“When Health professionals become aware that a parent has a history of alcohol / drug 

misuse and / or self harm this information must be shared with the Health Visitor, the 

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.”        

 



 

 

6.6 Children Centre 1 and 2 IMRs     

 

6.6.1  Two Children’s Centres were supporting Keanu and Rebecca Shuttleworth. 

Keanu attended the day nursery in one centre and the Family Support Lead 

professional was based in the other centre.  The centre, where the nursery was, 

is where the Siblings had also attended as had Rebecca Shuttleworth as a child 

and other members of the extended maternal family. The centre became a 

designated Children’s Centre in 2009. The opening hours are 7.30 am to 6pm. 

The Children’s Centre operates in accordance with the local authority’s 

procedures and guidelines including the Birmingham Safeguarding Children 

Board interagency procedures. 

 

6.6.2 Following Keanu’s death an urgent management review of the services was 

undertaken and Ofsted inspections also took place. (See the Ofsted IMR). A 

Safeguarding Audit in March 2011 found a range of concerns including 

inconsistent recording, lack of supervision of staff and lack of knowledge by staff 

of the Child Protection procedures and the responsibility to make referrals to 

Children’s Social Care. The IMR noted the following issues of concern in relation 

to the practice at the Children’s Centre in respect of Keanu:  

 

• lack of professional enquiry around Rebecca Shuttleworth’s accounts of the 

accidents/injuries that Keanu sustained in his various home environments 

• lack of professional enquiry with Rebecca Shuttleworth, and follow through 

with other agencies, about family and environmental factors  affecting her 

ability to protect Keanu from harm 

• lack of reflection and objective analysis of the inter-relationship between 

different recorded events in Keanu’s life  

• a badly organised Key Worker system 

• inconsistent recording and reporting systems between practitioners and 

managers about observations not only of Keanu, but also of how his 

Rebecca Shuttleworth was presenting 



 

 

• poor team work and poor communication between different members of the 

team (practitioners and managers) 

6.6.3 From June 2010 to December 2010 there were ten separate incidents reported 

by Rebecca Shuttleworth to six different members of staff, none of whom were 

Keanu’s designated key worker .The key worker worked part time. The key 

worker system was not operating efficiently as recording was not taking place in 

a timely manner and handovers of information did not take place effectively.  

With irregular or little formal supervision taking place there was no format for 

anyone to take time to review information and recording on a regular basis to 

analyse the information and consider any patterns of incidents which could be a 

sign of concerns. 

 

6.6.4  The decision taken by the Nursery manager and the Family Support worker to 

not refer to Children’s Social Care as had been agreed with the Health Visitor 

has not been explained satisfactorily. The initial reason for agreeing to refer 

came after a discussion between the Health Visitor and the DN manager about 

the long list of incidents being reported by Rebecca Shuttleworth to nursery of 

‘falls and bumps’ by November 2010. All staff in a nursery setting must feel 

empowered and supported to report concerns within the nursery structure and 

the designated manager must make referrals to Children’s Social Care when 

there are concerns about a child. If there is disagreement about actions the 

professionals must address these in a meeting and line managers should be 

involved as necessary. 

 

6.6.5 The role played by the Family Support worker based on the evidence in the IMR 

and the records examined focussed on support to Rebecca Shuttleworth rather 

than anything else. The worker had developed a view of Rebecca Shuttleworth 

that did not leave any room for a healthy scepticism and an ability to prioritise 

Keanu’s needs and safety. The management of the role as Lead professional for 

the CAF for Keanu had not been carried out in the spirit of the CAF process as 

the focus by the Family Support worker on him had been lost. The CAF was 

closed without any assessment of progress or review of needs on record yet 

contact was maintained informally with Rebecca Shuttleworth including an 



 

 

involvement in the decision to overturn the agreement with the Health Visitor to 

refer Keanu to Children’s Social Care. Strictly speaking the Family Support 

worker should not have been involved in taking a decision which the worker was 

not authorised to participate in and therefore not accountable for. In addition 

there was no record of the conversation or the reasons for the decision. 

 

6.6.6    Learning point:    

It was a serious missed opportunity that the referral, which had been agreed by 

two professionals, was not made. If Children’s Social Care had undertaken full 

checks at this point of the overall situation for Keanu and the Siblings it is highly 

likely that the outcome for them would have been to prevent Keanu’s death 

through child protection intervention. If the Siblings had been spoken to and their 

care assessed robustly the information that has come to light during this Review 

might have emerged.  A full assessment would have pulled together the 

information held in the different health agencies at this point as well as at school. 

 

6.6.7 Skills and knowledge to observe, collate and assess information and detect 

patterns where there may be issues of neglect must be a part of basic practice in 

any Children’s Centre and nursery setting. The staff group did not demonstrate 

any real understanding of the signs of neglect. 

 

6.6.8 The IMR paints a picture of a staff group in the nursery, who did not proactively 

exchange information about Keanu internally and had no contact with any other 

professionals or agency. The interactions described with Rebecca Shuttleworth 

appear to be ‘chats’ initiated by Rebecca Shuttleworth when she wanted to talk to 

someone. There is no sense of direct work being undertaken in accordance with 

a plan for Keanu, who was one among fifty children being looked after at the 

nursery. Keanu’s history as a child looked after in Torbay and subject to previous 

child protection enquiries was not taken into account within the nursery setting. 

 

6.6.9  Learning point: 

The response provided by the nursery manager and the Family Support worker 

to enquiries by  the Social Worker in October 2010 and subsequently to the 

Health Visitor in November 2010 that ”there are no concerns” about Keanu and 



 

 

Rebecca Shuttleworth was not acceptable practice. The other professionals 

should have asked further questions but the records in both agencies show the 

same response. Any professional should be able to provide an answer that 

specifies their reasons for believing that ‘there are no concerns’. They may have 

been overly optimistic about Rebecca Shuttleworth’s ability to manage or they 

may have been complacent about Keanu’s needs. Sometimes professionals feel 

overwhelmed by the problems they see in families and lower their expectations 

about what can be done. In all these cases a culture of good quality supervision 

would enable such attitudes to be addressed.  The Children’s Centre did not 

have a regular system of supervision in place at that time and the manager 

involved retired at the end of November 2010 to be replaced by a temporary 

manager. The lack of regular supervision was a serious problem that only 

became evident in the investigations following Keanu’s death.   

 

6.6.10 Learning point: 

The last attendance at the nursery in January 2011 a few days prior to Keanu’s 

death was described in the nursery records as “Keanu being distressed and not 

well’. Three staff saw bruises on Keanu and two made records of what they saw. 

They raised the matter with the temporary manager and took Keanu to 

demonstrate what the bruises and marks looked like. The decision by the 

manager was to wait and speak to Rebecca Shuttleworth when she collected 

Keanu at which point Rebecca Shuttleworth’s explanations were believed and no 

referral was made to Children’s Social Care. This decision was not in accordance 

with the BSCB interagency procedures.  At this point a referral should have taken 

place promptly and a Child Protection medical   assessment should have taken 

place as well as a Section 47 Enquiry. There is no doubt that if the nursery had 

made a referral at this point child protection action would have followed and the 

events a few days later would in all likelihood have been prevented. 

 

6.7   The School IMR:  

 

6.7.1 The Siblings have attended the same school throughout their schooling and the 

school are aware of the background history. The school has liaised with MGF 

and other relatives, who have attended school with the Siblings at times. School 



 

 

were aware that the children were staying with other relatives at times rather than 

MGF and have had contact with the carers. When Rebecca Shuttleworth 

returned from Torbay and the children talked about her, school queried her 

presence with Children’s Social Care in terms of the expectation from past 

history that her presence should be supervised. 

 

6.7.2 The Siblings had felt safe at school and had spoken to school staff about the 

situation at home. The comments by them about home after Rebecca 

Shuttleworth’s return are concerning and a sense of a deteriorating situation is 

conveyed in their comments. One Sibling expressed concerns about Keanu and 

one Sibling was fearful of hearing about Father 1 and threats of violence. This is 

the point where the children’s voices are represented and school staff responded 

by making referrals to Children’s Social Care. 

 

6.7.3 School initiated contacts per telephone with Children’s Social Care on ten 

occasions between October 2009 and December 2010 and made three referrals, 

which school categorised as ‘child protection referrals’. School did not follow their 

referrals up in writing except in June 2010 as they were asked to do so and faxed 

a sixteen page document. The Education IMR Authors have conveyed the 

frustration expressed by school as they felt that the referrals were not taken 

seriously enough and they struggled to understand why the threshold for 

concerns about neglect was not met. The concerns were persistently about “the 

neglectful personal care being provided to the Siblings and statements about 

being hit by Rebecca Shuttleworth, for example.” 

 

6.7.4 It is unclear why the school accepted the decision making of Children’s Social 

Care explained by the Social Worker without making direct representations to the 

Social Care manager.  Both Solihull LSCB and Birmingham BSCB child 

protection procedures include in different formats procedures for “Professional 

Disagreements”.  

 

6.7.5 With the hindsight available in a Serious Case Review it is possible to see that 

there were several missed opportunities in relation to the referrals from school .If 

the response had been to reassess the whole family in June or November 2010 



 

 

the circumstances of Rebecca Shuttleworth increasingly caring for all the children 

and struggling with it would have come to light and most of all the children would 

have been heard and seen in their home environment.  

 

6.8  Ofsted IMR: 

 

6.8.1 Regulatory inspections had taken place as per guidance in the period of the 

Terms of Reference including Suitable Person interviews of both Children’s 

Centres. Two complaints in relation to one of the Centres had been investigated 

and resolved in 2009. 

 

6.8.2 In response to Keanu’s death a notification was received by the Compliance, 

Investigation and Enforcement team at Ofsted as set out in regulations. The case 

was allocated and an unannounced inspection took place promptly. Immediate 

action was taken to hold a Case review and a further investigation was set in 

motion to examine the safeguarding process and ensure that it was robust at the 

Children Centres. 

 

6.8.3 A second investigation took place within a few days and a Welfare requirement 

notice was issued setting out requirements to be complied with. At the same time 

a formal Letter of warning was sent to the local authority as they had failed to 

inform Ofsted of a change in management in the Children’s Centre in November 

2010, which constituted an offence. 

 

6.8.4 The second investigation found that there were concerns about the level of 

knowledge among staff about the child protection process, the level of knowledge 

about roles and responsibilities and within the nursery service staff lacked the 

confidence to carry out a referral. The Welfare requirement notice was issued to 

address these shortcomings with the following:  “Review the safeguarding 

procedure implemented by staff to ensure that they notify the specified child 

protection agency, previously identified by the Local Safeguarding Children 

Board, without delay, of allegations of abuse. Take necessary steps to safeguard 

and promote the welfare of children to ensure all records held are reviewed. 



 

 

Ensure all members of staff understand the safeguarding procedure, their role 

and their responsibilities. 

 

6.8.5 Further decisions were taken about on-going liaison with relevant agencies, a 

review of the safeguarding arrangements for all of the registrations in the local 

authority and planning the Suitable person interview for the newly appointed 

manager at the Children's Centre.  

 

6.8.6 Two further Case reviews and two visits took place and by the end of March 

2011 Ofsted were satisfied that significant improvements had been made and the 

investigation was concluded.  

 

6.8.7 The other Children’s Centre where the Family Support worker was based was 

also inspected and the result was satisfactory.  

 

6.8.8 The Ofsted IMR provides a full explanation of the roles and responsibilities of the 

service explaining the underpinning legislation and regulation in respect of the 

different facilities and services. The Quality Assurance systems for inspections 

and investigations are set out. The report clarifies that Ofsted had had no 

involvement with Keanu or any family member prior to this event. 

 

6.8.9 The findings of the IMR noted that previous inspections and complaints 

investigations had been resolved and had no bearing on the SCR. All regulated 

activity had considered the safeguarding processes in the different services. Yet 

in the investigations following Keanu’s death it was revealed that there were gaps 

and weaknesses in the child protection process in the services.   These were of 

sufficient concern to issue Improvement notices and further work to improve the 

performance of the staff took place. It raises a question about the point at which 

the Children’s Centre standards fell and staff were no longer responding to 

children in a way which ensured that they were safeguarded.  The change of 

management in November 2010 appears to be a very short time for standards to 

slip significantly and the response in November 2010 to the Heath Visitor in 

changing the decision to make a referral was during the previous management. 

The Children’s Centre’s IMR did not explore the question of the staff group in the 



 

 

nursery and their views about the standards in depth but some staff interviews 

elicited comments about a lack of supervision and guidance.  The Ofsted IMR 

makes no reference to whether Whistle blowing policies were in place or if 

inspections cover such policies but in some situations where practice and 

standards slip that may be a mechanism for staff to alert the regulatory agencies 

to any problems in the service. 

 

6.9 Wales Probation Trust IMR:   

 

6.9.1 The IMR from the Probation Trust in Wales was helpful in clarifying the 

circumstances of Father 1 and his position at the time of the death of Keanu. The 

offences Father 1 was convicted for were not related to Keanu or Rebecca 

Shuttleworth. 

 

6.9.2 The service responded along with the prison to the threats by Father 1 via mobile 

phone texting and reported by Rebecca Shuttleworth in October 2009. Further 

liaison took place as a result and influenced the planning for Father 1’s release 

conditions in November 2010. There have been lessons from this Review for the 

service about managing threats from a prison and using the MAPPA 

arrangements to prepare for release.      

 

The conclusions and summary of the Analysis of the Individual Management 

Review Reports and the Health Overview Report can be found within the body of 

the Overview Report 



 

 

 
 

 

 

Appendix 4: SCR Action Plan in respect of Case 25 

 

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 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 

BSCB 
Monitoring  & 
feedback  

SCR Sub Group. 
Progress & 
Finalisation 
date 

Recommendation 1 

BSCB should 
undertake a full review 
of the functioning of its 
front line core Child 
Protection business 
ensuring it is focused 
on the child’s journey.  

BSCB 
Independent 
Chair 

BSCB to commission an 
on-going piece of work to 
follow a child’s journey 
through different stages 
of the system.  
BSCB members to 
enhance their strategic 
overview by ‘walking the 
floor’ practice  to ensure 
they are aware of the 
experience of children 
and families and front-line 
practitioners 
BSCB to consider the 
model of safeguarding 

BSCB 
Independent 
Chair and Board 
members 

Commencing 
November 
2013  
 
January 2014 
 
 
 
 
 
November 
2013 

 Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 

Red overdue 

Green Pending 

Black completed 



 

 

conversations to obtain 
direct and to obtain direct 
feedback from children, 
families and frontline 
practitioners 

Safeguarding 
Group in due 
course. 

Case Review Sub 
Group on 11 October 
2013 

Recommendation 2 

All agencies involved in 
this case should review 
the accessibility for staff 
of records in their 
recording systems 
particularly 
chronologies, referral 
records, minutes and 
emails. 
 
Action must be taken  
to change the systems, 
where difficulties or 
gaps are identified in 
order to ensure that  
assessments can be  
based on the most 
accurate and up to date 
information.   
 

 
Chief 
Executives and 
Chief Officers 
of the 13 
organisations 
involved in this 
case. 
 
 

 
Each agency involved to 
identify a suitably qualified 
reviewer who is fully 
briefed to consider the 
issues identified in this 
review where records 
were not accessible to 
staff and identify if gaps 
remain and implement a 
plan of improvement.  
Each agency to submit a 
report to the BSCB SCR 
Sub Group to confirm 
completion  
 
Those organisations that 
commission services for 
children and their families 
in Birmingham should 
seek assurance from their 
service providers that they 
have taken account of the 
learning to emerge from 
this case.  

 
Safeguarding 
Leads for  
 
Birmingham 
Community 
Healthcare 
 
Bordesley Green 
Nursery 
 
Oaklands 
Children’s 
Centre 
 
Heart of England 
NHS Foundation 
Trust 
 
Solihull 
Metropolitan 
Borough  
Education 
Department 
 
Torbay 
Children’s 
Services 
 
Torbay NHS 
Care Trust 

 
January 2014 
 
 
 
 
 
March 2014 
 
 
 
January 2014 

  
Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 11 October 
2013 
 



 

 

 
Wales Probation 
Service  
 
Birmingham 
Children’s Social 
Care 
 
Ofsted 
 
West Midlands 
Police 
 
Clinical 
Commissioning 
Group (former 
BEN PCT) 

Recommendation 3 
BSCB should lead 
regular multi agency 
audits, which should 
track records such as 
Minutes of Strategy 
meetings, Child 
Protection Conferences 
and Core Groups 
across agency records 
to establish that the 
records have been sent 
to the relevant 
professionals, received, 
filed accurately and can 
be accessed in future. 
   
 
            

 
BSCB 
Independent 
Chair  

 
The Multi Agency Case 
File Audit programme 
audit tool to be reviewed 
to ensure it includes the 
auditing of these issues. 
Any deficits to be 
addressed via the Multi 
Agency Case File Audit 
action plan which is 
shared with the Board.  

 
Q&A sub group 
to lead on the 
audits and 
monitor 
improvements in 
record keeping.  
 

 
November 
2013 
 
 
May 2014 
 
 
 
 
 
 

 

Performance 

and Quality 

assurance sub 

group work 

programme 

2013/14 has 

been reviewed 

and revised to 

focus on the 

learning that 

emerges from 

this case.   

Performance 

and Quality 

assurance sub 

group provides 

a quarterly 

 
Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 11 October 
2013 



 

 

report to the 

Strategic Board 

providing an 

update on 

progress on 

audit outcomes 

and the 

dissemination 

of key findings. 

Pending 

 

Recommendation 4 
BSCB should ensure 
that The Interagency 
Protocol for Child 
Protection Medical 
assessments and the 
procedures in place to 
support this should be 
critically reviewed by 
representatives from 
Children’s Social Care, 
Health and the Police in 
consultation with front 
line staff in the relevant 
agencies to ensure that 
the medical 
assessments are 
carried out to a good 
standard as a part of 
the assessment 
process. The updated 
Protocol should be 
reviewed regularly by 
the BSCB on the same 
interagency basis. 

 
BSCB 
Independent 
Chair 

 
Working party to be 
established and briefed to 
plan and implement a 
review. Participants 
should include staff from 
Children Social Care 
community and acute 
health services, West 
Midlands Police, including 
front-line practitioners.  
Protocol to be revised to 
include:  

• Process for 
professional 
challenge 

• Provision of second 
opinion where 
required 

• Comprehensive 
information sharing 
prior to medical 
examination 

• System of sharing 

 
Designated 
Doctors to lead 
with 
representatives 
from  West 
Midlands Police 
and Children’s 
Social Care  

 
November 
2013 
 
 
 
 
January 2014 
 
 
 
 
 
 
 
 
 
 
 
 
July 2014 

 

The 

independent 

chair has 

commissioned 

working party 

to undertake 

the review.  

Pending 

 
Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 11 October 
2013 
 



 

 

new information which 
may influence the 
outcome of the 
medical examination 

• Written summary of 
the findings to be 
provided to social 
care and police  at the 
conclusion of the  
medical examination   

 
Review of updated 
protocol after 6 months 
and regularly thereafter, 
frequency to be 
confirmed by the working 
party.  



 

 

Recommendation 5 
The Birmingham 
Safeguarding Children 
Board must put in place 
an effective assurance 
programme to track and 
review the current 
process of 
implementation of new 
models of services to 
children and families in 
Birmingham. The 
programme should 
ensure that actions 
taken to safeguard 
children who are 
receiving early help 
have been taken in a 
timely and appropriate 
manner and risk 
properly identified and 
managed.  
 

Director 
Children’s 
Social Care  

Local TAF (Team Around 
Family) meetings to be 
audited to determine the 
effectiveness of the 
meetings and to ensure 
the full and robust 
engagement of partner 
agencies. 
Review of the integrated 
model to include an audit 
of a sample of cases, and 
a questionnaire for staff 
and service users to 
ensure that the models 
are understood, and that 
actions to safeguard the 
child including the making 
of referrals to Children’s 
Social Care have been 
taken in a timely and 
appropriate manner. 
Reports to be presented 
twice a year to the Quality 
Assurance and Audit Sub 
Group of the BSCB 

Head of Service 
CYPF 
Safeguarding 
and Family 
Support North – 
Early Years 
Citywide  
 
 
 
 
 
 
 
 
 
 
 

January 2014 
 
 
 
 
January 2014 
 
 
 
 
 
 
 
March 2014 

 Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 11 October 
2013 
 

Recommendation 6 
All agencies involved in 
this case must review 
and update their 
procedures for 
challenge, internal and 
external disagreement, 
escalation and whistle 
blowing and ensure that 
staff are trained and 

 
Birmingham 
and Solihull 
LSCB 

 
All agencies to review 
their procedures and 
provide a link from 
internal electronic 
procedures to the BSCB 
professional 
disagreement policy 
Birmingham and Solihull 
LSCB’s to review 

 
All relevant 
agencies 
safeguarding 
leads to be listed 
as listed in 
recommendation 
8 
 
 

 
January 2014 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

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

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 



 

 

supported to act with 
confidence.  
 
 

escalation/professional 
disagreement procedures 
to ensure that they are up 
to date and take account 
of the learning from this 
case.  
 
Simple survey (e.g. 
survey monkey) to be 
devised and sent to all 
staff to ensure they are 
aware of the escalation 
policy and what they need 
to do if they are 
concerned about the 
response of another 
agency to concerns about 
the safety of a child.  
Birmingham and Solihull 
LSCB’s should be 
assured that all 
practitioners have the 
framework, confidence 
and support to challenge 
and resolve professional 
disagreements in the best 
interests of children.  

 
Birmingham and 
Solihull LSCB’s 
Policy and  
Procedures Sub 
Group 
 
Birmingham and 
Solihull LSCB’s 
Learning and 
Development 
Sub Group. 
 
 
 
Birmingham and 
Solihull LSCB’s 
Policy and  
Procedures Sub 
Group 
 
 
 
 

 
December  
2014 
 
 
 
 
January 2014 
 
 
 
 
 
 
 
January 2014 

 

 

 

 

 

 

 

Policy and 

procedures sub 

group have 

commenced a 

review of the 

professional 

disagreement 

procedure to 

capture the 

learning from 

this case. 

Pending 

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

of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 11 October 
2013 
 



 

 

Recommendation 7 
The planning and 
commissioning process 
for training 
programmes, whether 
single agency or 
interagency, should be 
reviewed to ensure that 
the training that is 
provided is in line with 
an up to date training 
needs analysis based 
on the lessons and 
recommendations from 
all IMRs, HORs and 
SCRs locally in the past 
two years.  

 
BSCB 
Independent 
Chair 

 
BSCB training steering 
group to commission or 
undertake a review of all 
training courses for 
supervisors, front-line 
managers and decision 
makers where 
safeguarding is a part of 
their role.  
Action plan to be devised 
which updates all training 
to address this 
recommendation.  
A methodology to be 
established for an impact 
assessment to be 
undertaken to monitor 
and measure the required 
change in practice.  
Records of attendance to 
be scrutinised to ensure 
key groups of individuals 
attend 

 
Learning and 
Development 
Sub Group. 

 
 
 
 
 
 
 
 
 
 
 

 
Sept 2012 
 
 
 
 
 
Sept 2012 
 
From October 
2012 
 
 
 
 

 

The learning 

and 

development 

sub group have 

undertaken a 

refresh of their 

training needs 

analysis and 

reviewed the 

multi agency 

safeguarding 

training 

programme for 

2013/14.  The 

training 

programmes 

emphasis the 

importance of 

focusing on the 

child and 

actively 

listening to 

children.   

The learning 

and 

development 

sub group 

evaluate all 

training and 

are piloting a 

model based 

on national 

good practice 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 11 October 
2013 
 
Finalised 



 

 

to evidence 

change in 

practice.     

The strategic 

board monitor 

the quality of 

safeguarding 

training.   

BSCB have a 

ongoing 

programme of 

learning 

lessons for 

child deaths 

and serious 

case reviews.  

 

COMPLETED 

Recommendation 8 
Those Organisations 
that completed an IMR 
are required to provide 
evidence that action 
has been taken to 
address individual and 
management practice 
which has fallen below 
expected professional 
standards. 
 

 
Chief Executive 
and Chief 
Officers from all 
Agencies 
Completing 
IMRs: 
 
Birmingham 
Community 
Healthcare 
 
Birmingham 
Children’s 
Hospital 
 

 
Each agency to produce 
an anonymised summary 
of action undertaken to 
address individual and 
management practice 
which has fallen below 
expected professional 
standards. 
 
 

 
Agency Human 
Resource Leads 

 
30

th
 

September 
2013 

 
Written 
confirmation 
has been 
received from 
the below 
organisations 
that action has 
been taken to 
address any 
individual 
learning or 
management 
practice. 
 
Birmingham 

Serious Case 
Review Sub-
Group will 
monitor 
progress on a 
quarterly basis 
and provide an 
overview of 
progress to the 
Strategic Board 
 
Evidence 
required 
 
Confirmation 
Letter 

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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 



 

 

Ofsted 
 
Torbay 
Children’s 
Services 
 
Torbay Care 
Trust 
 
NHS Direct 
 
West Midlands 
Police 
 
Bordesley 
Green Nursery 
 
Oaklands 
Children’s 
Centre 
 
Heart of 
England NHS 
Foundation 
Trust 
 
Solihull 
Education 
 
Wales 
Probation 
Service  
 
Birmingham 
Children’s 
Social Care 

Children’s 
Hospital 
 
Ofsted 
 
Torbay 
Children’s 
Services 
 
Torbay Care 
Trust 
 
NHS Direct 
 
West Midlands 
Police 
 
Clinical 
Commissioning 
Group 
 
Heart of 
England NHS 
Foundation 
Trust 
 
Bordesley 
Green Nursery 
 
Oaklands 
Children’s 
Centre 
 
Birmingham 
Children’s 
Social Care 

 Group on 11 October 
2013 
 
Contacted Wales 
Probations today 
seeking a progress 
report on completion 
of this 
recommendation.   



 

 

Clinical 
Commissioning 
Group 
 

Solihull 
Education 
 
Wales 
Probation 
Service  
 
COMPLETED 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 Progress Reviewed 11th September 2013 

 

Implementation of IMR Recommendations in respect of BSCB 2010-11/4 

Date commenced 3rd February 2011 

 

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 will monitor the implementation of recommendations and audit compliance prior to case 
finalisation. 

 
Recommendation 
(SMART) 

Action Required by 
Agency 

Implementation 
Lead for Agency 
 

Target Date  
for 
Completion 

Summary of Action 
Taken & Date 
Received 

Ofsted 
Monitoring  & 
Feedback  

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

Birmingham Community Healthcare    

1. In order to ensure that 
history and events relevant 
 to the child's safety and well being are 
available for all assessments, an 
internal action plan must address 
aspects of record keeping  identified as 
a potential  barrier to safe 

Health Visiting 
Service will ensure 
staff are aware of the 
following and will 
evidence 
compliance:: 
1. All out of area 

Management 
team Universal 
Services Children 
and Families & 
HV Team leaders 
 
 

Immediate 
action to 
raise 
awareness. 
 
 
 

Briefing sheet sent to 
all Health Visiting 
teams and further 
supported by letter from 
Universal Services lead 
Copy needed 
Key messages 

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 

Red overdue 

Green Pending 

Black completed 

Blue Unevaluated 



 

 

transfer. Evidence to demonstrate 
implementation and awareness of the 
issues must be provided by frontline HV 
teams. 
  
 

records must be 
stored together with 
current active files 
and referenced on 
the child and adult 
reference cards.  
2. Health Visitors and 
school health 
practitioners must 
identify the existence 
of a maternal active 
intervention file on all 
written or electronic 
records to ensure 
that information in 
respect of previous 
parenting 
assessments and 
support remain 
relevant to any 
subsequent 
assessment of 
children or Mother. 
3. On opening and 
closing an episode of 
active intervention 
(including Child 
Protection, CAF), 
Health Visitors must 
ensure that the active 
records contain a 
completed 
chronology which 
includes significant 
events from any 
previous authorities’ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Child Health 
records 
department 
manager/Childre
n’s services 
/Safeguarding 
Leads 

 
 
Implementati
on 
Audit to 
evidence 
implementati
on December 
2011. 
 
 
 
 
 
Monitored 
through 
annual BCHC 
Active Health 
Visiting 
record 
keeping audit 
reports. 

delivered via team 
meetings and briefings 
by safeguarding team 
and supported at 
supervision. 
Copy of minutes from 
meetings and briefings. 
Implementation audit 
completed with 100% 
return from HV teams 
December 2011. 
COMPLETED 
Results demonstrated 
additional time required 
by some teams due to 
re location. Re-audit 
performed March 2012 
for reporting to 
safeguarding first week 
April 2012. 
Trust annual active 
record audit took place 
including all frontline 
HV teams December 
2011.  
Audit tool incorporated 
issues reflected in 
action plan. 
Audit completed and 
reported to Children’s 
Senior Management 
team and Safeguarding 
Committee. 
Feedback to 
practitioners to take 
place via team leads 

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

below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 



 

 

records.  
A rationale for closing 
the record must be 
recorded on the 
chronology and 
contact sheet and the 
care plan must 
evidence the 
outcomes for the 
child from any 
interventions made. 
The Care Plus 
system must be 
utilised in order to  
identify the existence 
of an adult active  file 
and other files from 
previous authorities 
when transferring 
cases in or out of a 
caseload 

and operational 
managers. Audit report 
briefing to be further 
explored through HV 
mandatory group 
safeguarding 
supervision sets during 
quarter 1 2012. 
Child health records 
managers and 
Safeguarding lead 
agreed template for 
manual records 
tracking on Care Plus 
system. 
On line training devised 
for Care Plus users 
commencing March 
2012. 
COMPLETED 



 

 

2. Where a partner agency is taking 
responsibility for a referral to children’s 
social services, all health staff must 
seek feedback and record what the 
outcome of the referral has been within 
2 working days and amend their 
chronology and care plans accordingly. 

1. Evidence 
communication   to all 
children’s staff.  
2. To be considered 
for inclusion in health 
policies and 
procedures.  
 3. Safeguarding 
training slides to be 
amended to include 
this learning. 
4. To be reinforced 
through supervision 
and team meetings. 

Health Visiting 
service 
leads/Safeguardi
ng team 
 

Completion 
June 2011  

Briefing sheet to all HV 
staff. 
 
Supported in one to 
one supervision and to 
be reinforced through 
team briefing 
throughout 2012. 
 Training syllabus 
includes slide to 
emphasise this point 
 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 

3. A clinical guideline will be developed 
for Health Visitors to identify the next 
steps where children are reported to 
have injuries attributed to clumsiness. 
This is to be included in the work being 
undertaken by the HV service in re 
developing clinical practice standards. 

Where a partner 
agency has reported 
health related 
concerns are 
impacting on the 
safety of a child, 
immediate 
arrangements must 
be made for the 
reassessment of the 
child by an 
appropriately 
qualified professional.   
Where responsibility 
is delegated, the 
competent person 
undertaking the 
assessment must be 

Clinical Service 
Lead Health 
Visiting 
/Universal 
Service senior 
service 
leads/Head of 
Service 
Safeguarding 
Children 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
April 30

th
 

All HV practitioners 
received briefing sheet 
discussing this issue 
and supported with 
memo from Universal 
services managers. 
Copy of briefing sheet 
obtained 
Individual team 
discussion and 
monitored through audit 
December 2011 100% 
return. 
Copy of audit findings 
obtained. 
Review of HV team 
awareness  evidenced 
through review audit 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

briefed on the 
relevant 
circumstances of the 
case and discuss 
their findings with the 
named professional 
or another HV 
colleague as soon as 
possible within 24 
hours. 
2. When a child’s 
bruising is attributed 
to clumsiness, a 
review of gross motor 
skills must be 
undertaken in order 
to consider the need 
for a medical review.   
With the parents’ 
knowledge, the 
Health Visiting team 
should liaise with any 
early year’s partner in 
order to agree how 
joint monitoring can 
contribute to accurate 
assessment of the 
child. 

2012 
 
 
 
June 2012 
 
 
 
 

April 2012 
Quarter 1 briefing sheet 
for HV group and one 
to one supervision 
includes this issue to 
reinforce learning. 
Development of clinical 
guideline to be included 
in internal safeguarding 
policy and procedures. 
Evidence required 
Copy of clinical 
guidance required 
Question 11 covers this 
in the questionnaire – 
100% yes response. 
COMPLETED 
 

4. Planned in advance and on a 
minimum quarterly basis HV team 
leaders will ensure their team have a 
minimum of a protected day for peer 
review and active caseload 
management.  Where an active file 
indicates that a child has not been seen 
for three months a review of the care 

Evidence 
implementation 
through team leader 
progress reports and 
evidence from HV 
team leader.  
Staff feedback to be 
sought re the benefit 

HV service leads 
and team leaders  

December 
2011 
 
 
June 2012 
 

Team briefing from 
safeguarding and 
supported by Universal 
services manager. 
Copy of team brief 
obtained 
Operational managers 
report that teams are 

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 



 

 

plan and contact needs must take 
place. 

to practice after a  
period of time agreed 
with the HV service 
leads. 
 

incorporating active 
caseload management 
day into team 
calendars. 
Completed 
Staff feedback to 
monitor progress and 
effectiveness June 
2012. 10 teams have 
this implemented, 2 are 
in progress and 6 
teams have not 
completed this yet. 
This will be monitored 
through supervision 
with team leaders. 
Feedback will be 
sought from group 
supervision sessions 
with practitioners.  
Minuted in BCHC 
IMR/SCR meeting. 
COMPLETED  

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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 



 

 

5a.Systems must be in place to ensure 
that: paediatricians only perform Child 
protection medicals on behalf of their 
own trust or organisation;  
 
 
 
 
5b A consultant should be available 
during normal working hours to review 
the child ensuring complete appraisal 
and consideration of all concerns 
raised, assist in formulation of opinion, 
and plans for safe discharge  
 

Revision of written 
protocol for arranging 
child protection 
medicals. 
 
 
 
 
 Communication of 
information and 
training of all relevant 
practitioners. 
 
Establishment of 2 
City wide child 
protection medical 
rotas to ensure 
consultant cover 
available at all times 
for advice and sign 
off prior to discharge 

Named Doctor, 
Head of Support 
Services and 
Systems / 
Task and finish 
group  
 
 
Named Doctor  

June 2011 
 
 
 
 
 
 
 
March 2012 
 
 
 
 
 
 
Dec 2012 
 
 
 
 
 
 
 
 
June 2011 
 
 
 
 
Sept 2011 
(and 
ongoing) 
 
 
May 2011 
 

1. Initial 
Communication with 
admin staff and all 
paediatricians (21/6/11) 
via email and briefing 
by  Head of Support 
Services and Systems 
to ensure correct 
protocol/process for 
arranging CP medicals 
is followed. 
COMPLETED 
 
2. Review of process: 
Meeting held to discuss 
objectives. T+F group 
meeting 
21/10/11.Tasks 
allocated to admin rep 
and Named Doctor to 
undertake review of 
process for arranging 
medicals and ensure all 
staff aware of correct 
procedure.  
Ongoing review of 
process to tighten up 
procedures and ensure 
universal process in 
place across trust is in 
place. All staff are 
aware of process. 
Ongoing discussion 
held and feedback to 
CCP meeting March 
2012 and included in 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 



 

 

 
  

induction talk to all 
middle grades Sept 
2011. 
COMPLETED 
 
3. Written protocol now 
in process of being 
rewritten to be included 
in Departments 
paediatric protocol book 
for completion Dec 
2012 
In progress – on target 
 
Communication vie 
email 21/6/11 to all 
paediatric doctors 
detailing all 
recommendations, with 
responses collected 
from individual 
paediatricians 
acknowledging receipt 
of email.  
In house training 
delivered on 16/9/11 for 
new intake and all 
SASG doctors 
(attendance recorded)  
COMPLETED 
 
2 separate City wide 
rotas in place 
established May 2011 
providing consultant 
cover at all times to 



 

 

middle grade 
paediatricians 
performing child 
protection medicals. All 
medicals discussed 
with consultant at time 
of medical, and in 
majority of cases also 
seen by consultant 
Audit performed Aug 
2011 demonstrating 
effective system in 
place 
COMPLETED  

6. Clear, complete and 
contemporaneous notes must be made 
on all children during the child 
protection medical (and any 
related/relevant conversations); and 
along with reports, photographs, 
correspondence and investigation 
results, kept in the child’s main clinical 
record.  
 
 
Child protection medical reports must 
be dictated, typed, checked and signed 
off by consultant prior to distribution to 
all relevant professionals 
 

Written 
communication (by 
letter and email) to all 
administrative and 
medical staff  and 
face to face training 
 
 
Annual Case note 
audit to ensure 
adherence to 
recommendation 
  

Named Doctor 
Head of Support 
Services and 
Systems 
+ Task and finish 
group 
  

 Dec 2011 
 
 
 
 
 
 
 
 
 
 
 
 

Email sent 21/6/11 to 
all paediatric clinicians 
and secretarial staff 
detailing 
recommendations, with 
responses collected 
from individuals 
acknowledging receipt. 
Face to face training 
with middle grades 
Sept 2011 
COMPLETED 
Audit of medicals 
August 2011 to ensure 
adherence to 
recommendations  
COMPLETED Nov 
2011  
 
Highlighted issues of 
record storage and 
retrieval in certain 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 



 

 

areas of Trust. Further 
audit planned for 2012 
to be incorporated into 
annual audit  
Communication with 
secretarial staff  (June 
2011)via Head of 
Support Services and 
Systems to ensure 
correct filing of records 
and reports initial 
meeting between lead 
nurse, Head of Support 
Services and Systems 
and Named Dr held 
Sept 2011 Task and 
finish group  
established  meeting 
21/10/11. Involvement 
of Child Health Records 
management to 
implement safe storage 
and retrieval of records  
All CP medical reports 
checked and signed off 
by consultant before 
distribution –audit of 
recommendations Nov 
2011  
Re-audit due early 
2012 and then 
incorporated into 
standard audit  
COMPLETED 

7a.Community paediatricians must 
maintain competency/ training in child 

Maintain database of 
community 

Named doctor 
Clinical/lead 

Sept 2011 
 

Central Database of 
training held and 

Safeguarding 
Leads in 

Progress is reviewed 
monthly by the 



 

 

protection, and participate in regular 
peer review/supervision 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
7b.All staff who have responsibility for 
safeguarding children must have read, 
be familiar with and have access to 
Trust Safeguarding Children Policies 
and procedures. 
 

paediatricians 
safeguarding training 
and peer review 
participation 
Written 
communication to all 
medical practitioners 
on child protection 
rotas (with evidence 
read receipt)and face 
to face training 
Communication of 
recommendation via 
email.   
Follow up audit of 
confirmation of action  
 

doctor with admin 
support 
 

 
 
 
 
 
 
Dec 2012 

updated regularly 2011.  
Re-audit due 2012 as 
per normal audit cycle 
All permanent medical 
staff within trust 
compliant with training. 
 All doctors participating 
in child protection rotas 
attending regular peer 
review (locally) 
Registers compiled 
locally. 
Re-audit Dec 2012 
Email sent to all 
practitioners (read 
receipt) June 2011 
regarding 
recommendations and 
face to face training 
delivered for doctors on 
16/9/11. 
Audit in place to ensure 
compliance with 
recommendations done 
Email sent to all 
practitioners (read 
receipt) June 2011 re 
recommendation and 
face to face training 
delivered for doctors on 
16/9/11 
Re Audit to be arranged 
to ensure compliance 
COMPLETED 

agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 

8. A revision of the child protection 
medical proforma should include a 

Information to be 
made available to 

Task and Finish 
group comprising  

 
 

Draft proforma includes 
question around 

Safeguarding 
Leads in 

Progress is reviewed 
monthly by the 



 

 

question on whether the parent was 
looked after; and a question as to 
whether the developmental stage of the 
child is in keeping with the injuries seen. 
 
Information available to practitioners 
performing medicals should also include 
body maps highlighting risk areas for 
non accidental bruising, current 
guidelines on management of bruising, 
contact details of safeguarding 
professionals within the organisation, 
contact details of local services (HV, 
nursery, schools etc) 

practitioners 
performing medicals, 
with additional 
information 
incorporated in any 
updates of child 
protection medical 
proforma. 
 
Written 
correspondence to all 
practitioners involved 
in performing child 
protection medicals.  
Training workshops 
to be held and 
attendance monitored 
to ensure all staff 
have received 
appropriate training 

Named Doctor 
Lead Nurse and 
team 
Admin team 
(CP proforma 
revision by 
Named and 
Designated 
professionals) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
March 2012 
 
 
 
 
 
 
 
 
 
 

whether the parent was 
looked after.  
Body map includes 
questioning whether the 
developmental stage of 
the child is in keeping 
with the injuries. 
Body maps distributed 
to all staff via payslips 
with safeguarding 
information, contact 
details (July 2011) 
contact sheets for 
safeguarding 
professionals 
distributed to bases in 
Trust Summer 2011. 
Copy of body map and 
CP proforma obtained 
Admin lead 
to ensure Directories of 
services held by 
secretaries at local 
bases. IN PROGRESS 
– resource identified 
and under discussion. 
E-mail confirmation that 
all centres have this 
information received. 
Email sent to all admin 
staff and paediatricians 
in Division June 2011. 
Copy of e-mail obtained 
Training 
delivered16/9/11 for 
new doctors,  

agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 



 

 

 
 
Dec 2012 

SASGs to fully 
implement 
recommendation ie 
emphasise need to 
consider development, 
and recognise LAC 
status. SOGS training 
also for new doctors to 
Trust and available to 
other paediatricians 
who require an update 
Sept 2011 (held 6 
monthly) 
Copy of training 
attendance obtained. 
Revision of Child 
protection proforma in 
progress 
Admin lead to ensure 
Interim measure:-ie 
insertion of sheet to 
existing proforma, body 
maps and 
investigations, contact 
details available to 
admin at all bases, and 
paediatricians by March 
2012.  
Induction training at 
6/12 intervals to doctors 
(ongoing) 
Repeat audit due 2012 
as part of annual audit 
cycle. 
Revision of CP 
Proforma in progress 



 

 

Expected date of 
completion Dec 2012  
Copy of draft proforma 
obtained. 
COMPLETED 

Birmingham East and North GP IMR   

1. Birmingham PCTs should give their 
support to the summary care record 
having a flag for children subject to a 
child protection plan or having been on 
a child protection plan or statutory 
order. 

PCT Chief 
Executives to write to 
DH 

PCT Board level 
for safeguarding 

By 
September 
2011 

Copy of letter obtained 
that addresses this 
recommendation  
 
COMPLETED                  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 

2. When children become subject to a 
child protection plan the GP should be 
informed directly and this should be 
recorded on the child’s electronic GP 
record using the READ code as 
documented in the NSPCC/RCGP 2009 
Safeguarding Toolkit for General 
Practitioners. 
 

Named GPs to action 
with child protection 
and review team in 
Social Care  

Named GPs View 
progress by 
beginning 
September 
2011 

January 2013 Named 
GPs for safeguarding 
sent briefing to all GPs 
on the requirement to 
record and the codes to 
use for children subject 
to a child protection 
plan. The briefing 
included link to  GP tool 
kit for safeguarding. 
January 2013 Named 

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

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 



 

 

GPs for safeguarding 
children sent a letter to 
Children Services 
requesting that all GPs 
be notified of children 
subject to child 
protection plans and 
included rational for this 
action. 
January 2013 partner 
agency Child Protection 
Conference attendance 
report presented by 
Children Services at the 
BSCB Quality and 
Performance Group. 
Designated Nurse 
requested that Children 
Services notify all GPs 
of the outcome of child 
protection conferences. 
This requested was 
upheld by the Chair and 
group. 
Evidence: 

1. Copy of briefing 
2. Copy of letter 

to Children’s 
Services 

3. BSCB Quality 
and 
Performance 
January 2013 
meeting 

COMPLETED 

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

process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

3. All GP practices should be strongly Named GPs to target Named GPs and By beginning Birmingham and Safeguarding Progress is reviewed 



 

 

encouraged to have regular scheduled 
meeting with Health Visitors to enable 
discussion of families of concern and 
new to area families.  These meetings 
to be led by the lead GP for 
safeguarding children in the practice. 

the practices not 
already doing this 
and work with HV 
managers 

HV Managers 
(BCHC) 

of December 
2011 

Solihull NHS 
Cluster/CCG raised 
contract query 
regarding GP and HV 
liaison meeting. 
January 2013 draft 
communication 
standards for GPs and 
HVs presented to 
Clinical Quality Review 
meeting.  
Designated Nurse 
circulated draft 
communication 
standards to Named 
GP for safeguarding 
children. Dissemination 
of these standards to 
GPS and HVs being 
confirmed by 
designated nurse. 
January 2013 Named 
GPs for Safeguarding 
sent briefing to all GPs 
and requested to be 
notified if GPs 
encounter any 
difficulties with having 
meetings/liaison with 
HVs 
Evidence: 

1. Clinical Quality 
Review 
meeting 
minutes 

2. GP and HV 

Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 
to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

communication 
standards 

3. Confirmation 
emails of 
dissemination 
to GPs and 
HVs 

COMPLETED 

4. The requirement that when children 
under 5 are newly registered with a GP 
the Health Visitor should be informed 
should be strengthened to include a 
code on the electronic record to indicate 
that his has been done thus enabling 
audit. 

GPs to be informed 
of READ code and its 
use.  Reinforced in 
training.  

Named GPs  By beginning 
of December 
2011 

January 2013 Named 
GPs for Safeguarding 
sent briefing to all GPs. 
Standard for GPs to 
inform HVs of new to 
practice developed. 
Code for HV referral 
included in GP briefing. 
Evidence 

1. Copy of briefing  
2. Copy of 

communication 
standards for 
GPs and HVs 

COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

5. The New Patient check for adults 
should include a specific question re 
dependent children and their 
whereabouts.  If children are identified 
contact should be made with the Health 
Visitor. 

Development of 
standard question 
and process for 
informing Health 
Visitor  

Named GPs and 
HV Managers 
(BCHC)  

By beginning 
of December 
2011 

January 2013 Named 
GPs for Safeguarding 
sent briefing to all GPs. 
Evidence: 

1. Copy of briefing 
to GPs 

 
COMPLETED 

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

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 



 

 

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

consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

Bordesley Green East Nursery   

1.  Develop and embed service delivery 
based on holistic assessment of need in 
accordance with the Framework of 
Assessment of Children in Need and 
the CAF Children’s Well-Being Model 

• Audit of CP and 
CAF training for 
all staff and CRB 
status 

• Implement a 
training plan and 
continuing 
professional 
development plan 
for all staff  for 
CP and CAF that 
is linked to 
individual PDR 
and team 
development 

• Review 
Supervision 
Policy and 
Procedures to 
establish regular 
supervision for all 
staff with an 
appropriately 
trained 
designated 

 
Head and 
Children’s Centre 
Manager  

June 2011 Meeting with Centre 
Head and Children’s 
Centre Coordinator/ 
Family Support 
Manager  19/5/11 
confirmed that  

• Audit of CP and 
CAF training taken 
place and all staff 
have had CP/ CAF 
refresher training 
(Feb/ March 2011) 

• Discussion of how 
CPD proactively 
incorporated into 
supervision on a 
routine basis. RG 
to forward 
supervision format 
used in other 
Centres for 
information 

• Supervision policy 
discussed and 
requires updating.  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

supervisor 

• Complete a file 
audit and identify 
training/support 
issues to be 
addressed.  
Monitor 
standards of 
record keeping 
through 
supervision  

Agreed to be 
completed by end 
June. 

Update 3/10/11: 
All safeguarding 
policies and procedures 
have been reviewed, 
refreshed or sourced to 
form a comprehensive 
safeguarding folder that 
has been presented to 
and ratified by the 
governing body. 
Including a new CAF, 
CP, and Supervision 
policy. All staff are 
aware of the 
importance of these 
revised policies and 
have been directed to 
them. New staff have 
safeguarding training 
as part of their 
induction process and 
are directed to read the 
safeguarding policies. 
> Supervision 
procedures have been 
modified for CC 
manager to now include 
a safeguarding report. 
COMPLETED  

2. All practitioners to keep 
contemporaneous contact records to 
the required standard for safeguarding 
and promoting the welfare of children 

• Complete a 
file audit  

• Address the 

 July 2011 File audit underway and 
Senior Family support 
Worker also being 
‘skilled up’.  Improved 

Safeguarding 
Leads in 
agencies have 
been closely 

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



 

 

with intervention based on clear actions 
that are reviewed and evaluated  

issues of file 
structure and 
supervision 
notes 
identified in 
the Annual 
Conversation 

• Develop a 
revised policy 
and Identify 
training/supp
ort required 
to implement 
it 

• Provide 
training and 
monitor 
standards of 
record 
keeping 
through 
supervision 

file structure in place. 
Recommended link with 
another CC in area 
(Kitts Green)for support 
on processes and to 
develop confidence. 
Further training on 
record keeping skills to 
be implemented 
(possibly via Kitts 
Green). 
Rajinder Ghataora to 
review progress. 
Update 3/10/11: 
As advised by SAL:CC 
manager to meet with 
other CC managers to 
share good practice, re 
file audits 
> Action: Devise 
supervision file/audit 
summary folder.          
Incident log sheet 
devised to use for any 
significant incident 
after case is closed, or 
prior to case being 
opened. 
Service request form 
implemented. 
COMPLETED 

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

effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012  
 
Finalised 

3. Embed policy and procedures and 
criteria for safe practice when opening 
and closing cases to Family Support.  
This must include guidelines on how all 
practitioners should record and act on 

• Review and 
develop 
criteria, 
policy and 

 July 2011 Criteria developed and 
weekly caseload 
meetings now taking 
place. Further support 
via / liaison with 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 

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



 

 

significant observation or new 
information in relation to a child’s 
welfare and safety after a case has 
been closed  

procedure 
for 
opening/clos
ing 
casework for 
Family 
Support  

• Link this to 
the 
development 
of a full 
safeguarding 
policy for CC 
to  include 
individual 
policies on 
Child 
Protection, 
CAF,  
Supervision, 
Record-
keeping, 
Information-
Sharing, 
Working in 
Partnership 
with Parents, 
Working with 
other 
Agencies 
and any 
other 
relevant 
policy as 
advised in 

another CC in Locality 
(Kitts Green).  
Child protection and 
other policies being 
reviewed. 
RG to forward versions 
of supervision 
proforma, safeguarding 
report, CP policy, 
supervision policy 
Rajinder Ghataora to 
review progress. 
Update 3/10/11: 
File audits take place 
during supervision and 
Senior FS worker has 
been trained and 
supervised to know 
audit files. Spot checks 
also take place, and all 
files now record actions 
from weekly 
safeguarding meetings 
and supervision. 
> Training needs have 
been identified for FS 
staff as part of their 
CPD  eg record 
keeping and DSP 
training. 
> All files have a clear 
structure, and closing a 
file is also shared 
with the family and the 
referrer prior to closure 
with a shared 

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

implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

the Annual 
Conversatio
n (July 2010) 

• Provide 
training, 
support and 
supervision 
to implement 
in practice 

 

agreement. 

• RG to conduct 
random file audit 
and see evidence 
of above on 
6/10/11. 

 
COMPLETED 

 4. Ensure accountable  management 
and supervision systems are in place to 
maintain child- focus throughout all 
intervention with children and families  

•  Review and 
define roles and 
responsibilities of 
the CC team to 
ensure the roles 
and 
responsibilities of 
managers and 
practitioners are 
accountable and 
appropriate 

• Support and 
monitor through 
appropriate 
training, support 
and  PDR 
processes 

  Regular supervision 
takes place and group 
supervision (weekly 
meeting to review 
cases/ new referrals. 
Improved monitoring by 
Head needs to take 
place in supervision 
sessions with CC 
Manager (see above) 
Update 3/10/11: 
Safeguarding meetings: 
Weekly meetings with a 
TAC approach where 
cases will be allocated 
agreed wellbeing 
entry/exit level, possible 
interventions/ support, 
barriers, and 
observations will be 
discussed. This gives a 
clear vision for all the 
team to offer support in 
an holistic way. 
> Also short 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

interventions, and 
service requests are 
discussed and 
allocated. 
> All CC meeting will 
now have 
ofsted/safeguarding 
focus included. 
Supervision: CC 
manager has regular 
supervision every 6 
weeks, and all FS staff 
every 6-8 weeks. With 
a clear focus on 
safeguarding 
accountability, and any 
training needs that may 
be needed. File audits 
are carried out during 
supervision and actions 
recorded and agreed. 
COMPLETED 

 5. Ensure all staff are able to apply 
knowledge and understanding of Child 
Protection procedures and CAF 
Children’s Well-Being Model to  practice  

• Implement a 
training plan 
and 
continuing 
professional 
development 
plan for all 
staff  for CP 
and CAF 
children’s 
well-Being 
Model that is 
linked to 

  Update 3/10/11: 
CAF: We have closer 
working relationships 
with our CAF 
coordinator who has 
embedded our 
knowledge with the 
CAF process and 
identified clear remits 
for all agencies 
involved in a CAF. 
Supervision: CC 
manager has regular 
supervision every 6 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 



 

 

individual 
PDR and 
team 
development 

• Review 
Supervision 
Policy and 
Procedures 
to establish 
regular 
supervision 
for all staff 
with an 
appropriately 
trained 
designated 
supervisor 

 

weeks, and all FS staff 
every 6-8 weeks. With 
a clear focus on 
safeguarding 
accountability, and any 
training needs that may 
be needed. File audits 
are carried out during 
supervision and actions 
recorded and agreed. 
COMPLETED  

Education 
Safeguarding 
Group in due 
course.    

reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

Oaklands Children Centre   

1. Develop and embed service delivery 
based on holistic assessment of need in 
accordance with the Framework of 
Assessment of Children in Need and 
the CAF Children’s Well-Being Model  

• DSP training 
for all 
managers 

• Implement 
training and 
continuing 
professional 
development 
plan for Child 
Protection 
and CAF to 
meet the 
needs of all 
practitioners  

• Put into place 
supervision 

CCSM 
EYFSAM (AM1)  

July 2011 
and ongoing 

CC1 Action Plan 
following Serious 
Incident:  

• Permanent FT 
Manager in 
post  (CSSM) – 
February 2011 

• Audit of CP 
training and 
CRB for all staff   
completed - 
14/1/11 

• Supervision 
format revised 
and sessions in 
place for all 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 



 

 

sessions for 
all members 
of the team 

• Provide 
training and 
guidance on 
recording for 
all staff and 
monitor 
standards of 
recording 
through 
supervision/fil
e audit 

• Develop a 
system for 
regular  file 
audit 

 

• Involve 
Children’s 
Centre 
teacher in 
supporting 
individual/tea
m practice in 
relation to 
assessments 
of children’s 
learning and 
development 

• Redesign the 
key worker 
system to 
improve 

staff – 
completed 
14/2/11 

• System for file 
audit and file 
audit 
completed -  
11/2/11 

• File structure 
revised  - 
11/2/11 

 

• Staff training on 
recording – 
COMPLETED 

Group in due 
course.    

Group on 15/06/2012 
 
Finalised 



 

 

communicati
on with 
parents 

• Develop use 
of the ‘TAC’ 
process  

2. All staff to be able to demonstrate 
knowledge and understanding their role 
and responsibilities in relation to  child 
protection procedures and the CAF 
process  

• Training as 
above 

• Supervision 
sessions as 
above to 
monitor and 
support 
practice and 
identify 
individual 
training 
needs 

• Individual/te
am training 
to develop 
reflective 
practice, 
effective 
communicati
on and 
information 
sharing  

• Key worker 
system to be 
revised and 
key worker 
responsibiliti
es supported 
through 

CCSM 
EYFSAM (AM1)   

July 2011 
and ongoing  

CC1 Action Plan 
following Serious 
Incident:  

• Supervision 
structure, 
format and 
contract 
revised – 
completed 
14/2/11 

• Professional 
knowledge 
sessions 
planned and 
linked to PDR 

• Weekly team 
briefing and 
termly 
individual team 
meetings to 
include 
professional 
knowledge 
sessions 

• Open door 
policy in place  

COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

individual 
and team 
training/supe
rvision  

3. Implement a full safeguarding policy 
as advised in the Annual Conversation 
and Safeguarding Audit  

Review and develop 
policies on: 

• Attendance 

• Visitors 

• Intimate Care 

• Communicati
on with 
parents 

• Record 
keeping 

• Information 
sharing 

 

CCSM 
EYFSAM (AM1)   

July 2011  CC1 Action Plan 
following Serious 
Incident:  

• Child 
Protection 
Policy revised  
- February 
2011 

• Supervision 
Policy updated  
- February 
2011 

• Staff training 
on recording – 
26/1/11 

• File structure 
revised  - 
COMPLETED 

 
  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

4. Implement all actions required from 
the Safeguarding Audit  

To be advised  CCSM 
EYFSAM (AM1)   

July 2011  Updated 30/09/11 
 
All recommendations 
from safeguarding audit 
have been actioned 
and under ongoing 
review: 

• Intimate care policy 
in place. 

• Review of all case 
files completed with 

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

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 



 

 

independent 
support of Family 
Support 
Coordinator from 
Sparkbrook CC. 

• File audit 
mechanisms in 
place. 

• Improved body 
map sheets being 
used in centre. 

• Improved systems 
for recording for 
Children with 
disabilities – 
SENCO role taken 
on by Deputy, Early 
Support Champion 
in place, inclusion 
practitioner role 
defined. 

 
COMPLETED 

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

process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

Heart of England NHS Foundation Trust   

1. The safeguarding pathway for 
medical examination to be reviewed 
and re-disseminated to all 
paediatricians including guidance in 
relation to accessing advice, support 
and second opinions. 
  

Guidance to be 
produced and 
disseminated to all 
Drs 
 
Audit of pathway to 
take place  

Named Doctor for 
Safeguarding 
Children   

September 
2011  

Designated Dr for 
Safeguarding Pan 
Birmingham has issued 
a pathway for medical 
examination (March 
2011). 
 
Dissemination to all 
Paediatricians has 
occurred (March 2011)  
 

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

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 



 

 

One to one discussions 
took place with all 
Consultants on the 
Heartlands site and 
information has been 
again cascaded to 
consultant at Good 
Hope in August 2011. 
Audit tool developed 
compliance audit 
conducted November 
2011. 
COMPLETED 

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

process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

2. Expectations in relation to 
examination on admission; recording 
following ward rounds and discharge of 
children with safeguarding concerns to 
be explicitly communicated to 
paediatricians 
  

Expectations to be 
formulated and 
circulated to all 
Consultant 
Paediatricians  

Group 
Operational 
Director for 
Paediatrics  

April 2011   All individuals in the 
case have received 
feedback. 
Formal feedback 
sessions to be 
scheduled for early 
2012. 
Evidence required; 
Copy of the 
expectations formulated 
and circulated to all 
consultant 
paediatricians, in 
relation to examination 
on admission; recording 
following ward rounds 
and discharge of 
children when there are 
safeguarding concerns. 
Copy of Safeguarding 
Children Guidelines 
taken from the 
Paediatric protocol 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

handbook obtained.  
Copy of e-mail sent to 
all Paediatricians from 
the medical director 
obtained, which clarifies 
the process expectation 
that address the 
recommendation.  
COMPLETED 

3. The training needs analysis for 
Paediatric Consultants to be reviewed 
and access to appropriate relevant 
Level 3 training to be increased. 
  

Training Needs 
Questionnaire to be 
developed and 
circulated to 
Paediatricians. 
 
Findings to be 
incorporated into a 
report.  

Group 
Operational 
Director for 
Paediatrics/ 
Safeguarding 
Link for the 
Faculty of 
Education at H1 

November 
2011  

Training event held in 
June 2011 in relation to 
findings from SCR’s. 
Copy of all training 
slides, course details 
and learning outcomes 
obtained. 
96 staff trained in total.  
6 out of 16 paediatric 
consultants and 3 
paediatric registrars 
trained at this event. 
Evaluation of training 
and level 3 training plan 
obtained.  
Feedback gained from 
Paediatricians in 
relation to further 
training requirements. 
Feedback report 
obtained, along with 
future training dates 
schedule.  
Mentors identified for 2 
consultants in April 
2011. 
Training Needs 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

Analysis Questionnaire 
developed for 
Paediatric Consultants 
and launched in 
September and 
October 2011 at 
consultant meetings. 
Copy of training needs 
analysis and plan to 
address outcome from 
it, obtained.  
COMPLETED 

4. Current paediatric access to support 
and supervision from the Named Doctor 
for Safeguarding to be reviewed and 
recommendations made regarding how 
support, supervision and learning 
opportunities can be increased for H1 
paediatricians. 
  

Review current 
arrangements 
 
Recommend plans to 
improve access of 
paediatricians to 
safeguarding support/ 
development  

Group 
Operational 
Director  

November 
2011   

Mentors identified for 2 
consultants in April 
2011.  Business case 
developed and 
submitted for a further 5 
PA’s of Named 
Doctor/Paediatrician 
with a special interest in 
safeguarding. 
Business case 
submitted in April and 
funding approved in 
June 2011. 
JD circulated as part of 
routine consultation in 
June 2011. 
Recruitment 
commenced in 
September 2011 with 
interviews scheduled 
for 24

th
 November 

2011.  
Proposed supervisory 
framework agreed at 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

November 
Safeguarding 
Committee with a 
staged implementation 
plan to allow the 
development of a 
suitable safeguarding 
supervision programme 
led by the new 
Paediatric Consultant 
with a special interest in 
Safeguarding. 
COMPLETED 

5. Executive lead for Safeguarding at 
HEFT to discuss with the Assistant 
Director of Children’s Services in 
Birmingham the possibility of improving 
access and speed of complete lateral 
checks. The possibility of access to the 
‘Care First’ System within A&E should 
be considered or ‘hotline’ contact for 
A&E staff to CSC. 
 

Option paper and 
recommendations in 
relation to improving 
ED access to 
information for lateral 
checks to be 
prepared for 
consideration by the 
Operational 
Effectiveness Group 
of BSCB.  

Head Nurse 
Children’s 
Services  

September 
2011 

Meeting held on 
21.3.11 by Assistant 
Head of Children’s 
Services in Birmingham 
to commence 
discussions. 
Discussions with CSC 
in Birmingham and 
Solihull who have both 
agreed in principal to 
the sharing of 
information in relation 
to children subject to 
the plan.  Further 
meeting scheduled with 
Head of Child 
Protection in December 
2011. 
Action plan in place 
including: Briefing 
Paper for information 
Governance regarding 
changes. 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

Briefing paper 
incorporating an action 
Plan in relation to 
Flagging of Children 
with a Child Protection/ 
Looked After Children 
Plan obtained. 
Development of Policy 
for electronic flagging of 
medical records where 
a safeguarding concern 
is known (draft 
available for September 
2011). 
Copy of policy 
obtained. 
Use of ‘dummy 
registrations’ on 
Hospital PAS system 
will enable any flagging 
for children not 
previously known to 
HEFT. 
Monitoring of progress 
being undertaken by 
Solihull and 
Birmingham LSCBs.   
Draft information 
sharing agreement with 
Solihull; Copy obtained.  
Initial scoping exercise 
completed with two 
areas that have made 
progress in relation to 
increasing health 
access to CSC 



 

 

information. 
Further evidence 
requested : 
Update on progress 
from the initial scoping 
exercise. 
COMPLETED 

6. ED and Paediatric Assessment 
Documentation  paperwork in ED to be 
reviewed to ensure that for all children 
aged 0-5 presenting with trauma it 
prompts : 
Routine questioning in relation to 
whether or not a family have an 
identified Social Worker/ Social Work 
involvement. 
Review of all previous discharge 
diagnoses available from previous 
attendances at H1 for consideration of 
significance. 
Comprehensive recording in relation to: 
Non accidental injury and the rationale 
for excluding it or accepting it. 
(Portable computers are used as part of 
the Paediatric Ward Round to ensure 
that paediatricians have full access to 
and use electronic records from 
previous attendances.) 
 

Produce new 
assessment 
documentation for 
children in Ed and 
paediatrics including 
a flow chart which 
prompts the user in 
relation to 
safeguarding 
concerns and 
consideration of the 
significance of 
previous attendance 
diagnoses. 

ED Consultant 
Lead & Task 
Group including 
the Nurse 
Consultant 

September 
2011  

Draft Flow chart 
developed to improve 
recognition of 
safeguarding concerns 
February 2011 
The flow chart has not 
been included as 
HoEFT have decided 
against it and 
incorporated frequent 
safeguarding prompts 
into the ED assessment 
paperwork instead. 
Draft children’s ED 
assessment paperwork 
developed and trial of 
implementation 
commenced in 
September 2011.   
Copy of paperwork 
obtained. 
Evidence required; 
outcome from trial 
(currently still underway 
12.1.12) 
Paediatric inpatient 
assessment paperwork 
reviewed and 
implemented. 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

Copy of paperwork 
obtained. 
Evaluation 
arrangements being 
planned currently. 
Evidence required; 
Details of evaluation 
and outcome from it. 
COMPLETED 

7. All ED Nurses and Medical staff to be 
reminded of the correct process to be 
followed when recording follow actions 
after a patient has left the ED.  

HEFT Emergency 
Department 
Publication ‘Risky 
Business’ to remind 
nurses and medical 
staff of the process to 
be followed when 
recording follow up 
actions in the ED. 

Consultant Lead 
for Safeguarding 
in ED. 

June 2011 Section prepared to go 
into ‘Risky Business’. 
And it has been agreed 
that this message 
should be sent out in 
Risk Business on a six 
monthly basis. 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

8. Electronic (ETTo) Paediatric 
Safeguarding Discharge paperwork to 
be reviewed and revised to ensure that 
it prompts good practice in relation to 
ensuring the admitting consultant 
agrees the discharge plans and that 
there is documented discussion with the 

  Safeguarding 
Nurse Team & IT 
Lead 

September 
2011  

Discussions with IT 
taking place in relation 
to making required 
changes to Discharge 
Summary 
Work commissioned 
from IT and agreement 

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 



 

 

relevant Social Worker at the point of 
discharge. 
  

in place to develop new 
ETTO.  Identified 
changes requested.  
Work delayed due to 
roll out in Electronic 
Prescribing reported in 
October.  November 
Safeguarding  
Committee confirmed 
that the work should not 
be delayed and 
requested the action to 
be prioritised.   
Current ETTO has 
replaced the HV liaison 
form from September 
2011 to improve quality 
of information shared 
with Community Staff.  
The form incorporates 
details of any Social 
Worker involvement 
along with details of 
any discussion and / 
strategy meeting held. 
The forms are always 
sent electronically to 
the admitting consultant 
to agree discharge; the 
consultant sends back 
the form electronically. 
The child is not 
discharged until this 
form has been returned 
from the admitting 
consultant. 

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

below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

Copy of discharge 
paperwork obtained.  
COMPLETED  

NHS Direct   

1. DN1 to undertake safeguarding 
children level 2 refresher training  

Facilitate off line time 
and support  DN1 in 
undertaking training 

NHS Direct 
Children’s 
Services Lead  

01.03.2011 Training completed 
09.02.2011 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

2. Bespoke paediatric training package 
to be delivered to address individual 
needs 

Prepare and deliver 
appropriate paediatric 
training package 

NHS Direct 
Children’s 
Services Lead  

31.03.2011  01.03.2011 
Initial scoping of 
requirements 
undertaken 
Copy of the training 
content obtained. 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
Further 
evidence of 
implementation 
will be provided 

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.   



 

 

to the 
Department for 
Education 
Safeguarding 
Group in due 
course.    

 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 

Education (Solihull)   

Reinforce in writing to DMSs the need 
for a written child protection referral to 
the appropriate local authority in respect 
of any child that attends a school in 
Solihull but that lives in a another 
authority. Also, reminding colleagues of 
the availability of specialist 
safeguarding advice on issues of 
potential challenge.  

 Letter to DMSs Chair of People’s 
Directorate 
Safeguarding in 
Education and 
Early Years 
group 

July 2011  The recommendation 
was completed on 
22/07/2011 when all 
Designated Members of 
Staff (DMS) for child 
protection were written 
to as per the IMR 
recommendation. This 
correspondence was 
then posted on the 
Local Authority Extranet 
website in the DMS 
safeguarding section. In 
January & February 
2012 the messages 
from the 
recommendation were 
re-iterated at DMS 
training sessions. 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 

Torbay Children’s Services 

 
1. By January 2012 all practitioners in 
the Children in Need Service to be 
trained to ensure that assessments are 
completed within timescales within 
‘Framework for the Assessment…’ 
(2000), that all assessments are 

1.  Review the 
current use of 
historic 
information in 
accordance with 
recommendation 
no.1 (Appendix 3, 

Operations 
Manager  
(Children in Need 
Service)  

January 2012  Practice standards for 
assessments have 
been developed. These 
will be supported 
through - 1) the BPR of 
all process, 2) the 
alignment of PARIS to 

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 



 

 

informed by historical information 
including that held by other local 
authorities, and conclusions and 
recommendations regarding future 
action are based on a clear, critical, and 
considered and well balanced analysis 
of the identified risks and needs  
 
(see recommendation 19.1.1)  

C11 IMR - social 
care, 2010 – see 
Appendix C) 

2.  Review 
assessment 
standards in 
accordance with 
recommendation 
no. 4 (Appendix 
3, C11 IMR - 
social care, 2010 
– see Appendix 
C) 

3. Include this 
training provision 
within the 
Children in Need 
Service training 
plan 

4. Training 
provider to be 
commissioned to 
deliver the 
identified needs 

5. Implementati
on of training to 
be evaluated in 
relation to 
improvements in 
assessments and 
decision-making 

these revised 
processes, 3) 
development of practice 
manual that 
encapsulates these 
standards, 4) DFE 
approved training has 
been commissioned to 
deliver further 
compulsory training to 
all social care staff on 
assessment skills in 
2012.  
COMPLETED 

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

below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

 
2. By September  2011 a management 
escalation protocol on accessing 
information from statutory agencies to 
be established and communicated to all 

i. Development of 
the  protocol 

ii. Consultation with 
relevant 
managers  

Executive Head – 
Children’s 
Services Social 
Care  

September 
2011  

NOVEMBER 2012: 
Policy in place via 
SWCPP - TSCB 
promotional leaflet 
developed and 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 

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



 

 

staff in children’s social care 
 
(see recommendation 19.2.1 & 19.2.2) 
 

iii. CMT to 
endorse  

iv. Promulga
te to staff through 
staff meetings 

uploaded onto TSCB 
website December 
2012 
COMPLETED  

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

implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

 
3. By June 2012 all Children in Need 
Service staff to attend refresher child 
protection training, on a 3 yearly rolling 
basis, addressing the analysis of 
interactive risk factors. 
(see recommendation 19.3.1) 
 

1. Refresher CP 
training to be 
included in the 
Children in Need 
Service training 
plan  

2. Child protection 
training to be 
commissioned to 
include interactive 
risk factors 

3. Service Managers 
to develop a 
rolling programme 
for staff 
attendance   

 

Executive Head – 
Children’s Social 
Care   

June 2012  NOVEMBER 2012: all 
staff undergoing 
mandatory training that 
includes core skills and 
robust approach to risk 
assessment 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

 
4. By September 2011 all Children in 
Need Service staff to attend briefing 
sessions to ensure familiarity and 

i. Develop a briefing 
note on the 
protocol 

j. Commission 

Operations 
Manager – 
Children in Need 
Service 

September 
2011 

AUGUST 2012: Rolling 
programme in place. 
Update provided to 
WDGroup - chaired by 

Safeguarding 
Leads in 
agencies have 
been closely 

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



 

 

understanding of the ‘Unborn Baby’ 
protocol. 
 
(see recommendation 19.4.1) 
 
 
 

Service Managers 
to deliver briefing 
sessions to all 
staff 

DH. Being monitored 
but is this being put into 
practice on a rolling 
basis? Cross reference 
to P1WP1-PMS, 
P5WP3-QA(report 
card) & Training Needs 
Analysis  
COMPLETED 

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

effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

 
5. By March 2012 a workforce plan to 
be developed for the Children in Need 
Service to assess whether the Council 
has sufficient staff to undertake all work 
relating to children’s social care and 
ensure that there is sufficient capacity 
within the service, in particular front-line 
Social Work and those at operational 
manager levels  
 
(see recommendation 19.5.1) 
 
 

 
1. Review budget 

position for 
staffing base 

2. Review children’s 
Social Workers’ 
responsibilities 
and workloads to 
clarity  

3. Commission 
Human 
Resources & 
Finance to 
develop a 
workforce plan to 
be based on 
research on front 
line Social Work 
teams in terms of 
safe & 
manageable 
caseloads 

Executive Head – 
Children’s Social 
Care   

March 2012  1. A new function 
structure went live in 
February. This included 
an increase in the staff 
establishment of 13 
fTEs at the front end 
and smaller staff teams. 
Case loads are now 
between 15-20 
compared to 25 -30.  
2. A workload system is 
being implemented and 
clarity on the 
responsibilities of 
Social Work is being 
established through 
introduction of a 
capabilities framework. 
Independent review 
found that there was 
clarity on the roles and 
responsibilities  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

4. Present to CMT 
for endorsement 

 
 

3 & 4  
AUGUST 2012: New 
Social Work structure 
was informed by 
amount of work in 
system and the target 
to reduce case loads to 
nationally acceptable 
levels - ongoing 
monitoring of this by 
CIB and SLT proves 
that this is the case. 
Same calculations have 
been used to inform 
restructure of CLA 
Social Work teams  
COMPLETED  

 
6.  By January 2012 a review is 
undertaken by the Children in Need 
Service of the quality assurance of 
assessments overseen by service 
managers with regular case auditing to 
monitor compliance with standards. 
 
(see recommendation 19.6.1) 
 

6. Review current 
assessment 
standards  

7. Ensure that there 
are processes for 
identification, 
recording and 
tracking of risk 
and protective 
factors. 

8. Finalise 
standards with 
sign-off from 
senior 
management. 

9. Implement 
standards with 
associated 
training for 

Operations 
Manager  
(Children in Need 
Service)   

January 2012  A QA framework is 
being developed as 
part of the 
Safeguarding 
Improvement Plan. A 
programme of case 
audit has been 
established across 
children's services. All 
managers will be 
expected to audit 3 
cases a month this 
starts in June.  A quality 
assurance tool for CP 
chairs was introduced 
in May 2012. Practice 
standards have been 
developed and 
approved by the CIB 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

practitioners and 
managers. 

10. Performance 
data produced 
and scrutinised 
on completion 
times for initial & 
core assessments  

11. Review 
implementation 
and ongoing audit 
of standards. 

 
 
 
 

 

and will be examined 
through a case audit 
tool mapped against 
them.  Performance on 
timescales is regularly 
reported and reviewed 
as part of the CPIP and 
improvement notice.   
The DFE approved 
compulsory training has 
started for all social 
care staff on 
assessment skills.  
COMPLETED 

 
7. By December 2011 the Children in 
Need Service to develop a protocol for 
commissioning specialist assessments 
that ensures the service undertaking the 
assessment has clear terms of 
reference including a timescale for 
completion. 
 
(see recommendation 19.7.1) 
 

6. Review the types 
and frequency of 
specialist 
assessments 
required 

7. Develop a 
standardised set 
of terms of 
reference 

8. Consult with 
managers & 
practitioners 

9. Briefing sessions 
for all 
practitioners in 
Children in Need 
Service 

10. Implementation 
date set and 

Operations 
Manager  
(Children in Need 
Service)  

December 
2011  

A revised and improved 
option appraisal 
(commissioning) for 
specialist assessments 
has been developed an 
implemented.  The 
quality of this work and 
its potential positive 
impact on CYP was 
noted by the peer 
review  
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

communicated 
 

 
8. By December 2011 a review is 
undertaken by the Children in Need 
Service into the current process for 
considering specialist assessments, 
that inform core assessments, and 
checking the robustness of quality 
assurance by managers responsible for 
sign off. 
 
(see recommendation 19.8.1) 
 

11. Review current 
processes for 
considering 
specialist 
assessments 

12. Ensure the 
process is explicit 
in monitoring 
progress of 
specialist 
assessments and 
establishes 
appropriate fora 
and professionals 
to consider 
specialist 
assessments  

13. Determine 
standards to 
benchmark 
specialist 
assessments 
against 

  

Operations 
Manager  
(Children in Need 
Service 

December 
2011 

A revised and improved 
option appraisal 
(commissioning) for 
specialist assessments 
has been developed an 
implemented.  The 
quality of this work and 
its potential positive 
impact on CYP was 
noted by the peer 
review. Benchmarking 
against the previous 
approach will be 
possible now the new 
model for 
commissioning 
specialist assessments 
has been implemented. 
A new specialist 
assessments are 
underpinned with a 
legal letter identifying 
the outcomes and 
objective sought.  
COMPLETED 
 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

Torbay Care Trust 

1. Torbay Care Trust as commissioners 
of health services within Torbay should, 
within the next 6 months, by use of 
commissioning and contract 
management arrangements, ensure 
that all actions resulting from 

Collate actions from 
Serious Case reviews 
to identify overlaps 
 
All contract 
management 

Debbie Stark  October 2011  Overlaps from 
outstanding actions 
identified and merged 
within newly developed 
IAP format – evidence 
in new format will be 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 

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



 

 

recommendations of Serious Case 
Reviews completed within the last 2 
years have been fully addressed by all 
health organisations.  
 

meetings with 
provider 
organisations to 
include evidence of 
progress on SCR 
Action Plans 
  

available by Friday 06 
April 2012.  Progress 
on SCR Action Plans to 
be a standing item on 
contract monitoring 
meetings for SDHCFT 
& TSDCT, to be 
monitored by Patient 
Safety & Quality 
Manager 
(Commissioning) 
Evidence will be 
minutes of future 
meetings 
COMPLETED 

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

agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

2. The individual provider Trusts should 
within the next 6 months review their 
action plans from previous Serious 
Case Reviews to ensure that they have 
been fully implemented and are 
embedded in practice. Specifically: 
Torbay Care Trust to ensure that the 
Health Needs Assessment completed 
by Health Visitors is fit for purpose, 
used appropriately and regularly 
monitored 
Torbay Care Trust and SDHCFT to 
ensure that practitioners are fully aware 
of and appropriately implementing the 
Unborn Baby Protocol 
Torbay Care Trust and SDHCFT to 
review and audit arrangements for 
communication and information sharing 
between GPs, midwives and Health 
Visitors to ensure that all are aware of 
significant current and historical factors 

 Collate all actions 
form SCRs that relate 
to the individual 
organisation 
 
Audit of progress of 
individual actions to 
include training, 
records, staff survey 
 
 
 

Debbie Stark  October 2011  All actions from SCRs 
for TSDCT are on our 
Integrated Action Plan - 
evidence in current IAP  
November 2012: audit 
cycle completed by 
named Midwife end 
2011 and presentation 
submitted as evidence. 
Improved uptake and 
robust action plan for 
ongoing training & 
monitoring  
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

that may have bearing on the welfare of 
a child. 
Wales Probation Service       

1. To ensure robust re allocation 
systems occur within 2 days on internal 
cases  

Team managers 
need to ensure 
transferring offender 
managers complete 
all recording and 
assessment 
processes prior to the 
onset of internal 
transfers between 
staff.  
Files should be 
reallocated within two 
days of internal 
transfer by team 
manager with email 
notification to new 
offender manager 
and case 
administrator. 
Case administrators 
need to amend 
change of officer on 
case records and 
ensure the file is 
located within 
designated team on 
the day of 
reallocation (team 
manager/case 
administrator) 

Team managers  
 
 
 
 

 
Team managers 
 
 
 
 
 
Team managers 

on receipt of 
this report/ 
ongoing   

 
 
 

 
On receipt of 
this report / 
  ongoing  
 
 
 
On receipt of 
this report / 
  ongoing    

Review 30/5/12 
There is a system in 
place now whereby all 
case files are with staff 
member  within 2 days 
maximum of allocation  
 
 
Review 30/5/12 
A notification system is 
in place to ensure case 
records are correct and 
file is located in office.  
 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 

2. To ensure that agreed Mappa one 
recording occurs on all relevant cases 

Assistant chief 
executive to ensure 

Assistant chief 
officers   

on receipt of 
this report 

Review 30/6/12 
The recording of Mappa 

Safeguarding 
Leads in 

Progress is reviewed 
monthly by the 



 

 

in line with policy/protocol to support 
defensible decision making.   

that all team 
managers are aware 
of their obligations to 
undertake mappa 
one meetings once 
per month and 
ensure case 
discussions with 
offender managers 
are recorded within 
24 hours of meeting 
in IT systems (crams) 
Local delivery 
administrators  to 
attend mappa one 
meetings to record 
case discussion so 
details can be 
recorded on IT 
systems within 24 
hours of the meeting.  
Team managers to 
implement robust 
timetable of Mappa 
one meeting and 
ensure the 
attendance of 
offender managers to 
monthly meetings to 
discuss identified 
cases.  
Team managers and 
local delivery 
administrators to 
ensure that all 
internal transfer 

 
 
 
 
 
 
 
(Business 
Manager/ Team 
Managers) 
 
 
 
 
 
 
(Business 
Manager / Team 
Managers 

 
 
 
 
 
 
 
 
 
 
One month 
 
 
 
 
 
 
 
 
 
One month/ 
ongoing  
 
 
 
 
   

1 cases are in line with 
Mappa 
recommendations/ 
guidance  
 
Review 30/5/12 
Admin attend   Mappa 
One - complete records 
at the time of the mtg. 
Review 
30/5/12 Timetable is 
updated on IT systems 
distributed by email. 
Offender managers 
need to complete report 
if they are unable to 
attend the meeting in 
advance.  
COMPLETED  

agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

cases in the 
community are 
identified and added 
to the next months 
Mappa timetable for 
case discussion with 
the new offender 
manager  

3. Timely assessments and sentence 
planning on all High risk custodial cases 
to prepare robust risk management 
plans for eventual release  

Post sentence,  case 
administrators need 
to obtain information 
from the prison 
authorities 
concerning the 
offenders sentence 
(name of  offender 
supervisor and  key 
milestone dates of 
custodial sentence). 
Case administrator  
to calculate the 
amount of time the 
offender manager 
has to complete the 
initial sentence plan, 
recording dates in IT 
case systems plus 
arrange timely prison 
visit for the offender 
manager to conduct 
assessments.  
Offender manager to 
ensure they attend 
and chair initial 
sentence plan 
meeting arranged by 

Team managers  
 
 
 
 
 

 
Team managers   
 
 
 
 
 
 
Team managers   

One month/ 
ongoing  

 
 
 
 
 

One month/ 
ongoing 
 
 
 
 
 
One month/ 
ongoing 

Review  
30/5/12 
There is a reminder 
system in place for the 
LDU.  Current targets 
indicate no concerns for 
this team.  
Review  
30/5/12 
Admin are expected to 
undertake enquiries at 
commencement of 
sentence and arrange 
meetings for the 
Offender manager to 
complete assessments.  
No current performance 
issues noted with high 
risk offender 
assessments in prison  
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

their case 
administrator 
recording all 
information and 
updating assessing 
visit interview within 
two days of meeting . 

 

4. Robust risk management approaches 
to ensure investigatory approaches are  
applied and actions are evidenced  in 
case recording within 24 hours of event. 

Offender managers 
to utilise their 
investigatory 
approaches to 
addressing threats in 
a holistic manner 
through by 
information sharing 
mechanisms and 
supervision with line 
managers.   
Offender managers 
to record any key 
professional 
discussions and 
update risk 
assessments to 
reflect new 
information in both 
Crams and Oasys 
within 24 hours of 
event/ 
communications. 
Team managers to 
audit Mappa one 
cases in supervision 
and make use of any 
quality assurance 

Team managers   
 
 
 
 
 
 
Team managers  
 
 
 
Team managers   

One month/ 
ongoing   
 
 
 
 
 
 
One month/ 
ongoing. 
 
 
 
 
One month 
then every 
six weeks in 
supervision. 
 

Review  
30/5/12 
The team have 
received feedback and 
briefings in relation to 
recording all 
professional meetings 
in line with defensible 
decision making.  
30/5/12 
Staff are supervised 
every 6 wk to discuss 
cases and aware that 
any issues re harm 
need to be escalated to 
team managers on the 
day.  
Cases are sampled by 
an audit which involves 
a group learning 
experience once per 
month  
Records are 
periodically checked for 
quality assurance 
purposes every quarter 
 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
Finalised 



 

 

processes to monitor 
offender managers 
recording activity.   

5. Risk management processes in 
prison are communicated to all the 
relevant professionals to ensure 
defensible decision making on cases 

Assistant chief officer 
to designate lead to 
contact with local 
prison Public 
Protection unit to 
ensure any 
information from 
security measures on 
high risk / very high 
risk are maintained to 
inform overall risk 
management of 
cases  
 
Team manager to 
advise offender 
managers to 
document any 
information 
concerning a breach 
of security in case 
records and ensure 
risk assessments are 
updated within 24 hrs 
of the event.  
Team managers to 
ensure offender 
managers review any 
security issues in 
prison with offender 
supervisor/ key 
worker recording all 
information is shared 

Assistant chief 
officers 
 
 
 
 
 
 
 
Team managers  
 
 
 
 
 
 
 
Team managers 
 
 
 
 
 
Team managers 

On receipt of 
this report  
  
 
 
 
 
 
 
One month/ 
ongoing  
 
 
 
 
 
Every six 
weeks in 
supervision  
 
 
 
 
 
 
As necessary 
in 
accordance 
with case 

Review  
30/5/12 
Any concerns regarding 
external barriers are 
escalated to senior 
management to 
address.  
All Offender Managers 
have regular 
supervision once per 6 
wks. The supervision 
template also has 
section for High Risk 
Cases /cases of 
concern. Staff are 
encouraged to discuss 
these cases in 
supervision. The 
actions/ decisions are 
recorded on case 
records and risk 
assessments within 24 
hrs for audit trail 
purposes.  
Team managers 
countersign all high risk 
assessments. Any 
cases with dynamic risk 
issues are discussed in 
supervision with staff 
member every 6 wks. 
 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

appropriately to 
external agencies 
within 24 hrs of 
event.  
Team managers to 
ensure offender 
managers   
periodically check 
security measures on 
high risk / very high 
risk cases are re-
evaluated and update 
risk assessments/ 
case records in line 
with defensible 
decision making.   
  

6. Good communications with DV 
marac to ensure co-ordination & 
decision making processes are 
undertaken ( if not referring agency to 
document why)   

SPOCs in different 
geographical areas to 
be identified and 
contacts co-ordinated 
by one lead agency.  
Team managers to 
supervise offender 
managers jointly 
identifying any 
domestic abuse 
cases where there 
are external 
communication 
barriers that hinder 
risk management.   
Team managers to 
make contact with 
relevant SPOCs for 
Domestic abuse/ 

BSCB  
DV marac 
 
 
 
 
Team Manager   
 
 
Team Manager  
 
 
 
 
 
 
Team Manager   

To be agreed 
with BSCB  
 
 
 
 
On receipt of 
report/ 
ongoing 
 
As necessary 
 
 
 
 
 
 
As necessary 
in 

Review  
30/5/12 
Offender managers are 
expected to 
communicate any 
obstacle to information 
sharing or risk 
management – Team 
managers aware to 
escalate such situation 
to senior management 
for a prompt response.  
 
Review  
30/5/12 
As well as addressing 
urgent matters on the 
day  - Team manager 
complete a mth report 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 15/06/2012 
 
Finalised 



 

 

Safeguarding within 
24 hrs to address any 
communication 
barriers to obtaining 
information to support 
risk management 
processes.  
Team managers to 
record actions from 
information sharing 
with external 
agencies within 24 
hrs of the event.  
 
 

accordance 
with case 
  

for line manager/ 
supervision 
documenting any 
concerns, barriers or 
risk issues which is 
then recorded on case 
systems by senior 
manager. . 
COMPLETED  

Birmingham Children’s Social Care       

1. The reviewing service  needs to 
ensure that the quality of child 
protection plans and care plans are 
robustly driven to meet the child’s 
needs by conference and review chairs 

Review the IRO’s 
chairing statutory 
reviews of Young 
People in care who 
have children also in 
care or with a child 
protection plan to 
consider whether it is 
appropriate for the 
same Chair to chair 
both parent and child   
meetings 
Evaluate training & 
development of 
Principal officers and 
IROs to ensure they 
are equipped to 
deliver a quality 
service 

Assistant Director 
Safeguarding  

October 2011  All managers and IRO’s 
have been subject to 
the rigorous recruitment 
process, and standards 
set for the service  
 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

Team Managers 
must attend Initial 
Child Protection 
Conferences and this 
should be monitored 
Core assessment 
documentation must 
be forwarded to the 
responsible 
conference chair and 
team manager for 
information and 
scrutiny ensuring 
compliance and 
progress 

2. Further develop the guidance and 
procedure for pre-birth conferences for 
care leavers as parents to implement an 
effective strategy. 

Identify a link with the 
teenage pregnancy 
service to build a 
strong preventative 
programme for care 
leavers in 
Birmingham 
Ensure the pre-birth 
assessment guidance 
is implemented and 
evidenced. 
Implement the 
strategy. 

Assistant Director   
 
 
 
Assistant Director 
Safeguarding 
 
Assistant Director 
Vulnerable 
children 
 
 

October 2011  
 
 
 
 
 
 
 
 
 
 
 

These procedures have 
been held up during the 
reorganisation of both 
CYPF and Adults & 
Communities, but 
should start moving 
toward approval again 
shortly. 
Evidence 

Case 25-Evidence 
Pregnant Care Leavers

 
Procedure compiled.  
Coloured text relates to 
most recent changes 
from different groups of 
people.  None are likely 
to be controversial.  
Awaiting final approval. 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

Evidence 
 

Case 25 - Evidence 
Unborn Babies v5

 
COMPLETED 

3.Develop practice standards on 
neglect to ensure all staff have good 
knowledge and understanding.  

Practice Standards 
Panel to lead.  

 Head of Practice 
Standards 

October 2011  Decision was made to 
develop universal 
practice standards for 
Social Workers 
incorporated n these 
standards is the issue 
of neglect – multi-
agency neglect training 
has been established. 
Issues in relation to 
neglect was discussed  
in managers induction. 
COMPLETED  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

4. Operational managers should review 
all open IA, CA and section 47 
assessments to identify any cases 
allocated to unqualified staff 

AD to carry out an 
immediate audit . 

Assistant Director 
Vulnerable 
children  

October 2011  The implementation of 
the new Assistant 
Director Integrated 
Services will ensure 
leadership of the review 
of allocations. 
Allocations are 
reviewed on a weekly 
basis by Area Manager 
and Assistant Director. 

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

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 



 

 

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

of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

5. Set out a development programme 
for Team Managers to increase 
competence skill and knowledge base 
 

Implement the 
development 
programme 

Head of Learning 
and Development  

 September 
2011 

All managers have 
been through a 
competency interview 
process.  
Induction has been 
designed to be role 
specific. 
Reflective supervision 
is being undertaken. 
Social Work Academy’s 
launched and 
incorporates the QA & 
SODP module of the 
leadership & managers 
course. 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 
 
Finalised 

6. Develop  clear child in need policies 
and procedures which ensures all staff 
understand their responsibilities and 
accountability  

Practice standards 
Panel to lead  

Head of Practice 
Standards  

October r 
2011  

Integrated Family 
Support Teams have 
been developed 
meeting the needs of 
tier 2/3. 
Processes in terms of 
set down and step up 
between the IAT & First 

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 



 

 

Response are 
established. 
Further review work is 
being completed on the 
Child in Need Strategy. 
COMPLETED 

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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 
 

7. Review the current procedure for the 
approval of Residence Order 
allowances, how these are reviewed 
and propose any necessary changes 

Undertake a review 
of the current 
procedures and make 
appropriate changes, 
including ensuring 
CRB checks are 
carried out.  

Assistant Director   September 
2011 

Evidence 
 

Case 27 Rec 7 - 
Evidence - SGO.RO

 
 

Case 25 Rec 7 - 
Evidence  - RSGO's RO's

 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 
 
Finalised 

8. Reinforce the procedure for the 
undertaking of s47 strategy meetings 

Write to all staff to 
reinforce the current 
procedure 

Assistant Director 
Vulnerable 
children  

October  
2011  

8
th
 & 9

th
 September 

2011 - Reinforced in 
induction Flowchart. 
Ongoing review through 
audit process. 
Reinforced in the Social 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 

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



 

 

Work Practice 
Standards, 
COMPLETED  

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

agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

Ofsted       

1. That Ofsted reviews its guidance 
about the circumstances in which it 
would be appropriate to undertake a 
visit to monitor notices to improve. This 
should specifically consider situations 
when previous recommendations or 
notices to improve about the same 
issue have not been satisfactorily 
complied with or have been complied 
with inconsistently.  

Ofsted will develop 
draft guidance 
followed by a short 
period of internal 
consultation with key 
colleagues before 
senior manager sign 
off and publication 

 Director, Early 
Childhood 
 
(This work is 
being taken 
forward by the 
EY Policy team 

 15 July 2011 
Revised to 
15 
September 

05-05-11 Initial meeting 
to agree delivery plan 
for recommendation 1. 
AM to draft revisions to 
key documents 
July 11. Revised 
documents  reviewed 
by LE (DM) 
17-08-11. Following 
updating of IMR to 
include additional 
recommendations we 
will develop a 
`principles document’ 
for when we carry out 
visits to assess 
satisfactory completion 
of actions on notices to 
improve.  To complete 
drafting by  end of 
August for sign of by 15  
September.  

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 
 
Finalised 



 

 

31-10-2011 Guidance 
drafted, reviewed and 
signed off by PO and 
DM EY/ Childcare.  
Introduction in 
September 2012 when 
other framework 
changes are made as 
we need to include this 
in renegotiation of the 
contracts we have in 
place with the 
inspection service 
providers (ISPs). 
COMPLETED 

2. That Ofsted should review the 
arrangements for allocating inspectors 
in complex investigations in order to 
improve continuity and communication.  
 

Ofsted will review 
and amend as  
appropriate  its 
guidance on 
allocating inspectors 
in complex 
investigations  

Director, Early 
Childhood 

30 
September 
2011 

18-08-11. Request  to 
Anne O DM 
Safeguarding and 
Regulation to take 
forward 
18-08-11 AO willing to 
take this forward.  
4-11-11. (from JF) 
Under active review. 
Final decision 
dependant on the 
outcome of the review 
of CIE which starts in 
Jan 2012 
11.01.2012 - Work 
continues in the context 
of wider change with 
the organisation. 
12.06.2012 – This 
recommendation is 
affected by the 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

restructuring as there is 
current consultation 
with affected staff on 
proposals for the 
structure of the team 
that carries out 
enforcement. 
From September 2012 
we are instigating a 
new risk assessment 
process and new 
systems for sharing 
information where we 
have concerns about a 
provider.  We are fusing 
dedicated inspectors in 
complex cases 
employed by Ofsted to 
ensure better 
continuity.  The risk 
assessment process, 
alongside case reviews 
in complex cases will 
ensure that cases are 
allocated appropriately 
and that continuity is 
assured by use of the 
same inspector or 
sharing of information 
where inspectors 
change.   
COMPLETED 

3. That Ofsted considers how to clarify 
and streamline liaison with local 
authorities following notifications of 
serious incidents to reduce the potential 

Ofsted will review is 
current procedures 
and identify a lead 
person to liaison with 

Director, Early 
Childhood 

30 
September 
2011 

18-08-11. Request to 
Anne O DM 
Safeguarding and 
Regulation (copy to 

Safeguarding 
Leads in 
agencies have 
been closely 

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



 

 

for duplication of contact with the local 
authority about the same case by 
different Ofsted staff.  
 

LAS following the 
notification of a 
serious incident. 
Ofsted to revise its 
guidance as set out 
in the CIE handbook   

Sue Brown) to review 
liaison arrangements 
within CIE. Then EY / 
Childcare policy team 
to amend/update   CIE 
handbook. 
18-08-11 AO will take 
forward 
4-11-11 (from JF). JF to 
consult with Sue B.  
20-11-11. Proposal 
(from NG via JF) that 
the Safeguarding and 
Whistle blowing team 
act as point of 
reference. Awaiting 
confirmation 
 
11.01.2012 - Work 
continues in the context 
of wider change with 
the organisation. 
 
12.06.2012 – Work has 
been completed on the 
agreed changes to our 
guidance in relation to 
this recommendation. It 
is anticipated that this 
guidance will be 
published on the Ofsted 
website by early July 
2012 
26.09.2012 – Ofsted 
have now published 
guidance as parent of a 

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

effective 
implementation of 
agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

substantial update to 
our compliance, 
investigation and 
enforcement handbook.   
COMPLETED 

West Midlands Police       

To achieve greater professional 
confidence during the police 
investigation of suspected non-
accidental injuries in pre-verbal children 

The learning from this 
IMR and the 
subsequent SCR 
which relates to 
suspected NAIs will 
be incorporated in 
future child protection 
training on Specialist 
Child Abuse 
Investigators 
Development 
Programme 
(SCAIDP). 
 
 Suspected non-
accidental injuries in 
pre-verbal children 
which are notified by 
health (Hospitals or 
GPs) will henceforth 
be considered to be 
‘serious crimes’ 
category as 
described in West 
Midlands Police Child 
Protection policy and 
therefore require 
active supervision by 
a PPU Child 

Detective Supt. 
(PPHQ) 
 
 
 
 
 
 
 
 
 
 
 
 
Detective Supt. 
Rachel Jones 
(PPHQ) 
 
 
 
 
 
 
 
 
 
 
 
 

December 
2012 
 
 
 
 
 
 
 
 
 
 
 
 
December 
2012 
 
 
 
 
 
 
 
 
 
 
 
 
 

COMPLETED. This 
learning now forms part 
of the SCAIDIP training 
and has been delivered 
by PPHQ staff on all 
SCAIDP courses since 
2011 
 
 
 
 
 
 
 
COMPLETED This 
change to policy has 
been implemented and 
was further reinforced 
by a circulation to all 
PPU supervisors, with a 
reminder in the March 
2013 briefing system; 
Teamtalk. 
 
 
 
 
 
 

  



 

 

Protection Detective 
Inspector. 
 
West Midlands Police 
PPHQ to propose to 
the Strategic Joint 
Working Body 
(SJWB) that the 
2012- 2013 phase of 
interagency training 
features a case study 
on NAIs in pre-verbal 
children which allows 
managers and 
frontline workers from 
all the protective 
agencies to analyse 
their professional 
practice using a 
systems approach. 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Det. Supt. 
(PPHQ) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
December 
2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
COMPLETED The PPU 
proposal was accepted 
by the Strategic Joint 
Working Body in April 
2012 and therefore the 
single agency 
recommendation as 
expressed, was 
delivered. However the 
agencies responsible 
for commissioning the 
agreed training have 
not been able to deliver 
that joint training (JT) 
 The contract of the 
trainer employed 
collectively by all 
Children’s Social Care 
teams across the force 
came to an end in April 
2012 and was 
apparently not renewed 
due to tendering issues. 
(WMP had identified 
that the L&D trainer 
already delivering JT 
would be available for 
the second phase.) 
Lead responsibility for 
the proposed joint 
training was not 
identified by the SJWB 
and difficulties were 



 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
West Midlands Police 
child protection policy 
to be updated to offer 
guidance on the 
investigation of 
suspected NAIs in 
pre-verbal children. 
(To include a ’prompt’ 
list of fast track lines 
of investigation for 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Det. Supt. 
(PPHQ) 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
December 
2013 
 
 
 
 
 
 
 
 

experienced by the 
SJWB identifying the 
training needs of each 
local authority. The 
training sub-group 
which had met to agree 
the first phase of JT 
had not sat for eighteen 
months and key 
members had changed. 
At SJWB in September 
2013 it was felt that it 
may be appropriate to 
prepare a training 
programme on this 
subject which would be 
available to 
WMP/CSCs which 
could be delivered 
locally. All 
representatives are to 
report back to SJWB 
the views of LSCB/CSC 
on JT. 
 
 
ONGOING The 
guidance to officers has 
been prepared in draft 
form for inclusion in the 
child protection policy 
document. It will be 
informed by both the 
multi agency review of 
The Interagency 
Protocol for Child 



 

 

supervisors.) 
 
 
 
 
 
Public Protection 
(Headquarters) to 
initiate learning 
sessions with every 
PPU child protection 
team exploring the 
lessons from this 
SCR with emphasis 
on the evidential and 
cultural barriers 
which may prevent 
prosecution of 
suspected offenders 
in NAIs. Good 
practice existing 
locally to be identified 
by the teams and to 
form part of the 
training session. 
 
Measurement  of 
proposed actions: 

• Publication of 
documents 
outlined in 
actions 

•  Lessons plans 
for SCAIDP with 
appropriate 

 
 
 
 
 
 
Det. Supt 
(PPHQ) 

 
 
 
 
 
 
October 2013 
 

Protection Medical 
assessments due to be 
completed by Nov 
2013,  and the College 
of Policing ‘Guidance 
on Child Abuse’ Draft 
which finishes its’ 
consultation period Sep 
2013 and will be 
published shortly after.  
ONGOING The briefing 
sessions have 
commenced and form 
part of a rolling 
programme of updates 
for PPU staff on 
learning from SCR and 
DHRs. They are due to 
be completed by 
October 2013. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

amendments 

• Intranet based 
questionnaire to 
PPU child abuse 
investigators to 
be conducted 
after the 
implementation 
of actions to 
establish 
whether officers 
can identify 
positive changes 
in their practice 
and those of 
partners. 

• minutes 
from SJWB and 
subsequent 
presentation of 
the proposal to 
joint training 
sub-committee. 

 
 
 
 
 
 

Health Overview Report       

1. Childrens social care, and other 
professionals known to have care of the 
child including consultants (internal or 
external to the organisation), GPs, 
Health Visitors or school nurses should 
be informed when children  up to 
18years of age who are known to be on 
a child protection plan are not brought 
to medical appointments. 

Section 8 
Birmingham 
Organisations 
Guidance and 
Procedures for 
Safeguarding 
children to be 
updated to include 
this recommendation. 
Provider 
organisations 

Designated 
Professional 
Team 
 

March 13 Amendments made to 
guidance and 
procedures 2013. 
Provider organisations 
informed of change by 
email Jan 2013. 
Changes agreed at 
HPAG Jan 2013  
Available Evidence 

1. Birmingham 
Organisations 

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

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 



 

 

(including General 
Practices) to provide 
assurance that 
systems are in place 
within their 
organisation to 
ensure that the 
procedures are 
followed. 

• Guidance given 
within   
organisations” 
Was Not 
Brought Policy” 

• Audit to review 
compliance with 
“Was Not 
Brought “policy. 

• Assurance that 
system is in 
place to identify 
children who are 
subject to a child 
protection plan. 

 

Guidance and 
Procedures for 
Safeguarding 
Children. 

2. Briefing sent to 

Provider 

Organisations 

highlighting 

changes. 

 
COMPLETED 

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

process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

2. A Pan Birmingham system to be 
developed to improve communication 
with Childrens Social Care and ensure 
feedback is received regarding the 
outcome of the child protection (CP) 
investigation by the doctors who were 
asked to perform the CP medical. 

Letter to be provided 
to health 
organisations to be 
handed to the Social 
Worker on 
completion of the 
child protection 
medical.  This will 
include the contact 
details of the relevant 

Designated 
Professional 
Team 

March 2013 Pan Birmingham 
standard letter to be 
distributed to all 
relevant health 
providers. February 
2013 
Available Evidence 
1. Medical Proforma 
2. Audit Tool 
3.  Assurance  

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

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 



 

 

doctors, to enable 
efficient feedback on 
the outcome of 
investigations. 
Providers to give 
assurance to 
commissioners that 
systems are in place 
in each organisation 
to ensure this action 
is completed (for 
example if no 
feedback is received 
6 weeks from date of 
medical, social care 
are contacted) 

• Evidence of 
communication 
with Childrens 
Social Care to 
agree a pan 
Birmingham 
system of 
feedback to 
relevant doctors 
following child 
protection 
medical. 

• Ensure system in 
place to prompt 
pursuit of 
feedback if not 
received within 
agreed time 
scale. 

sought via Dip 
Sample Audit in 
May 2013 

4. Ongoing audit by 
Provider 
organisations 

 

Pan Birmingham Child 

protection Medical 

proforma approved and 

signed off at HPAG Jan 

2013 and distributed to 

all provider 

organisations 

Assurance received 

from providers 2013 

COMPLETED 

 

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

of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 



 

 

3. A pan Birmingham protocol 
should be developed which specifies 
the criteria for attendance of a 
Paediatrician at a Child Protection 
Conference; and when a written 
report is required. 

Section 14 
Birmingham 
Organisations 
Guidance and 
Procedures for 
Safeguarding 
Children to be 
updated to include 
the criteria for 
attendance at CP 
conferences. 

• Provide 
assurance that 
this information 
has been 
disseminated to 
Paediatricians.e.
g.email, briefing, 
training notes, 
minutes of 
meetings. 

Designated Team March 2013 Consultation by email 
with Named 
professionals for criteria 
for attendance sent 
10/12/12. Criteria 
devised. Section 14 
amended and 
circulated to HPAG 
members. 
 Available Evidence 
1. Birmingham 

Organisations 
Guidance and 
Procedures for 
Safeguarding 
Children. 

2. Briefing sent to 
Provider 
Organisations 
highlighting 
changes. 

Consultation by email 
with Named 
professionals for criteria 
for attendance sent 
10/12/12. Criteria 
devised. Section 14 
amended and 
circulated to HPAG 
members, and signed 
off at meeting Jan 
2013.  
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

4. Section 5 Birmingham Organisations 
guidance and procedures to be 
amended to incorporate guidance on 

Provider 
organisations 
(including primary 

Designated 
Professional 
Team 

March 2013 Guidance and 
procedures updated 
Jan 2013. Distributed 

Safeguarding 
Leads in 
agencies have 

Progress is reviewed 
monthly by the 
Serious Case Review 



 

 

checking whether adults who present to 
A+E incapacitated through the use of 
alcohol /substance misuse have 
dependent children and to consider 
what reasonable action can be taken to 
promote their welfare. 

care) to give 
assurance to 
commissioners that 
Safeguarding 
vulnerable adults and 
Safeguarding 
Children training 
highlights the need to 
consider whether 
adults who misuse 
alcohol have children, 
and to consider their 
welfare in line with 
Section 5 
Birmingham 
Organisations 
guidance and 
procedures; and for 
these to be updated.  

• Evidence of 
training content 

• Audit of records 
from A+E to 
review 
consideration of 
children in 
assessments. 

and agreed at HPAG 
Jan 2013, Assurance 
received from provider 
organisations.  
Available Evidence 
1. Birmingham 

Organisations 
Guidance and 
Procedures for 
Safeguarding 
Children. 

2. Briefing sent to 
Provider 
Organisations 
highlighting 
changes 

 
COMPLETED 

been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

5. When a child is admitted to hospital 
and deliberate harm is suspected, the 
doctor or nurse admitting the child must 
enquire about previous admissions to 
hospital. In the event of a positive 
response, information concerning the 
previous admissions must be obtained 
from the other hospitals. The consultant 

Section to be added 
to Section 4 
Birmingham 
Organisations 
Guidance and 
Procedures for 
Safeguarding 
Children; and for 

Designated 
Professional 
Team 

March 2013 Guidance and 
procedures updated 
Jan 2013. Distributed at 
HAG in Jan 2013, and 
BSCB policies and 
procedures subgroup.  
 Available Evidence 
1. Birmingham 

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 



 

 

in charge of the case must review this 
information when making decisions 
about the child’s future care and 
management. Hospital chief executives 
must introduce systems to ensure 
compliance with this recommendation.                         
( Recommendation 73 the Victoria 
Climbie Inquiry 2003) 

Provider 
organisations to give 
assurance to 
commissioners that 
systems are in place 
within their Trusts to 
ensure this happens 

• Assurance that 
review of 
previous hospital 
admissions is 
integral to 
decision making 
in cases of 
suspected non- 
accidental injury. 

• Audit of records 
to review above 
consideration 
within 
assessment of 
children 
presenting with 
suspected non- 
accidental injury. 

Organisations 
Guidance and 
Procedures for 
Safeguarding 
Children. 
 

2. Briefing sent to 
Provider 
Organisations 
highlighting 
changes 

 
Guidance and 
procedures updated 
Jan 2013. Distributed 
and signed off at HAG 
in Jan 2013, and BSCB 
policies and procedures 
subgroup. Assurance 
received from provider 
organisations that 
systems are in place 
within their organisation  
COMPLETED 

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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

6. Commissioners for the health 
visiting service ensure they have 
appropriate needs analysis in place 
for Health Visitor numbers and that 
the effectiveness of recruitment and 
retention policies is kept under 
constant review. 

National Health 
Visitor recruitment 
programme. 
 
 

Commissioners 
John Lees 

September 
2012 

Addressed in  Strategic 
Pan-Birmingham 

Family Nurse 
Partnership/ Health 

Visiting Implementation 
Steering Group 

Available Evidence 
1. Relevant 

minutes of 
meeting 

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

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 



 

 

2. Schedule of 
meeting dates 

 
COMPLETED 

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

of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

7) All doctors who regularly perform 
Child Protection Examinations should 
have their work regularly subjected to 
peer review, in accordance with local 
policy. 

Providers to give 
assurance to 
commissioners that 
their organisations 
hold regular peer 
review meetings  of 
child protection 
examinations, and 
that doctors who 
perform child 
protection 
examinations attend  

• Health 
Providers to 
feedback 
evidence of 
peer review 
meeting 
schedules 
with TOR, 
and 
attendance 
records. 

Designated 
Professional 
Team 

March 2013 Amended 
recommendation 
disseminated to Named 
professionals Jan 2013, 
for immediate action. 
Amended 
recommendation 
disseminated to Named 
professionals Jan 2013, 
for immediate action. 
Providers to feedback 
evidence of peer review 
meetings with TOR, 
and attendance 
records. 
Actions for this 
recommendation are 
now complete. The 
relevant Health 
Provider Organisations 
have submitted 
evidence to support 
this. 
COMPLETED 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

8) Commissioners of children health 
services ensure there are sufficient 
Community Paediatric or equally 

Cluster/ CCG 
commissioners to 
commission a 

Commissioners 
 
 

March 2013 Review undertaken by 
commissioners with 
BCHC. 

Safeguarding 
Leads in 
agencies have 

Progress is reviewed 
monthly by the 
Serious Case Review 



 

 

qualified and experienced staff 
available to perform child protection 
medicals including those performed 
at short notice. And that they have 
sufficient time to perform such 
medicals to a high standard.   

scoping of the 
Community 
Paediatric service for 
assurance that there 
are sufficient 
community 
paediatricians in post 
to perform this 
function, and that 
they have an agreed 
policy to follow in 
fulfilling this activity.  
A needs assessment 
based on the number 
of cases seen and 
the timeliness of 
medicals together 
with the time spent 
on each examination 
should form part of 
the monitoring of 
services.  An 
absolute minimum of 
45 minutes, not 
including travel time, 
for a medical should 
be set aside – there 
should be no place 
for the quick look by 
a Doctor. 

Child Protection 
Administrative Standard 
Operating Procedures 
developed by BCHC 
(forwarded for info) 
Capacity of Community 
Paediatric Service 
reviewed.  
BCHC have agreed to 
do a mini audit against 
the recommendations 
regarding timeliness 
and time spent on 
examinations at the end 
of September 2013.  
And then further audits 
as part of the audit 
plan. 
COMPLETED 
 

been closely 
monitoring 
implementation 
of key actions. 
 
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.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 

9)To Review the Birmingham Health 
Child Protection Guidance and 
Procedures to ensure there is an 
Escalation process within the 
procedures  

Review of the 
Birmingham Health 
Child Protection 
Guidance and 
Procedures and 
addition of an 

Designated 
Professional 
Team 
 

March 2013 Guidance and 
procedures updated 
2013. Distributed and 
signed off at HPAG  
Jan 2013,  
Available Evidence 

Safeguarding 
Leads in 
agencies have 
been closely 
monitoring 
implementation 

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



 

 

escalation process if 
this is not included in 
the current 
procedures.  
 

• Provide 
assurance 
that this 
information 
has been 
disseminated 
to 
practitioners 
within health 
organisations
. 

1. Birmingham 
Organisations 
Guidance and 
Procedures for 
Safeguarding 
Children. 
 

2. Briefing sent to 
Provider 
Organisations 
highlighting 
changes 

 
COMPLETED 

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

agency action, the 
below areas have 
been identified for 
consideration as part 
of the finalisation 
process.   
 
Agency action to be 
reviewed by Serious 
Case Review Sub 
Group on 19/10/2012 
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Appendix 6   

 

Guidance to acronyms 

 

A & E  Accident and Emergency 

BCHC  Birmingham Community Health Care 

BSCB  Birmingham Safeguarding Children Board 

CAMHS Child and Adolescent Mental Health Service 

CAF  Common Assessment Framework 

CCG  Care Commissioning Group 

CP  Child Protection 

CPR  Cardio Pulmonary Resuscitation 

CPS  Crown Prosecution Service 

CRB  Criminal Records Bureau  

DNA  Deoxyribonucleic acid 

ED  Emergency Department 

GP  General Practitioner 

HCPC  Health Care Professionals Commission 

HOR  Health Overview Report 

HV  Health Visitor 

ICPC  Initial Child Protection Conference 

IMR  Individual Management Review 

LAC  Looked After Children 

LSCB’s Local Safeguarding Children Boards 

NHS  National Health Service 

NSF  National Service Framework 

PCT  Primary Care Trust 

SASG  Staff Associate Specialists Grade 

SCR  Serious Case Review 

SPOC  Single Point of Contact 
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