
Birmingham Children’s Trust
Alison Holmes Assistant Director Early Help & Prevention
Katie Homer Team Manager Ladywood Locality 

Early Help Locality Model – 12 months on



Early Help 

• 10 locality teams across Birmingham BCT & Vol 
sectors

• Delivering briefings, training sessions, webinars to  
1000s of professionals

• Updated RHRT drive into EH away from CASS front 
door

• 17,698 FCF April – Feb 22
• PLUS 19,932 HSF application, gives a total of 37,630

people accessed EH in 11months
• Very high demand over 2000 FCF a month
• Commissioned services- BCT funded Safer Families 

grant Autism, Housing, Mentoring x 2, Domestic 
Abuse

• Needs a cultural shift in the partnership – No more 
hand offs



Demand by Month Breakdown 
Graph shows dips in school holiday periods then an increase on return



Housing 
needs -
Pressure

• Housing high demand on EH in South - Drop in 
sessions in TA facilities 

• 5 x Housing in EH funded by BCT Safer families Grant 
- this is currently under review need more 
interaction with families.

• 4000 plus letters sent offering EH, needs arising 
Adult & Child MH detreating, Poverty, Health 
registrations, DA, cramped rooms often dirty, lack of 
cooking facilities, poor eating habits, no space for 
children to play, storage etc…

• EH worker in Housing front door- prevention -
Between July and December 2021 191 referrals for 
families (512 individuals) have been received into 
the housing pilot with 163 of these families agreeing 
to a referral into Early Help



School 
Exclusion/ 
Inclusion  
work

• From September 21 to Jan 22 (103) permanent 
exclusions 25 of these primary aged children 

• Reasons for exclusions range from
*Assault on peer and staff
*Using verbal Language
*Breaches of behaviour policy
*Defiance
*Failure to follow instructions etc….

• Designing an Inclusion panel for primary aged 
children (Inclusion Pathway)funded by BCT Safer 
families Grant, working with a set of heads to 
get buy in



School 
Exclusion 
work

Pravina Patel, Chilwell Croft Academy, which was one 
of the schools identified as part of school exclusion 
pilot

‘Work with Ladywood EH Locality  is a "lifeline“’ 
Relationship between the school and the team is an 
excellent partnership going on that is allowing the 

school to support up to 49 families with needs that sit 
around the Universal+ threshold. That comes to 
about 1/7th of the school population which is an 

amazing response to the need in the area.
None of the children she had identified as at risk of 

exclusion has been excluded.



EH Team in 
Childrens A & 
E dept 

• Posts Funded by BCT Safer families Grant  
• Since the beginning of the project 1st November 

2021 there have been a total of 147 referrals into 
Early Help from ED Doctors

• Requests from Doctors, Consultants, Nurses 
• Quote consultant for nearly 19 years
I cannot believe that we did not have Early Help on 
site in the department before now. Your extraordinary 
input since arriving has only served to demonstrate 
how much we were missing that vital link between the 
ED and those members of our community who quite 
clearly need Universal Plus support.
• Thanks so much once again.



Presenting 
Needs picked 
up in A & E:

• * Temporary accommodation
• *Homeless/ due to be homeless 
• *Poor living conditions i.e. damp, mould, 

mice/ rat infestation
• *Overcrowded living conditions
• *Financial difficulties 
• *Food parcels
• *Parenting support
• *Children with learning difficulties
• *Education



Neglect GCP2

• 2 pilot areas Northfield Hodge Hill 
• Trained 242 practitioners in the use of GCP2 

to recognise / evidence the signs of Neglect 
and act accordingly these tools will then 
support Social Worker assessments & plans 
and provide the evidence needed to 
understand what interventions are needed 
to prevent children coming into care



On Line 
Support

• There are alternative ways families can 
access support without the need for a 
referral these include 

• Kooth “see report in Appendices” 
• On Line Parenting with lots of tools and 

resources – Over 1450 Registered users 
• From Birmingham With Love “see in 

Appendices”
• Reducing parental conflict online 
• https://www.localofferbirmingham.co.uk/ea

rly-help-practitioners-handbook/

https://www.localofferbirmingham.co.uk/early-help-practitioners-handbook/


Next Steps

• Roll out ECINs – The Early Help Recording 
System 

*Allows a single view of the child and family
*Encourages partners to work together,                       
build relationships

*Funding was requested in the EH cabinet report 
but BCC changed the spending outcome so ECINS 
was not awarded what was asked for to enable 
roll out. 

Work with Partners to deliver Early Help -
Business As Usual and not require additional 
funding to deliver Early Help



Early Help 
Strategy

Currently in Draft
Building 4 year Action Plan
EH Partnership Board progressing this 
To Include the Family Hub Model
0-19 model
Early Help Offer

Ready for April 



Measure 
Success

• Reduction in Children being excluded from 
Education

• Reduction in demand at CASS Front Door
• Reduction of Children coming into Care
• Increased use of Early Help Assessments
• Partners reporting less high end demand 

into there services
• Effective Partnership work
• Community buy in / Understanding /  Having 

there say !



Appendices

• KOOTH Report 

• From Birmingham  With Love 

• A & E Report
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1. Purpose

To be based in Birmingham Children’s Hospital A&E department with the responsibility for coordinating the Early Help Offer to families within the hospital. 

To provide ED with the role will include being the main point of contact for the project, development of the early help offer to families that come to the departments, delivery of briefings, arranging rota system, admin and data systems to capture needs, outcomes, producing reports etc. and promotion of the early help system. 

Day to day support of staff and families regarding initial conversations regarding their needs, early help offer, signposting & social prescribing opportunities and linking them to the locality via FCFs where appropriate.

One of the key drivers for having early help in A&E was to reduce the number of referrals to CASS and being able to check to see if the family is known to BCT in order to ensure that a joined-up service was being provided to families and professionals.











































2. Acronym’s

BCT- Birmingham Children’s Trust

BCH- Birmingham Children’s Hospital

FCF- Family Connect Form

EH- Early Help

CC- Community Connector

FTB- Forward Thinking Birmingham

WMAS- West Midlands Ambulance Service

STICK- Screening, Training, Intervention, Consultation and Knowledge













































3. Number of referrals received from BCH ED

Since the beginning of the project which was 1st November 2021 there have been a total of 147 referrals into Early Help. The table below breaks down the findings: 





		Area



		Outcome



		Number of referrals from A&E altogether

FCF referrals into localities 

EH conversations/ checks/ advice 

Out of area

		150

60

74

16



		Source of referrals

		*ED Doctors

*ED Consultants

*ED nursing staff 

*Specialist nurses



		Reason for referrals

		*Temporary accommodation

*Homeless/ due to be homeless 

*Poor living conditions i.e. damp, mould, mice/ rat infestation

*Overcrowded living conditions

*Financial difficulties 

*Food parcels

*Parenting support

*Children with learning difficulties

*Education 







6. Breakdown by area’s 

Edgbaston FCF’s – 8 

Erdington FCF’s – 4

Hall Green FCF’s – 7

Hodge Hill FCF’s – 4

Ladywood FCF’s – 7

Northfield FCF’s – 11

Perry Barr FCF’s –7

Selly Oak FCF’s – 7

Sutton Coldfield FCF’s –0

Yardley FCF’s – 3







4. Data interpretation:

In terms of reach, the majority of family connect forms have been completed for families living within the Northfield, Selly Oak, Ladywood and Edgbaston with generally fewer for the localities of Hodge Hill, Perry Barr, Erdington, Yardley and Sutton Coldfield.  

*This could be due partly to particular localities having A&E departments within their hospitals and so easier to access for families.

*Clean Air Zone restrictions impacting on the travel experience of families and as a result choosing to access hospitals nearer to their homes.























































Key Learning



As with any pilot project learning and development is important in order for necessary changes to take place which dictate whether there is viability of the project and a continual need for it as evidenced through the findings.



7. Key Trends:

*Poor, inadequate and poor temporary housing conditions as well as damp and houses in total disrepair have been identified as exacerbating the admittance of children with respiratory conditions. The project has also found that many of the families complain of low moods and low mental health because of the living in such conditions. 

*In BCH children with life limiting conditions and physical disabilities that require social work intervention from the DCSC team are not getting their needs met and parents are struggling to manage.  Although advise is provided to clinicians to make DCSC referrals for a SW, many of the families are not meeting the threshold and so children with complex additional needs are not receiving the care they need.  This in turn in placing undue pressure on parents and cares who are placed at crisis point.

*There has been a very large number of young people that are currently seen in ED for overdoses and low mental health which again do not fit the threshold for MH services and or crisis intervention.  Families of young people who are harming themselves and frequently taking overdoses are struggling to manage within the home without specialist interventions to support them.

*The project has picked up families that have not had contact with health visitors due to the service being stretched and are having to visit ED for health-related concerns.  The project has highlighted that some babies are not being seen in a timely manner for their new birth visits, they are not being weighed and many are not being seen for their usual developmental checks which often means that any developmental delays are not being picked up and processed early.  Parents often do not know where or who to go to with regard to these difficulties and so problems seem to escalate fairly quickly.























































8. Learning/ Improvements:

Below are the key learnings of the project so far with suggested ideas for improvement.

Consent: 

*We are finding that when clinicians have identified a family that would benefit from early help, it is not clear on the paperwork if consent has been given for this referral. 

*In order to avoid extra work for clinicians it has been agreed that verbal consent is obtained from the patient and that this is written on the paperwork provide for the follow up conversation.



Improvements: 

*Staff are reminded about gaining consent at board rounds to ensure that it is understood, this is also reinforced by the safeguarding team. 

*Staff Training to reiterate the need for consent and to inform staff that despite a referral to EH being made we cannot proceed without consent.

*Consent and it’s importance is also re-iterated during training and the training video for new Doctors recruited in ED.





Governance:

*One of the key learning for this pilot is around governances and BCT learning the processes of BCH, this has been challenging at times due to being in the middle of two Trusts that manage very differently. 

*ED staff are busy and so cannot complete all the paperwork that is required when referring into EH.

*Having access to EH and records clinicians and nurses can check straight away however there are concerns that some of the staff might not be following BCH safeguarding procedures or the coordinator is not available to provide this information but also about what appropriate information to give.

*It seems that some staff members still do not understand the thresholds and seem reluctant to enhance this new way of working.

*The role seems to have developed into advice and guidance around EH and SG referrals as well as meeting with families and completing FCF’s and cannot be maintained by one person alone. 

*SG huddles take place every day in order to discuss the referrals received through ED during the night and weekends as well as sharing information on referrals.

*EH attend Board rounds at the end of the day with clinicians to discuss cases, share important messages and reiterate processes.

*BCH SG team will now be joining EH in ED and this will aid clinicians enabling them to understand the RHRT thresholds and to discuss with both EH and SG which support is best for a family.  Working together will also help ensure that there is a better more joined up way of working and no information is missed. 

*It would be useful for the SG team to have short presentation of EH the delivery of the EH model and how it works within the localities.





Improvements:

*Implementation of flowcharts to be produced to support early help with the hospital governance processes and to also reinforce that staff need to liaise with safeguarding team. 

*It has been agreed that BCT will only advise staff if the family are known to BCT and if they are open to provide Social Worker, FS Worker or EH Worker details. 

*EH’s physical attendance in ED has been beneficial in becoming a part of the working system and it seems that this needs to continue.

*The introduction of a second EH worker to provide support and assistance to the co-ordinator is greatly appreciated and will allow further expansion of the role of EH in the various departments and wards of BCH. 



Data protection:

*A complaint to PALS from a parent whose case was escalated to CASS from the locality after discussion at the allocations meeting.

*The parent felt that her information was misinterpreted and no reasons for the escalation were provided.





Improvements:

*Family Connect Forms to be completed as a truthful account of the family’s needs.

*Check understanding with parent and repeat information to check if it is correct.

*Localities to check with referrer and clarify information if any areas are unclear.

*Localities to inform parent of concerns and try to complete an initial visit before completing a request for support.

*Consent to be gained by clinician before EH discussion takes place especially over evenings and weekends where the patient has left BCH and a follow up call has to be made.



Community Connectors 

During the inception of the pilot, it was envisaged that a community connector from each locality would be on a rota and taking it in turns to come in once a day to support with the completion of FCF’s.

*Following two weeks of this arrangement, it was found that this rota was difficult to manage and that it did not allow consistency for the coordinator and staff at BCH.

*Each CC had to be inducted and refreshed every day on the previous day thus hindering the work form being continued and the time this would take.

*The number of CC’s coming is would be hard to manage as due to the vary nature of the rota meant that some CC’s would not return until a further month or more.

*Covid-19 restrictions also meant that the probability of contracting Cobvid-19 would increase with the number of CC’s coming in daily for the coordinator, BCH staff and patients.

*The room for EH is very small and there is no space for two workers to sit alongside each other and share the workspace is inadequate.

*Clinicians are still requesting EH referrals but will also complete the SG referrals without notifying both services.

*Some clinicians do not seem to understand that EH and SG sit on the same threshold and that SG supersedes EH.





Improvements:

*It was agreed that one member of staff from the voluntary sector would work alongside the coordinator.

 *Whilst necessary paperwork for the honorary contract is being completed the CC is currently supporting the coordinator remotely.

*The extension in CDU for an additional member of the EH team will solve the issue of space.

The introduction of the SG team to join ED along with a Red Thread worker will be extremely helpful and will allow for a more joined up and seamless referral process, thus allowing EH and SG to work together and identify clearly the thresholds for staff and advise accordingly.

*Training opportunities for staff are being identified and need to be addressed so that key messages are delivered and there is an understanding of what is required and when.



Logistics:

*The EH room is sufficient for only one worker to sit at a desk.

*Workspace is limited, and the photocopier has not been moved.

*The workspace is not conducive to health and thus the workspace has not been assessed for suitability and comfort.

*WI-FI connection in the room has been very poor and so access to the internet, meetings, connection to the corporate site have been difficult and intermittent.

*This has impacted on the ability to complete necessary checks, complete FCF’s, input data and share data also resulting in the loss of important data/ work.



Improvements:

*BCT IT staff have been very helpful in trying to resolve the issues so a new computer and phone have been issued for better WI-FI connection.

*A MI-FI device is now being sought in order to get the best connection in BCH as the coordinator has to tether from the mobile device.

*IT arrangements and essential checks should be carried out in new work areas prior to staff starting. 



Training

*Mandatory training for BCH staff has been completed by the coordinator as required under BCH policies.

*Doctors and consultants have had a training session around EH 15 staff members were present this included 4 consultants.  

*A presentation has been devised for key staff to understand the EH offer and processes of referral.

*The coordinator has been part of a training video for new clinicians in order to promote the EH system at BCH.

*Core mandatory training for BCH as required for new staff was initially incorrect for the role of non-clinical staff.



Improvements:

*More training to be made available as there is a high turnover of staff/ clinicians in ED.

*Staff rotate around hospitals in Birmingham and outside so the need for clear and concise information is required.

*Training to be available to nursing staff as well as doctors and consultants on a regular basis and be part of the induction of new staff.





Promotion

*EH leaflets have been distributed in different departments at BCH.

*Leaflets are given to patients by clinicians to explain the pilot and promote discussion around their needs.

*Leaflets have been printed in an A3 format and have been laminated so that they can be placed around the hospital.

*The new edition of pull up stands have been added to the A&E waiting area in order to make patients aware of the service being provided at BCH. 

*Christmas presents for the children in attendance at the hospital over Christmas were donated to BCH from BCT EH.  This proved to be beneficial in building a positive relationship with the hospital and patients and consolidated EH’s presence in the hospital. 





EH pop-up stands
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Christmas gifts donated by BCT EH, kindly wrapped by BCH staff.
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9. Feedback



*Feedback has been very positive from staff and patients; however, it has been difficult to obtain in written format.

*Staff are too busy to complete questionnaires and or feedback despite being reminded.  This is due to the pressures in ED for clinicians.

*Questionnaires or feedback forms for patients have not been implemented due to time constraints however, where possible verbal feedback has been obtained and even written down on paper. 

*Email evidence of the positive impact of EH has been forwarded to management.  

*Staff and patient evaluation to be devised in order to capture evidence of EH in future.



Feedback from a parent in ED:
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Positive feedback from ED consultant:



Hi Fahmida

I just wanted to drop you a quick note to say thank you for your invaluable expertise in looking after the young overdose patient recently.

Without your understanding of the situation and your advice on identifying other risk factors through your network skills, her care would have been very much compromised. This was yet another in a very long list of examples of how the holistic care of our patients and families has been hugely enhanced since your team, arrived in the ED.

As a consultant her for nearly 19 years, I cannot believe that we did not have Early Help on site in the department before now. Your extraordinary input since arriving has only served to demonstrate how much we were missing that vital link between the ED and those members of our community who quite clearly need Universal Plus support.

Thanks so much once again.

10. Successes



*16/12/21- Early identification of a child with severe headlice and scabies as a result was brought into ED accompanied by a school nurse. The child was quickly re-directed to CDU and a safeguarding referral for neglect was also made.  Eclipse notes and advice of previous concerns allowed this child to be treated and safeguarded as it had previously been closed to children’s services a month earlier.

In this instance it was evident that this took pressure of ED staff and after triage the right department was signposted thus positively impacting on the waiting time and resources in ED. 

*Numerous cases where advice has been sought for children with disabilities, advice around the referral process and thresholds for Children and disabilities team has been made.

*Staff have stated that they have been grateful for the support received in identifying if a child is open to a SW or FSW and contact details have been provided for the clinical to contact the professional involved.

*Advice and support on thresholds and SG referrals have been provided to various other departments i.e., Cerebral palsy department, specialist nurses, CNS Endocrine, STICK workers, Red Thread, CAMHS crisis practitioners as well as ED consultants and doctors etc.

*Support has been provided to the SG team with the backlog of lateral checks to CASS. 

*Information provided to the SG team where a SW alert has to be closed when SW intervention has ceased. This process is still being fine-tuned so that SG and EH are working together to SG children in BCH.

*Advice on RHRT thresholds provide to ED staff opening up conversations around the appropriateness of a SG referral and considering EH due to concerns that do not reach the complex and significant threshold.















































11. Case Studies:



Case study 1:

Background of referral and needs highlighted:

Child A attended ED with mother and was accompanied by the school nurse, concerns were raised around the infestation of headlice which had been left untreated for a long period of time.  This had resulted in the child’s hair becoming matted with the skin becoming raw and infected.  Child A was also experiencing a rash on her body due to the skin becoming infected and inflamed.

The nurse in ED explained the referral to me after triage and I immediately checked the Children’s services database to see if the family had a SW.  eclipse checks revealed previous neglect concerns, and that the case had only recently been closed to the SW.  I immediately informed the consultant on duty and they proceeded to discuss the case before child A was seen.  



Support provided:

Consultant was advised that a CASS referral was to be made and so they proceeded to refer the family to the general paediatrics department which would have happened after the child had been seen and treated in ED.  



Moving the patient to General Paediatrics saved time in ED and meant that both the treatment and SG referral were made in the same department thus freeing up the space in ED.  ED is exceptionally busy due to the current climate and time of year, so any time saved in ED has a huge impact on both patients and staff.



Advice was given around SG concerns raised and support required for this family inline with the RHRT threshold.



Outcome/ Update

16/12/2021- Child A seen in ED with severe headlice, matted hair and painful skin caused by the reaction to the headlice.

17/12/2021- CASS referral made by BCH and received.

20/12/2021- SW attended BCH and saw Child A with mother, assessment took place at hospital.

21/12/2021- Area assessment outcome and level of need presented for this child and family as defined by Right Help Right Time (RHRT), Complex/Significant Needs, requiring a statutory response from Children's Social Care.

Information shared with South Assessment and Short-Term Intervention (ASTI) Team with the above recommendation, local response would come from their service.

19/01/2022- Case to proceed for closure due to no further role for BCT identified. School and health advised to continue to offer support and monitor child A’s condition and to follow through referral to Family Support.

21/01/2022- Case closed to BCT.









Case study 2:

Background of referral and needs highlighted:

Child B attended ED after taking another overdose of painkillers with ideation of suicide, the Dr on duty was unsure of what to do as this was yet another overdose.  Child B was physically well however, advice was required on the situation as father was very distraught and it looked like they would benefit from EH intervention along with other support as she was not safe to go home.



Support provided:

One to one conversation with father revealed that he and the entire family were at their wits end as nothing was being done to support them.  Despite a referral to FTB no contact had been made and that crisis intervention was limited.  He was concerned that his daughter was going to continue to attempt suicide until she was successful.  He was fed up that every visit to the hospital ended in the same way and felt that there was no support available to the family.



Child B was spoken to and it was felt that her general persona and ideation of suicide was very worrying.  Child B could not see any reason to be alive and vowed very calmly that she would continue to attempt to end her life.



The family were already open to social services however, it was clear that mental health services were needed to assess this child and her ability to keep herself safe. 



Conversation with the ED doctor explored the options available and the advice from EH was to ensure that the STICK/ Mental health team assessed her and that the social worker was notified of the recent attempt to end her life.  Child B was to be assessed again and that she was to be admitted due to concerns around her inability to stay safe, this was also the view of parents who felt that they were unable to keep their daughter safe. 

EH thresholds were explained, and that this family was already at the threshold for Complex and significant needs thus this superseded any EH intervention.



Outcome/ Update

14/12/2021- CASS referral received from BCH.

15/12/2021- Child B was discharged from hospital due after conversation with Crisis team based at BCH.

19/12/2021- Child B took further overdose in an attempt to end her life, Case allocated to South Safeguarding team.

20/12/2021- Child B to remain in hospital due to family unwilling to have her return home, also concerns around her being able to access medication of concern.  DBT assessment was successful, and Child B accepted for DBT with a care plan in place from the FTB.

19/01/2022- Child B takes 4th overdose in one month.

3/02/2022- Child B in placement under section 20 of Children’s Act 1989, signed by parents.











Case Study 3:

Background of referral and needs highlighted:

Mother identified in ED by Dr on duty as requiring support with housing.  Face to face conversation with mother revealed that the family were currently struggling financially due to father undergoing treatment for a brain tumour and being unable to work.

The family were not in receipt of benefits and had been surviving on support from friends and family, but she knew that this could not be sustained for long.

Mother felt that there was nothing that could be done for her and she was assured that EH would be able to meet the family’s basic needs in the first instance.

Mother became very tearful and was very humbled by the support available.

Discussion around the support available through EH gained mother’s consent to refer in to the Perry Barr locality.



Support provided:

Immediate phone call made to Perry Barr EH locality to arrange a food parcel for the family and to inform them that a FCF was being completed.

Needs around finances, food parcels, housing and support and signposting to local services as well as a benefit check was made to the locality.

A food parcel would be delivered on the very same day and support in the form of an EH worker from the locality would be provided.

Mother was grateful for the service as she was not aware of the support that could be provided from just a visit to the hospital.

Mother was very grateful for the support and verbally stated that having EH in the hospital was wonderful.



Outcome/ Update

26/10/2021- FCF created and forwarded to Perry Barr EH team.

26/10/2021-Food parcel requested

01/11/2021- Case transferred to BFS worker who was aware of the family.

04/11/2021- Case referred to BFS integrated allocation for an EHA

Onwards family supported through BFS FSW in order to meet outstanding medium-term needs on an EHA.





 













12. Next Steps:

*Early Help now has a presence in ED and now has a face, staff members will ask questions and will come for advice and guidance round the suitably of a FCF for families.

*The aim for EH in ED at BCH is to expand into the various other departments and across to the women’s hospital in order to ensure that EH is being promoted and so that staff are supported.

*Another area will be to move into supporting staff on the wards to identify families that will require EH support after the child has been discharged from BCH.

*Conversations with the WMAS staff has revealed that they would like support in understand EH and RHRT thresholds so that they are able to make appropriate referrals in to EH as not all families require a CASS referral to be completed.

*One future aim identified by a few consultants is to offer EH to colleagues in the other hospitals who would also benefit from EH, this would have a positive effect on the NHS.

*EH to be extended to James Brindley within the hospital to support and advise on EH and EHA’s as well as advice and guidance around the RHRT thresholds.

*To work with PIPA (Parenting Intervention to Prevent affective disorders in high-risk Adolescents) in identifying suitable families with the aim of reducing anxiety, depression, self-harm, and suicide ideation in adolescents.

































Referrals received from BCH



Column1	[CATEGORY NAME]
39%

FCF's	Checks/ conversations	Out of area	60	74	16	

FCF's Broken up by area
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Any Questions 

Alison Homes
Assistant Director

Early Help & Prevention
Birmingham Childrens trust


	Birmingham Children’s Trust�Alison Holmes Assistant Director Early Help & Prevention�Katie Homer Team Manager Ladywood Locality 
	Early Help 
	Demand by Month Breakdown 
	Housing needs - Pressure
	School Exclusion/ Inclusion  work
	School Exclusion work
	EH Team in Childrens A & E dept 
	Presenting Needs picked up in A & E:�
	Neglect GCP2
	On Line Support
	                          Next Steps
	Early Help Strategy
	Measure Success
	Appendices 
	Any Questions 

