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FOREWORD BY LSCB INDEPENDENT CHAIR

I have been the Independent Chair of the Local
boroughs of Hammersmith & Fulham, Kensington ea and Westminster since it
was established in April 2012. This iS'hs ering the year April 2015 to

March 2016.

3g year as well as some additional information on
Ofsted review of the LSCB (a judgment of Good")
a reality for all agencies. The priorities for 2016/17 are

An early startis B ade to consider future options for making the local arrangements
more effective. ThiS\€eds to align with the changes that will be introduced nationally by
government for multi-agency safeguarding leadership. 2016/17 is my final year chairing
the Board and so | am working with others towards the handover, anticipating the national
changes.

Once again | want to thank staff for the difference they continue to make to the lives of
those with whom they work. Safeguarding is at the forefront of all that they do.

Jean Daintith, Independent Chair
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EXECUTIVE SUM

Nair through “Working Together to Protect

iew of the effectiveness of child safeguarding and

) the areas of Hammersmith & Fulham, Kensington and
’ It includes a self-assessment of the performance

f the loCal and regional agencies represented on the LSCB

eas where improvements are required. The report also

orts that have been published following reviews of incidents

been seriously injured and where abuse or neglect is thought

e learning that has resulted from such reviews and how these

ated to those who work with children is also included.

to have been inve
have been commu

The Safeguarding Plan for 2015/16 is reviewed with an overview of where progress has
been made as well as areas where further work or attention is required. The Report
concludes with an Assurance Statement provided by the Independent Chair and outline of
the priorities of the LSCB for 206/17.



LOCAL BACKGROUND AND CONTEXT

The Local Safeguarding Children Board covers three inner London local authority areas. A
total of 579,420 people live in the area, of which 110,240 or 18% are children aged 0-18.

roca oot oy " | wawe | meke | wee | Tora
All ages resident population 179,410 157,711 242,299 579,420
Oto 4 years 11,601 8,981 13,927 34,509
5to 10 years 11,990 14,616 36,595
11 to under 19 years 12,154 16,299 39,136
Total O to under 19 years 35,745 110,240
As with many boroughs in London, there are areas [ ence but also
localities where there are significant levels of de . rates of

child poverty after housing costs were (in 201

Hammersmith & Fulham 31%
Kensington and Chelsea 28%
Westminster 39%

These figures do not show the variat
using the Her Majesty’s Revenue and
ward with the highest rate jn London wa

ithin wards. For example,
of child poverty, the
inster where 50% of
he three boroughs have

overed by the LSCB have highly diverse
black, Asian and minority ethnic)

Hammersmith NEElEfie
Key performance indicators and Westminster | Total
& Fulham
Chelsea
Children subj a chil ction plan
[at 315 March 2 133 85 100 318
Children in care [at 315 March 2016] 198 105 166 469

THE OFSTED REVIEW OF THE LSCB

1 ONS Mid-Year Estimates 2014
2 End Child Poverty 2014




In January 2016 Ofsted reviewed the LSCB as part of its inspection of the three
inspections of Children’s Services. The LSCB was reviewed as one body and reported on
in all three reports on children’s services, with the only variation in the three reports being
in relation to the borough-based local partnership groups of the LSCB. The overall
judgement of the LSCB was that it was ‘Good’. This placed the LSCB in the top third of
Boards reviewed at that time.

Ofsted commented on the strengths of the LSCB:

e Amalgamation under a single LSCB creates significant benefits for young people
and for all partner agencies.

e The tri-borough achieves the right balance between sh
this ensures that children are safeguarded effectivel

nd local functions, and

bodies and this

allows the board to make sure that children’s igh on everyone’s
agenda.

e The Chair promotes safeguarding issue
and provides appropriate challenge.
has been secured across the full range
encouraged and enabled by the Chair to ra

e Through systematic analysis @fhaudits under

partners

nd challenges constructively.
11 of the Children Act 2004,
jority for all partner agencies.

2med audits and performance monitoring by
and development sub-group of the LSCB undertakes its role
ensures that sufficient safeguarding training is provided

y to tackle the board's priorities and any lessons from SCRs is
in the LSCB annual report. A comprehensive safeguarding

Ofsted made 5 re6 endations for the LSCB

1. Review the extensive dataset to ensure that it is aligned to the board’s priorities.

2. Devise a system for ensuring that actions arising from data scrutiny are carried out in
the individual boroughs.

3. Ensure that recommendations from multi-agency themed audits are carried out and
analyse their impact on improving practice.

4. Develop an overarching SCR action plan to track the progress of work arising from
individual case reviews.



5. Devise a system to escalate concerns about infrequent partnership attendance at the
board.

Ofsted also noted two changes of Business Manager for the LSCB in the previous year
and the need for coordination of activities and work arising from the LSCB so that it is
evident to others; the limited time available for the Independent Chair to maintain all the
links across three separate boroughs; a need for a formal analysis of the impact of training
either across the tri-borough partnership or at borough level; and an annual report that
could be stronger on explaining the difference the LSCB has made to children’s lives.

All these issues have been fed into the 2016/17 Business Plan and
during the year.

re being monitored

THE EFFECTIVENESS OF LOCAL SERVICES
London Borough of Hammersmith & Fulham

The Borough’s Family Services directorate co
children including statutory social work for chi
of services are provided by shared arrangeme
and Chelsea and Westminster City Council. This
involved in the criminal justice system

cialist support for children
ffending Team which is

, ghs. There is also a single
Fostering and Adoption service whicRiFecre - upports foster carers,
connected persons and adoptive pare [ m all three boroughs.
The borough’s services for children in ne , children looked after
and care leavers were ig
framework in Janua esulted in a“Good” judgement by Ofsted.

t of “Good” regarding the experience and

C ange of services for vulnerable children including statutory social
work for children 2 ilies and early help and also shares the same services. The
Royal Borough'’s services for children in need of help and protection, children looked after
and care leavers were inspected by Ofsted under its unannounced single inspection
framework in January and February 2016. This resulted in an “Outstanding” judgement by
Ofsted, one the first of two authorities to have received this judgement to date. The

3 London Borough of Hammersmith and Fulham - Inspection of services for children in need of help and
protection, children looked after and care leavers Ofsted 2016



http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/hammersmith_and_fulham/052_Single%20inspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20as%20pdf.pdf
http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/hammersmith_and_fulham/052_Single%20inspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20as%20pdf.pdf

inspection report* included a sub-judgement of “Good” regarding the experience and
progress of children needing help and protection.

Ofsted made four recommendations following the inspection in relation to children who go
missing, out-of-hours services for children, engaging partner agencies in strategy
discussions and access to independent advocates. The local authority has produced and
reviewed progress on an action plan to address these recommendations which has been
submitted to Ofsted.

Westminster City Council

As is the case with Hammersmith & Fulham and Kensington helsea, Westminster’s

Family Services directorate coordinates a range of servic

looked after and care leavers were inspected by
inspection framework in January and February

Ofsted made four recommendation i [ in relation to children who go
missing, out-of-hours services for ch en in need cases and
support for care leavers who are in c as produced and

ese units'p
or’'s Office for Policing and Community (MOPAC). MOPAC
ime types for particular attention between 2013 and 2016
ture strategies of the Metropolitan Police will focus

serious safeguarg tes relating to children. CAIT also investigate abuse committed
within families as as by professionals and carers. Such investigations take place in
cooperation with local authority services and include recent and historical allegations of
offences against children. Locally, the Borough police have focused particularly on children

4 Royal Borough of Kensington & Chelsea - Inspection of services for children in need of help and protection,
children looked after and care leavers Ofsted 2016

> Westminster City Council - Inspection of services for children in need of help and protection, children
looked after and care leavers Ofsted 2016



http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/hammersmith_and_fulham/052_Single%20inspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20as%20pdf.pdf
http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/hammersmith_and_fulham/052_Single%20inspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20as%20pdf.pdf
http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/westminster/052_Single%20inspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20as%20pdf.pdf
http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/westminster/052_Single%20inspection%20of%20LA%20children%27s%20services%20and%20review%20of%20the%20LSCB%20as%20pdf.pdf

who go missing or are at risk of child sexual exploitation, domestic abuse and serious
youth violence or gang activity. As more specialist secondary teams often rely upon
borough police officers to detect and refer on such crime, it is important that frontline
officers have the necessary levels of awareness and knowledge. Therefore, a continuous
programme of training is provided to officers on these issues and safeguarding in general.
Current pressures for the police service include needing to respond to high levels of
children being reported as missing and meeting the needs of people who have significant
mental health difficulties. In the LSCB area there are also additional pressures resulting
from needing to provide initial responses to significant numbers of young people for whom
there are concerns but who are the responsibility of other local authority areas.

s effectiveness across
ber 2015. It concluded
ent children and that it
sexual exploitation.
well understood
that the force

The report following a “PEEL” inspection of the Metropolitan
London in response to vulnerable people was published in
that a good response was provided by the force to missi

Meanwhile its response to victims of domestic abu
by officers and staff across the force. However,

required improvement. There were recomm ding of the
nature and scale of the issue of missing sment of
available data, including that of partner orga also recommended that it

should be ensured that specialist staff rece
safeguarding and understanding hgw to prevent
harm. In 2016, Her Majesty’s Insp
Metropolitan Police’s response to ch
published

riate training in relation to
instances which could lead to
carried out an inspection of the
esults of which are yet to be

Multi-Agency Safegua

referrals for bot xcellent partnerships exist across all the
i onsistency in the application of

ipNg a productive working relationship with

s Co-ordinator. The officers within the MASH now have

of Category 1 CSE concerns across the LSCB area. This
aificant increase in police attendance at strategy

e links between missing children and CSE.

2 area is managed via the Multi-Agency Sexual Exploitation

a strategic overview of the effectiveness of interventions

quarterly to the LS bgroup. The work of the MASH, MASE, and overall response to
CSE were commended in the reports published by Ofsted following inspections in all three
boroughs of services for children in need of help and protection, children looked after and
care leavers. Arrangements have also been subject to a recent Her Majesty’s Inspectorate
of Constabulary inspection the results of which are yet to be published.

NHS England (NHSE)

NHS England London Region is responsible for ensuring that the commissioning system in
London works effectively to safeguard children at risk of abuse or neglect. One of its
outcomes is to ensure that NHS England London Region directorates are aware of their



responsibilities with regard to safeguarding and are appropriately engaged with the Local
Safeguarding Boards and key partners such as the Metropolitan Police across London.

Key activity for London Region in 2015/16 included carrying out a CCG Safeguarding
Deep Dive Assurance and the development of a risk matrix outlining key safeguarding
risks across London. This was partly based on the “Section 11 audit” used by LSCBs to
assure themselves that agencies placed under a duty to co-operate are fulfilling their
responsibilities to safeguard children. While the self assessment concluded that the theme
of “The culture of safeguarding within the organisation” was fully met, the outcomes for “A
safe organisation” and “Assurance and system leadership” were assessed as “partially

met”. This has led to planned actions to improve training for staff o improve linkages
between CCGs, local authorities and NHS London in relation t ary care assurance.
The need for work with London Councils in relation to the A od Review (a

Significant challenges for health agencies in Londo i nt and retention
of safeguarding professionals; effective working iSSi
(CQC) and safeguarding boards to recognise
primary care; keeping up with the challenge 0 new
and emerging risks including Female Genital
terrorism, unaccompanied asylum seeking childr
specifically impacted upon the area vered by the
the Child Protection-Information Sh

. Activity in 2015/16 which has
cludes the implementation of

is is a national system that

in unscheduled care
settings across England. The system 80 Si Chelsea in 2015/16 with

umbers inthe region; leading
work on FGM and c [ partners to understand the impact of the
Alan Wood revi i [ out and to work on priorities identified

ast London CCG, Hammersmith and Fulham

a range of statutory duties — including the
embership organisations that bring together General

3t local health services need to assure themselves that the
organisations they ission have effective safeguarding arrangements in place. They
are responsible for securing the expertise of Designated Professionals on behalf of the
local health system. These named professionals undertake this role across the health
economy and actively participate in the work of the LSCB. During 2015-16 Designated
Professionals played an integral role in all parts of the commissioning cycle, from
procurement to quality assurance, ensuring appropriate services are commissioned that
support children at risk of abuse or neglect, as well as effectively safeguarding their well-
being.



”

During 2015 the three CCGs undertook an NHSE Assurance Safeguarding “Deep Dive
exercise. The CCGs were assessed against four components namely: Governance,
Systems and Processes; Workforce; Capacity Levels; and Assurance

The table below details NHSE’s assessment of the CCGs against these components.

Safeguarding Deep Dive Review Components | Outcome

Governance / Systems / Processes Assured as Ggod

Workforce Limited As

Capacity Levels within CCGs

AIWIN|F

Assurance

Beneath these four high level components are a nu areas. The

CCGs were assured as being Outstanding on the

e Engagement around FGM.
e The work being undertaken with Bucki
educational tool to support practitioners in n of the Mental Capacity Act
(2005).

Components that were rated as p imi ce are being addressed at a
CCG level. These predominately rela

Imperial Hospital NHS

a well-established children’s safeguarding
ife. Specialist staff are based in maternity,
trong links have been established with
p support in areas such as domestic
olence and child sexual exploitation (Red
A&E department and sexual health clinic at
orking has also been developed with adult safeguarding

y, are protected in situations where there are adult
e programme of training and supervision has been
are prepared and supported when dealing with

Imperial College
service led by a g
children’s service
organisations and C
violence

Within Chelsea & Westminster Hospital there is a full safeguarding children’s team —
liaison health visitor, named nurse, named midwife and named doctor, supported by an
administration post. The Designated Doctor for the area works within the Trust and offers
additional support. Quarterly Children’s Safeguarding Boards are chaired by the Director of
Nursing, and there is also an annual Joint Adult and Children’s Safeguarding Board within
the Trust. A social work team based within the hospital supports children’s safeguarding.
Child Protection medicals are undertaken within the hospital, and there is good attendance
at case reviews by the safeguarding team along with the lead nurse for paediatrics.



The team has worked with the Designated Nurses and Tri-borough safeguarding leads in a
number of SCRs with learning shared across the organisation and with other agencies.
The relationships developed through the LSCB enable the organisation to provide best
practice, up to date safeguarding training, supervision, and care to children and families.
Domestic violence continues to be a theme within SCRs and training within this area has
been a priority, led by our Domestic Violence lead. We are delighted to have an
Independent Domestic Violence Advocate in post to offer support and advice to families
and staff.

Child and Adolescent Mental Health Services (CAMHS) are an ongoing concern due to the
lack of tier 4 beds (specialist in-patient care for children who are ing from severe

and/or complex mental health conditions), but senior staff wi e hospital are working
with the CCG, mental health providers and NHSE to bring provements for patients
within this area.

The Director of Nursing is a member of the LSCB IS i ial partnership to
enable sharing of learning, best practice, and su [

Central and North West London NHS Tru
Trust

| Health

social care across the three
ding to MASH or Front Door

Both Trusts have continued to work
local authorities, referring cases ap
enquiries as to whether parents are k
a concern. There has been good feedk i vided by Trust link staff.
We have worked hard to promote the “

An audit on the j¢ Commissioning for Quality and
Innovation (CQUI owed good joint working across the
partnership, but with We have also tried to stress that mental

i and this year have encouraged primary care
services that they provide to those with minor mental health

0 CQC Inspections and there were no actions that
were identified i [ safeguarding children arising from either inspection.

in relation to the two Serious Case Reviews that it was

Health Trust so that both Trusts can learn from incidents.

New reporting guidance on FGM has been implemented. New guidance on modern
slavery has also been promoted and used effectively with a specific case so that a
vulnerable adult was kept safe. The Prevent agenda also continues to be promoted with
both agencies having internal targets to contributing to a three year target which is on track
to be achieved. Both Trusts have been involved with a Mayor’s Office for Policing and
Crime (MOPAC) funded project. This includes join work with Standing Together to run
sessions for mental health staff on raising awareness of domestic abuse and to improve
compliance with procedures.



Probation

The National Probation Service (NPS) London continues to work with partner agencies to
safeguard children within the three boroughs. NPS contributes to MASH, the Multi-Agency
Risk Assessment Conference (MARAC), MASE and Multi-Agency Public Protection
Arrangements (MAPPA) to ensure that issues of child safeguarding are at the forefront of
all our work with service users. NPS undertakes an audit of a sample of cases every
month and safeguarding aspects of casework are always considered when appropriate.
Court teams are currently developing closer links with safeguarding agencies to ensure
more effective and faster sharing of information to protect childr those who appear in
our local courts. All staff are trained and are encouraged to art in the opportunities
for further learning provided by the LSCB training program

Community Rehabilitation Company (CRC)

Since December 2015, London CRC'’s offender ers have adop new approach
which works with groups of offenders who hav r rehabilitation nee e aim of this
new way of working to deliver tailored s causes of
offending. Young people receiving services a [ [
including those who are 18 to 25 year oId m
learning disabilities (as the primary p
this model, operational staff can sp face-to-face with offenders. The
CRC also continues to fulfil its Co Offender Management) and
Safeguarding (MASH) responsibilitie f unched its performance
framework which monitors the vqum : r someone is known to
children’s social care. M
Stakeholders director,

ho have mental health and
ose who are women. Through

ping partnership relationships. This work is
who attend this and other LSCBs.

separation. The role of Cafcass is to make
rt about the right courses of action for children and young
ted by Ofsted in 2014 and judged to be good with outstanding
t. Since then Cafcass continues to prioritise safeguarding
Bveals that the organisation is making good progress. Cafcass’s
recent annual re etailed work with 116,104 children and young people across
England. Cafcass’sikey performance indicators were met 2015-2016 despite a 10.3%
increase in demand in private law and a 14.2% increase in public law cases.

people.

activity and inte

Community Safety

Across the three local authority areas, Community Safety provides significant focus around
prevention and a range of activity in support of safeguarding. Through the Channel and
wider Prevent safeguarding processes, the Prevent Team works closely with different
Council departments across the three local authorities and with other agencies to support
and safeguard individuals potentially vulnerable to extremism or radicalisation.



Channel is a statutory, early intervention, multi-agency process designed to safeguard
vulnerable people from being drawn into violent extremism and/or terrorism. Channel
works in a similar way to other safeguarding partnerships such as case conferences for
children in need. It is a pre-criminal process that is designed to support vulnerable people
at the earliest possible opportunity, before they become involved in illegal activity.
Safeguarding leads from within child protection and Children’s Services also sit on the
panel. Alongside this, other multi-agency partners, including all those involved in any
specific case, are brought together to collectively assess the risks in relation to an
individual and decide whether a support package is needed. If the panel feels that an
individual would benefit from support; a bespoke package will eveloped, based on
their particular needs and circumstances. The value of this wo oss the three boroughs
was recognised in the early 2016 Ofsted inspection of servj r children in need of help
and protection, children looked after and care leavers.

Significant work has taken place to address yout ithi across the three
boroughs. Westminster's Integrated Gangs Uni multi agency
work to safeguard young people. Examples i support for
those involved in gangs (100 referrals per
part in sessions in 2015), joint workshops t
(Prevent and IGU) and work to safeguard those
sexual exploitation perpetrators.

the prOV|S|on of inte
preventio schools (3
in the BAM
ng exploited by potential child

Housing and Housing providers

The range of housing services across tf road comprising the
similar numbers of af ' 5 owned by Registered Providers (Housing
Associations). Advi [ of households in housing need and across

ellent understanding of safeguarding, are
he appropriate action to take. There has also been a strong
that the most vulnerable homeless families are

i their home borough and that the use of non-self-
odation for households in need only happens in

e there have not been any more than 10 such placements
eviews of young people’s hostel accommodation have

on safeguarding and the findings of such reviews were very
positive with the ing majority of young people feeling safe and knowing action to

take following an

Voluntary / Faith Sector

The LSCB has benefited from a Community Development Worker post working closely
with key safeguarding agencies from across the three boroughs, such as Prevent, the
safeguarding in schools lead, and the FGM lead. In 2015-16, joint safeguarding sessions
have been delivered to community groups, Imams, supplementary school teachers, and
community forums. This joint working has helped to safeguard children more effectively in
an LSCB area of significant diversity because of the increased face-to-face contact



enabled with key community leaders who are often gate-keepers to the communities
themselves. We have provided such leaders with key safeguarding contacts, an enhanced
understanding of what safeguarding is, and some insight into signs and symptoms of
abuse. This increased awareness amongst communities and groups can only strengthen
safeguarding arrangements of children and young people. The Ofsted inspection in early
2016 provided very positive feedback regarding the work carried out with male members of
FGM practising communities, particularly in reference to the support provided for key
community leaders, including an Imam, in addressing this challenging issue amongst the
wider community.

Schools

chools across the three
schools, 104 primary
ich were either pupil
les or free schools.
There is a significant independent sector acros . Il there are 94
independent schools, 21 in Hammersmith & F [ [ Isea and 29
in Westminster.

As at January 2016°, there were there was a total of
boroughs. 160 of these were state funded including
schools, 30 secondary schools, 9 special schools and

Ofsted Inspections of Schools 2015/16

The percentages of schools in thé o i rated outstanding or good by
Ofsted inspectors have remained ca@ i i e last three academic years.
Only three schools are currently judge : Academy and Phoenix, in
Hammersm|th & Fulham and Wllberfo even of the 155 schools

shown below; all | 2 boroughs were considerably above the
national average.

® DfE “Schools, pupils and their characteristics: January 2016”



OFSTED Judgements-2013to 2016

Outstanding or Good
100%

90%

80% 11 | [

Percentage

70% 11 | |-

60% T—1 | [

50% T

H&F K&C National

02013/14 02014/15 ®m2015/16 |

During 2015/16 to date there have been twelve of schools across the three
local authorities. There have also been short inspe a further four schools.

The reports from such inspections i specific co tary from Ofsted regarding the
effectiveness of safeguarding arran in individua ols and these reports are all

publicly available.

Children’s Homes

maintains two children’s homes in the area
rent Ofsted rating of Good following an

The Royal Boroug
(Olive House and

se identify areas of concern and actions taken to
ake relevant training including bespoke training as the needs

note the lack of O
returning after going

ty for young people to be seen by an independent person when
Issing and an action plan is in place to address this.

The Haven in Hammersmith & Fulham is a local authority children’s home registered for up
to seven children with learning disabilities and physical disabilities. The home mainly
provides short breaks, but can also provide interim emergency and longer-term
placements. It was last inspected in July 2016 and judged by Ofsted to be “good” across
all three sub-judgements. An area identified for improvement was the “safeguarding
knowledge” of staff. Managers advise that this refers particularly to temporary staff which
have been needed to meet demands for longer-term placements. This demand has
resulted from a planned strategy to ensure more children with complex needs can be



placed locally with good access to their family networks and local support services.
Managers have provided assurance that permanent staff have a good understanding of
safeguarding and that these staff take lead responsibility for each shift. Further actions are
being taken to increase recruitment to permanent positions and to ensure training needs of
all staff are identified and met.

HM Prison Wormwood Scrubs

Safeguarding comprises a significant part of the work carried out by HM Wormwood
Scrubs Prison with families and children of inmates. A lead officer, who is also an
attending statutory member of the LSCB, is in place for safeguardifigs, Her role includes
liaison with social workers, schools and families regarding chil visits to the prison
and discussing any safeguarding issues. There are also lin een the prison and
external Multi-Agency Public Protection Arrangements ( officer has attended
Level 3 multi-agency safeguarding training provided by

and there are plans to recruit a family officer.

The prison’s Visitor Centre has provided saf Ing there
and can make referrals or consult with the lea i arding
issues for families attending the centre.

A recent Justice Inspectorate inspe ' noted that public protection
procedures were adequate and that & ith children were assessed

nual audits of all member agencies. In
e LSCB lay members, reviewed the pan-

audit tool, a small number of agencies were selected to
e year. A wider range of agencies, including schools and

ANNUAL REPOR
Child Death Overview Panel (CDOP)

The 2015/16 Annual Report for CDOP provided analysis of cases reviewed over the
course of the year, rather than those notified during the same period. These included
reviews of cases of children who died between 2012 and 2016. Timings of reviews are
subject to the information available from agencies involved, other processes including
police investigations, serious case reviews or inquests and the number of cases relating to
particular themes.



25 deaths of children who had lived in the LSCB area were reviewed by CDOP. Of these
10 were unexpected. The key themes for the unexpected deaths were related to life
limiting disease and perinatal events. The main category of death has been those with life
limiting disease.

The CCGs have continued to lead on the work of CDOP on behalf of the LSCB. Quarterly
updates are given to the Board and progress has been made in strengthening links with
other subgroups in particular the Case Review Subgroup. Over the year the Deputy
Director of Public Health for Westminster took over the role of Chair. It was also planned
that a Specialist Nurse would be recruited to take responsibility management of the
CDORP process working alongside the Designated Doctor for

A number of recommendations were made for the work 016/17 including

e To improve the communication process the parents of
children who have died. Parents sho them of the
CDOP process along with appropriat

e |dentification of topics for research

e To work with the LSCB to develop the LSCB webSite so that
families and professionals have access on and resources in relation to
the child death process andshow to access

e To establish links with thefkearhing and De
primary care, education a i
death reviews is dissemina
process.

The learning Joi ategic Needs Assessment for the

ent subgroup secondary and
hat learning from the child

armed a child, or may have harmed a child;

al offence against or related to a child; or

* behaved tow [ children in a way that indicates they may pose a
risk of harm to'@

These behaviours should be considered within the context of the four categories of abuse
(i.e. physical, sexual and emotional abuse and neglect). These include concerns relating to
inappropriate relationships between members of staff and children or young people. If
concerns arise about the person's behaviour to her/his own children, the police and/or
children's social care must consider informing the employer or organisation in order to
assess whether there may be implications for children with whom the person has contact
at work / in the organisation, in which case this procedure will apply.

All staff should be made aware of their organisation's whistle-blowing policy and feel
confident to voice concerns about the attitude or actions of colleagues; learning from



Serious Case Reviews indicates that early reporting of low level concerns around rule
breaking and boundary keeping can help to prevent the abuse of children.

In 2015/16, the local LADO service has been strengthened and developed. Child
protection advisors in each of the boroughs handle incoming cases on a duty basis with
support from the Safe Organisation manager /LADO lead. The majority of Child Protection
Advisors are now permanent members of staff which means practice is embedded and
there are opportunities to take advantage of discussing emerging themes and thresholds
across the three boroughs. This is particularly important where there have been similar
changes in the arrangement in place for the Child Abuse Investigation team.

Safe Recruitment and leaning from Serious Case Reviews
The LADO has continued to offer accredited safe recruitm
training programme. This has been well attended as hav
and ‘meet the LADO’ events.

ning as part of the LSCB
n learning from SCRs

Raising the profile of the LADO role
The LADO has worked closely with the Saf [ d Education
officer and the LSCB Training Officer to rai i Is and in
particular in the independent school sector from the
Southbank International School SCR). There | ork to be done academies,
particularly those which belong to lagger trusts an in-house HR services for such
schools do not have specialist know

Origin of Referrals
reasing — this appears to
jons are making contact for

ecords of previous concerns and it is possible
during the course of the Inquiry.

decline in the number of referrals from the voluntary
ifis is not a homogenous group of organisations, some
n to further outreach work to raise the profile of safeguarding
is well-supported amongst the wide range of organisations in
this sector.

In contrast there been an increase in referrals from a broad range of sports
organisations. Whilst’'some bodies like the Rugby Football Union do have a regulatory role,
many other such bodies are membership organisations, meaning that anyone can pay
their fee and join. This can give users the false impression that sports providers are
accredited and vetted and it can be very difficult to hold some small scale providers to
account in these circumstances. A similar situation applies to other service providers — for
example therapists who do not need to be registered with the Health Care Professionals
Council (HCPC).

Private Fostering



The social worker responsible for the coordination of private fostering arrangements
across the LSCB area provided a report to the LSCB in October 2015. The report showed
an increase in notifications of such arrangements at that point of 2015/16 compared with
the previous year. Notifications tended to come from agencies such as school admissions,
the Benefits Agency, schools, local authority Children’s Services and self-referrals. A
programme of awareness-raising had taken place including with GPs, Health Centres, and
Youth Hubs with some initial indications of this having an impact upon referrals. Other
publicity and guidance had led to an increase in queries and consultations. The
effectiveness of this coordinating role including awareness raising and impact on referrals
was confirmed in the reports following the Ofsted inspections in all three boroughs in
January and February 2016.

The report notes that a high number of private fostering arr ents had recently ended,
largely because children and young people had either re care of close family
members, made the transition into adulthood or moved t ppropriate
referrals have been made to the relevant boroughs ikelihood that
children were moving into their area subject to pri S. Support

Further work was planned including a formal com i and awareness raising

[ engagement with external
velopment of a local, shared
rding and assessment

special interest groups to ensure a
Private Fostering Protocol and impro
processes.

Independent Reviewi

arding of such children. They therefore
periences of children in the care of the

The role of the IROsWvas noted in the inspections of the three local authorities by Ofsted in
2016 with commentary including “Outstanding services for children looked after are
characterised by robust arrangements in place for reviewing care plans by a dedicated
team of independent reviewing officers”, “Independent reviewing officers know children
and young people well, and provide positive support outside of the reviewing process.
There is a culture of informal and formal challenges to care plans” and that IROs “have
manageable caseloads ..., enabling them to drive permanency planning vigorously. They
routinely attend permanency planning meetings and are committed, knowledgeable and
passionate about their work. They know the young people well.”



51% of the children looked-after at 315t March 2016 had been in the care system for less
than 12 months. This indicates a continued high turnover of children in the care system
over the 12 month period. 78% of looked-after children across the three authorities are
aged ten and over. This presents particular challenges for achieving stable and permanent
placements for some of these young people, as their needs are likely to be more complex
as a result of their late entry into the care system. 22% of looked-after children were
placed outside of the London area. Progressing permanent and stable placements for
these children close to their home authority wherever possible remains a challenge and
the LSCB has reviewed the reasons behind children being placed at distance from a
perspective of being able to provide consistent health services for them.

s were held within

d in their review
development

in Care Councils.
These included engagement activities as part of the lementation of
the Looked After Children and Care leavers Strat fficers, and a

Across the three local authorities 91% of looked after children
statutory timescales. Over 97% of looked after children partj
meetings over the year. They have also been involved in

The three local authorities covered b d have maintained a shared
services response to VAWG comm IRO d strategy since 2014.
Prevention Funding,
matched by Council funding has been 2013 with the current

funding due to end in 2017. From April 2

yht within a single governance
xecutive Director of

The VAW is C€ priorities including one which focuses on

: e priority is that children and young people are supported if
e and understand healthy relationships and acceptable
abuse. The Partnership prioritises both prevention of

alongside colled
sharing between t
longer term work to |

0 support high risk families in the short term but also to undertake
event future abuse and increase safety in families.

Priorities for 2016/17 include a focus on whole school and whole family approaches and
networks of lead professionals across the children’s sector. Additionally, there is a plan to
roll out the #SpeakSense campaign for young people alongside the young person’s
version of the VAWG Strategy.

"https://www.rbkc.gov.uk/pdf/Violence%20against%20women%20and%20girls%20Partnership%2
0Annual%20Report%202015-16.pdf



https://www.rbkc.gov.uk/pdf/Violence%20against%20women%20and%20girls%20Partnership%20Annual%20Report%202015-16.pdf
https://www.rbkc.gov.uk/pdf/Violence%20against%20women%20and%20girls%20Partnership%20Annual%20Report%202015-16.pdf

Specialist support for children remains a significant gap in all three boroughs. There is no
specialist advocacy support for children and young people under 13 years old who have
been affected by domestic abuse in any of the three boroughs. The Partnership aims to
address this gap with a needs assessment and joint commissioning strategy.




GOVERNANCE AND ACCOUNTABILITY ARRANGEMENTS

The current structure of the LSCB is as follows *

Violence Against Saéigegﬁz;ﬂvig% OAgrlé'tS LSCB C;ommunity Children’s Trust
Women and Girls Independent Chair i >a ety Strategy Board
Partnership P Independent Chair Group

b\

Partnership Group for the London
Borough of Hammersmith and Fulham

Chairs Subgroup

Case Review Subgroup Partnership Group for the Royal

Borough of Kensington and Chelsea

Learning and Development A 4
Partnership Group for Westminster
y 4 A ¥ City Councll

Quality Assurance Subgroup

Child Death Overview Panel ‘
Mash, Missing and CSE

Subgroup

- “} Children’s Safeguarding Health
Ending Harmful Practices Subgroup

Subgroup

: Subgroup
Children and Health

Group
(VAWG)

— Current Short Life Working
Group

* LSCB membership on LSCB website https:// .rbkc.gov.uk/sharedservices/Iscb/aboutus/boardmembersandadvisers.aspx



https://www.rbkc.gov.uk/sharedservices/lscb/aboutus/boardmembersandadvisers.aspx

PRIORITIES OF THE LOCAL SAFEGUARDING CHILDREN BOARD - 2015/16

The headline priorities of the Local Safeguarding Children Board for 2015/16 were as follows:




Summary of outcomes and progress made

The Safeguarding Plan was developed to identify a series of outcomes through
which progress could be measured. The following section lists the outcomes and
evidence of activity that supports each of the outcomes.

. We know the impact of our early help framework in identifying and supporting
children and young people who are at risk of neglect and/or have high levels of
vulnerability.

e The LSCB was provided with an assessment from ea

ough of measured

e A Focus on Practice impact report was provide itial indications of
the positive effects of the programme on rates oming looked
after, those with child protection plans an

e The LSCB Neglect Strategy was publi series of

through linking with parent

. Our performance framework iden ich are challenged
and addressed thro *

e The Board erformance Teports with exceptions

s which have been discussed at the

ers of looked after children placed out

our partners 2 2 Board’s impact upon wider practice.

e Ofsted’s Review of the LSCB found the shared structure created significant
benefits for young people through the rationalisation of time and secure
involvement of senior representatives from partner agencies. The balance
achieved between shared and local functions ensured that children are
safeguarded effectively. Additional points of relevance to this outcome
included:

I. Although Ofsted recommended that the Board should devise a system
to escalate concerns about infrequent attendance at the board by



partners, there has been effective follow-up in relation to this by the
Independent Chair and others. There has also been effective action to
ensure departing members are replaced. The sub-groups are chaired
by leads from a range of agencies. The LSCB now includes stronger
input from Public Health, Health, Adults Services and Prevent.

ii. A Health Overview sub-group has been meeting since April 2015.

iii. A new system has been implemented to enable Section 11 audits to be
carried out virtually with a phased programme to make this accessible
to different agencies.

in all partner agencies; identifies missing sta nd strategies
to engage them.

e A shared website went live in 2015

further developments planned. AT

s been regularly upda
feed is driving visits to the

anti-bullying resources.
Our communications are e C i i bers of independent

blished with a plan in place to
rvals after training was completed, as

uenced training content, e.g. a VAWG
people led to key messages being stressed in LSCB

on safeguarding. This aspect of the Board’s activity will be formalised through
LSCB meeting agendas in 2016/17.

8. All partner agencies are effective in identifying children and young people
affected by gangs and serious youth violence and refer them on for effective
support.

e There have been effective services and processes in all three boroughs as
follows:



9. Frontline practitioners are aware of the si
are confident in supporting children w

mutilation.

i. Hammersmith & Fulham: Street Outreach Service operating as an
autonomous service with referrals from police, children’s services and
probation following concerns about serious youth violence or emerging
tensions.

ii. Kensington and Chelsea: Good working relationships between key
agencies concerned with serious youth violence facilitate information
sharing and effective meetings following London Child Protection
guidelines. The local police gangs team work with all agencies on
managing individual or groups of young people.

iii. Westminster: The multi-agency Integrated Ga
MASH meets daily to share information wit
with schools, Redthread and Child and
Services.

nit located in the
g partnership working
ental Health

f child sexual exp ion and
affected.

and intelligence between allk gencies. view of the LSCB noted
that “Effective monitoring b ' jon and missing sub-

LSCB geng peciali i ourses address CSE with additional
staff by CSE leads. Training has been

Operation Makesafe has been implemented across the three councils with a
Stakeholder Group led by the Director of Children’s Services reporting to the
LSCB. This has engaged businesses including hotels, licensed premises and
taxi companies in awareness of and responses to CSE

Awareness of CSE amongst young people has been addressed through the
Healthy Schools Partnership and School Improvement Team which promotes
this in schools through the Personal, Health and Social Education (PHSE)
curriculum.



11.Multi-agency planning addresses the behaviour of perpetr
Domestic Abuse.

Young people in targeted schools have received training from the Integrated
Gangs Unit and the police on consent and rape as well as additional training
from Barnardo’s and VAWG.

Ofsted noted the effectiveness of awareness-raising regarding FGM which
had led to referrals to children’s social care increasing along with the effective
role of the tri-borough female genital mutilation project in engaging fathers
and husbands and from particular communities.

s of CSE and

Ofsted noted the role of information sharing throu
Exploitation panel (MASE) and other local pan

ulti-Agency Sexual
ing arrangements

Reports to the MASH/Missing/CSE Sub
information about perpetrators and loc

meetings in the boroughs sharing infor
different agency perspectiye

perpetrators from

perpetrators and address

es have been introduced which support wider
eir impact on child well-being, in addition to developing

extra support to non-abusive parents post separation as they are recovering
from the trauma of abuse, and the Healthy Relationships Healthy Babies pilot,
both of which have happened in Westminster.

Children and young people have been identified as a priority in all of the
VAWG’s operational groups



13.Practitioners are increasingly able to identify children at risk of female genital
mutilation and respond appropriately to safeguard them.

safeguarding
most affected.

A pilot project involving local authority and health services has introduced an
innovative approach in identifying and working with potential and current FGM
victims. A specialist social worker co-located and embedded within a health
setting has contributed to strong multi-agency working which is enhanced by
joint development work with Midaye, a Somali Development Network.

The project has led to a substantial increase in the number of families where
FGM has been identified to be an issue, enabling a proportionate response at
an early help stage or Child in Need or Child Protection ices where
required. From May 2014 to March 2016, 77 women e three boroughs
have been referred and seen in both clinics. All w ho have daughters
or are going to give birth to girls have agreed to Visits.

10-12 women

with girls across different age groups.
to support schools with addressing FG

Madrassahs to build capat [ ond to safeguarding
issues

are proportionate and target the communities or localities

There are good examples of tailored support being provided to specific
communities, raising awareness of safeguarding in response to local needs
while ensuring an appropriate range of other issues are addressed through
this contact.



Conclusions following the review of the 2015/16 Safeguarding Plan

. While there have been significant developments in many service areas and improved
processes, in some areas of LSCB activity, there is an ongoing need for a greater
emphasis upon outcomes and clearer indications of impact upon children which
result.

While we are now clearer about the impact of local authority Early Help services,
there is less clarity about preventative services provided by other sectors and their
contribution to effective safeguarding.

. There is a need for the Board to consider the safeguarding n
children. While the recent Ofsted review and the simultan
three local authorities did not identify any specific conc

nspections of the
t disabled children,

upon the lives of children and young peop their
views is required.
. While we have made progress with communicati regularly and in different

key messages are received

smith and Fulham, and Kensington and Chelsea
about what worried them most. The children were
about a particular safeguarding topic, 2) how they could
friends safe and 3) what adults could do to keep them

One of the ma es identified was bullying at school, and we subsequently
planned an acti around this and e-safety for Youth Takeover Day in November.
For this event, we challenged a number of young people from Phoenix High School
in Hammersmith and Fulham to produce with a short stop motion film about keeping
safe online which was used on the LSCB Twitter feed to promote Safer Internet Day
in February.
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op strong'partner relationships. There
d contribution by a wide range of
ploitation, domestic abuse, substance

an essential link to the head teachers’ forum and ensures
that key e jeation s are brought to the attention of the LSCB.

The Partnership"@roup has routinely sought to encourage challenge between
partners in a measured and proactive way. The LSCB is kept informed about all
challenges that are raised. Challenges are recorded on the “challenge log”, which is
regularly reviewed to measure outcomes and the impact of any action taken. This
has led to changes to protocols, pathways and responses. For example, a review led
to improvements to the protocol and pathways in relation to pregnant refugee women
presenting at maternity units for delivery who are homeless and have no recourse to
public fund.



‘What are you concerned about’ remains a standing agenda item of the Partnership
Group. This facilitates the raising of key safeguarding issues which can then be
escalated to the Board. Members consider safeguarding in the wider context and can
prompt particular actions, e.g. sexual health clinics noted a rise in CSE concerns in
schools and younger children engaging in sexual activities. A multi-professional
meeting was arranged to explore the concerns and developed a more robust
approach to the assessment of the safeguarding concerns for each child, an
assessment of the response of schools and a strengthening of communication
pathways between agencies.

The Partnership Group has been central in maintaining the li een front line
services and the LSCB. Feedback has been actively sou front line
practitioners across all services through questionnaires service discussions.
The group has led on the dissemination of informatio taff, including the

LSCB newsletter and Learning Review. Exercises ce to measure

The group has
required. Thi
the group’s fo
issues.

asis, with additional work taking place as
sive Business Action Plan which guides

ilies, communities and professionals working at the
ag harmful practices such as FGM, early help
pd its impact, learning from serious case and

. The Group members contribute to the delivery of
s, research and presentations on a range of issues. The

A range of speal were invited to broaden the knowledge and the agenda. Guests
discussed thematic issues, e.g. the Asian Resource Centre have presented their
partnership work on ending harmful practices. Annual reports have been presented
including those of the Child Death Overview Panel, Local Authority Designated
Officer, Private Fostering, Multi Agency Risk Assessment Conference (MARAC)
report considering domestic abuse, and the Multi Agency Public Protection
Arrangements (MAPPA) report of the London Probation Service.

Guidance and signposting to specialist tools have been disseminated through
members including FGM and CSE vulnerability assessment tools, and guidance



resulting from the Southbank Serious Case Review in understanding the ‘grooming’
of the environment and how to ensure a positive safeguarding culture and leadership
in organisations.

Organisational changes and the impact upon local safeguarding arrangements have
continued to be a theme with opportunities to provide updates, ask questions, raise
challenge and debate safeguarding issues and implications. A significantly
beneficial aspect has been to focus on collectively how we may support colleagues
and promote a positive interagency working arrangement, promotlng the opportunity
to form professional relationships and address the emergence
earliest stage. This has had direct benefits for effective worki

The partnership group remains committed to the Boa eglect and a
number of members are committed to the continui [ the NSPCC to

e Ofsted inspection of
final report included a
ibution and quality of

h would not have happened otherwise. The list of
as compiled with input from the group to ensure a
of intelligence across the multi agency safeguarding
spectrum.

The Children’s vices and Housing Panel was promoted at the partnership group
to ensure agencies are aware of the referral pathways and the work that can be
done to intervene early, preventing homelessness for children and families.

The Partnership Group identified a low take up of training from multi agency staff
about how to use interpreters, which led to a discussion about interpreters’
understanding of safeguarding and the complications that can arise when using
interpreters with families where there are safeguarding concerns. Subsequently the
interpreting and translation contract for children’s services is being re-commissioned
and this feedback was incorporated into the new specifications, ensuring that



interpreters and users of the service will have clear expectations and quality
standards.

The Group heard challenges about the quality of the emergency out of hours social
work service, and this was subsequently recognised through self-assessment and
the Ofsted inspection. The challenges raised by our Lay Member and Appropriate
Adult volunteer resulted in a number of detailed meetings and examination of the
processes. The position now is that although further work is required, additional
social work resource has been agreed for the out of hours service in Westminster to
improve its quality.

The Partnership Group also identified the need for young to receive a better
service this year. The Young Carers contract with a vol

subsequently came to an end with the decommissioni

partnership group. The service is now provided in- s
Services. There is now a target within Westmin t on the
numbers of young carers identified as a prop Y h cases

will therefore have significant multi agency,

Safeguarding Plan of the LSCB

e Serious Youth Violence

a presentation at the serious youth violence workshop
oung people who have been the victim of

ding a safeguarding briefing for GPs. The Tri-Borough

P) schools were also invited to the Integrated Gangs Unit
e better information sharing and closer working as some
young people g such provision would be at risk of or perpetrating serious
youth violence.

The workshop on CSE resulted in increased input at the Multi Agency Sexual
Exploitation Panel from probation and housing, and a commitment from colleagues
in the Safeguarding, Review and Quality Assurance section in Children’s Services to
ensure that child protection plans for children who were considered at risk of CSE
contained specific actions that would increase their safety.

The FGM workshop ensured a greater profile for FGM prior to the summer holiday
break in 2016, which we know is a crucial time to identify girls who may be at risk.



Finally the Prevent workshop enabled an overview of the ‘reach’ of the current
training offer for Prevent, offering reassurance that staff across the partnership have
accessed the training and are making referrals where appropriate.

Case Review Subgroup

The Case Review Subgroup considers new child care incidents (of serious injury or

death to children) and makes recommendations to the chair of the LSCB on whether
a decision on holding a formal Serious Case Review (SCR) or another type of review
should be held.

ithin the three
the LSCB workforce.

The sub group also receives completed reports commissi
boroughs so that learning can be identified and dissemi
The sub group considers national or other local auth
are potential lessons for our local services.

New child care incidents: Recommendatio

immediately and i olice to report the baby missing.
i as charged and convicted of murder.

birth, before the family moved out of the area.
ith & Fulham’s Housing Department are both

A number of d reports were received by the sub group and the key lessons
reported to the B and to the wider multi agency workforce through training,
learning events and the Learning Review newsletter.

The key reports and lessons were as follows:
CD — Case Review
CD was a 21 year old care leaver who died as a result of drug misuse. She had a

long history in care with multiple placements. The review noted that the services she
was offered were provided by highly committed staff; despite the high level of input



the services did not sufficiently change her pattern of substance use or other life
choices

The report identified the following lessons:

a. The LSCB should note the need for the care leavers’ teams to have and/or have
access to specialist substance misuse knowledge and should ask the Tri
Borough Assistant Director for looked after children to review the position in the
three care leaver’s services and take appropriate action as necessary.

b. The borough’s care leaver service should consider how t
in opportunity for young people not able to keep to reg

available a drop-
pointments.

c. Peer mentoring should be made available to eng ach young people.

input into them.

e. Consideration should be given to a ca
ensure that the more complex young pe
experienced staff.

Sofia — Serious Case Review

estminster Children’s Social Care at the time not to
pant women where housing needs were the primary

formation between GPs and Health Visitors need to be
reliable oversight of babies’ health is not undermined.

Social vhich resulted in other agencies not being included in the

discussionyeven where they have the greatest knowledge of the family.

e. There was a pattern of professionals over-focusing on physical manifestations
of neglect, such as weight loss and failing to identify more complex, less
visible indicators.

f. There was a tendency to assess risk from the parent’s perspective and not to
focus on the child’s experience. This meant that destitution, and resulting
transience, were not seen as potential child protection issues.



g. Children’s Social Care being unable to complete an assessment because a
family is ‘avoidant’ at point of transfer may lead to children inappropriately
being described as ‘in need’ rather than ‘in need of protection’.

JJ — Serious Case Review

In January 2016, the LSCB published the serious case review for JJ. JJ was a 3-
year-old boy who lived in Westminster with his mother. He died in the care of his
father while having overnight contact in another local authority area. The post
mortem outcome was that this was an unexplained tragic accideft; further specialist
medical advice concluded that the injuries did not match the ed description of
events and suggested force had been used. Because the ad died and abuse
or neglect was suspected, a serious case review was h

support needs when mothers a
or anxiety.
b. Communication neede alth services regarding

tial issues that might lie behind them.
important part of their thinking,

Jainst young boys in California in 1969 and this conviction resulted
in a 90-day jail sentence and five years’ probation with a condition that he should be
supervised in the company of males younger than 16 during that time. This
conviction was not picked up at the point he qualified as a teacher in the United
States or by any subsequent employer.”

Recruitment processes which were not compliant with expected standards resulted
in his appointment as a teacher at Southbank International School. Vahey had
quickly established himself as a teacher who had an informal, unconventional
teaching style but was popular with many pupils. He specialised in residential trips



and ran the ‘travel club’ which involved him selecting pupils and teachers to
accompany him on overseas trips.

The review has found that “aspects of Vahey’s behaviour should have alerted senior
staff at the school to the possibility that he was sexually abusing pupils; at no point
was this given any formal consideration”.

The key recommendations identified were:

a. There is a need to ensure that all staff in the multi agency waskforce are able to
use the report resulting from the SCR to further develop nderstanding of
the modus operandi of sex offenders.

b. The LSCB to consider how it can promote learning i
establishing and maintenance of a safeguarding
opportunities for offenders, promotes identificati ffective follow
up when issues are raised.

c. The need for effective recruitment practic as checks
to be implemented in all agencies so a i

In February 2015, the mother of . and 18 months, killed her
oldest child as well as the children's e injured the youngest
child, whilst she was experiencing a i . The family had
been known to local s [ , et the criteria for any formal

d by the Community Safety
e SCR has not delayed sharing

1 in other local authority areas. In one case a local authority
foster care ] sey y abused children placed in his care over a 10 year period.
Another SCR Y'on a teenager who had suffered severe neglect over a long
period of time. Logal review of these cases and learning led to actions to ensure this
was shared with relevant groups (e.g. the local Fostering Panel, services responding
to school attendance concerns and Early Help services) as well as informing the
content of training and conferences.

Communication of the Lessons
As a matter of routine all three local partnership groups in the three local authorities

take the review reports to their meetings to ensure there is wide dissemination of the
lessons. The LSCB’s Learning Review newsletter includes a summary of the



lessons. The LSCB training offer is amended where required to incorporate learning.
In addition, all LSCB members are expected to communicate and cascade lessons
back to their agency networks as appropriate.

Quality Assurance Subgroup

The Quality Assurance (QA) subgroup takes a lead on the LSCB'’s role in examining
information including quantitative data, information about the quality of services, and
information about outcomes for children. This is done by examining performance
data from a number of key agencies, multiagency audits, sectioghl1l audits and
informal exception reporting. This is scrutinised to consider usual patterns or
themes and compared with local and national data where le. The subgroup
has met quarterly to explore the above drawing conclusi potential
recommendations relevant for each sector.

In 2015/16 there were a number of achieveme p. Section
11 audits are now completed using a virtual i ed to
ensure the document is user friendly and t icipati is has

Multi-agency audits are now led by the local au uality Assurance Manager
where previously an independe i issioned. In this period the
subject chosen by the subgroup ing and Parental Mental

bust and Purposeful Planning and Interventions

The incl iliggand the importance of multiagency working is an important
aspect of at [
attended netwt 3tings had led to good discussions and planning to support
families. Howevergthere were examples where network meetings had not taken
place and were therefore recommended within the audits.

3) Relationships

Relationships are central to working with families and the professional network to
achieve positive outcomes and change. How we strengthen these relationships and
utilise them is essential to continued development across services.

In November 2015, in response to a challenge from a voluntary sector partner
agency, the Local Children Safeguarding Board was requested to review Children’s



Services use of the Barnardo’s Domestic Violence Risk Identification Matrix (DVRIM)
where domestic abuse is identified in the home. The audit also explored the other
types of tools that may be contributing to the Social Work assessment of risk and
also made wider observations related to the quality of practice.

Whilst use of the Risk Identification Matrix was not evident on any of the cases
reviewed, the audit identified evidence of multi agency approaches to assessments
and interventions with families. Social Workers had a good understanding of risk to
the child or children and parents and considered these in detail. The drive of
systemic practice across Children’s Services in the three local orities was also
being utilised in a number of these cases both with Social W that were on the
‘Focus on Practice’ course and those who had not yet sta monstrating that this
too is becoming embedded.

Planned multiagency audits will now occur twice [ ility to complete
further audit work where agencies raise potenti
demonstrated above.

CSE, Missing and MASH Sub-group

The subgroup met on three occasions over the the year. As a multi-
disciplinary partnership it consideg i eliver on LSCB safeguarding
priorities in this area. The members! inued to represent the wider
spectrum of partnership agencies
child sexual exploitation, chlldren who& are and education. It
also reflected the sys ems [ pAgency Safeguarding Hub

The MASH has i [ ber of years, and its activity has
IS, tl the regular scrutiny of activity data

ined a challenge for the Hub and professionals. This
oted that professionals and agencies will not be

nowledge of child sexual exploitation (CSE), its signs, impact
and the need to increase awareness, the sub-group has overseen a multi agency
strategic approach to address this safeguarding priority. There have been significant
developments in the last year which the LSCB has been instrumental in leading,
including the development of the CSE strategy and oversight of the Multi Agency
Sexual Exploitation (MASE) panel which considers the cases of significant
vulnerability and concern. A CSE Screening Tool has been developed and the six
month pilot and results reported back into the sub-group. The outcome of the
screening pilot was a confirmation of good levels of local understanding of risks, the
levels of vulnerability and the decision making which had taken place.



Missing children and young people continue to be a priority of the LSCB’s
safeguarding plan. The last year saw an increased multi-agency understanding of
the connecting factors of concern for children who go missing from home, missing
from education, CSE, gang activity and criminal behaviour. The local authority
Missing Coordinator has worked closely with social work practitioners and multi-
agency partners to improve practice and safeguarding responses. The sub-group
has been instrumental in refocusing the work of partners onto key issues of practice
and effective interventions, leading to increased understanding about why children
go missing and how they can be supported to not go missing in future.

Harmful Practices Steering Group

The Harmful Practices Steering Group was formed in s part of the new
governance structure to deliver the 2015-2018 Sh [ nce Against
Women and Girls (VAWG) Strategy and regular i
Board and the LSCB. The Steering Group is ic Lead
and the Deputy Chair is the Joint Head of
Assurance for Children’s Services.

The main functions of the Steering Group have sure that the Project for
Ending Harmful Practices Pilot (B i [ objectives and outcomes,
and highlight and address any isSUg IS [ delivery of the pilot at the
ry of the FGM pilot at St

The PEHPP ge of training opportunities on topics
including FG g violence and faith based abuse.

The training was ‘deli ) ay multi-agency workshops open to
staff from es, | pecialist workshop open only to social
ompleted the two day specialist

o attend a series of half day follow up sessions to

ts in more depth.

training programme was good, although there was
bookings (overbookings were taken to compensate for this)
with a gG : of practitioners from a variety of agencies. Evaluations
from the ea ere taken into consideration to shape the following

and evaluations tinued to show good results as practitioners understanding of the
subjects grew. The roll out of the training also coincided with the introduction of the
FGM Mandatory Reporting Duty and the LSCB practice note on this topic was widely
shared and discussed in training.

Educator Advocates:

The PEHP Pilot has also seen Educator Advocates deployed in all three local
authorities, initially in Children’s Services offices. Their role has been to assist
children’s social care professionals in effective case management where FGM,
Honour Based Violence, Forced Marriage or Faith Based Abuse is a concern. The



advocacy service was also available to support and offer guidance to victims of
harmful practices. There were some initial barriers in getting this part of the project to
work smoothly (e.g. access to system records, building trust with colleagues in
children’s social care) but these have gradually been overcome and the result is a
steady growth in consultations that the advocates have carried out. The Educator
Advocates have been proactive in visiting a range of offices where children’s social
care staff are based to reach a wide audience and extend the reach of this part of
the programme.

Community Engagement:
The PEHP Pilot has also delivered a range of community en
across the three local authorities. This includes work don
families during coffee mornings. A local organisation h
from Somali and Sudanese communities) and a sess'
explore ways we could engage men |n the conver

ent activities

al schools to engage
et up by men (mostly
ith them to

. Our male

to a local

A partnership approach to the early identifica [ risk of FGM has been
running at St Marys and Queen Charlotte’s hos full year. This included a
multi-disciplinary team of a speci list social worker, health
advocates from the voluntary se uma therapists working
together to deliver holistic maternit ve suffered FGM, while
working with those families to offer e ervices to prevent
FGM occurring to fut gherations. ear 139 families were
worked with and 76 gort from Children
Services. This i gure which was that no children at risk
of FGM had hg ontinue until December 2016.

the Designated Professionals and meets on a quarterly
oup is to provide a strategic focus across health

er to protect vulnerable children. NHSE have met with the NHS
providers who provide unscheduled care and support is to be given regarding
implanting CP-IS across different Information Technology systems within
health.

e Links have been made between the Homeless Outreach Worker, wider health
services and other vulnerable women’s groups. Although many of the health
providers are aware of risks within this particular group they tend not to be



aware of the services being offered. This has reduced the risk of pregnant
homeless women not accessing appropriate healthcare services.

e Work has taken place to identify “bed blocking” in maternity wards by mothers
who are subject to delayed discharge for social reasons such as
homelessness or awaiting court orders. An audit was undertaken to ascertain
the level of bed blocking and the impact on emergency cases. Results of the
audit will be presented to the sub-group and appropriate actions agreed.

e An audit has commenced on an apparent trend for increasing numbers of
children attending Accident & Emergency units followin from high rise
buildings

The outcomes of these pieces of work will identify servj hat need improving

for the year ahead to enable the right pa
e To revise the agenda settiggprocess to en eeting outcomes are robust

eedback any issues to the

earning can be embedded
2s” to measure how learning from SCRs

ceptance of referrals as well as
2ssionals to have a common language and to facilitate

Learning and¥ opment Subgroup

The LSCB has continued to provide a wide ranging training offer. This year, a total of
15 Introduction to Safeguarding Children workshops and 34 Multi-agency
Safeguarding and Child Protection courses were offered. In response to demand
from practitioners we introduced a half day refresher multi-agency safeguarding and
child protection workshop.

New specialist workshops added to the programme included a session on the ‘toxic
trio’ (domestic abuse, parental mental health and parental substance misuse) and



also working with difficult and evasive families. In partnership with the Women and
Girls Network, we have also offered a series of seven workshops on child sexual
exploitation.

The LSCB facilitated the roll out of the Partnership for Ending Harmful Practices Pilot
(PEHPP) training. This included twelve half day multi-agency workshops (open to all
agencies) covering FGM, forced marriage, honour based violence and faith based
abuse. These were followed by two-day specialist workshops for health staff and
social workers for more in depth information to be explored. A series of half day
follow on sessions were also offered to delegates completing thextwo day specialist
workshops, however, attendance at these was significantly | S practitioners
found it challenging to take so much time away from work

Working in partnership with the Safer Organisations Tri-Borough
LADO, we hosted accredited Safer Recruitment W,

Evaluation of the training courses is carried out and post workshop
lace on the day. A selection
of delegates was then asked to cQmp 3 valuation some months

workshops on the toxic trio and parental
learning event for schools on the
eview is also being developed.

regulafy with representatives from children’s social care
y have engaged primary care in this short life working
er agencies has been more sporadic. The working group

consider at its B@ard meeting when the working group’s final report will be
presented. Themes focus on:

Challenges for primary care

The role of specialist adult mental health services
The development of perinatal mental health services
Information sharing

Training



The group has also contributed to the development and completion of two multi-
agency audits which have provided assurance on joint working and compliance with
safeguarding policies. Findings from the audits will also be addressed in the final
report.

Neglect Short Life Working Group

Neglect continues to be a key priority for the Board and in late 2014, a decision was
taken to commence a short life working group (SLWG), tasked to consider:

e the needs of frontline professionals in the recognition
e how to increase understanding of the impact of ne
¢ the identification of tools or guidance that might

capacity to work with families to address negl

signs of neglect

ase professional

needs of a wide range of stakeholders and t
with families which impact upon their unde

e areview of a range of too r agencies nationally;
e development of the negle ) [
e consideration of the Nationa

(NSPCC) core _programme o

of Cruelty to Children
of in-house

" access to the Focus on Practice
e much to assist frontline social

most likely to have a long term connection with a family
g group in attendance for many years. Some of these

social work services. Locality social work teams acknowledge
elation to the application of thresholds for interventions.

referring to stat
this, particularly |

Recently published SCRs on the children Sofia and Leon recognised that such
thresholds can be too high, and do not always evaluate the impact of chronic
neglect, its “drip-drip” effect and its emotional impact which is difficult to measure.
All agencies and practitioners recognised that this needs to be reviewed and
improved where required.

Additional developments instigated by the SLWG include the development and
piloting of two set of tools which have been developed and trialled across the three



Family Service Directorates and in a number of schools. The purpose of these tools
is to improve understanding of neglect, communication of concerns, focusing more
on the ‘lived experience’ of children.

In collaboration with the NSPCC the Board agreed to the initiation of a Neglect
Campaign into 2016-2017, with the launch being delivered through a multi-agency
conference in May 2016. The aim of the conference was to increase awareness and
recognition of neglect, with presentations from a number of prominent researchers
and highly qualified professionals.

The work of the SLWG has increased professional awarene eglect, improved
the environment for professional discussion and debate a ured that all
practitioners working with families have access to a vari Is to inform their

ASSURANCE STATEMENT

This year LSCB can take some assurance is ‘Good’,
as well as from the two ‘Outstanding’ and
inspections of the local authority children’s s . where the LSCB has to
be assured of the range of services and their e s - adoption, fostering, care
leavers, early help, social work Iees - were ins d, as were areas where we
share key responsibilities e.g. CS i i . e areas of joint work,

[ cal health services’

ed as is the stronger leadership by the police at a
three boroughs. In relation to funding, the local
cial and ‘in kind’ for the LSCB - is way beyond what any
London LSCB Chairs have noted that the Metropolitan

input — both
per commits.

than all the ban Metropolitan Police Forces in England. Safeguarding is
a complicated<ane anding partnership arrangement that needs appropriate
resourcing if it i pe effective.

However, the organisational arrangements for the LSCB, commented upon by
Ofsted, have continued to be under pressure with the new Business Manager
recently covering her previous role of training manager as well as her own work. A
‘move’ of the managerial arrangements of the small safeguarding ‘team’ to Children’s
Commissioning coincided with increasing demands on the remaining staff — and it
has been through strong competence and willingness of staff that the arrangements
have ‘held’ sufficiently for the Board’s work to continue. The support for multi-
agency work across the LSCB relies on the small business support team and the



LSCB will not be able to maintain its momentum without this. The LSCB has met its
statutory responsibilities in 2015/16.

The LSCB comprises all the required statutory partners and has strong and effective
relationships with other partnership bodies across the three boroughs. Lay persons
are engaged with the Board’s work. The Board works closely with the Adult
Safeguarding Executive Board for the three boroughs. All leaders and professionals,
as well as voluntary organisations, prioritise safeguarding children. There could be a
stronger link with front-line staff so that information from them directly informs the
Board’s work: the current emphasis upon relationships betwee d developments
led by senior, strategic managers could be improved by a m nuine engagement
of frontline workers, children and their families and the wi munity. A multi-
agency focus on and improvement of multi-agency pracii Id be the key means
through which better outcomes can be realised and i

police — as the three ‘local leaders’ — will pave t r the current roles and
functions operating at a local le the structures to be
nges is underway. New

of progress
aveloping 4

e Maximise partnership arrangements to evaluate and increase their impact upon
safeguarding children where parents are affected by domestic violence and
abuse, mental health problems and substance misuse.



e Improve links and, where appropriate, hold to account key partnerships® to
demonstrate that strategic work has a positive impact upon frontline practice and
outcomes for children.

2. Improving communication and engagement

Outcome: those who should benefit from the work of the LSCB are aware of
and have an influence on what the Board is seeking to improve

The actions to achieve this priority and outcome are as foll

radicalisation, CSE, missing children an
to this where required.

e Build upon progress and furt i e LSCB website.

3. Demonstrating our impact ang

required
Outcome: T provements are required and can
demonstra 2 a positive difference to practice and

children’s

boroughs 18 finating subsequent action plans.

e Review how the impact of the Focus on Practice programme is experienced by
agencies responsible for safeguarding children and the opportunities for multi-
agency learning from the programme.

e Promote the best outcomes for children who have experienced neglect.

8 To include Health and Wellbeing Boards, VAWG, Safeguarding Adults Board, Children’s Trust Board,
Crime and Disorder Partnerships, MARAC and MAPPA.



e Assess the effectiveness of multi-agency early help partnership work at a
borough level in improving outcomes for children, ensuring the LSCB is sighted
on service changes that may impact on safeguarding.

e Review multi-agency action and planning to improve outcomes for children and
young people whose needs are difficult to meet, and who may pose risks to other
children.

e Develop links with commissioners in all relevant agencies to be able to identify
where improvements in safeguarding are needed.

4. Improving the effectiveness of the Board
Outcome: All partners are consistently aware with the

priorities of the Board

The actions to achieve this priority and o e are as follows:

e Continue to monitor attendance of partn
action when attendance is infrequent or tu members is anticipated.

e Develop a Forward Plan to i
required reports.

ies and scheduling in other

at coordinates
and drives through the

e Develop a work plan for the LSCE
activities arising s
priorities for chi

e Ensure thé
a tri-boroug

f multi-agency safeguarding training at



LSCB BUDGET

LBHF RBKC WCC SOREL
ST
Contributions received in 201516
Sovereign Borough general fund (BUDGET
at Period 13) -87,369 -67,612 -69,926 | -224,907
Partner Contributions in 2015/16
Metropolitan Police -5,000 -5,000 -5,000 -15,000
Probation -2,000 -2,000 -2,000 -6,000
CAFCASS -550 -550 -550 -1,650
CCG (Health) -40,000 -40,000 -40,000 | -120,000
Total Funding excluding reserves 2015/16 | -134,919 | -115,162 | -117,476 | -367,557
FORECA
. . LBHF RBKC WCC
Forecast Expenditure in 2015/16 ST
Salary expenditure 83,200 83,145 82,527 248,872
Independent Chair 5,153 5,153 5,153 15,459
Training 3,016 3,016 3,016 9,048
Peer review/consultancy & 1,625 1,625 1,625 4,875
Multi-agency Auditing 3,333 3,333 3,333 10,000
Other LSCB costs . ‘ 409 109 109 627
Total expenditure 96,736 96,381 95,763 288,881
Serious Case related expeénditure in-
year 750 2,224 4,354
Forecast variance 2015/16 excluding
Serious Case Review expenditure -36,433 -16,557 -17,358 -78,676
36,433 16,557 17,358
0 0 0
/16
LBHF RBKC WCC FOI;ECA
-5,500 -72,835 -90,579 | -168,914
5,500 -16,557 -17,358 -28,415
accounts -36,433 0 0 -36,433
Reserves to take forward into 2016/17 -36,433 -89,392 | -107,937 | -233,762




GLOSSARY OF TERMS

BAME Black, Asian and Minority Ethnic

CAFCASS Children and Family Court Advisory and Support Service
CAMHS Child and Adolescent Mental Health Services
CDOP Child Death Overview Panel

CRC Community Rehabilitation Company

CCG Clinical Commissioning Group

CQUIN Commissioning for Quality and Innovation nts framework)
CP-IS Child Protection-Information Sharing proj
CSE Child Sexual Exploitation

FGM Female Genital Mutilation

HCPC Health and Care Professions Couacli

HMRC Her Majesty’s Revenue and C

IGU Integrated Gangs Unit

MAPPA Multi-Agency Public Prot Arrangements
MARAC Multi-Agency Risk Ass

MASE

MASH

NHSE

NPS National Prok

NSPCC National Socie

PHSE Personal, Heal

Ofsted

SCR

SLWG

VAWG

CONTACT DETAIL



https://www.rbkc.gov.uk/subsites/lscb.aspx

APPENDIX A: LEGISLATIVE AND STATUTORY CONTEXT FOR LSCBS

Section 14 of the Children Act 2004 and Working Together to Safeguard Children 2015
outlines the statutory obligations and functions of the LSCB as below:

(a) to coordinate what is done by each person or body represented on the Board for the
purposes of safeguarding and promoting the welfare of children in the area; and

(b) to ensure the effectiveness of what is done by each such person or body for those
purposes.

Regulation 5 of the Local Safeguarding Children Boards Reg s 2006 sets out that
the functions of the LSCB, in relation to the above objectives u

Children Act 2004, are as follows:

1(a) developing policies and procedures for safeguardi

including thresholds for intervention;
(ii) training of persons who work with children
of children;

(iii) recruitment and supervision of persons who wi
(iv) investigation of allegations concerning persons with children;
(v) safety and welfare of children w e privately fost

(vi) cooperation with neighbouring ¢ i
(b) communicating to persons and bot
and promote the welfare of children, ral
and encouraging them tode.so;

and their Board partners;
ity the need to safeguard

on lessons to be led



APPENDIX B: LSCB BOARD ATTENDANCE 2015-2016

LSCB Main Board
Attendance 2015-16

13th 24th 19th

21st April 14th July October November | January
Role 2015 2015 2015 2015 2015
LSCB Chair

y y y y y
Executive Director of Children’s

. Tri- h

Services (Tri-borough) y y y y y
Director of Family Services (H&F)

y y y y y
Director of Family Services (RBKC)

y X y y y
Director of Children's Services
(wea y y y y X
Director of Schools

y y y X y
Head of Combined Safeguarding
& Quality Assurance y y y y y
LSCB Business Manager

y X y y
Director of Adults Safeguardi
y y X y

Housing

y y y y X
Borough Command

y y y y y

y y y y X

y X y X y
Company

y y 0 0 0
CAFCASS

X X X y y
Prisons

y X y X y
Ambulance Service

y y y X X
Voluntary Sector

y y y y y
Lay member

y y y y y




NHS England

X X X X X
Health CCGs

y y y y y
Designated Doctor

X y y y y
Designated Nurse

y y y y y
Head of Safeguarding, CLCH

y y y y 0
CLCH Director of Nursing

X y y X y
Imperial Director of Nursing

y X X X X
Chelwest Director of Nursing

X y y X y
WLMHT

y y y X X
CNWL

y y y y y
Public Health

X y y X X
Community Safety Team
C .
(Commission y y y . y

y y y y y

X X X y y
Cabinet Membe
services, H&F % % y % %
Cabinet Member for Fa
Children’s Services, RBKC

y y X y y
Cabinet Member for Children’s
Services, WCC X X X y y

Please note for the purpose of this table ‘y’ means attendance of the LSCB Member of a
representative, ‘0’ means a representative was not expected and ‘x’ that no representative
attended. Please see the minutes of individual meetings for more in depth information.



This report was prepared by the LSCB Independent Chair, Jean Daintith, with support from
Emma Biskupski (Interim LSCB Business Development Manager) and Steve Bywater
(Service Manager, Strategy, Partnerships and Organisational Development).

We would like to thank the many members of the LSCB who also made contributions to the
report.
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