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1. Foreword by the Independent Chair

This report relates to my third year as Independent Chair of the
Children Safeguarding Board and my first as Independent Chair
of the Adult Safeguarding Board. It continues to be a privilege
and a pleasure to chair the Boards and to see the impact of the
dedicated and skilled workforce to whom | send my thanks.

It has generally been a year of continued pressures as agencies strive to deliver services against
increasing demand and decreasing budget levels. We have seen the impact of this on the capacity
of professionals, particularly senior and middle managers, who have sometimes struggled to fully
engage with the Boards’ business. An important role for the Board is one of challenge and it is to
their credit that our experience is of agencies picking up the challenges with good grace and working
towards improvement.

During the last twelve months the two Boards, the Lancashire Safeguarding Children Board (LSCB)
and the Lancashire Safeguarding Adult Board (LSAB), have been, wherever possible, working
together supported by a single business unit. As a result, some of our work now focusses across
the age range and while we are currently required by regulation to maintain two separate Boards
we are reporting on both via this one annual report. The report largely follows the format of the
previous children’s report and uses the nationally recommended framework.

In last year’'s LSAB report, the previous Chair reported difficulty in obtaining performance data and
significant concerns about delay in dealing with referrals. During 2016-17 we have been able to
establish a series of Board Sub-groups, including one focussed on data analysis, performance
review and audit. This work continues to develop but has enabled the Board to better understand
the level and quality of services and to put in challenge where safeguarding practice needs
improvement.

In last year's LSCB report, we reflected on the Ofsted Inspection findings in respect of the
Lancashire County Council and the Lancashire Safeguarding Children Board. The year covered by
this report has seen considerable activity focussed on improvement and while there is evidence of
change there are still areas to address. While timeliness in some areas of work continues to be a
challenge, new assessment procedures have been adopted within Social Care and across partner
agencies. These together with significant more recent improvements in the Multi-agency
Safeguarding Hub (MASH) give grounds for optimism for the coming year.

Additional Board capacity has been developed during the year and new methodologies adopted for
audit and case reviews. This has enabled the Boards to drill down into the quality of services at a
case level and has produced valuable learning for all agencies.

For the first time, the Boards have been proactive in raising safeguarding awareness via the media,
with campaigns being reported on in the local press and nationally. Concerns re suicide levels,
particularly in Preston area resulted in coverage over three days on suicide and suicide prevention.
Concerns arising following an adult’s death as a result of fire involving the use of emollient creams
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was covered in the local press and picked by the media nationally both in newspapers and on radio.
Articles were also run on issues such as toy safety in the run up to Christmas and on-line
safeguarding issues for children.

This report covers the safeguarding practice of Lancashire agencies and the work of the Boards
themselves. While it identifies much to commend, challenges remain. Ensuring vulnerable people
get the right services at the right time is work in progress and more needs to be done. Revised
guidance has been issued and a new early help service launched - these things should impact
during 2017-18. Suicide figures are still high for adults and, in some areas, children and adolescents
are still not able to access a timely and comprehensive mental health and well-being services. Too
many children and adolescents attend hospital due to self-harm. Numbers of children looked after
by the local authority and those needing the support of a child protection plan are high. Around
1,000 children looked after by other local authorities are placed in Lancashire resulting in high
numbers of children with complex needs requiring access to local services. The majority of
safeguarding alerts in respect of adults occur in care/nursing settings, sometimes where the
placement struggles to meet the challenging needs of the adult. Domestic abuse, particularly of
vulnerable elderly, is a growing concern. The Boards continue to challenge agencies to address
these areas.

During 2017-18 it is expected that the government will issue guidance on new arrangements for
safeguarding children. There will specific changes for the current Children’s Board which may in
turn impact on the Adult’'s Board. We plan to begin preliminary work on new models in the Autumn.
Change may be quite radical but it is clear that safeguarding will remain a priority.

Direct engagement of the Boards with service users is important and the Children’s Board has
continued to benefit from the work of young inspectors. The Adult’s Board has not yet developed
direct arrangements but has engaged with existing service user groups. As in previous years a
young person’s version of this report will be produced, as will a more accessible version for adults.

| look forward to the coming year. Lancashire is a complex and diverse area but, despite all the
challenges and concerns, good outcomes as a result of the work of dedicated staff also continue to
be in evidence. My thanks go to all concerned.

S EIR

Jane Booth, Independent Chair



2. Local Context and Background

Lancashire is a large and diverse Shire County, with one County Council and 12 District Councils.
Mid-year 2015 population estimates indicate that Lancashire local authority area is the fourth largest
in the United Kingdom (of a total of 418 local authority areas), with a population of 1,191,691; the
three larger local authority areas being Kent, Essex and Hampshire respectively.

Within the former county footprint there are two unitary authorities, Blackpool and Blackburn with
Darwen. They have separate administrations including individual Safeguarding Boards. With the
unitary authority populations (Blackburn with Darwen -146,846 and Blackpool — 139,578),
Lancashire County Council area (the Lancashire — 12 area) has a total population of approximately
1.5 million (1,478,115 Lancashire-14, 2015 mid-year estimate).

2015 mid-year estimates indicate that the Lancashire-12 area (1,191,691) saw a 0.6% yearly
increase in population numbers. This was on a par with the North West percentage population
increase. As the graph below shows, the populations for each district within Lancashire varies
considerably. Lancaster district had the largest population in the Lancashire-12 area (142,283)
closest followed by Preston (141,302). Ribble Valley (58,480) and Rossendale (69.487) were the
two authorities with the lowest population totals.

2015 mid-year population estimates (thousands) for local authorities with the Lancashire-
12 authority area and unitary authorities

Blackburn with Darwen l ] 146.8
Lancaster | J 1423
Preston I 141.3
Blackpool | | 1396
Chorley | | 1130
West Lancashire l 1127
Wyre | 100.7
South Ribble | 109.7
: UK = 65,110,000
Pendle | 90.1 Northem Ireland = 1,851,600
Great Britain = 63,258,400
Burnley | 87.4 Scotiand = 5,373,000
England and Wales = 57,885,400
Hyndburn | 80.2 Wales =, 3,099,100
England =' 54,786,300
Fylde | 77.3 North West=' 7,173,800
Lancashire-14-authority sub-region = 1,478,100
Rossendale | I 69.5 Lancashire West sub-region = 945 600
; East Lancashire sub-region =/ 532,500
Ribble Valley | J 58.5 Lancashire County 12-authority area = 1,191,700
0.0 50.0 100.0 150.0

Source: Office for National Statistics (ONS) annual mid-year population estimates.



The Lancashire-12 area continues to register more births than deaths each year, however there
are district variations. Fylde, Lancaster, Ribble Valley, West Lancashire and Wyre all registered
more deaths than births in 2015. It is assumed that this is due to those districts being home to large
elderly populations.

Within Lancashire, there are pockets of severe social and economic deprivation. Deprivation is
measured by the indices of deprivation (IMD), which provides detailed results for very small areas.
This information indicates severe deprivation in urban centres within Lancashire. The county has a
large number of small areas that fall within the 10% of the most deprived localities in England but
also a number of affluent localities in the county. Of 152 upper tier local authorities, Lancashire-12
area is ranked 87, which puts the county in the middle nationally, (57%) however within this data
there are significantly district variances. Burnley (ranked 17" ), Hyndburn (ranked 28™) and Pendle
(ranked 42" are in the top 20% most deprived areas in the country. In contrast, Ribble Valley is
ranked 290™ and falls within the top 20% least deprived area.

The map below illustrates the ‘indices of multiple deprivation' across the county, red areas show the
most deprived and green the least deprived districts. It is also useful to note that even within the
district areas, there is considerable variances within local neighbourhood deprivation.

District DistrictMapPerc

Ribble Valley 88.96

South Ribble 71.78 rancaster

Fylde 66.87

Chorley 57.06

Wyre 51.23

West Lancashire 50.31 Wyre Ribble Valley
Lancaster 38.34 LY

Rossendale 30.06 B/p M \i )

Preston 22.09 Fylde ;;P’esm" =

Pendle 12.88 Y

Hyndburn 8.59 South Ribblg ossendald
Blackburn with Darwen 7.36

Burnley 5.21 SR

Blackpool 1.23 ﬂﬁi

Lancashire JSNA information,
Last updated July 2017

Mid-year population information estimates there to be 275,890 individuals aged 0-19, this accounts
for 23.2% of the total population in Lancashire-12 area. 19.9% of the total population (237,437) were
aged 65+, with 29,805 aged 85+ (2.5%).



The gender split in the Lancashire-12 area, is equal throughout all age groups, until age 65. From
age 65 onwards the percentage of females exceeds males for each age group, by the 85+ age
group; 65.9% of the population is female. This pattern is representative of the National picture and
is assumed to be due to females having a comparatively longer life expectancy.

2.1 What do we know about Adults in Lancashire?

The following information is based on Adult Health and Social Care profiles, which are available via
the NHS Public Health profiles and information taken from the LSAB's multi-agency dataset.

2.1.1 Public Health Profiles

The key indicators illustrated in the Health Profiles table includes a key list of health and social
indicators and comparisons can be made locally, nationally and over a period of time. Data is RAG
rated against the benchmark set by Public Health with a direction of travel compared to the previous
time period. The information in the health and social care profiles below is based on the Lancashire-
12 area, this will mask local variations across each of the distinct districts.

Red = worse, Amber = similar, Green = better

Benchmark RAG — Lancashire compared with the Public Health England benchmark
Direction of Travel — most recent Lancashire data compared with previous

Most recently available data as of June 2017.

Health Profiles Lancashire
Life expectancy and causes of death England | NW Current | Previous Direction of | Benchmark
Travel RAG
1 | Life expectancy at birth (males) 79.5 78.1 78.5 78.4 Stable
2 | Life expectancy at birth (females) 83.1 81.8 82.1 82.1 Stable
3 | Suicide Rate - per 100,000 population 10.1 11.3 11.6 11.9 Stable
4 | Smoking related deaths 283.5 | 3429
5 Under 75 mortality rate: cardiovascular — e 88.5 Stabl
per 100,000 population ' ' aoie
6 Under 75 mortality rate: cancer — per
100,000 population 138.8 138.8 Better
7 Excess Winter Deaths - ratio 19.6 20.1

Data relating to life expectancy at birth in Lancashire shows that figures are stable compared with
the previous year, although they have a benchmarked RAG rating of red compared to regional
comparator areas. The suicide rate is also relatively stable having dropped marginally (0.3 per
100,000 population) compared to the previous year, again however this indicator is RAG rated

red compared to the benchmarked data available via the Public Health profiles.

It is important to remember that such indicators will have district variations, many of which will
have correlations with other measures of public health; for example deprivation. The suicide rate
is one such example of a Public Health indicator which has district variation, as the table below
shows Preston has a much higher rate than the Lancashire average, whilst other districts have a
comparably lower rate which evens out the overall Lancashire rate.



https://fingertips.phe.org.uk/profile/health-profiles/data

sulCidQ ratQ 2043 -0 Directy standarcdised tate - per 100,000
Recent as% 95%
Area Trend Count Vaive Lower CI Upper CI
England - 14,429 101 ’ 100 103
Lancashire 357 116 104 12.8
Burméey 26 118 —_— ) 16 9
Chaonley - 2 B7 b——— 5 7 12 8
Fykde - 2% 1.7 —_— 76 173
Hyndburm 28 137 — - 91 198
Lancaster a4 122 —_— B8 165
Pendie - 124 p—_——— 83 179
Preston 160 12.7 21.0
Ribbie Valley 17 .
Rossendale -
South Ribibye ] \ —_— 1
West Lancashire y, 3.7 —_— 3 128
Source FPubie Meaith Enplarxy (bas n ONE & e dada
Disease and Poor Health Lancashire
England | NW Current Previous Direction of | Benchmark
Travel RAG
8 Hospital stays for self-harm - per
b s Pe'1 1065 | 2504 | 235.0 |236.1 Stable

100,000 population
9 Adm|'s'S|on episodes for alcohol 'related 647 737 669 681 Stable

conditions - per 100,000 population

- ) .

10 | Hip fractures in _people aged 65 Per | sgq 618 564 626 Better

100,000 population

Public health information relating to disease and poor health shows that hospital stays for self-
harm and alcohol related conditions is stable compared to Lancashire's data for the previous year,
although is RAG rated red compared to regional neighbours. The number of hip fractures in
people aged 65+ has improved with a rate of 564 per 100,000 in 2016/17, compared with 626 in
the previous year, this is considered similar to neighbouring benchmarked local authorities.

Adult Social Care Lancashire
People with care and support needs England | NW Current | Previous Direction of | Benchmark
Travel RAG

11 Prevalgnce of dementia, all ages - 0.76 0.81 0.87 0.86 Stable
proportion %

12 | Prevalence of learning disabilities —

. 0.44 0.46 0.45 No data
proportion %

Prevalence of dementia within Lancashire is stable compared to the previous year, with the
percentage having increased marginally (by 0.1%).

Compared with the Public Health benchmark, Lancashire is RAG rated red.



https://fingertips.phe.org.uk/profile/adultsocialcare

Enhancing quality of life for people Lancashire
England | NW

Current Previous Direction of | Benchmark
Travel RAG

13 | Percentage of people who use services
who feel they have control over their | 76.6 76.6 77.4 No data
daily life

14 | Percentage of people who use services,
who reported that they had as much | 45.4 46.1 47.1 No data
social contact as they would like

The above indicators provide some insight to the voice of the adult with regards to the proportion
of service users who feel they have control over their daily life and the proportion who feel they
have sufficient social contact. Unfortunately previous data is not available for these measures.
However, Lancashire is benchmarked as similar to neighbouring Local Authorities for these
measures and reports marginally higher percentages in both measure than the North West and
National averages.

Delaying and reducing the need for care | England | NW Lancashire
and support Current Previous Direction of | Benchmark
Travel RAG

15 | Total delayed transfers of care per 1 9.4 13.3 121

100,000 ‘ ' ' '
16 | Delayed transfers of care attributable to

yed! 4.7 25 2.0 2.0 Stable
adult social care

The total delayed transfers of care per 100,000 in Lancashire has worsened in 2015/16 compared
to the previous year. Most recent data (2015/16) reports a rate of 13.3 which is 1.2 higher than
the previous time period. 13.3 also means that Lancashire is now higher than the National average
and considerably higher than the North West figure. The delayed transfers of care attributable to
adult social care are stable at 2.0, this is below the National and regional benchmarks and stable
compared to Lancashire's rate in the previous period.

Safeguarding Vulnerable Adults England | NW Lancashire
Current Previous Direction of | Benchmark
Travel RAG

17 | Percentage of people who use services

69.2 70.0 74.5 72.9 Better
who say they feel safe

18 | Percentage of people who use services
who say that those services have made | 85.4 84.6 88.4 88.9 Stable
them feel safe and secure

19 | Emergency hospital admissions due to

. 2169 2452 1969 2094 Better
falls in people aged 65 or over

20 | Hipfractures in people aged 65 and over | 589 618 564 626 Better

21 | E . . .
xcess winter deaths index (single year, 077 973
all ages)




Lancashire's Adult Social Care Outcomes Framework (ASCOF) survey results are consistently
above the National and North West figures. The percentage of people who use services and feel
safe has risen in 2015/16 compared with the previous year, in 2015/16 74.5% of those asked in
Lancashire reporting that they feel safe (compared with 72.9% in 2014/15).

88.4% of Lancashire residents questioned, report that the services that they use have made them
feel safe. This percentage is marginally lower (0.5) that the previous year but remains above the
National and North West figures.

Lancashire's emergency hospital admissions due to falls in people aged 65+ have improved from
2094 to 1969 and are consistently better than the National and North West figures. The number
of people aged 65+ with hip fractures has also improved. In contrast, the excess winter deaths
index has worsened, from 13.0 to 26.3 in the current period. This figures is marginally better than
the National and North West figures but is considerably higher than the previous period for
Lancashire.

Source — Public Health England. Child Health Profiles 2017
Red = worse, Amber = similar, Green = better — as specified by Public Health England
Benchmark RAG — Lancashire compared with the Public Health England benchmark

2.1.2 LSAB Multi-agency dataset

The following tables of information are extracted from the LSAB's multi-agency dataset. Significant
work has been done on the dataset throughout 2016/17 with a view to making the dataset more
representative of numbers of and services for vulnerable adults across Lancashire. The dataset
considered by the quality assurance, audit and performance sub-group to the board contains
information from various partners and is categorised according to areas of the Care Act. Within the
main dataset, further detailed information is collected and considered by the LSAB's quality
assurance, audit and performance sub-group however the information below illustrates the general
picture across Lancashire for 2016/17.

Empowerment and Proportionality

Deprivation of Liberties (DoLS) | 2015/16 | 2016/17 | Comments
DoLS applications received 4649 4256 The number of DoLS applications received has
Reduce | reduced by 9.2% from 4649 in 2015/16 to 4256 in
2016/17.
Number of DoLS applications | 397 433 The number of DoLS applications authorised has
authorised Increase | increased by 9.1% from 397 in 2015/16 to 433 in
2016/17.

In the Q2 performance report to board, information was obtained from the DoLS team in an effort to
explain the high backlog of DoLS applications. Information from the DoLS team states that the DoLS
regulations specify that if an application for a standard DoLS authorisation is received but the person
is discharged, moves or dies prior to the assessment process being completed, the local authority
should complete DoLS form 6, officially not granting the Standard authorisation. The DoLS team
report that with an estimated 5000+ backlog of applications, there was a very large number of cases

where this process should occur. The DoLS team took the decision that it was not a good use of
10



resources to continue to complete and send out all this paperwork when there is so many high
priority cases to deal with.

The DoLS team allocate in line with the Association of Directors of Adults Services (ADASS)
prioritisation tool and continue to only be in a position to respond to high priority cases where there
is objection to the care arrangements or significant risk to Lancashire County Council (LCC) for
alternative reasons.

Partnership and Accountability

The LSAB Quality and Performance sub-group have begun to receive Care Quality Commission
(CQC) information on a regular basis. The information received shows CQC rating for all
establishments in Lancashire, with North West and National figures included for comparative
measures.

CQC Position as of 01/04/2017 CQC Ratings - All establishments

April 2017 Grade Lancs. Lancs. % %og: NW % | England Eng. %
Outstanding 17 2.3% 96 2.6% 657 2.3%
Good 543 74.2% 2718 74.8% | 22332 78.5%
Requires Improvement 160 21.9% 735 20.2% | 4975 17.5%
Inadequate 12 1.6% 87 2.4% 484 1.7%
Total 732 100.0% 3636 100.0% | 28448 100.0%

As of April 2017 there were a total of 732 establishments in Lancashire that had a CQC rating. At
this point in time, 17 (2.3%) were outstanding, 543 (74.2%) were good, 160 (21.9%) required
improvement and 12 (1.6%) were inadequate. These figures were generally on a par with North
West and National figures, although Lancashire compared with England has a marginally higher
proportion of establishments graded as requiring improvement and slightly lower percentage

classed as good.

Prevention
Fire 2015/16 | 2016/17 | Comments
Number of accidental dwelling fires 679 615 615 accidental dwelling fires occurred in
Better Lancashire in 2016/17, which is 9.4% lower than
2015/16 when there were 679 accidental dwelling
fires.
Number of dwelling fires where no | 178 163 In 2016/17 there were 163 dwelling fires in
smoke alarm fitted Better Lancashire where no smoke alarm was fitted.
This is 8.4% lower than the previous year.
Fire deaths in accidental dwelling | 4 2 In 2016/17 there were 2 fire deaths in accidental
fires Better dwelling fires in Lancashire, both occurring in
quarter 4
Number of completed home fire | 11520 8533 The number of completed home fire safety
safety checks Reduce | checks undertaken by Lancashire Fire & Rescue
has reduced by 25.9% from 11520 in 2015/16 to
8533 in 2016/17.
Agency commentary from Lancashire Fire & Rescue — Lancashire Fire & Rescue still conduct
home fire safety visits for vulnerable people within the community. This service is accessed
via the website or phone line, both methods ask targeted questions which seek to measure
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the vulnerability of the caller, including issues such as do they have an existing fire alarm, do
they smoke, and do they live alone. Requests for home fire safety visits are prioritised
according to vulnerability and involve a free smoke alarm being fitted and educating the
individual on fire safety within the home. Previously fire home safety visits were available for
anyone but due to limited resources, requests now need to be prioritised according to

vulnerability.

Safeguarding  Adult Reviews | Q1 | Q2 | Q3 | Q4 | Comments

(SARs) — (These are conducted in

response to death or significant

harm where abuse and neglect are

suspected and  multi-agency

working has been a concern.

Number of safeguarding adult 4 |4 3 In 2016/17 the LSAB have received 11 referrals

reviews referred in for safeguarding adult reviews.

Number of safeguarding adult 1 |2 1 In  2016/17 the LSAB commissioned 4

reviews commissioned safeguarding adult reviews. These will report in

2017-18
Protection

Police Potentially Vulnerable | 15/16 | 16/17 | diff Comments

Person (PVP) referrals

Total PVP referrals — vulnerable | 6813 8908 30.7% | The number of PVP referrals for vulnerable

adults (VA) adults has risen by 30.7% from 6813 in
2015/16 to 8908 in 2016/17.

High risk PVP referrals — VA 1429 1688 18.1% | The number of high risk PVP referrals for
vulnerable adults has risen by 18.1% to 1688
high risk referrals in 2016/17. High risk
referrals account for 18.9% of PVP referrals
in 2016/17.

Medium risk PVP referrals — VA 2977 4092 37.5% | The number of medium risk PVP referrals for
vulnerable adults has risen by 37.5% to 4092
medium risk referrals in 2016/17. Medium
risk referrals account for 45.9% of PVP
referrals in 2016/17.

Standard risk PVP referrals — VA 2407 3124 29.8% | The number of standard risk PVP referrals
for vulnerable adults has risen by 29.8% to
3124 standard risk referrals in 2016/17.
Standard risk referrals account for 35.1% of
PVP referrals in 2016/17.

PVP referrals flagged for Domestic | 250 276 10.4% | The number of PVP referrals flagged for

Abuse domestic abuse has risen from 250 to 276 in
2016/17. Thisis a 10.4% increase.

PVP referrals flagged for Financial | 283 348 18.7% | The number of PVP referrals flagged for

Abuse financial abuse has risen from 283 to 348 in
2016/17. This is an 18.4% increase.

PVP referrals flagged for Missing | 372 513 37.9% | The number of PVP referrals flagged for

from Home missing from home has risen from 372 to
513in 2016/17. Thisis a 37.9% increase.

PVP referrals flagged for Neglect 582 659 13.2% | The number of PVP referrals flagged for
neglect has risen from 582 to 659 in
2016/17. Thisis a 13.2% increase.
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PVP referrals flagged for Physical | 925 1028 11.1% | The number of PVP referrals flagged for
Abuse physical abuse has risen from 925 to 1028 in
2016/17. Thisis an 11.1% increase.

PVP referrals flagged for Sexual | 542 564 40.6% | In 2016/17 there were 564 PVP referrals for
Abuse vulnerable adults flagged for sexual abuse.
This is a percentage increase of 40.6%
compared to the previous year.

PVP referrals flagged for 'Vulnerable Adults', are categorized according to risk level (high,
medium or standard). PVP referrals are also flagged according to any specific safeguarding
concerns, data relating to the number of cases flagged for specific safeguarding concerns is
useful to the sub-group since it helps us to identify whether there are specific emerging trends
that the board may need to be cited on. PVP information is considered by the sub-group over
a time series to help ensure that any seasonal fluctuations or unique increases/decreased in
referrals are considered in context.

Multi-agency Risk Assessment | 15/16 | 16/17 | diff Comments
Conferences (MARAC) - these
take place in respect of high risk
domestic abuse cases

Total volume of MARAC cases | 2179 1563 -28.2% | In 2016/17 there were 1563 MARAC cases

discussed discussed. This has reduced by 28.2%
compared to the preceding year.

Number of MARAC cases heard that | 635 410 -35.4% | Of the 1563 MARAC cases heard, 410 were

are repeats repeat cases.

% MARAC cases heard which are | 29.1% | 26.2% | 2.9% The percentage of MARAC cases heard

repeats which are repeats has dropped by 2.9% from

29.1% in 2015/16 to 26.2% in 2016/17.

Annual data (as above) shows a 28.2% reduction in MARAC cases discussed and a 35.4%
reduction in repeat MARAC cases heard. The decrease in repeat MARAC cases heard would
be expected considering the overall volume of MARAC cases discussed has fallen. This is in
the context of an overall increase of 10% in PVPs related to domestic abuse.

Multi-agency  Safeguarding  Hub | 15/16 16/17 diff Comments
referrals (MASH)
Total MASH referrals received 8811 10767 | 1956 In 2016/17, 10767 Adult cases were

received by the MASH, this is 22.2% higher
than the previous year.

MASH referrals received by | 15/16 | 16/17 | 16/17 | Comments

source number | Op

Care Quality Commission 271 2.5%

Education/training/workplace 13 0.1% Of the 10767 referrals received by MASH in
Family member No 657 6.1% 2016/17:-

Friend/neighbour data 110 1.0% - 50.6% were from social care staff

Health staff 2345 21.8% | - 21.8% were from health staff

Housing 123 1.1% - 13.0% were classed as 'other’

Other 1402 13.0%

13



Other Service User 5 0.0%
Police 309 2.9%
Self-referral 81 0.8%
Social Care Staff 5451 50.6%
MASH referrals received by abuse | 15/16 | 16/17 | 16/17 | Comments
type number | 0p
Discriminatory 69 0.5% The number of abuse types recorded in
Domestic Abuse 150 1.1% 2016/17 was 13128, this is because some of
Emotional/psychological 1796 13.7% | the referrals made to MASH will have
Financial and material 1363 | 10.4% | referenced more than one abuse type.
Modern slavery No 8 0.1% Of the_ 13128 abuse types recorded by
Neglects and acts of omission data 4951 | 37.7% | MASHin 2016/17:- o
Organisational 327 2.5% - 37.7% were neglects and acts of omission
Physical 3921 29.9% | - 29.9% were physical abuse
Self-neglect 107 0.8% - 13.7% were emotional/psychological
Sexual (incl. sexual exploitation) 436 3.3% abuse ) ) )

- 10.4% were financial and material abuse

The way in which MASH information is provided to the sub-group changed part way through
2016/17. Information above shows MASH referrals by source and by abuse type, this data
was provided to the sub-group for the 2016/17 year only, which limits the ability to compare
the data over time as there is no data available for 2015/16.

The LSAB Quality and Performance Sub group have now receive monthly information from
Business Intelligence which indicates the number of cases in the MASH backlog on a monthly
basis. This data is based on the number of cases in the MASH work trays at the beginning of
each new month and also provides the group with an indication of the priority and level of
complexity of the cases waiting to be actioned. It is important to note that the cases in the
'MASH backlog' will have already been through initial prioritisation in order to ensure that any
urgent cases are dealt with in a timely manner, Adult Social Care have also sought additional
resources to assist in clearing the back log of cases from the MASH service. Because this
information has only recently been brought to the sub-group and is based on data at a
'snapshot in time', data for 2016/17 is not available, however the group are now reviewing this
information on a quarterly basis and will ensure that the MASH backlog statistics are shared
with board.

Referrals to the LCC Adult Care | 15/16 16/17 diff Comments
Safeguarding Enquiry Team

Number of referrals opened in the | 9842 11533 | 1691 In 2016/17, 11533 referrals were opened to

reporting period the safeguarding enquiry team, this is an
increase of 17.2% compared to the previous
year.

Number of repeat referrals opened | No 4184 N/A Of the 11533 referrals opened in 2016/17,

in the reporting period data 4184 were repeat referrals in the reporting

Percentage of all safeguarding | No 36% N/A period, which equates to 36% of referrals in

enquiries which are repeat referrals | data the year being repeats.

Individuals for whom a referral was | 8709 10361 | 1652 10361 individuals had referrals opened for

opened in the reporting period them in 2016/17, this is an 18.9% increase

on the previous year. The increase in the
number of individuals is on a par with the
overall increase in referrals opened.
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Number of referrals proceeding to | 4027 4579 552 In 2016/17 4579 referrals proceeded to an

an assessment assessment, this is 13.7% higher than the
Percentage of referrals proceeding | 46.2% | 44.2% | 2.0% previous year. However, this increase is
to an assessment purely due to the overall increase in

assessments, as illustrated by the fact that
the percentage of referrals proceeding to
assessment has marginally fallen by 2.0%.

The LSAB also receive referral information from the Safeguarding Enquiry Team which breaks
down referral information by age, gender, district, referral source and outcome. This
information is presented to the LSAB quality assurance, audit and performance sub-group and
shared with LSAB board as appropriate.

2.1.3 Summary

The information within this data supplement provides Lancashire's local background and context
and specific data relating to the Health and Social Care needs of vulnerable adults within Lancashire.
The contextual information evidences the fact that Lancashire is a large and diverse county with an
increasingly ageing population, these factors will undoubtedly put pressure on those organisations
who provide a service to those individuals within Lancashire who have care and support needs.

The Public Health data presented illustrates that Lancashire does have significant challenges
compared to the local authorities that we are benchmarked against, with many indicators showing
Lancashire to be RAG rated red. However, when Lancashire's current data is considered against
the previous timeframe, the direction of travel is often stable and for some indicators improving.
Public Health information suggests that Lancashire does have hurdles to overcome specifically in
relation to smoking related deaths, suicide rate and hospital admissions for self-harm and alcohol.
It is however pleasing to note that the proportion of adults who uses services and feel safe continues
to increase and remains above the North West and National averages.
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2.2 What do we know about Children in Lancashire?

Lancashire has a child population of approximately a quarter of a million (245,516 — 2015 mid-year
estimate), this has increased by 0.3% compared to the mid-year estimate for the previous year
(244,755 — 2014 mid-year estimate for population aged 0-18). According to the 2015 mid-year
estimates 20.6% of the population were children.

The following diagram, provided by LCC Business Intelligence, illustrates the diverse range of needs
and demographics factors for children within Lancashire.

If Lancashire were a village of 100 children...
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What do we know about the health and well-being of Children in Lancashire?

The following information is based primarily on the Child Health Profiles (Public Health England)
these provide a snapshot of child health and wellbeing for each local authority in England. By using
a list of key health indicators, comparisons can be made locally, nationally and over time. Below
figures are provided for the Lanacshire-12 area, with North West and National comparator data
provided as a point of reference. The data is RAG rated according to the benchmarked information
provided by Public Health England, with direction of travel stated based on the change in the data
compared to the previous time period. It is important when considering the information presented in
the table below that Lancashire is a large area with 12 distinct and diverse districts. Different areas
of the county have a different demographic composition and unique local issues to contend with,
such aspects should be born in mind when considering the child health profiles for the Lancashire-
12 area.

Red = worse, Amber = similar, Green = better

Benchmark RAG — Lancashire compared with the Public Health England benchmark
Direction of Travel — most recent Lancashire data compared with previous

Most recently available data as of June 2017.

Child Health Profiles Lancashire
England NW Current Previous Direction of | Benchmark
Travel RAG
Premature mortality
1 Infant mortality 30 y e " .
. . . . able
(Rate per 1,000 live births)
2 Child mortality rate
11.9 14.0
(per 100,000 1-17 year olds)
Wider determinants of ill health
3 Percentage of children achieving a
good level of development at the end | 69.3% 66.7 69.2% 67.5% Better
of reception
4 Percen_tage of ;6-18 year olds not in 4.2% 4.8% 4.8% 5.0% Better
education, training or employment
5 First Time Entrants to the youth justice
system (rate per 100,000 of 10-17 | 368.6 336.1 306.0 368.8 Better
population)
6 | % of children in low income families 201 228
(under 16 years)
7 | Family homelessness (per 1000 19 0.7 0.3 0.3 Stable
households)
8 Chlldrenyln care (rate per 10,000 of 60 82
under 18’s)
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Health Improvement

P t f 4- lds cl
9 Os;t;in age of 4-5 year olds classed as 93 98 9.3 9.4 Stable

10 | Percentage of 10-11 year olds classed

11 | Percentage of children (aged 5) with
decayed, missing or filled teeth

24.8 33.4 32.0 34.9 Stable

12 | Hospital Admissions due to alcohol
specific conditions (rate per 100,000 | 36.6 53.5
under 18 year olds)

Better

13 | Hospital Admissions due to substance
misuse (rate per 100,000 15-24 year | 95.4 139.6
olds

Prevalence of ill health

14 | Accident and Emergency attendances

for children aged 0-4 (rate per 1000) | 2°/-9 | 6991

15 | Hospital admissions caused by injuries
in children aged 0-14 years (rate per | 104.2 139.2
10,000)

Stable

16 | Hospital admissions for asthma (under

19 years, rate per 100,000) Stable

202.4 317.2

17 | Hospital admissions for mental health

conditions (rate per 100,000) 85.9 111.6

18 | Hospital admissions as a result of self-
harm (10-24 years, rate per 100,000)

Source — Public Health England. Child Health Profiles 2017

430.5 520.5

Lancashire performance is worse than the benchmark in respect of premature mortality and
hospitals admissions for a variety of reasons including asthma, alcohol, drugs, mental health and
self-harm. In contrast Lancashire is performing better than the benchmarked average for A&E
attendance for 0-4 year olds, first time entrants to the youth justice system, homelessness, low
income families and obesity in 10-11 year olds.

In terms of Lancashire's current performance compared to the previous time period, improvements
have been made with regards to child development at the end of reception, percentage of 16-18
year olds not in education, training or employment and hospital admissions due to alcohol. This
improvement on the previous period is important to note since compared purely to the benchmarked
RAG rating Lancashire's position for these areas remains stable or has worsened.

In summary the information contained within the table above suggests that challenges still exist for
Lancashire in relation to:
1. Premature Mortality (infant and child)

2. Self-Harm and Mental Health

3. Hospital admissions due to substance misuse
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It is of concern that that these areas of challenge are consistent with those highlighted in last year's
Annual Report without insufficient evidence of progress.

2.2.1 Safequarding and supporting children in specific conditions

The information contained within the following table provides annual data for some of our main
performance indicators relating to supporting children with specific needs.

Officer Caseloads

Indicator 2014/15 2015/16 2016/17 Comments

Number of Police Vulnerable | 975 1220 1190 The number of vulnerable children referred

Child (PVC)referrals with a to the Police with a CSE marker has

Child Sexual Exploitation reduced marginally (2.5%) compared to the

(CSE) marker previous year. In 2016/17 there were 1190
compared with 1220 in 2015/16.

Number of Domestic | 9354 8644 10258 In 2016/17 there were 10258 Domestic

Violence notifications from Violence notifications from the Police where

Police where a child is a children was recorded to be living at the

recorded to live at the address, this is 18.7% higher than the

address previous year and reverses the reducing
trend that had been seen over the past 2
years.

The rate of violent and | 130.9 160.6 169.7 There is a continued increase in the rate of

sexual offences against violent/sexual offences against children.

children aged 0-17 per ;Lhe ra(';e in1§016/1|7 :5 163;_7 (per 1_0,000 of

: e under opulation, this is an increase

10,000 of U18 population of 9.1 compafedpto the previous year). The
rate has increased by 51.6 since 2013/14
(2013/14 rate — 118.1)

Of those cases discussed at | 2456 2519 2566 The number of children in the household for

MARAC, the number of MARAC cases discussed has risen by 1.9%

children in the household from 2519 in 2015/16 to 2566 in 2016/17.

Privately fostered children 28 26 26 The number of Lancashire children
identified as privately fostered has
remained stable. Quarterly figures available
throughout the year show slight changes in
numbers but no definite
increasing/decreasing pattern.

CLA placed in Lancashire | 981 986 970 A slight decrease in this figure, although

from other LA (at year end) numbers remain relatively stable with
monthly fluctuations evident throughout the
year. A high proportion of those looked after
from out of area originate from neighbouring
local authorities

Local Authority Designated | 491 496 547 The number of referrals referred to the

Officer Allegations/ Local Authority Designated Officer (LADO)

Investigations against have increased by 10.3%. There were 547

professionals referrals to the LADO in 2016/17 compared
to 496 in the previous year.

Independent Reviewing | 109 92 75 The recommended National caseload for

IRO's is 50-70 (IRO Handbook). 2016/17
saw a notable decrease in IRO Caseloads
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Indicator 2014/15 2015/16 2016/17 Comments
within Lancashire with an average at year
end of 75 compared to 92 at the same point
in the previous year. This is a percentage
reduction of 18.5%.
Children Missing from Home/Care/Education
2015/16 2016/17
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
Missing from home 503 514 522 527 411 425 365 362

% of children reported missing who were looked after

. 17.6%
by the local authority ’

23.1% | 24.3% | 16.8% | 21.8% | 20.6% | 20.8% | 20.9%

Number of children confirmed as missing from
education (not on school roll or receiving alternative
provision)

41 44 62 75 62 64 59 88

The number of missing from home episodes has fallen 24.3%, from 2066 in 2015/16 to 1563 in
2016/17. Throughout 2016/17, 20-21% of those children reported missing were looked after
children. LCC Business Intelligence report that system and procedure change has occurred along
with who is now responsible for recording the missing episode on Liquidlogic Children's System
(LCS). This is now the responsibility of admin. Missing episodes are now being accurately captured
on the system and duplicate missing episodes have ceased to be recorded on LCS. In the past there
would often be multiple missing episodes recorded on the same child for the same day. Indeed
some of these would be multiple episodes but often would merely be a duplication of entry.

Information from the children missing from education team confirms that there were 273 children
missing from education in 2016/17, this is 22.4% higher than the previous year. This increase is
partly due to improved reporting and recording.

Referrals to Children’s Social Care

Referrals to Children's Social Care refers to the number of referrals which are accepted by Children's
Social Care. In 2016/17, the number of referrals accepted by Children's Social Care has fallen by
18.5% in 2016/17 compared to the previous year, this translates to a rate of 412.5 for 10,000 child
population in Lancashire.

It is important to note that the calculation in respect of the number of referrals changed from April
2014. Only referrals that progress to an assessment are now counted, which brings Lancashire's
statistics in line with other local authorities in the North West region.

2013/14 2014/15 2015/16 2016/17
Lancashire (number) 19460 12394 12156 9907
Lancashire (rate per 10,000 | oo , 506.4 495.1 4125
child population)
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Data for the last 2 years shows the referrals to Children's Social Care are on a downward trajectory,
but with monthly fluctuations and considerably difference in numbers and rate across the different
districts in Lancashire.

Repeat Referrals

The table below shows the percentage of referrals that were repeat referrals to Children's Social
Care. A repeat referral is one which is received within 12 months of initial referral. The repeat
referrals rate in 2016/17 is 19.1% which is 3.4% higher than the previous year.

2013/14 2014/15 2015/16 2016/17

% Re-referrals 15.1% 15.7% 15.7% 19.1%

Monthly data for this indicator shows the percentage of repeat referrals on an upwards trajectory
through2016/17, however with considerable monthly peaks and troughs in the data. The fact that
there are fewer referrals accepted by Children's Social Care overall and a greater percentage of
those received are re-referrals implies that the number of new children and young people that
Children's Social Care are working with is falling.

Percentage of assessments completed to timescale

2013/14 2014/15 2015/16 2016/17
Lancashire 96.1% 79.8% 73.2% 75.0%
North West 85.1% 82.2% 83.3% thc
England 82.2% 81.5% 83.4% tbe

75.0% of Lancashire's single assessments were completed within timescales (45 working day
target). This has increased by 1.8% compared to the previous year. Although North West and
England averages for 2016/17 are not yet available, comparison with the previous year benchmarks
indicate that Lancashire's assessment completion percentages remain below the regional and
national figures. It is promising to see that the percentage has increased on the previous year and
important to consider this information alongside the referral rates and high social worker workloads.

Children in Need (per 10,000 of the child population)

Children in Need 2013/14 2014/15 2015/16 2016/17
Lancashire (number) 9,034 8,534 9,316 8,377
Lancashire (rate per 10K) 371.5 348.7 380.1 342.3
England 346.4 337.3 337.7 thc

The number of children in need has fallen by 10.1% compared to the previous year, with 8377
children in Lancashire classed as Children in Need. This reducing number in turn lowers the rate
per 10,000 of the child population from 380.1 in 2015/16 to 342.4 in 2016.17. The National rate is
not yet available, however based on the previous year's rate, Lancashire are just above the National
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Average. The rate is now much closer in line with the 2014/15 data, which may suggest that the
increase in the previous year occurred in part at least in response to the concerns raised by an
inadequate Ofsted inspection.

Children subject to a Child Protection Plan (per 10,000 of the child population)

Children subject to a Child Protection Plan

Area 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
Lancashire rate 27 23 36 44.4 38.9 59.0 57.0
England Rate 39 38 38 40 42.1 42.9 Thc

Last year, a significant increase in the number of children subject to a Child Protection Plan was
reported (from 38.9 in 2014/15 to 59.0 in 2015/16). In 2016/17 the rate dropped marginally from 59.0
to 57.0. Although there has been a reduction in 2016/17 the annual rate is likely to still be well above
the national average (based on the most recently available national rate). Monthly data as monitored
by the performance sub-group to the board indicates that although the overall trajectory continues
upwards, since October 2016 the rate of children subject to a child protection plan has begun to fall
consistently. If this trend continues in to 2017/18, it is likely that the child protection plan rate will
continue to fall.

The significant increase reported last year was considered to have occurred due to the Local
Authorities response to the concerns raise in the Ofsted Inspection, with a significant number of
cases being escalated to Child Protection Plans. It is important that assessments and interventions
result in the right children receiving the correct level of service based on their needs, however the
board recognises that high numbers of children on child protection plans has contributed to high
social worker caseloads and puts pressure on other agencies who are involved in meeting the needs
of the children on child protection plans.

The reason for a child being subject to a Child Protection Plan is categorized by need and recorded
under the following headings: Neglect; Physical Abuse, Sexual Abuse, Emotional Abuse or Multiple

Categories (data as below).

Child Protection Plans by Abuse Type

Lancashire Neglect Physical Abuse | Sexual Abuse Emotional Multiple
Percentage Abuse Categories
2014 40% 11.9% 4.1% 34.6% 9.3%

2015 34% 6.1% 2.5% 48.8% 8.8%

2016 33.8% 6.9% 4.9% 50.3% 4.1%

2017 32.4% 4.2% 6.0% 48.6% 8.8%

Most recently available data (March 2017) shows an increase in the percentage of child protection
plans whereby the need related to 'sexual abuse' or 'multiple categories'. Multiple categories is hard
to analyze since we cannot know what types of abuse this category are experiencing. It would also
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be interesting to know whether there is a pattern to the types of abuse categories which most
commonly occur together. It is interesting that the percentage of child protection plans for sexual
abuse has increased, this may be as a result of improved recording or greater propensity of children
and young people to report sexual abuse; perhaps indicating an increase in public awareness of
sexual abuse.

In last year's Annual Report attention was drawn to the fact that the number of children supported
due to sexual abuse was 'concerningly low' (2015 — 2.5%). Work was undertaken to try to ascertain
whether this low number was indicative of the fact that nationally intra-familial sexual abuse often
goes unrecognized. Unfortunately there isn't sufficient data to be able to know the proportion of
children on child protection plans specifically due to intra-familial sexual abuse; the sexual abuse
data isn't broken down to that level of detail. The rate in respect of sexual abuse remains, however,
well below what would be expected given national prevalence statistics based on self-reporting by
adults.

Child Protection Plans Lasting Two Years or More

This measure provides an indication of whether children or young people and their families are
receiving the services necessary to bring about the required changes on a timely basis. This is
based on the fact that a long period on a Child Protection Plan may indicate a lack of targeted
support and potential drift in the case. In 2015/16 the figure had risen to 3.7%, in 2016/17 this has
fallen to 2.9%. This is now lower than the most recently available national rate of 3.7%.

Area 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
Lancashire rate 4.8% 4.4% 2.4% 1.2% 3.0% 3.7% 2.9%
England Rate 6.0% 6.0% 5.2% 3.5% 2.6% 3.7% tbc

Children Looked After (CLA)

At 2016/17 year end Lancashire had responsibility for 1864 1691 Lancashire looked after children,
this equates to a rate of 76.2 per 10,000. This a 10.2% increase in the number of looked after
children at the end of the previous year (2015/16 — 1691 Lancashire looked after children). Assuming
that the regional and national averages don't alter drastically from previous years (current
benchmarks not yet available), Lancashire's CLA rate remains above the national average but below
the North West average, despite the 10.2% increase. It will be interesting to see whether the rate of
increase demonstrated within Lancashire over the last 5 years continues and whether the regional
and national benchmarks experience a similar percentage increase when their rates are updated.

Rate of CLA 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
Lancashire rate 53 54 60.9 66.3 67.2 69.1 76.2
North West Rate 77 76 79 78 81 82 thc
England Rate 59 59 60 60 60 60 tbe
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In addition approximately a thousand children who are looked after by other local authorities placed
in Lancashire, residing in Private/Independent Children’s Homes or with foster carers. As stated in
data above, the number of looked after children from out of area fluctuates on a monthly basis.
Confidence in the accuracy of these figures has improved throughout 2016/17, however there is
some concern that there is still scope for improvement with regards to timeliness of notifications
being received. This is an area that the quality and performance sub-group intend to consider via
focus group activity.

Social Worker Caseloads

The following table shows the average social worker caseloads within Children's Social Care by
month and level of social worker experience. The colour coding is provided for the Ofsted
Improvement Board. The information within the table and as graphed below illustrates that social
worker caseloads have fallen for all experience levels over the last year.

Experience Apr-16| May-16] Jun-16| Jul-16] Aug-16] Sep-16] Oct-16] Nov-16| Dec-16| Jan-17| Feb-17| Mar-17
NQSW 22.3 20.8 19.1 18.6 16.1 17.8] 18.6) 16.9 16.2 17.7| 15.8 17.3
1-2 years 25.7 26.5 23.3 22.3 21.7 22.1 21.1 20 19.5 19.3 18, 19.7
2-3years 25.5 27.6 24.9 24.5 19.5 21.8 19.8] 17.9 19.5 18.8] 19.6) 20.1]
3-5years 28.6 27.7 24.2 25.5 22.5 21.9 21 20.1] 19.2 18.6) 17.6) 19.9
5years + 27 28.1 27.4 26.8 22.8 25.4 20.4 23.4 22.1 19.6 21.3 24.3
Grand Total 25 24.7, 22.5 22.1 19.4] 20.5) 19.6 18.8 18.2 18.4 17.4 19.1
Early Help

The Common Assessment Framework (CAF) is an assessment and early help framework for
children and families in need of help.

During 2016/17 a total of 5,115 CAF assessments were completed, this is an increase of 22.2% on
the previous year when 4,185 completed in 2015/16. The number of CAFs open at the end of each
guarter (including SEN) in 2016/17 ranged from 8,000 to 9,300. In 2015/16, the highest number of
CAFs open occurred in the final quarter of year when 8,293 CAFs were open. By quarter 4 of
2016/17, the number of CAFs open at the period end had risen to 9,285; this is 11.9% higher than
the same point in the previous year.

2016-17 data indicates that the percentage of CAFs closed each quarter for ‘'needs met' fluctuates
between 57%-64%, with 11%-18% of CAFs closing because the case requires escalation to
statutory assessment. There has been significant work undertaken this year to encourage agencies
to complete a CAF. The importance of the CAF assessment will increase since a greater proportion
of services delivered by the wellbeing, prevention and early help service are targeted support, which
by its nature requires an assessment of need prior to the service being able to complete any work
with a child or young person.

Early Help 2015/16 2016/17

Ql |Qz |Q3 |Q4 Q1T Q2 Q3 |Q4
Number of CAFs initiated in the period 1131 | 986 1038 | 1030 | 1071 | 970 1470 | 1604
Number of CAFs open (including SEN) at period end | 7781 | 8059 | 8272 | 8293 | 8510 | 8041 | 9253 | 9285
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% of CAFs closed in period due to 'needs met' 65% |69% |65% |65% |57% |64% | 60% | 64%
% of CAFs closed in period due to escalation to 13% | 17% | 16% | 17% | 18% | 16% | 11% | 12%
statutory assessment

Police Data — Protecting Vulnerable Persons - Child (PVP - VC) referrals

15/16

16/17

diff

Comments

Total PVP referrals — vulnerable
children (VC)

8067

8738

8.3%

The number of PVP referrals for vulnerable
children has risen by 8.3% from 8067 in 2015/16
to 8738 in 2016/17.

High risk PVP referrals — VC

3391

3535

4.2%

The number of high risk PVP referrals for
vulnerable children has risen by 4.2% to 3535
high risk referrals in 2016/17. High risk referrals
account for 40.5% of PVP referrals for vulnerable
children in 2016/17.

Medium risk PVP referrals — VC

3804

4139

8.8%

The number of medium risk PVP referrals for
vulnerable children has risen by 8.8% to 4139
medium risk referrals in 2016/17. Medium risk
referrals account for 47.4% of PVP referrals for
vulnerable children in 2016/17.

Standard risk PVP referrals — VC

872

1064

22.0%

The number of standard risk PVP referrals for
vulnerable children has risen by 22.0% to 1064
standard risk referrals in 2016/17. Standard risk
referrals account for 12.6% of PVP referrals for
vulnerable children in 2016/17.

PVP referrals flagged for Child

Sexual Exploitation

1220

1190

-2.5%

The number of PVP referrals flagged for Child
Sexual Exploitation have fallen by 2.5% from
1220 to 1190.

PVP referrals flagged for Domestic
Abuse

409

462

13.0%

The number of PVP referrals flagged for
domestic abuse have risen by 13.0% from 409 to
462.

PVP referrals flagged for so called
Honour Based Abuse

18

28

55.6%

The number of PVP referrals flagged for so called
honour based abuse rose by 55.6% from 18 to
28. The percentage increase should be
considered with caution, comparatively low
numbers compared to other referral flags
mentioned above mean that the percentage
swing is greater.

PVP referrals flagged for Missing
from Home

945

1059

12.1%

In 2016/17 there were 1059 PVP referrals for
vulnerable children flagged due to 'missing from
home'. This is a 12.1% increase compared to the
previous year.

ePVP referrals are flagged according to any specific safeguarding concerns, data relating to the
number of cases flagged for specific safeguarding concerns is useful to the sub-group since it
helps us to identify whether there are specific emerging trends that the board may need to be
cited on. PVP information is considered by the sub-group over a time series to help ensure that
any seasonal fluctuations or unique increases/decreased in referrals are considered in context.
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The cases flagged for specific vulnerabilities pose an interesting question when considered by the
sub-group. It is always difficult for agencies to be able to ascertain whether an increase in cases
reported for safeguarding concerns such as domestic abuse and CSE represent an actual
increase in the number of cases, or whether greater public awareness has had an effect on public
confidence and willingness to report such issues to the Police.

2.2.2 Summary

While these figures demonstrate the totals for Lancashire, it is crucially important to bear in mind
the notable district and local area variations that exists across Lancashire. It is an ongoing challenge
for all agencies within Lancashire to ensure that the services which are provided for children and
young people are equitable but also meet the needs of specific areas of the county. It is for this
reason that the LSCB quality and performance sub-group have invested time in sourcing and
reporting on data not just at Lancashire level, but also at district level; to ensure that the board are
aware of local variations and thus the impact that these may have on services.

The LSCB's performance scorecard is continually reviewed to ensure that the information presented
to the board is relevant and representative of the Lancashire demographic and of the agencies that
serve our Children and Young People. There are an ongoing challenges in receiving regular,
accurate and timely performance data from all partner agencies on a countywide basis and ensuring
that the information that is presented to board is of use and relates back to the safeguarding agenda.
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3. What do we know about services In Lancashire and their
effectiveness?

3.1 Member agencies
The Boards request submission of information about the quality of safeguarding in its member
agencies either via external inspection activity or through direct annual feedback. The feedback
reports embedded below have been presented to the Board to reflect the work undertaken by the
agencies during 2016-17.

Lancashire County Council provides support for vulnerable adults, children and their families
through direct services from: Adults Social Care; Adults Disability Service; Domiciliary Care; Older
People Services (residential and day care); Public Health services; Children’s Social Care;
Wellbeing, Prevention and Early Help Services; Schools and specific support for children involved
in the criminal justice system via the Youth Offending Team (YOT).

The Local Authority has strong representation on LSAB and LSCB and its sub groups, with regular
attendance. Two of the LSAB sub groups are chaired by LCC Board members: Practice with
Providers; and Safeguarding Adults Leadership Group.

Adults Safeguarding Children's Services  Wellbeing, Prevention
and Early Help

2016/17 Feedback Reports: Ei_ ¥ Ei__ ; Ei_ ;

LCC Adults.pdf LCC - Children's WPEH.pdf
Services.pdf

Lancashire Constabulary covers the former county area which now includes Lancashire County
Council, Blackburn with Darwen and Blackpool. It delivers its services through three divisions (East,
West and South). It provides direct policing across the county and is fully engaged in partnership
safeguarding services as part of the Child Sexual Exploitation teams, Multi-agency Safeguarding
Hub, Multi-Agency Risk Assessment Conferences and Multi-agency Public Protection
Arrangements. Increasingly the force has been moving its focus towards early action and
preventative policing.

Lancashire Constabulary is represented on the LSAB and LSCB and its sub groups, with a
representative chairing the Lancashire CSE Operational Group during 2016/17.

Lancs
Constabulary.pdf

2016/17 Feedback Report:

Six Clinical Commissioning Groups (CCGs) operate across Lancashire and are responsible for
commissioning most hospital and community healthcare services. From April 2015 co-
commissioning arrangements were brought in which involves CCGs in the commissioning of primary
care services. The 6 CCGs in Lancashire are:
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Item Number: 2

REPORT TO THE LANCASHIRE SAFEGUARDING CHILDREN BOARD

SERVICE AREA ANNUAL REPORT 2016/17

Report from: WPEH Service Report Date: 31/05/2017

Subject: WPEHS Annual Report

Purpose: To provide a service area update on performance during 2016/17

Summary of Key Points / Findings:

The Wellbeing Prevention & Early Help service brought together a number of functions from 01
April 2015 including Children's Centres, Young People's Provision, Prevention and Early Help and
Lancashire's response to the national Troubled Families Unit national programme. Throughout
2016/17 the service has completed a transformation process to develop a new integrated
service offer and specification, restructure the staffing resource and respond to the outcomes of
the Property Strategy.

Focus throughout the year has been on the development of robust service wide performance
measures and quality assurance frameworks together with meeting the requirements of the
Troubled Families Programme.

WPEH Service Performance Data

A WPEHS Performance Scorecard has been developed to monitor agreed service wide
performance measures. This scorecard is shared with operational managers on a monthly basis
and reviewed for areas to identify areas of development and best practice. Pending completion
of the service transformation key performance indicators continued to measure children's centre
and young people's service performance separately, predominantly due to the existence of two
separate data recording systems.

Requests for Targeted Family Support

The service offers support to children, young people age 0-19+yrs (0 - 25yrs for SEND) and
their families. The service's targeted early help offer is delivered to those assessed using
Lancashire's Common Assessment Framework (CAF) as having more complex or intensive
needs aligned to Lancashire's Revised Continuum of Need (CoN) at Levels 1, 2 and additional
support where required of the service (by social care) to level 3.






Since August 2016 the service has implemented procedures to capture data from all the
databases in use across the service to calculate the total requests received for targeted family
support. There has been an upward trend of requests for support over the last six months of
2016/17 with the service receiving an average of 417 cases per month.

No of Requests for Support Received
01/08/2016 to 31/03/2017
Burnley 277
Chorley 194
Fylde 156
Hyndburn 324
Lancaster 423
Pendle 288
Preston 459
Ribble Valley 126
Rossendale 206
South Ribble 205
West Lancs 251
Wyre 248
Lancashire Total 3157

The WPEH service provides an essential step-down on the Continuum of Need from statutory
services and capacity has been made available across the service to receive step down cases.

The number of step down cases received has been measured since August 2016;

Aug-16 | Sept-16

Oct-16

Nov-16

Dec-16 | Jan-17

Feb-17

Mar-17

No of step
downs received
from Children's
Social Care

31 45 49

65

41 68

74

37

No of step
downs received
from MASH

65 40 18

52

74 121

96

77

Children’'s Centres Data

Children's centres have delivered the County Council's statutory universal responsibilities in
delivering a core 'children centre' offer for 0-5yrs, including universal information, advice and

guidance to improve outcomes for all children pre-birth to age 5, particularly the most

vulnerable This operates alongside key partners including Midwifery and Health Visitors.






During the financial year 2016/17 a total of 69,544 children aged 0-5 were registered with a local
children's centre. Of those children who were registered with the centres during 2016/17 an
average of 11,785 regularly accessed the service each month.

Young People's Data

Support for young people aged 12-19 (up to age 25 for young people with a disability or learning
difficulty) has been delivered through a network of young people's centres together with outreach
services to target those 'hard to reach' young people.

The service offers additional support to those young people who may be most vulnerable, or have
significant personal barriers in their lives affecting their ability to make a positive future for
themselves. Group based provision has taken place across the service to support the personal
and social development of young people as they make their transition from adolescence to adult
life.

During the financial year 2016/17 a total of 12,157 young people aged 12-19 accessed the
services young people's provision, 12.7% of the total 12-19 cohort. These figures are set in the
context of a significant loss of staff resource due to the impact of the service restructure process.

Young people not in education, employment or training (NEET)

The County Council has previously had a statutory responsibility for tracking all Lancashire's 16-
18 year old young people and reporting this data to the Government. The Monthly statistical
returns to Central Government from the Wellbeing, Prevention and Early Help service form the
basis for calculating the County NEET performance against which the Local Authority is measured
and is based on the average for the months of November, December and January.

From 2016/17 the national calculation of NEET has changed. The published performance data is
now calculated on a combined figure which includes age 16-17 year old young people who are
NEET plus those young people with whom the local authority are unable to contact to confirm
their employment, education or training status. These are referred to as 'Unknowns'.

During 2016/17 a total of 800 (3.1%) young people aged 16-17 were not in education,
employment or training. Contact could not be made with 1695 young people (6.5%) to establish
their employment, education or training status.

3 month Average (16-17)

NEET Not Known Combined

Burnley 84 4.0% 208 9.9% 13.9%

Chorley 74 3.2% 106 4.5% 7.7%

Fylde 26 1.9% 80 5.8% 7.6%

Hyndburn 65 3.2% 153 7.5% 10.7%

Lancaster 99 3.5% 229 8.1% 11.6%

Pendle 50 2.3% 195 9.1% 11.4%






Preston 155 5.0% 148 4.8% 9.8%
Ribble 18 | 1.3% 44 | 3.2% 4.5%
Valley

Rossendale | 49 3.0% 161 9.8% 12.8%
South o o o
Ribble 76 3.1% 85 3.5% 6.6%

West Lancs | 45 1.8% 209 8.4% 10.3%
Wyre 58 2.6% 77 3.5% 6.1%
Total 800 3.1% 1695 | 6.5% 9.6%

Lancashire's geographic diversity is important to note as analysis of the data above identifies a
number of individual districts as priority areas; Burnley (13.9%) and Rossendale (12.8%).

Wellbeing, Prevention and Early Help Commissioned Services
During 2016/17 the service commissioned Family Support, Domestic Abuse and Emotional Health

and Well Being services for children and young people aged 5-19 (25) which were purchased on
a county level to ensure consistency in both delivery and cost of early help services across the

county.

The contracted providers for 2016/17 are outlined below:
e Family Support: Greater Together consortium group

e Domestic Abuse: Greater Together consortium group

e Emotional Health and Well Being: Child Action North

During 2016/17 a total of 1,226 requests for support had been received by the commissioned

services:

In this same period a total of 753 cases had closed to the providers allowing for measurement of
the short term impact of the work undertaken. Three key performance indicators have been

Request for
Support Cases Closed
Received
Family Support 245 166
Domestic Abuse 334 234
EHWB 647 353
Total 1,226 753

developed for the services and performance against these is outlined below:

% of cases with

positive distance

travelled overall

evidenced using

the appropriate
tool

% cases where
continuum of
need level
improved.

% of cases that
escalated to
children's social
care






Family Support 50.00% 53.01% 0%
Domestic Abuse 82.05% 82.05% 1.71%
Eg;g;lonal Health and Well 98.30% 98.16% 0%

Lead Professional Budgets

The Lead Professional budget is used to enhance the support offered to a child, young person or
family where it has been identified that this would remove a blockage that is preventing the family
from effectively achieving agreed outcomes. Funding is available for small purchases up to a
value of £250 per family where this meets a need identified by the CAF assessment. Examples of
spend from this budget include household items, funds for activities, clothing, holiday clubs and
travel costs.

For the period between 01 April 2016 and 31 March 2017 a total of £81,515.44 of the lead
professional budget had been spent. The level of demand for support from the Lead Professional
Budget has risen on previous years.

Small Grants Budgets

The Small Grants budget allows for localised VCFS providers to contribute to the Prevention and
Early Help agenda via smaller scale community projects that support 12-19 (25) year olds (to the
value of £2k total project value), i.e. registered charities, voluntary and community organisations,
statutory bodies and charitable or not-for-profit companies. In addition small grants are available
to individual young people aged 12-19 (25) to support with one off costs for small items. These
are often requested to cover items such as interview clothes, essential course equipment.

For the period between 01 April 2016 and 31 March 2017 a total of £53,705 had been paid out
to fund small grants projects across the county. This is equivalent to 48% of the available total.

Troubled Families Programme

The Troubled Families Programme (TFP) is a national programme that aims to improve the life
chances of 400,000 families across the country. Families are deemed to be 'troubled’ if they have
multiple identified needs (2 or more) within the family unit from these 6 broad categories:

1) Parents or children involved in crime or anti-social behaviour

2) Children who have not been attending school regularly (low attendance or exclusions)

3) Children who need help: children of all ages, who need help, are identified as in need or are
subject to a child protection plan

4) Adults out of work or at risk of financial exclusion or young people at risk of worklessness

5) Families affected by domestic violence and abuse

6) Parents or children with a range of health problems

e Lancashire's target is to identify, work with and evidence significant and sustained
improvements with 8,620 families by 2020.

e Each family identified and attached to the programme generates a £1,000 payment for the
local authority (up to the maximum 8,620) with an additional £800 payment by results
payment made where there is evidence that the family have made significant and sustained
progress against the issues identified.






e The criteria that determine whether significant and sustained progress has been made is
documented in a Troubled Families Outcomes Plan (TFOP) that local authorities are
required to produce and review periodically.

Payment by Results (PBR) Claims — 2016/17

The 2016/17 PBR claims window closed on 24" March 2017 with Lancashire having submitted
4% of the overall target number for the 5 years of the programme.

e 338 PBR claims submitted as at 24™ March 2017

It is expected that the number of PBR claims submitted will increase throughout 2017/18 as more
of the current attached cases are successfully closed and sustained progress evidenced.

One of the key drivers of the national Troubled Families agenda is the embedding of the Troubled
Families Principles across services:

e The completion of a whole family assessment that considers the needs of the all family
members

e An action plan that details how each of the identified needs are addressed

e The identification of a clear lead professional as the main point of contact to coordinate the
support offered to families.

These principles are at the core of the service's new delivery model. All families worked with by
WPEH service will be thoroughly assessed using the Common Assessment Framework (CAF)
with a SMART action plan in place.

The rate of projection of claims for 2017/18 onwards is outlined below:

PBR

Nos 7o
16/17 320 4%
17/18 2,250 26%
18/19 2,600 30%
19/20 3,450 40%
TFU target total number qf families 8.620 100%
supported and outcomes improved

This rate of increase is projected due to the increase in the number of families reaching the
'sustained progress' threshold, particularly those attached with an educational need which require
a full three terms of improvements to be evident.

Quality Assurance Framework

During 2016/17 the WPEH service developed a revised Quality Assurance Framework which
embeds case file audit and oversight across all levels of management within the service and
links these to Ofsted Judgement ratings. This framework was piloted during the Autumn of
2016 with the following outcomes;






No of cases Fully Partially Not

audited Compliant Compliant Compliant
Tier 1 (Compliance o o o
Audit) 126 11% 59% 14%
No of Requires
cases Outstanding | Good q Inadequate
. Improvement
audited
Tier 2
) ) 108 3% 56% 31% 11%
(Quality Audit)

The pilot process highlighted areas for performance improvement, particularly around
professional recording. Feedback from the audits has been embedded as part of the Supervision
Policy to drive improvements both in the quality and recording of work completed.

The Quality Assurance Framework has been rolled out across the service from 01 April 2017.

Moving forwards WPEH service delivery will be focussed around 12 week evidence based
targeted interventions following the 'Risk Sensible’ model, underpinned by robust assessment
and SMART action plans. This focussed approach will facilitate an increase in cases closing to
the service during 2017/18. Additionally an increase in appropriate de-escalations from
children’s social care from CiN to Early help will lead to an increase in sustainability of change
made through step down processes.

There is ongoing work with partners which again will further increase the number of families that
are supported and their outcomes improved. WPEH is working closely with the Police, LFRS and
Health to consider integrating resources and co-locating opportunities across the County.






Proposed Recommendations:
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Richard Cooke Agency: | Lancashire County Council

Key achievements and good practice made in 2016/17:

Since the inadequate judgement by Ofsted in autumn 2015, there has been a strong commitment to
improve services quickly and to ensure that children are safe, protected and supported.

A significant range of activity has been implemented and will continue to be built upon until practice is
consistently good and outcomes for children are improved. Below is a high level summary of some of the
work that has been undertaken to improve services for vulnerable children in Lancashire.

Strategic direction, leadership governance and oversight

= Permanent DCS Appointment — Amanda Hatton has now been in post since February 2017.
Linda Clegg continued in her role in Lancashire to the end of March to ensure a seamless
transition of responsibilities and is now working one day week to provide additional leadership
capacity.

= Improvement Plan — Agreed by the Improvement Board in March 2016 and submitted to the DfE,
the Improvement Plan has been recognised by Ofsted as a concise yet robust plan. It outlines
what, how and when actions will be delivered to secure sustainable change to the way vulnerable
children are protected and supported. The Plan responds to all concerns identified by Ofsted and
good progress is being made and delivery is on track. View the Improvement Plan.

= 12 Week Improvement Plan — this is an approach to focus on short term priorities delivered at
pace. The fourth 12 week plan has now been agreed by the Improvement Board and can be
found at 12 Week Improvement Plan

= 0-25 Programme Board — established in June 2016 and chaired by the chief executive. This
internal Board meets monthly and ensures that the multiple changes programmes across
children's services are delivered effectively.

= Children's Services Scrutiny Committee — This committee was established in March 2016 with
the purpose of ensuring effective political scrutiny of children's services.

Demand management and sufficiency

=  CART/MASH - a full review of front door arrangements has been conducted by the LSCB and
the police and work is now underway to redesign CART/MASH to establish a more effective and
robust multi agency response to identified needs.

= Resource Panels — have been established in each locality since February 2017. Chaired by
social care Heads of Services, the panels consider all new placement decisions, placement
changes and placements due for review to ensure a consistency of approach and appropriate
challenge to decision making.

= Access to Resources Team — the team has been in place since February 2017 and provides
capacity in terms of placement finding, placement costs, effective commissioning and market
management.

= Reshaping the in house provision — piloting a four bed Adolescent Support Unit to provide
respite/short breaks for teenagers on the edge of care, alongside crisis units and complex needs
units.

= Residential Outreach — agreed to increase capacity of this team to specifically support Section
20 children and young people based in external placements.






Family Group Conferencing — exploring proposals to increase Family Group Conferencing
(FGC) capacity, building on an existing FGC team with a strong track record in achieving
improved outcomes for children and families.

Participation and recognition

PROUD Awards — this annual celebration/recognition event was held on 3 March 2017 for
Children Looked After and Care Leavers who received awards for their achievements from the
Chief Executive, elected members and senior leaders.

LINX (Children in Our Care Council) — have recently inspected Grange Avenue and Eden
Bridge and also the central fostering team. Through LINX the young inspectors have also been
involved in CSE week, inspected a real CSE case and reported back to the police their findings.
Takeover 2016 - in November over 140 children and young people took part in our annual
Takeover month event which originated here in Lancashire. Highlights included young people
‘taking over' the Improvement Board, a Takeover meeting with the Children's Commissioner Anne
Longford and our annual CSE conference.

Participation awards — children and young people supported by the County Council have won
three of the four awards on offer at the national British Youth Council Awards. The Inspiring
Project Award — won jointly by the Fostering and Adoption team and the Children with Disabilities
Council; the Make a Difference Award - won by Will Rainford and the Youth-led Award — won by
LINX, the Children in Care Council.

Diana Award - 20 members of LINX and POWAR were awarded a prestigious Diana award for
their work in the community with Young Inspectors. The group was recognised for their
commitment to making a change for the better in organisations that provide a service to children
and young people in care and/or with SEND.

Workforce Recruitment, Retention and Development

Risk sensible — the risk sensible model continues to be implemented and over 250 staff have
now been trained. Plans are now also in place to train staff in the Wellbeing, Prevention and Early
Help service and the LSCB is leading the delivery of the model to partners organisations.
Recruitment drive - a recruitment campaign has been ongoing since the summer 2016 and has
been successful in recruiting to various roles in children's services. To date more than 188
permanent posts have been recruited to including social workers, team managers and
independent reviewing officers.

Workforce Strategy — at the April 2017 Improvement Board a two year workforce strategy was
agreed. Within this a number of developments will be progressed including the establishment of a
social work academy, a health and wellbeing strategy, improved support and training for
managers and clear career pathways. The areas of Fylde, Wyre and Lancaster will provide a
specific focus for this work given the particular recruitment and retention difficulties in the north of
the county. A comprehensive performance dashboard is being established and targets set that
will be monitored through the Operational Improvement Group.

Aide Memoires — the Operational Improvement Group produced a simple guide to some of the
core tasks that social workers undertake. The purpose of the guide was to describe these tasks in
a simple and straight forward way but also to articulate why these tasks are undertaken. The
original intention was that the aide memoires would be a useful reference tool for newly qualified
social workers but they have also proved useful for partners to understand social work practice
and have been shared through the LSCB and incorporated into the schools safeguarding training
programme.

Capacity

Framework agreement — Skylakes are no longer taking on new work and assessments on behalf
of children's social care and robust plans were implemented to ensure that the increased work
coming into social care as Skylakes stepped back was effectively managed.






Child Sexual Exploitation — the support provided to children at risk of sexual exploitation has
been reviewed and through this some areas for improvement were identified. As a result a new
approach has been implemented for working with these vulnerable children that is based on
national research, inspection findings and effective practice in other local authorities. A multi-
agency action plan has been agreed through the LSCB to drive forward improvements and the
County Council has invested an additional £600k to fund 19 new posts to support this plan.
Caseloads - all parts of the social care workforce have shown reducing caseloads over the last
few months. And these caseloads are now within the agreed thresholds that have been set by the
Improvement Board as ‘good’ or ‘outstanding'.

Front door — an additional seven qualified social workers began working in CART in January
2017 to focus on 0 — 10 day statutory assessments. Further to this, a temporary resource of three
gualified social workers and one business support has recently been agreed to address some
identified issues at the front door regarding some cases experiencing delay and some cases not
being appropriately signposted.

Communication and engagement

DCS briefings — in November over 400 staff across children's services participated in the second
round of staff briefings led by Linda Clegg. The purpose of these staff briefings is to ensure the
workforce is fully aware and able to inform improvement and so that Linda can share and discuss
the key priorities moving forwards. The evaluation feedback from these briefings has been
extremely positive and 95% reported a better understanding about the progress in delivering the
improvement plan and 96% had a better understanding of our current and future priorities.

DCS Blog — Amanda Hatton has recently begun sending out a weekly blog to all staff to highlight
recent news, information and developments and keep people posted on what she has been
doing.

Monthly letter from the DCS — A letter from the DCS is cascaded across all parts of children's
services on a monthly basis and is used to update staff on all the key priorities and messages
relating to the improvement journey.

Improvement Board webpage — A webpage has been established to provide a single place
where staff and partners can access improvement information including regular updates from the
Improvement Board, monthly key messages from the chair and the improvement plan.

Better understanding of ourselves

Project Accuracy — after two waves of project activity since April 2016, significant improvement
to the accuracy of information in the LCS system has been achieved and in March 2017, all of the
metrics under review were measured by Practice Managers at 90% accurate or above. There has
been an effective project handover from Newton Europe to the County Council and a
Performance Management Framework has been agreed and implemented and weekly/monthly
reports are made available to inform service developments.

Audit Framework — work continues to embed the audit tools with a particular focus on 'closing
the loop' through weekly reporting via an audit tracker. The framework has now been rolled out
across the SEND service with a revised tool developed, staff trained and a first cycle of full audits
took place across the service in March 2017. An implementation schedule has also been agreed
to roll the framework out across fostering and adoption services and the first set of audits is
expected to take place in June 2017.

Improvement Performance subgroup — this multi-agency sub group of the Improvement Board
continues to meet on a monthly basis to analyse and scrutinise key performance data. The group
has recently agreed the following set of themes for future focus and the Improvement Board
dashboard has been refreshed and framed around these new themes. These themes include:
Early Action/Early Help; Front Door — MASH/CART; Practice thresholds; Sufficiency/Adoption /
Permanence ; and Workforce

Practice Improvement Model (PIM)






= Fylde and Wyre — the PIM 'tested out' new processes, systems and ways of working to improve
outcomes for children and families. There are five areas in the PIM Project Plan: Improving and
embedding quality practice; Management and staffing; Keeping services local; Working in
partnership, and Improving systems and processes.

= Evaluation — a full evaluation of the PIM has been completed, identifying the learning and impact
from the development of new ways of working

= Roll out —following evaluation, a clear plan is being developed that describes how the key
developments and learning from the PIM can be embedded across the rest of the county.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

Children's Services within Lancashire County Council are undergoing significant change as large scale
improvement plans are implemented that are in response to the inadequate Ofsted judgement, the
increasing numbers and complexity of vulnerable children and the budgetary pressures across the public
sector.

As an Authority that is in formal intervention there is considerable external scrutiny and challenge of the
progress being made through the implementation of improvement plans. This includes:

= Improvement Board — monthly multi agency Board with an independent chair providing ongoing
oversight on the delivery of key plans and priorities

= Ofsted monitoring inspections — quarterly inspections conducted by 2 or 3 inspectors over two
days, including case reviews and sampling, review of data and interviews with social workers and
managers.

= Department for Education review — every six months, includes the production of a self-
assessment report and senior civil servants from the DfE interviewing staff, leaders and reviewing
case files

= Regional peer challenge — took place in October 2016, and led by Jane Ivory (Assistant
Director, Wigan), with a team of colleagues from across the region to assess and challenge the
improvements that have been made to children's services in Lancashire.

= Local Government Association — preparations are being made for a five day safeguarding
review that will take place in October 2017.

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

All the actions highlighted in section one support and complement the priorities identified through the
LSCB annual report.
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Report author: | DI Allen Davies Agency: | Lancashire Constabulary

Key achievements and good practice made in 2016/17:

The constabulary is committed to Protecting the vulnerable and places this at the centre of our vision.

In the last 12 months there has been significant progress in developing vulnerable adults pathways
through close partnership working.

Missing person and child sexual exploitation cases continue to be well managed, with more
specialists now in place to advise officers on dealing with these cases, as well as identifying
emerging crime types such as modern slavery and human trafficking.

There have been many outstanding cases of safeguarding and brilliant investigative work across the
force. For example, officers have broken new ground with the first victimless prosecutions for Human
Trafficking. This has put Lancashire on the national stage and our challenge remains to continue this
excellent work and deliver this consistently across the force.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

The constabulary is in the process of implementing multi-disciplined investigation teams ensuring we are
able to manage demand whilst continuing to achieve the needs and expectations of our community. This
presents new challenges in ensuring consistency through the change process whilst representing
opportunities for continual improvement.

The recommendations of the MASH (Multi-agency safeguarding hub) review are to be implemented in
the forthcoming year which enables us to refine our working practices with partners to ensure the safety
of vulnerable people.

Later this year we welcome back Her Majesty's Inspectorate of Constabularies (HMIC) to the force who
will undertake a PEEL assessment (police effectiveness efficiency and legitimacy), including inspecting
our approach to vulnerability. This, together with the Joint Targeted Area Inspections and HMIC thematic
inspections will benchmark us in our progress and give focus on the connect between our strategic intent
and our daily practice.

Any further comments:

The Constabulary’s Vulnerability Plan outlines safeguarding, investigation and early action as core
themes to our approach to tackling vulnerability. This will be augmented by force wide risk sensible
training, which brings our operational risk assessments in line with those of our partners. This approach
will be complemented by the unifying of the Continuum of Need assessment across our three Local
Authority areas, ensuring a consistency of approach.
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Lancashire Safeguarding Adults Board

ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: Lisa Slack Agency: Lancashire County Council

Introduction

The Care Act (2014) places a statutory duty on Local Authorities to ensure that those Service
Users who are eligible for services under the Care Act, (2014) and who are unable to protect
themselves, have a proportionate response to stop any abuse or neglect that is effecting them.
The Safeguarding Adults Service undertakes this statutory function for the Local Authority.
Lancashire County Council are a key member of the Lancashire Adults Safeguarding Board and
contribute and chair a proportion of the LASB sub groups on behalf of the board. The report
includes the activity over the last 12 months, achievements and priorities for the next year.

Multi Agency Safeguarding Hub (MASH)

The Safeguarding alerts to MASH have increased by 17 % over the last 12 months.

%
2015/16 2016/17 difference | difference

Referrals to MASH 9716 11333 1617 17%

Referrals to Safeguarding Enquiry 3965 4577 612 15%

Safeguarding Adults Enquiry Service

The Local Authorities Section 42 duties under the Care Act 2014 are continued to be investigated
by the Safeguarding Adult Service. The Safeguarding Alerts within Safeguarding Enquiry Service
has increased by 15% in 20016/2017. The Care Act 2014 categories Adult abuse into 10
categories those being physical, domestic violence, sexual abuse, psychological, financial or
material, modern slavery, discriminatory, organisational, neglect and acts of omission and self-
neglect. In 2016/17 that neglect/acts of omission was the most common abuse type with 37.7%
of all referrals occurring for this reason. 29.9% were due to physical abuse, 13.7%
emotional/psychological and 10.4% financial/material.

The data suggests therefore that the new categories of abuse introduced approximately 18
months ago (modern slavery, self-neglect and human trafficking) have had little impact on the
categories of abuse reported. There is however a feeling amongst the Social Workers that
referrals for Domestic Violence related issues has increased dramatically with several cases per
day being reported with a particular theme relating to assaults on carers. Over the next twelve
months the Safeguarding Service is to ensure that these cases are categorises appropriately so
that data can be collected and a working group led by one of the sub groups of the board to raise
the issue with partners.

There is an increasing demand in the Safeguarding Service leading to capacity issues. At
present, this is being managed within the service via extra resources commissioned through an
agency to ensure the staffing model is able to manage the statutory safeguarding work being






referred to the service. There are plans to ensure that there is appropriate staffing for the level of
demand.

Care Quality Commission Inspection Ratings of Residential Care homes in Lancashire

The overall rating of the 416 Care Homes in Lancashire are that 71% achieved an overall rating
of good or outstanding 27% requires improvement and 2% requires improvement. This compares
with the national figure of 77% of care homes rated as good or outstanding and 2% nationally as
inadequate. Lancashire County Council are currently writing a strategy relating to quality
improvement to attempt to target resources in such a way that citizens in Lancashire have the
choice of good quality care no matter which district in Lancashire that you live. This work is being
supported later in the year with CQC who are assisting LCC to shape our ideas in how we do this
task.

Projects, Innovation and Achievements

New guidance regarding how to raise a Safeguarding Alert ratified by the Local Adult
Safeguarding Board. A Mash task and finish group is now complete with a project plan for future
developments. There are developments nationally and in the North West regarding Making
Safeguarding Personal. An internal audit is being planned to consider how Lancashire County
Council Services currently implement the practice of making safeguarding personal. This work is
being included alongside the North West ADDAS group who are considering this issue at both a
North West and national level.

Priorities for 2017/2018
Adult MASH

Lancashire County Council Safeguarding Adults priorities for the forthcoming year are related to
Adult MASH. The Mash board is currently developing joint procedures and a joint memorandum
of understanding and the children and adults teams are working more closely together and
initially children and adult's teams are working towards a joint virtual locality team.

Making Safeguarding Personal

The Care Act (2014) Statutory Guidance's states there are six principles that underpin adult
safeguarding work: empowerment, prevention, proportionality, protection, partnership and
accountability. In addition to these principles Making Safeguarding Personal means it should
be person led and outcome focused. It engages the person in a conversation about how best to
respond to their safeguarding situation in a way that enhances involvement choice and control as
well as improving quality of life, wellbeing and safety.

There are both internal and external work streams occurring in this area and the Lancashire
County audit team are due to audit the Mash and Safeguarding Enquiry Service in quarter 3 2017
in relation to Making Safeguarding Personal.

Quality Improvement

A further priority for Lancashire County is developing a strategy for quality improvement for our
LCC regulated Care sector. CQC have recently published a report stating that 25% of care
homes are rated as poor quality with the ratings of requires improvement and inadequate. CQC
have offered to support LCC's thinking around targeting resources to ensure that citizens across
Lancashire have a fair choice of good quality residential care which does not depend on where
the person lives.






Domestic Violence

Within Lancashire County Council the Safeguarding Enquiry Service Social Worker perception is
that there are an increasing number of Safeguarding Alerts relating to Carer's and Domestic
Abuse however the data collected within this category doesn’t reflect this. The Service is
therefore ensuring that all staff within Safeguarding Service are clear regarding the Domestic
Violence definition of domestic abuse and systems support this. There is also further discussion
regarding carers and domestic violence to be taken to the board as a current theme from
enquiries.
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e Fylde and Wyre CCG

e Lancashire North CCG (Morecambe Bay CCG as of 1 April 2017)
e East Lancashire GGG

e Chorley and South Ribble CCG

e Greater Preston CCG

e West Lancashire CCG

All CCGs are well represented on both Boards, attending regularly. A number of our sub groups
are Chaired by CCG representatives: LSAB/LSCB Learning and Development Groups;
Safeguarding Adult Review (SAR)/ Serious Case Review (SCR) Groups; Mental Capacity Act (MCA)
Implementation Sub Group; Safeguarding Adults Leadership Group; and Practice with Provider Sub
Group.

Collective CCG
Response.pdf

2016/17 Feedback Report:

Seven NHS Hospital Trusts provide a range of community and acute services for children and
vulnerable adults. The NHS hospital trusts that serve the Lancashire area as follows:

e Blackpool Teaching Hospitals NHS Foundation Trust
e East Lancashire Hospital Trust

e Lancashire Care NHS Foundation Trust

e Lancashire Teaching Hospitals Foundation Trust
e Mersey Care NHS Foundation Trust (Whalley)

e Southport and Ormskirk Hospital Trust

e University Hospital Morecambe Bay NHS Foundation Trust

With the exception of Mersey Care, all Trusts are represented on the LSCB and attend on a regular
basis. The representative for East Lancashire Hospital Trust is the Chair of the LSCB QAPI Sub
Group. Lancashire Care Foundation Trust; Lancashire Teaching Hospitals; and Mersey Care are
all represented on the LSAB.

2016/17 Feedback Reports:

Blackpool Teaching Hospital East Lancs Teaching Hospital Lancs Care Foundation Trust
e i o
Lancs Teaching Hospital Mersey Care Foundation Trust Southpo:'toz;r;)(ijt;l)mrskirk
Lancasl:Z-THT.pdf Mer:?;e.pdf S:?;df
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 - FEEDBACK FROM MEMBER AGENCIES

Agency: Lancashire Clinical Commissioning Groups (CCGSs)

Key achievements and good practice made in 2016/17:

The CCG Safeguarding teams across Lancashire have actively supported the work of the LSAB
and LSCB and reinforced a partnership approach to safeguarding arrangements.

The CCGs are represented on both Boards, and have led and supported a number of health and
partnership safeguarding developments including health input to the MASH, and the
implementation of the Mental Capacity Act (MCA). The teams have proactively engaged with
the work of the LSAB/LSCB through their sub group membership. Five of the sub groups are
Chaired and led by CCG representatives.

Safeguarding Vulnerable People in the NHS — Accountability and Assurance Framework 2015
sets out clearly safeguarding roles, duties and responsibilities of all organisations
commissioning NHS health and social care. Responsibilities for safeguarding form part of the
core functions for each organisation and must be discharged effectively. CCGs are required to
ensure that there is sufficient capacity in place to fulfil their statutory duties and should regularly
review their arrangements to assure themselves that they are working effectively.

The CCGs participated in the second cohort of NHS England assurance visits and were required
to demonstrate compliance with the safeguarding accountability and assurance framework and
wider objectives, outlined by the framework. Action plans were developed and finalised during
the reporting period.

The CCGs in turn as a commissioner of local services have assured themselves that in respect
of the organisations from which they commission services and in their role of supporting of
primary care, that there are effective safeguarding arrangements in place. The annual review of
Safeguarding Self Assessments and Section 11 Audit Submissions for NHS providers and
Primary Care has been completed and reported both to CCGs and to NHSE. The CCGs take
account of the health system wide issues for safeguarding as identified in the self-assessments
as part of its work programme along with a key leadership role around health focussed
safeguarding practice issues e.g. Female Genital Mutilation (FGM), Child Sexual Exploitation
(CSE), Prevent and Looked After Children (LAC).

A Pan-Lancashire safeguarding assurance framework (SAF) group was developed and has
streamlined the annual safeguarding standards assurance process. Proportionate evidence
indicators to support standardisation and to streamline the process where the same services are
commissioned by CCGs across Lancashire have been developed. Safeguarding standards have
been developed for Primary Care based on current legislation and guidance including Royal
College of General Practitioners toolkit and GMC guidelines.

Over the past 12 months NHS England and the CCGs, both locally and regionally, have
championed work in line with national priorities for safeguarding. There has been a range of
learning events to further enhance understanding of children’s safeguarding particularly around
CSE, Human trafficking and Prevent.

The CCGs are represented on the NHS England regional sub groups of Mental Capacity Act
(MCA) and FGM, this focus enables local challenges and best practice to be shared at a






regional and national level.

The CCGs have worked collectively and independently across localities to strengthen
arrangements within primary care in a variety of ways during 2016/17 to promote safeguarding
knowledge and awareness. The teams regularly provided expert advice, support with policy
development and support with communication and interface with other colleagues. A rolling
programme of GP safeguarding training is in place, including Prevent and is well attended and
evaluates positively. The safeguarding teams are working towards implementing a safeguarding
leads/champion model for primary care across all of the CCGs to promote standardisation and
consistency in information sharing. This is already embedded in some areas.

The sample GP policy for safeguarding adults has been reviewed in line with statutory guidance
and has been circulated across the pan-Lancashire CCGs. A sample GP policy for domestic
abuse has also been developed to support primary care practitioners in the identification and
response to domestic abuse. This has been shared across pan-Lancashire CCGs to promote
consistency and includes the referral process for the new victim support services in

Lancashire. The new victim support service includes the support for victims of domestic abuse,
sexual violence, honour base abuse, including forced marriage and FGM. The policy has been
developed to provide an evidence based resource that is user friendly, with external links to the
safeguarding boards and resources.

A sample policy for voluntary, community and faith sectors (VCFS) has been developed to
support smaller providers in their identification and response to safeguarding alongside acting
as an evidence base resource linking to local adult and children safeguarding boards.

Workshops for VCFS have been delivered in some areas to support with the safeguarding
assurance framework. The sessions are well evaluated indicating a positive response where
smaller providers felt more confident in completing the safeguarding audit tool.

The CCGs are an active partner of the radar and QIiP process offering safeguarding and MCA
expertise as well as access to community and primary care services for additional wrap around
support. Over the reporting period some areas have seen a reduction of care homes in the QIP
process, which may be as a result of the implementation of additional early intervention which is
a joint targeted approach by the CCGs and Local Authority.

The safeguarding/ MCA champion model continues to grow from strength to strength. The
model has proved to be an effective mechanism to enhance safeguarding and MCA practice
across the care home sector. A strategic group of safeguarding professionals meet on a
guarterly basis to develop the workshops and to ensure the agendas are consistent and
reflective of safeguarding learning across Lancashire. The workshops have enabled a forum for
champions to network, share best practice and lessons learnt; along with presentations from
expert speakers and key information from the CCGs and Local Authority on all matters relevant
to safeguarding and MCA.

Representatives from the CCG teams are active panel members on the Domestic Homicide
Review (DHR) panels. DHRs were established under a statutory basis under section 9 of the
Domestic Violence, Crime and Victims Act (2004). The DHR statutory guidance published
December 2016 was amended to include NHS England and CCGs as statutory partners. The
CCG as a specified body is required to participate in the DHR process with the aim of
establishing lessons learned regarding the way professionals and organisations work together to
safeguard victims. The purpose of a DHR is to contribute to a better understanding of the
nature of domestic violence and abuse and to highlight good practice. Lessons learnt following
the findings include the response to male victims of domestic abuse and recognition that female
perpetrators of domestic violence are under-represented in the field of research. Risk
assessment and information sharing along with the need to strengthen safeguarding procedures
for adults, children and families and application to the whole family unit is an area of continued
development.






CQC Inspection Feedback

e Areview of safeguarding children and looked after children across health services of
Lancashire was undertaken in June 2016. The review was carried out under section 48 of
the Health & Social Care Act 2008, following an agreed methodology which is set out on the

CQC website

e The CQC report published in August 2016 provided a narrative account of the quality of
health services for looked after children and the effectiveness of safeguarding arrangements
within health for all children and recommendations. There were no specific judgements on
performance within this methodology

e The report acknowledged the good practice that already exists across Lancashire and a
number of recommendations for improvement were made. An action plan steering group
established to work jointly with partners and overseen by NHS England.

e The focus of the group was to ensure that developed actions reflected the recommendations
from the CQC and the outcomes achieved ensure that services for safeguarding and looked
after children are improved and are consistent across Lancashire.

e Organisational action plans have informed a Lancashire wide action plan submitted to CQC
with positive feedback. The CQC reported a strong imperative to address gaps and promote
fairness in access across Lancashire. A further submission of the Lancashire wide plan to
the CQC included a summary of the progress made and key areas of developments from all
organisations

Monitoring will continue to be undertaken by CQC through the work of the area’s inspection
managers within their routine meetings with providers and the CQC action plan steering group
will continue to hold meetings to help support continuous improvement

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

Lancashire North CCG

From 1st April 2017 NHS England and Cumbria and North Lancashire CCG boundaries
changed. Under the new arrangements, the NHSE Lancashire team will become NHS England
Lancashire & South Cumbria. Furthermore the boundary of the current Lancashire North CCG
will expand to include the GP practices in South Cumbria, covering the CCG localities of
Furness and South Lakes, and the organisation will become known as Morecambe Bay CCG.
The GP practices in the localities of Allerdale, Carlisle, Copeland and Eden will remain in
Cumbria CCG.

This is an organisational change that relates to the planning, commissioning and contract and
performance management of services. It does not affect the delivery of services to patients.

Changing CCG and NHS England boundaries to match the Lancashire and South Cumbria
health care system and planning footprint will have a number of benefits including:

e Having a single clinical commissioning group to plan and buy health services in
Morecambe Bay

e Having a single NHS England team to commission services across the whole area

e Supporting the creation of an accountable care system for Morecambe Bay that will mean
organisations share planning and budgets for health and care

e Reducing duplication across Lancashire and Cumbria & North East, which will ensure we
make best use of NHS resources

Priority has been given to ensure stability of services and the respective CCGs and NHSE are
working closely together to ensure a smooth transition during 2017.






East Lancashire

In East Lancashire there has been a drive to work more collaboratively with our neighbouring
CCG in Blackburn with Darwen. As a consequence Safeguarding Teams have amalgamated as
per enclosed paper. There will still be accountability held with the two CCG Governing bodies,
but the work undertaken by the Heads of Safeguarding and Designated leads will cover East
Lancashire and Blackburn with Darwen — which means covering two Safeguarding Children
Boards, two Safeguarding Adults Boards and their sub groups, along with Corporate Parenting
Boards.

Enclosed is a plan for the new model, further information in relation to portfolio leads etc. will be
circulated in due course.

CCG Quality

Committee Pennine L:

Adults Safeqguarding

e Maintaining consistency and embedding safeguarding and MCA practice within the
independent sector and VCFS due to the high turnover of staff and challenges in retention
and recruitment of nurses.

e Development of a process to strengthen and standardise Court of Protection (CoP)
applications within the CCG/CSU and LCC across Lancashire and manage the risk relating
to unlawful DoLS

e Improving the link with SAB and community safety partnerships where there are
recommendations from DHRs

Any further comments:

East Lancashire CCG has commissioned a bespoke project across the regulated care sector in
order to better understand the views and thoughts of services users and vulnerable adults in
accessing commissioned services in line with the overarching personalisation agenda, to
improve quality and reduce abuse and neglect.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Hazel Gregory Agency: | Blackpool Teaching Hospitals NHS
Foundation Trust

Key achievements and good practice made in 2016/17:

1. Introduced an IDVA role to work alongside BTH practitioners, providing advice and support to staff
and patients. Earlier help for victims, expert advice for staff and patients which has resulted in better
outcomes for children and families.

2. Children’s Emotional health and Wellbeing Options CAMHS Cashers and YoutherapY. The services
are closely aligned to the Pan Lancashire EHWB Transformational Plan focussing on Improving
access, promoting resilience, care of the Vulnerable, training the workforce etc. The services have
good levels of engagement and a willingness to engage and transform.

CAMHS introduced Primary MH practitioners consulting in schools, and undertaking a consistent
training delivery across Lancashire.

YoutherapY- recruited to Headstart Counsellors working in schools and their communities, specific
CLA Counsellor in post, and continue to have a presence in Youth ability the Younger persons Job
centre. CLA are fast tracked and seen by wider services such as Youtherapy which is more suited to
their needs. Improved connectivity to schools and CYP mental health options due to the new roles.

Casher support to CYP in A&E in emotional distress every weekday evening until 20pm, weekends
and Bank Holidays, this is a sound example of a person centred new initiative. Casher has ensured
CYP are not admitted to general paediatric wards if this is the best thing for the children, all children
are followed up to ensure pathways are open to them and barriers are eliminated. They get a strong
and safe assessment which has the child at the centre but it is also family/ carer focussed.

3. Reaching Out to Children in Care (ROCC) initiative to engage hard to reach Looked After Children,

offering drop ins to residential placements and the care leaving service. Developing a risk monitoring
tool that was recognised as innovative practice by the CQC to monitor risk and health needs to inform
level of intervention needed. The initiative was recognised at the Nursing Times Awards and was a
finalist in the Children & Adolescent category. There was an increase in the uptake of health
assessments, registrations and GPs & dentists and increased awareness of the service. There is an
increased awareness of the Children Looked After nursing team amongst children, their carer’s,
residential placements, social care and other partnership agencies to ensure the improved health &
well-being and early intervention to identified risk factors.

4. Hosted a national/Multi-agency Modern Slavery and Human Trafficking Conference. Demonstrated
by national/international speakers. Personal words from Kevin Hyland, Anti-slavery commissioner
and over 300 delegates. Evaluations, 99% were excellent and that multi-agency staff had gained new
knowledge that would influence practice.

5. Head of Safeguarding invited member of national systems leader vulnerability network — launched by
minister and home office. The network is a collective opportunity to encourage transformation
nationally and locally through peer support, innovative practice and by improving collaboration. It will
impact on improved outcomes for vulnerable children and adults.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

¢ IDVA - The initial evaluation demonstrated earlier involvement and a significant workload, this quality
service was recognised and additional funding has been agreed supported by the OPCC.

e CQC inspection June 2016.

e L CC funding for CLA ceased.






Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

Introduced an IDVA

Expanded CASHER service

Dedicated IHA clinics

Co-located health duty staff in Fylde and Wyre and Lancashire North continues to work well, resulting
in health involvement in the majority of strategy meetings during office hours.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Jenny Robertson Agency: | ELHT

Key achievements and good practice made in 2016/17:

ELHT's Safeguarding Team is now up to full compliment. A Named Nurse was appointed in April 2016
and a Named Midwife was appointed May 2016. Previously the Named Nurse was a combined role to
include the named Midwife role. ELHT have recognised that to drive the safeguarding children agenda
and to be compliant with the Intercollegiate Document 2014 these roles needed to be separate. The
Safeguarding Team has also seen the development of Band 6 Safeguarding Practitioners to support the
development of the Safeguarding Children Team.

CP-IS (Child Protection Information Sharing System)— ELHT have been successful in implementing CP-
IS in Unscheduled Care settings for ED, Children’s and are currently developing the introduction of CP-IS
in Maternity Unscheduled Care settings.

CP (Child Protection) Medical meetings to develop better ways of working with CSC to ensure that
children are seen at the appropriate time to afford a child led service to reduce the length of time children
are waiting for medicals and are seen during working hours.

Continued Tri-annual CSC and Paediatric meeting to review the multi-agency working between health,
police and CSC. This affords a greater understanding of the roles and responsibilities of health, CSC and
Police and ensures effective multiagency communication for safeguarding children.

ELHT continue to contribute to the monthly Complex Case Tracking meetings for cases where there is
drift or limited progress despite multiagency working. This has been instrumental in ensuring that cases
are progressed and outcomes for children remain at the centre of all agencies work.

ELHT have provided full engagement with the LSCB audit calendar.

The Head of Safeguarding alongside the Safeguarding Team have developed a Safeguarding Strategy
for 2017-2020. This incorporates the current work streams to continue to drive the Safeguarding Children
Agenda throughout the organisation.

ELHT have continued to champion the PREVENT agenda and have trained 83% of all staff in PREVENT.

ELHT continue to deliver safeguarding children training at Levels 1 to 3 and have maintained and
exceeded the CQC target of 80% compliant at all Levels. This includes CSE training.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

CQC safeguarding and Looked After Children inspection — Action plan ongoing. There has been some
development within the Action Plan but there are still some actions outstanding but there are work
streams in place to ensure that the outstanding actions are completed, particularly for ED and maternity.

Despite NHS staff across the UK doing their utmost to maintain standards of care for patients, there is
unprecedented demand on NHS service. These demands upon the NHS could have an impact on the
guality of safeguarding children activity.

East Lancashire NHS Trust incorporates two boroughs, East Lancashire and Blackburn with Darwen
which is a unitary authority. All child deaths in this area are reported to the Safeguarding Team within
ELHT. The table below demonstrates the total number of child deaths Pan-Lancashire and those that
ELHT are responsible for completing the e-CDOP form are highlighted. This demonstrates that ELHT
have been required to complete the e-CDOP form for 49% of all child deaths across Lancashire,
Blackburn and Blackpool.






Area No of Deaths
East Lancashire 33

BwD 26

Blackpool 14

North Lancs 18

Central Lancs 30

Total 121

There is a defined timeline for submission of CDOP reports which puts an added pressure on the
Safeguarding Team to submit completed reports in a timely manner.

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

Full engagement with the LSCB audit calendar.

The Safeguarding team structure has been strengthened and developed following ELHT’s Safeguarding
Review in 2015/16.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Susan Norbury Agency: | Southport and Ormskirk NHS Trust

Key achievements and good practice made in 2016/17:

Head of Safeguarding post recruited to. Review of safeguarding in the organisation undertaken by
the Head of Safeguarding

Named Nurse for adults and two out of three Safeguarding Adult Specialist nurses recruited to
following review of safeguarding by the Head of Safeguarding. Recruitment of two safeguarding
children specialist nurses and administrative support also undertaken

Significant improvement in the safeguarding training compliance at all levels making the Trust CQC
compliant

Positive feedback following Section 11 peer audit review and Sefton Safeguarding Board visit to both
hospital sites. “Think Family” approach of adult A&E staff recognised during Sefton visit

Increased multi agency working, Board attendance and sub group attendance

Multi agency and Trust Audits completed. Trust staff will be part of the Sefton multi agency Audit Pool
following praise at the standard of auditing

Improved DoLS process with a live database to capture activity

Significant increase in completion of risk assessments and MARAC referrals following additional
Domestic Abuse training within the organisation

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

Trust CQC overall rating of Requires Improvement following inspection in April 2016
Safeguarding review by Head of Safeguarding on starting in post 1.6.17

Training compliance poor

Limited safeguarding resource until recruitment, most posts in place by March 2017

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

Recommendation Actions / progress
An independent safeguarding review has Safeguarding review completed and significant
commenced to support the Head of Nursing for resources agreed to increase the safeguarding

Safeguarding on commencing in post, however this | taam from 3 WTE to 9.5 WTE including

has not yet concluded administrative support

The Head of Nursing for Safeguarding role has been | Work plan generated for 12 month period and
recruited to with the successful candidate starting | progress monitored via the safeguarding steering
inJune 2016. Itis anticipated the Head of Nursing | 4 Safeguarding assurance meetings attended
for Safeguarding will develop a work plan to . .

. ) by Designated Nurses and Local Authority.
address the safeguarding agenda, with the ) , "
contract query a priority Contra.\ct que.ry remained in place due to t.ralnmg

compliance figures, however currently being
reviewed at the end of March 2017 given the
significant increase in training compliance ,
making the Trust CQC compliant against






safeguarding training.

Development of processes to capture new KPI Quarterly KPI's completed and sent to CCG
activity, although the data set has not been shared Safeguarding Service. Processes in p|ace to

by the CCG capture activity as requested

Any further comments:

Recruitment to the Safeguarding team and a concentration on training has been the key focus this year.
Regular meetings have taken place with Chief Nurses from Sefton and West Lancs and Designated

Nurses to report progress against action plans. Chief Nurse’s recognition regarding improvements in
safeguarding and assurance being evidenced.
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Lancashire Safeguarding Adults Board

ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Bridgett Welch Agency: | LCFT

Key achievements and good practice made in 2016/17:

The Safeguarding Team have worked within the changing landscape of commissioning to maintain a
coordinated approach to safeguarding across LCFT, continuing to monitor delivery of the LCFT
Safeguarding Vision which aligns the national and key local priorities to improve safeguarding outcomes
across LCFT. The Safeguarding Team are integral to the Nursing and Quality Directorate, supporting
core business and delivery of the Trust Quality Plans and Vision for Quality.

The Trust had a full CQC Compliance Inspection across all services in September 2016, safeguarding
and application of the MCA were overlaid across all areas inspected. The Trust received a well-deserved
rating of GOOD, inspectors noted the care and compassion they observed from staff.

Other headline achievements have been:

e Maintained a safeguarding communication update system on relevant national or local
safeguarding issues, utilising LCFT website, intranet, Safeguarding Newsflash and weekly
bulletin.

e Updated the LCFT Safeguarding Policies and Procedures as new hational guidance has been
issued all are current and available via Trust Intranet.

¢ Implemented the new Policy for Managing Visits by Celebrities and VIPs, this was signed off at
the LCFT Safeguarding Group in May 2016.

e Active participation from the Safeguarding Team / MASH Practitioners in influencing the ongoing
Lancashire MASH Diagnostic undertaken across the County.

o Work was completed to strengthen the interplay between the Mental Health Act (MHA) 1983 and
2007 and the Mental Capacity Act (MCA) (2005) and The Mental Capacity Act Deprivation of
Liberty Safeguards (MCA DOLS 2009) relevant to the Trust responsibilities to strengthen systems
for managing how the legislation is applied in services.

e LCFT Safeguarding Team hosted a safeguarding conference in June 2016 focusing on Prevent
and Modern Day Slavery, this was funded by NHS England. 140 delegates attended and the
conference evaluated well.

The Trust Board issued a public Modern Slavery & Human Trafficking statement recognising the
importance of eliminating modern slavery from supply chains and pledging commitment to the agenda.
“Duty to Notify” when there is a suspicion that a person may be a victim of trafficking is not statutory for
health agencies to make a notification. The LCFT Safeguarding Team has recommended voluntary
notification is best practice.

LCFT Safeguarding team are represented on the Pan Lancashire Human Trafficking and Sex Workers
Group led by the Lancashire Constabulary. It is within this forum that we were made aware of ‘Duty to
Notify’ in the case of suspected victims of modern slavery and human trafficking. It is acknowledged that
this is not a statutory requirement of health organisations; however, it was identified as good practice that
LCFT front line practitioners make voluntary notifications, if they suspect someone may be a victim.

Awareness sessions and a flowchart have been developed for staff which involved close liaison with the
constabulary to ensure a consistent approach and messages given.

Training:

We have achieved over 82% compliance with Mental Capacity Act (MCA) Level 1and over 94%
compliance with Safeguarding Adults Level 1. The Safeguarding Team test out learning following training
using a performance-based approach that is results orientated. Changes to practice are captured as a
result of staff implementing the learning and achieving outcomes






Q1 Q2 Q3 Q4
Safeguarding Adults Level 1 85.99% 91.00% 92.16% 94.17%

Mental Capacity Act (MCA) Level 1 75.27% 79.0% 80.06% 82.14%

The LCFT Safeguarding Team continue to actively contribute to Section 42 safeguarding enquiries
across designated Local Authority areas in line with the requirements of the Care Act (2014) by providing
relevant information, a clinical perspective and wider contribution to assessment, care planning, risk
management and mitigation strategies. This has been a particular challenge due to the volume of quality
concerns highlighted in the care home sector which in some cases has resulted in residential and nursing
home closures.

A standardised safeguarding referral process is now in place within Lancashire and BwD when Section
42 Local Authority enquiries are in process to support a more streamlined process for information
requests, to ensure appropriate information sharing and a clinical contribution to support enquiry

Safeguarding Assurance for Long Term Segregation and Seclusion

The revised Mental Health Act Code of Practice (2015) now requires all providers notify and engage with
the host local authority safeguarding service of any long term seclusion or segregation. The purpose of
this natification is to allow external scrutiny of systems, processes and decision making. ‘Long term
segregation and seclusion’ in this context refers to any situation where a service user is not allowed to
mix freely with other service users in a ward environment, for a period of seven consecutive days or
longer. Meetings have taken place across the County with health and local authority colleagues to
develop a toolkit designed to support both providers and the local authority to ensure that there are
robust systems in place to monitor the welfare and care for the service user during their time in long term
segregation and seclusion.

LCFT routinely inform the local authority of any such instances as required within the MHA Code of
practice and as expected by the Care Quality Commission (CQC). Lancashire County Council (LCC)
have agreed a process. The CQC Mental Health Act monitoring and inspection process also monitors
compliance with the reasonable use of the MHA and that would include proportionate use of segregation.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

The rapidly growing and international nature of the safeguarding agenda; particularly surrounding
modern slavery, human trafficking, Female Genital Mutilation (FGM), PREVENT and the vulnerability of
people from black and minority ethnic backgrounds places an increasing demand and pressure on the
Safeguarding Team resource. The Safeguarding agenda is ever increasing with increased scrutiny on
performance and organisational accountability.

We will continue to drive a Trust-wide response to strengthen and embed the Domestic Abuse agenda
into clinical practice, particularly within adult service providers to ensure routine enquiry is integrated into
thinking and assessment practices.

Further work is underway to embed routine enquiry relating to domestic abuse into practice. Local
findings from domestic homicide reviews across Lancashire mirror national findings and highlights
possible high risk factors if mental health, substance misuse, previous violent behaviours or carer issues
are present. Therefore in accordance with national recommendations, NICE Guidance and LCFT policy
it is necessary that health practitioners across LCFT implement the use of routine enquiry into practice
when completing assessments with service users. Implementation and strengthening of routine enquiry
and the safeguarding assessment is underway.

The Trust is achieving 79.8% compliance with Level 1 MCA training, against a target of 80%. This shows
a continued increase in compliance. Funding was secured to Commission external Deprivation of Liberty
Safeguards (DoLS) training. However, there remains a challenge in achieving compliance with Level 2
MCA essential training. The publication of the Intercollegiate Document (2016) for roles and
competencies in relation to safeguarding adults will require a full review of the training plan. This will
pose a challenge within the organisation as existing safeguarding resources will be stretched to deliver
the increased training requirements. LCFT Safeguarding Team will continue to work alongside the
Quality Academy to review the mandatory training offer.






MCA DolLs: Patients referred to Lancashire County Council (LCC) (Supervisory Body) for a DoLS
Authorisation are still not being assessed within the statutory timescales, thus DoLS are not being
authorised. LCC has a backlog and this figure continues to grow. The Trust has appropriate safeguards
and processes in place to monitor outcomes and activity.

Anecdotal information to the Team illustrates the numbers of families asylum seeking asylum are
continuing to increase across Pennine and Central Lancashire. This is likely to have an impact upon the
capacity within the local health economy and LAC Nurses.

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

There has been significant Safeguarding activity across LCFT Mental Health Services.

Contacts to the Safeguarding Team for advice and support have risen. This may be attributed to the
increased awareness of the safeguarding adult’'s agenda, increased responsibilities and complexity of
cases that staff are engaged in. The Harbour staff are offered bespoke training that covers safeguarding
adults training and Mental Capacity Act training on the same day.

The MCA Named Professional has continued to provide expert advice and support to clinical and medical
staff, providing specialist knowledge to inform care and service delivery. This has included:

o Development of an MCA DoLS leaflet for service users and their families.

e Delivery and design of a rolling training programme in place and additional external training has

been commissioned to increase awareness and develop competencies.

Bespoke MCA training has also been delivered to individual service lines / teams to meet need.

A pathway and guidance has been issued to all Consultants regarding the interface between the

MCA and Mental Health Act (MHA), to remind them of the guidance within the Code of Practice.

Processes are in place to ensure links and reporting to CQC.

LCFT process to inform the coroner if a patient dies and is subject to a DoL.

Guidance for best interest decisions is available for all staff.

Developed information leaflets around DOL and guidance has been issued around the use of

MHA / MCA.

e Supported multi-agency development of a short You Tube film which includes people who lack
capacity, discussing it. It's an introduction for staff, carers and others; all about the Mental
Capacity Act. https://www.youtube.com/watch?v=z37 |IcDkXWg&feature=youtu.be

Domestic Abuse (DA) / Forced Marriage (FM) / Honour Based Abuse (HBA) is included in all L1 L2 and
L3 training — mandatory for staff in accordance with role — there is additional MARAC, DA and impact on
children training and FM/HBA/FGM delivered across all localities internally and staff have access to
LSCB training. Domestic abuse is included within safeguarding adults level 2 training.

LCFT Domestic Homicide Reviews (DHR) action plan is in place and under further review. This has been
triangulated with the benchmark of the NICE guidance, domestic violence and abuse.

Routine enquiry is expected in services working closely with families, further work is underway to
strengthen routine enquiry in Mental Health Services. LCFT Making Every Contact Count (MECC)
programme Phase 2 training has been developed to increase awareness and include routine enquiry in
respect of Domestic Abuse.

We commissioned a Theatre Company to deliver MCA and Domestic Abuse training events in response
to a thematic review of DHR'’s and subsequent action plan.

There is a policy in place for staff experiencing domestic violence and those who may be perpetrators —
there is access to support/advice and counselling.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 - FEEDBACK FROM MEMBER AGENCIES

Report author: | Julie Seed Associate Director Agency: | Lancashire Teaching Hospitals
Safety and Governance

Key achievements and good practice made in 2016/17:

Over the last year the trust has continued to work collaboratively within the Lancashire footprint
promoting collaborative working. The trust supports many sub-committees that report into the Lancashire

Childrens and Adult Safeguarding boards. The trust has contributed to multi-agency themed reviews.

The trust was a part of the first cohort to undertake utilisation of the CPIS system and is currently

supporting other trusts with their implementation.

Throughout the year we have been working with our local mental health trust to improve the services we

offer to our patients who may be suffering with their mental health leading to physical iliness. .

The trust was part of the MCA EBook that was created with partner agencies this was celebrated in the

National Mental Capacity Forums Chairs annual report.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

A key challenge for the trust has been the delivery of training in relation to children’s and adults. This was
highlighted by the Care Quality Commission inspection in September 2016. Due to changes in the team
this was recognised and the safeguarding were directed to provide front line support to staff therefore
providing operational expertise. A review of the training has been undertaken and approved by the trust
safeguarding board. The Care Act implementation and the additional categories of abuse have required

education and knowledge to be cascaded across the trust

The CQC also highlighted out of date policies this has now been addressed and a review of procedural

documentation management is underway.

There has been an impact on the number of unauthorised DOLS due to pressures on the supervisory
body.

Any further comments:

Future plans:
For 17/18 the trust will be focussing on:

e Focus on Hate Crime, Honour Based Violence, forced marriage and FGM

e Planin place to increase training compliance to 90% by Dec 2017






Develop Mental health documentation and education across the Trust

Development of Transition Services for Young People
Embed safeguarding training and ensure compliancy in line with intercollegiate document

Development of transition services for you young people and to ensure the children and young
people are fully involved in the planning and evaluation of services.

Develop a policy for human trafficking/ modern slavery and for supervision.
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Lancashire Safeguarding Adults Board

ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Sandra O’Hear Agency: | Mersey Care NHSFT (Whalley)

Key achievements and good practice made in 2016/17:

¢ Involvement in the LSAB for the first time as previously providers were not invited to attend
Good multi- agency working with some complex cases involving vulnerable adults— one of which
resulted in two successful prosecutions for offences against adult service users. (Pursued under
the Care Act 2014).

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

e The service changed from Calderstones Partnership NHSFT to become a division of Mersey
Care) Specialist Learning Disability Division) when acquired by Mersey Care NHSFT in July 2016.

Any further comments:

Although the Trusts involvement with the LSAB is recent, the Board and sub-groups are both informative
and meaningful, therefore the involvement has been welcomed
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Lancashire Probation Trust (now: HM Prison and Probation Service) — The specific duties of the
National Probation Service (NPS) are: to provide advice to Courts and deliver pre-sentence
assessments; management of all high risk of serious harm offenders; management of all offenders
sentenced to 12 months or more for a serious sexual or violent offence; and the management of all
offenders who are subject to statutory supervision and are registered sex offenders.

Public protection, including safeguarding children and vulnerable adults is a key priority and
thorough and robust safeguarding arrangements are in place. The service work closely with other
agencies and make necessary checks and referrals at pre-sentence stage and throughout our
period of contact. In Lancashire the service currently supervises around 3,440 cases, predominantly
violent and sexual offenders with a high number of domestic violent offenders.

The Probation service is represented on both the LSAB and LSCB, attending regularly and engaging
in work of the sub groups and task and finish approaches.

.

2016/17 Feedback Report: NPS.pdf

Cumbria and Lancashire Community Rehabilitation Company (CLCRC) delivers offender
management and rehabilitation services to offenders assessed as presenting a low and medium risk
of serious harm. These could be serving community sentences or be sentenced to custody in which
case CLCRC will be involved in their rehabilitation both inside prison and in supervising the post
release licence. CLCRC delivers a range of programmes to help rehabilitate offenders by providing
access to learning new skills, changing and challenging offenders thought processes and managing
risky behaviour. In particular, and central to safeguarding, CLCRC delivers 2 specific domestic
abuse programmes in addition to modules to address emotional resilience, conflict resolution and
stress resilience.

CLCRC is represented on both the LSAB and LSCB with regular attendance and engagement with
various workstreams.

CRC Cumbria &
Lancashire.pdf

2016/17 Feedback Report:

Children and Family Court Advisory and Support Service (Cafcass) is a non-departmental
public body sponsored by the Ministry of Justice. The role of Cafcass within the family courts is: to
safeguard and promote the welfare of children; provide advice to the court; make provision for
children to be represented; and provide information and support to children and families.

Cafcass is represented on the LSCB, attending on a regular basis.

%y

2016/17 Feedback Report: - CAFCASS.pdf
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2016/17 Feedback for Annual Report
National Probation Service

The specific duties of the National Probation Service (NPS) are: to provide advice to Courts and
deliver pre-sentence assessments; management of all high risk of serious harm offenders;
management of all offenders sentenced to 12 months or more for a serious sexual or violent
offence; and the management of all offenders who are subject to statutory supervision and are
registered sex offenders.

Public protection, including safeguarding children and vulnerable adults is a key priority and
thorough and robust safeguarding arrangements are in place. The service work closely with other
agencies and make necessary checks and referrals at pre-sentence stage and throughout our
period of contact. In Lancashire the service currently supervises around 3,440 cases,
predominantly violent and sexual offenders with a high number of domestic violent offenders.

Safeguarding activity is supported by Multi Agency Public Protection Arrangements (MAPPA)
which are in place to manage the risk posed by the most serious sexual and violent offenders.
MAPPA bring together the National Probation Service, Police and Prison Services into the MAPPA
Responsible Authority which works with other Duty to Cooperate agencies including Social
Services and Youth Offending Teams, to share information and agree a multi-agency plan to
manage any identified risks. It is a requirement that agencies meeting under MAPPA consider
whether disclosure needs to be made to any individuals or organisations (e.g. schools) to enable
them to make decisions to protect themselves and /or their children from the risks posed by a
MAPPA offender.

The updated multi-agency safeguarding guidance, Working Together 2015, reinforces the
important role of providers of probation services in safeguarding work. Where an adult offender is
assessed as presenting a risk of harm to children, the offender risk management plan should align
and be integrated with any associated child protection plan. For any offender who is a parent, their
Probation Officer should consider whether the work undertaken with them will impact on their
parenting responsibilities and whether it could contribute to improved outcomes for the offenders
children. In Lancashire we prioritise safeguarding through risk management of offenders in the
community. We believe there is scope to expand the focus to support better outcomes for the
children of prisoners in partnership with other agencies.

NW Lancashire NPS are working with the National Autistic Society to improve how we work with
adults with autism. Autism Accreditation has been operating since the early 1990’s and covers a
vast array of service areas. The National Autistic Society’s (NAS) Autism Accreditation Team
began working to develop standards specifically for prisons in 2014.

Andrew Selous MP as Minister for Prisons, Probation and Rehabilitation visited one of the pilot sites,
HMYOI Feltham to learn more about this work and to see the benefits for the prisoners and also the
prison itself. Mr Selous then asked NAS if they would look at a pilot for probation (NPS and CRCs)
which commenced in 2015.

NPS Lancashire have been invited to join the pilot from January 2016 and will further inform the
standards.





The pilot sites will work through the standards and NAS will provide support via an accreditation
adviser to find the evidence that shows that we are meeting the standards. The process takes
around three years and we are currently in year one.

NPS policy & guidance in relation to safeguarding adults at Risk was issued in January 16. A
regional adult safeguarding plan was launched in March 2016.

All staff have completed the NPS mandatory e learning for adult safeguarding.

Adult safeguarding training is part of a bundle of compulsory training delivered nationally by NOMS
and launched in early 2016. Staff must complete an e-learning module before accessing classroom
training. There is a roll out of Connect 5 training — 2 % days training aimed at improving emotional
well-being of service users. All Offender managers will undertake 2 days of Personality Disorder
training in 2016/17. All practice staff have completed WRAP 3 training this year. All staff have
attended a briefing in relation to the use of the Communication assessment tool developed by
Calderstones NHS trust. Cases are screened & completion of the tool monitored.

The NPS in Lancashire is committed to supporting the LSCB and LSAB as a statutory partner and
contributes to relevant sub groups. We also attend MARAC and Community Safety meetings within
the area which contribute to safeguarding. The NPS has an interim safeguarding children policy
which reiterates there is mandatory child safeguarding training in place for all practice staff and
attendance is monitored. We welcome closer collaboration with Social Care Services in the future.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Sarah Morris Agency: | Cafcass

Key achievements and good practice made in 2016/17:

Cafcass (the Children and Family Court Advisory and Support Service) is a non-departmental
public body sponsored by the Ministry of Justice. The role of Cafcass within the family courts is: to
safeguard and promote the welfare of children; provide advice to the court; make provision for
children to be represented; and provide information and support to children and families.

The Lancashire data is attached:

CAFCASS DATA -
LFJB Report Blackbu

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

The demand upon Cafcass services grew substantially in 2015/16 with a 13% increase in care
applications and an 11% increase in private law applications. The grant-in-aid provided by the
Ministry of Justice was smaller than the previous year. Notwithstanding this, Cafcass has met all of
its Key Performance Indicators.

The following are examples of work undertaken by Cafcass in 2014/15 to promote the continuous
improvement of our work and support reform of the Family Justice:

Revision of both the Quality Assurance and Impact Framework and Supervision Policy which
together set out the organisation’s commitment to delivering outstanding services, and the ways in
which staff are supported to achieve this and the quality of work is to be monitored. The Framework
integrates the impact of the work on the child into the grade descriptors so that evidence of positive
impact is to be present, alongside compliance with the expectations of Cafcass and the Court, for
an outstanding grade to be achieved.

Implementation of the Equality and Diversity Strategy. This entails: a network of Diversity
Ambassadors who support the development of staff understanding and skill; the holding of
workshops; a themed audit on the impact of diversity training on practice.

Extending the Child Exploitation Strategy introduced in 2014/15 to include trafficking and
radicalisation as well as sexual exploitation. Key elements of the strategy include: Ambassadors
(at a service area level) and Champions at a team level to have a ‘finger on the pulse’ of local
issues and to support learning; training and research (including a study of 54 cases known to
Cafcass in which radicalisation was identified as a feature).

Working with a range of partners across family justice, children’s services and the voluntary sector.
Examples include Local Family Justice Boards (Cafcass chairs 12 of the 46 of these), the judiciary,
the Adoption Leadership Board and the Association for Directors of Children’s Services with whom
Cafcass has developed the social work evidence template for use in care cases, and with whom we
are developing good practice guidance for children who are accommodated by the local authority

The development of innovations that are aimed at improving our practice and supporting family
justice reform. These include: piloting the provision to our Family Court Advisers of consultations
with a clinical psychologist; the extension of Family Drug and Alcohol Courts; the supporting
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Summary of Blackburn/Lancaster DFJ Performance
Apr-17
Please note that the latest quarter's data appears as quarter to date and may not be reflective of a full quarter's figures. Data is updated on the third working day of each month.
Public Law
Blackburn Local Authority made 12 Care (s31) Applications between Apr-17 and Apr-17. This represented a 500% increase from the previous year (10 cases).

Nationally, there was a 28% increase (270 cases) in in Care (s31) Applications in the same period.

Public Law Care Demand (Blackburn LA)

2014-15 2014-15 2014-15 2014-15 2015-16 2015-16 2015-16 2015-16 2016-17 2016-17 2016-17 2016-17 201/ 18
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

m Blackburn
2016-17 2017-18 YTD
2016-17 Q1| 2016-17 Q2| 2016-17 Q3]|2016-17 Q4[2017-18 Q1|2017-18 Q2|2017-18 Q3[2017-18 Q4 # %
Blackburn 23 26 20 24 - - - - 10 500%
National 3,669 3,802 3,535 3,569 1,031 - - - 270 28%

s31 Application duration for the Blackburn/Lancaster DFJ was 30 weeks in 2016-17 Q4, longer than (3 weeks) in 2016-17 Q3. Nationally, the average duration was 31 weeks in 2016-17
Q4 longer than (2 weeks)the previous quarter.
This data is refreshed on a monthly basis and may differ from durations as noted in the Cafcass Heat Maps.

Average Care (s31) Application Duration in Weeks
(Blackburn/Lancaster DFJ vs. National Average)

2014-15 2014-15 2014-15 2014-15 2015-16 2015-16 2015-16 2015-16 2016-17 2016-17 2016-17 2016-17 2017 18
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

mNational ®Blackburn/Lancaster

2016-17 2017-18
2016-17 Q1| 2016-17 Q2| 2016-17 Q3|2016-17 Q4[2017-18 Q1|2017-18 Q2[2017-18 Q3|2017-18 Q4
Blackburn/Lar 27 25 28 30
National 30 28 29 31

For all care cases closed in Blackburn/Lancaster DFJ over the last three months (Feb-17 - Apr-17), the interval to CMH was 11 working days which means on average the CMH are listed
earlier than the revised PLO guidance (between 12 and 18 working days). This compares to the nation average interval of 14 working days.

Interval: Application to 1st CMH (Avg. Working Days)
(Blackburn/Lancaster DFJ v. National Average)

m Blackburn/Lancaster

CMHs % of

% first CMHs ~ more than Average Cases

Interval: Interval: lessthan 12 19 w. days % first Average % of number of with more
Application to Application to w. days from  from issue hearings  number of % of Cases cases that total

1st CMH (avg last CMH (avg issue of the of the  which are CMH per % of Cases % of Cases  with more end at hearings
working days) working days) application application not CMH case with 1 CMH with 2 CMH than 2 CMH IRH per case
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In Blackburn, the rate of care applications per 10,000 children was 19.8 in 2015-16. This was an increase on the previous year. The rate in Blackburn is higher than the national rate of
11 for 2015-16.

Care Applications per 10,000 Children (Blackburn LA v. National
Average)

2010-11 2011-12 2012-13 2013-14 2014-15 2015-16

m National mBlackburn

2011-12 2012-13 2013-14 2014-15 2015-16

Blackburn
National

Private Law
Blackburn/Lancaster DFJ received 81 Private Law Cases between Apr-17 and Apr-17. This represented a -29% decrease from the previous year (-33 cases).
Nationally, there was a 22.6% increase (176 cases) in Private Law Cases received in the same period.

Private Law Case Demand (Blackburn/Lancaster DFJ)

2014-15 2014-15 2014-15 2014-15 2015-16 2015-16 2015-16 2015-16 2016-17 2016-17 2016-17 2016 17
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3

2016-17 2017-18 YTD
2016-17 Q1| 2016-17 Q2| 2016-17 Q3]2016-17 Q4|2017-18 Q1|2017-18 Q2|2017-18 Q3|2017-18 Q4 # %
Blackburn 288 333 306 301 - - - - - 33 -28.9%
National 10,066 10,238 9,667 10,416 2,876 - - - 176 22.6%

During the last three months, Feb-17 - Apr-17 there were 307 C100s issued by Blackburn/Lancaster DFJ. The interval between Court Issue and Cafcass Receipt was 8.6 days, this was
longer than the National average of 5.4 days. The interval to First Hearing was longer than the National average at 7 days. Nationally it was 6. Of all C100s received in the period, 23%
had the First Hearing listed less than 4 weeks from Cafcass receipt which may not have provided sufficient time for Cafcass to fulfill its safeguarding duties. Nationally, this happened on
22% C100s received. 39% of C100s were received with missing information on them, Nationally it was 33%.

Average Interval - Court Issue (C100) to Cafcass Receipt in Average Interval - Court Issue (C100) to 1st Hearing
Working Days (Blackburn/Lancaster DFJ vs. National in Working Days (Blackburn/Lancaster DFJ vs.
Average) National Average)
mNational = Blackburn/Lancaster mNational = Blackburn/Lancaster
% First Hearings listed <4 weeks from Cafcass Receipt % C100s received with Missing Information
(Blackburn/Lancaster DFJ) (Blackburn/Lancaster DFJ)

% C100s
Interval: issue received % C100s % C100s

to Cafcass Interval: issue less than 4 with missing with absent

C100s receipt (avg to 1st hearing  wks to 1st info on

received work days) (avg weeks) hearing receipt
Blackburn/Lan 307 8.6 7.0 23% 39% 2%
National 8,453 5.4 6.0 22% 33% 1%
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There were 285 Safeguarding Letters filed by Cafcass in Blackburn/Lancaster in the past three months with an average of 77.9% of these being filed 3 days before the First Hearing as
per the CAP. Nationally, the rate is 80.6%.

% Safeguarding Letters Filed 3 days before Hearing
(Blackburn/Lancaster DFJ)

-

Number of %

Total Number Safeguarding Safeguarding
of Letters Filed Letters Filed
Safeguarding >=3 Days >= 3 days
Letters Filed from Hearing from Hearing

Over the last 12 months, a total of 1160 Private Law cases were closed in Cafcass cases heard in Blackburn/Lancaster courts. Of these, 330 were closed with a Section 7 Report; this
represents 28% of cases progressing beyond WTFH. Nationally, 31% of cases closed with a Section 7.

% Cases closed with s7 Report (Blackburn/Lancaster DFJ)

= National  ® Blackburn/Lancaster

The average duration for closed Private Law cases in Blackburn/Lancaster DFJ is 21 weeks for the past 12 months. This peaked at 18 weeks in Aug-16 with a low of 11 weeks in Mar-17.
The National average for the past 12 months was 19 weeks.

Average Private Law Case Duration by Month
(Blackburn/Lancaster DFJ)

Hallinim

May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

m Blackburn/Lancaster

Cases % cases
closed with  closed with
one S7 one S7
Report report Avg number
where where of S7
Cases % cases further further reports
Average Cases closed % cases closed with closed with reports reports ordered per
duration with S7  closed with one S7 one S7 were were
Cases Closed (weeks) report(s) S7 report(s) report report ordered ordered
Blackburn/Larn
National

In the past 12 months, 99.5% of Section 7 Repots ordered by Blackburn/Lancaster DFJ have been filed on time, the National average is 97% for the same period. The average filing time
in weeks for reports ordered by Blackburn/Lancaster is 9.2 for the period whereas nationally, it is 9.8.

Average Section 7 Filing Time in Weeks (Blackburn/Lancaster
DFJ v. National Average)

mNational  mBlackburn/Lancaster

Page 3







Avg Avg of % S7
Average S7 reports  extension Cafcass reports filed

Number of S7  Court Delay S7 reports extended period filing time by agreed
(WorkDays) extended (%) (work days) (wks) date
Blackburn/Larn
National

There were 68 new Rule 16.4 Appointments made in the Blackburn/Lancaster DFJ in the past 12 months. This represents a reduction of -9.3% or -7 cases based on the same period as
last year. Nationally, the increase was 8.4% (132 cases) in the same comparative period.

% Change in New R16.4 Appointments

(Blackburn/Lancaster DFJ v. National Average)

8.4%

= National = Blackburn/Lancaster

Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

National 151 131 145 106 158 147 155 164 124 160 163 102 1,706
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separated parents in dispute helpline (a pilot across five service areas aimed at promoting out-of-
court settlements of disputes where safe to do so).

Contributing to the government review of Special Guardianship Orders, including a small piece
of research that was included in the government’s response to the consultation.

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

A Service User Feedback Survey, which looked at the interim outcomes of children six to nine
months after private law proceedings concluded. Specifically the survey looked into whether
arrangements ordered by the court had sustained; how effective communication was between
parents before and after court proceedings; and whether participants believed that the court order
was in their child’s best interests.

We have published our third Cafcass Quality Account, setting out how we have driven up the
quality of our casework and shared best practice with the sector during 2015-16. We are proud
that significant improvements have been achieved while meeting rising in case demand across
both Public and Private Law and delivering efficiency savings in line with reduced spending
targets.

You can read the full report for further details, but in summary it shows how, through innovative
practice, we have:
¢ Continued to improve the quality of our practice, building on the ‘Good with Outstanding
Leadership’ rating of our 2014 Ofsted inspection; for example increasing the quantum of
Good and Outstanding casework
e Learnt more about the impact of our work for children by assessing the quality of our case
practice against four child-focused outcomes (the extent to which the child is safe, heard,
better represented and enabled) introduced through our refreshed Quality Assurance and
Impact Framework, and used this insight to drive improvements
o Equipped practitioners with the tools and knowledge to strengthen practice and improve
analytical reporting - most notably, we embedded our Evidence Informed Practice Tools
and disseminated learning driven by focused strategies for areas such as child exploitation
and equality and diversity, and which cater to what our practitioners tell us they need
e Supported our practitioners to enhance their expertise and improve the quality of
recommendations and management of risk through pilots, such the Clinical Psychologist
pilot which provided access to 1:1 consultations with accredited clinical psychologists - this
is now an embedded service.

Any further comments:

We have also helped to drive up quality in the sector by sharing Best Practice - our work
includes:

¢ Continuing to support improved services in the wider family justice sector and help shape
future sector reform through close working with the MoJ, DfE, sector agencies, our
membership of formal boards such as the Family Justice Board and contribution to
government consultations leading on practice improvement and helping to raise standards
by sharing our insight and learning with others in the sector; for example, by launching
updated Local Authority Social Work templates and practice guidance with ADCS which
set out Best Practice, the provision of analytical report writing workshops, and sharing our
approach to contracting services to help manage demand

¢ Helping manage demand by piloting pre-Court advice in Private Law, and looking at the
new ways of working in care cases.

Cafcass is committed to building on this progress and over the coming year we will continue to:






Draw on findings around the contribution we make to outcomes for children, in order to
identify and inform learning points that will drive future improvements to our work which will
make a real difference to children and young people

Embed the new outcomes-focused Quality Assurance Impact Framework to support
practitioners and their managers in identifying clear plans of how they can develop their
own practice to deliver an Outstanding service to children and families

Build on our knowledge base and identify where practice can be improved by generating
high impact and timely research which responds to the important issues affecting children
and families today.
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ANNUAL REPORT 2016/17 - FEEDBACK FROM MEMBER AGENCIES

Report author: | Joanne Dann Agency: | Cumbria & Lancashire CRC

Key achievements and good practice made in 2016/17:

Within CLCRC we have continued to retain a specific focus on safeguarding and in particular have
focussed on a range of audits and professional development for staff.

The CLCRC general case audit took has been updated and extended to include a safeguarding specific
guestion, this being:

“Does the case need domestic abuse or safeguarding checks? If so, has this been undertaken and is it u
to date? Are the registers reflective/consistent/accurate? (cross reference with case recording system)

As a minimum, one case per responsible officer across the CRC is audited by the Performance
Development Unit annually. We have updated our Safeguarding Adults policy and have also
implemented a suite of training and development opportunities that are now being delivered in
conjunction with our training partner Laurus. This includes:

e Practice Development workshops that are facilitated twice per year by the Practice Development
Unit. All responsible officers and their team managers are mandated to attend. Live cases are
discussed and a particular focus is given to effective practice in working with cases where there is a
safeguarding concern.

o Professional Practice workshops. These were delivered to all practitioners and their managers in
September 2016. The focus was on ensuring that effective practice principles were applied in all
cases, including those with safeguarding concerns. Practitioners were equipped with the correct
process to follow in relation to gaining information, following this up, sharing important information
and ensuring attendance at multi agency meetings. These are continuing to be delivered twice per
year for those practitioners who are new to the organisation or require a refresher.

o Risk Review workshops. Focussing on recognising increase in risk of harm, including in cases where
there are safeguarding concerns. Includes examination of static, dynamic and acute risk factors and
action that needs to be taken (including where there is cumulative build up of risks and potential
risks). All practitioners and managers are required to attend.

¢ Individual practitioners that require additional training and development are identified via the quality
assurance process, by a Practice Development Officer or by their line manager. Those individuals
can be referred for 1-1 practice development sessions that are delivered by the Practice
Development Unit. These sessions can be more focussed on individual development needs and can
include safeguarding practice.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

The key challenge for CLCRC has been the ongoing restructure of the service since the part-privatisation
of the Probation Service. Over this year we have been moving to a new operating model, have moved
estates in some parts of the CRC, moved to a new IT solution and faced staff cuts. All of these issues
have presented staff at all grades with many challenges and | believe that it is the professionalism and
dedication of staff which has enabled a focus on good safeguarding practice and ongoing professional
development to prevail despite the many changes.

Any further comments:

The focus and priority for CLCRC this year has been to maintain a good level of safeguarding practice
despite the myriad of changes which have challenged the organisation.
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The Children's Society is a charity organisation which provides support and services for 10 to 18
year olds who are especially vulnerable and often experiencing severe and multiple disadvantage.

The charity is represented on the LSCB, providing a voice and perspective for the Voluntary Sector.
Representatives are heavily involved with the work of our sub groups, particularly Child Sexual
Exploitation (CSE).

The Children's
Society.pdf

2016/17 Feedback Report:

Lancashire Fire and Rescue Service (LFRS) delivers Prevention, Protection and Response
functions across the county of Lancashire, employing staff in a variety of roles operating from 39
operational bases. The service works extensively with partner organisations to allow for a more
efficient and effective delivery in order to keep the residents of Lancashire safe.

LFRS joined the membership of both Boards during the reporting year, attending regularly and
engaging with various pieces of work.

2016/17 Feedback Report: A ¥

Lancashire Fire &
Rescue.pdf

There are 12 District Councils providing services across the county. All 12 have a nominated
safeguarding lead and ensure staff are appropriately trained in respect of safeguarding issues.

Engagement with the Districts has improved over the reporting year, with successful challenge
panels taking place with regard to the annual safeguarding audits, and regular attendance of the
Business Manager at Districts Leads Safeguarding Groups.

The District Councils have historically been represented by one Chief Executive on the LSCB, and
has more recently been added to the membership of the LSAB. The current representative is the
Chief Executive for Wyre Council, who provides feedback to the other Districts via the Chief
Executives Group.

Two District Councils have shared their achievements and challenges from the reporting year.

Wyre Council Burnley Council Burnley Council
(Prevent)
2016/17 Feedback Report: Ei_ ; Ei_ ¥ Ei_ ;
Wyre BC.pdf Burnley Council.pdf Burnley Council

(Prevent).pdf

Schools — There are over 600 mainstream schools (including 29 special schools and 9 short stay
schools) of which currently 8 have been judged to be inadequate. There are also a significant
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Joanna Hunt Agency: | The Children’s Society

Key achievements and good practice made in 2016/17:

The introduction of the Virtual Learning Library for all The Children’s Society staff, which has provided a
clear benchmark in the mandatory training that all practitioners must complete. This is not isolated to
those completing the induction programme, but a necessary process for all staff no matter what level you
hold that this training is completed.

Through our quality practice frameworks this is monitored carefully and where staff may require further
support this is offered, along with where performance issues may exist this has enabled these to be
addressed quicker and more efficiently

In addition to this the introduction of the LSCB multi — agency audits has impacted on staff and the need
to ensure that practice standards are adhere to and the teams can demonstrate good practice

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

The impact that funding is having across the charitable sector will always remain a topic of discussion,
but the biggest impact is how the Big Lottery Funding is going through a streamlined process. This will
see charities having to re-evaluate their processes of applying for grants, as for medium and large
charities could only be able to submit one application at a time and should the grant be approved no
further applications will be able to be submitted.

BLF are still in negotiations to look at what is feasible, but regardless of these decisions this will
ultimately impact on the support provided to vulnerable young people. As often the BLF enables
innovative delivery which offers alternatives for stretched statutory services

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

As already mentioned the multi - agency audits have provided an opportunity to improve practice but also
bought consistency across delivery in Lancashire, particularly within the voluntary sector.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Shelley Birch Agency: | Wyre Council

Key achievements and good practice made in 2016/17:

Transforming Children and Young People Emotional Health and Wellbeing Group.

We are part of multi-agency work, led by NHS Fylde and Wyre CCG, that is taking place to improve the
provision of children’s mental health services. The partnership has helped all agencies to understand the
current provision of services and support opportunities and is helping to address gaps in local needs in
services supporting the emotional health and wellbeing of young people.

Wyre Council has commissioned UR Potential to undertake a number of Emotional Health and Wellbeing
consultation and participation exercises across Wyre in order to support schools in tackling health among
young people.

Practice Improvement Model

This developing programme of work from Children’s Services and Wellbeing Prevention and Early Help is
welcomed. Via this engagement we hope to improve work between Wyre Early Action and LCC.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

Skylakes

The re-commissioning of Skylakes - despite the Improvement Plan finding that agency staff and the lack
of continuity whilst working with CSC was a big contributor to Lancashire failing the Ofsted inspection.
We think this will result in challenges in ensuring some of our most vulnerable children receive the
support they need.

Detail of any specific activity to have taken place in response to 2015/16 Annual Report:

Safeguarding Policy
Wyre Council have reviewed and updated our Safeguarding Children Policy.
Fylde, Lancaster and Wyre Children’s Partnership Board

Fylde, Lancaster and Wyre Children’s Partnership Board hosted an Online Safeguarding Event at Moor
Lane Mills, a NHS/CCG facility in Lancaster, on Thursday 1st December. The event was open to frontline
workers across the Fylde, Lancaster and Wyre localities who work with Children and Young People
including Teachers, Designated Safeguarding Leads, Police, Youth Workers, Local Government Officers
and other colleagues with a responsibility for children’s safeguarding. There was a fantastic attendance
with 87 C&YP workers attending the event. The 2-hour session was led by Graham Lowe the Online
Safeguarding Adviser for Lancashire Safeguarding Children Board.

Any further comments:

The LSCB undertook a number of peer review challenge events for the Section 11 Audits in October
2016. Wyre Council was chosen to participate in the challenge event. These events are an opportunity to
review the Section 11 Audit submission, examine the supporting documentation and discuss future action
plans.

Wyre Council retained the coordination of Fylde, Lancaster and Wyre Childrens Partnership Board for the
second year.

We remain committed to keeping the children of Wyre safe
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Catherine Swift Agency: | Burnley Council

Key achievements and good practice made in 2016/17:

e In August 2016 the councils licencing committee introduced child sexual exploitation (CSE)
awareness training for applicants for, and all current holders of, hackney carriage and private hire
vehicle driver's and operator’s licences. Training was delivered to existing drivers free of charge, by
Burney College, from September 16 to December 16. Any drivers not completing the training would
have their license suspended. There is also a scheduled programme to enable any new drivers to
receive training for which the cost is met by the applicant.

e Staff training
0 85.9% of staff received Level 1 Safeguarding training
0 48.7% of staff have completed CSE training
0 61.1% of staff have completed Prevent training

e Member Training
0 June 2016 - Rotherham Steering Group presentation on CSE 49% of members attended
0 October 2016 — CSE awareness session delivered, 51% of members attended
0 November 2016 — Children and Adult Safeguarding Training, council policy and procedures,
62% of members attended

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

Changes to taxi licensing policies including: pre-licence requirements; amendment to licence conditions
and amendment to the Officers Scheme of Delegation in order to deliver CSE taxi driver training as
described above.

Difficulty in establishing links between local district level CSE groups and the wider Lancashire operation
CSE group and the pan lancs Strategic CSE group. There is a risk of operating in isolation.
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LANCASHIRE SAFEGUARDING CHILDREN BOARD
ANNUAL REPORT 2016/17 — FEEDBACK FROM MEMBER AGENCIES

Report author: | Rob Grigorjevs (Prevent) Agency: | Burnley BC

Key achievements and good practice made in 2016/17:

1300 front line workers received awareness raising training
190 people updated regularly on the Prevent agenda
All Primary & High Schools engaged on Prevent agenda

Close working with range of key partners across Lancashire e.g. LCC YPS. This including specific
guidance to Local Authorities using the 10 point checklist

Accredited as Prevent Peer Mentor

Delivered training on online safety via Graham Lowe to Prevent leads across the County

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

Tackling negative perceptions of Prevent

Increased awareness raising

Co-ordinating training across a wide range of partners
Appointment of Prevent Education post

Engaging all communities in safeguarding

Any further comments:

Burnley is a national priority area for Prevent. There are a lot of myths and mis-informed perceptions
about the Prevent agenda (which is now a statutory responsibility for most public sector organisations).
We need to keep working with partners to reinforce the message that it is a safeguarding issue just like
any other.
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ANNUAL REPORT 2016/17 - FEEDBACK FROM MEMBER AGENCIES

Report author: | Jane Williams Agency: | Lancashire Fire and Rescue
Service

Key achievements and good practice made in 2016/17:

Lancashire Fire and Rescue Service (LFRS) have proactively engaged with the LSCB during 2016 and
are now represented on the Board. From April 2016 — March 2017 we submitted 7 referrals for Children
and 32 for Adults.

A key piece of work for LFRS and the LSAB has been the development of a 7 minute briefing to raise
awareness regarding emollient creams and the fire risk when smoking. A presentation was made to the
Board followed by a joint article in the Lancashire Evening Post and this has now been recognised and
escalated to a national level with radio and media interest

We have reviewed our Safeguarding procedures and have also procured a specific elearning training
package that relates to our Safe and Well Visits and how our referrals are managed. This will be a
mandatory training course for all staff and will be rolled out shortly

Our new Safe and Well Visits are looking at the wider picture of health and how we can ensure effective
referrals are made to partner organisations. We have been working closely with our partners and have
identified a number of pathways for referral to support the people that we visit

The Service has created 4 themes within our Prevention Agenda and these are Start Safe, Live Safe, Age
Safe and Road Safe. The Start Safe theme group are looking at our education package that is offered to
schools at Years 2 and 7 and are also reviewing our current Fire Cadets model.

We are also members of the Lancashire Mash and have dealt with 1209 referrals during this period. We
have also been involved with the review that is currently taking place.

Key challenges faced in 2016/17 (e.g. service changes, inspections etc.):

There have been a number of changes within our Organisation including a Prevention and Protection
Review however we have used these as an opportunity to ensure we are fully engaged with the
Safeguarding Boards across Lancashire and continue to be represented
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number of schools and organisations providing education outside the public sector. The LSCB is
notified if a school is judge to be inadequate in respect of safeguarding when inspected by Ofsted
and liaises with the local authority to ensure appropriate steps are taken. Provisional data provided
by Ofsted suggests 94.5% of Primary Schools and 77.1% of Secondary Schools were rated as Good
or Outstanding as at April 2017.

Education providers are represented on the LSCB via a Primary School Head teacher; Secondary
School Head teacher; Lancashire Association of School Governors; and a representative from
Further Education. The Secondary representative stepped down at the end of March 2017 and the
LSCB are currently seeking a replacement.

Our Further Education representative is from Burnley College and has provided a feedback report
for 2016/17:
Burnley College
(FE).pdf

Healthwatch Lancashire is the public voice for health and social care in Lancashire and exists to
make services work for the people who use them.

The Chief Executive represents the organisation on the LSAB and Chairs the LSAB QAPI Sub
Group.

g

2016/17 Feedback Report: Healthwatch.pdf

Lancashire Care Association (LCA) is a not-for-profit company representing independent care
sector providers (private and third sector; larger groups and small independents; adults and older
people care homes and domiciliary care.) LCA supports providers in ensuring the provision of safe
services; quality, performance and inspection monitoring; and partnership working through the
Health and Social Care Partnership.

The LCA is represented on the LSAB and a number of its sub groups and task and finish groups to
offer a 'provider' voice in safeguarding arrangements.

.

2016/17 Feedback Report: LCA & HSCP.pdf

North West Ambulance Service (NWAS) provides 24 hour, 365 days a year accident and
emergency services to those in need of emergency medical treatment and transport in Cumbria and
Lancashire; Cheshire and Merseyside; and Greater Manchester. Employing over 4,900 staff across
the North West region, the service provides emergency response; transport for patients attending
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hospital appointments; and deals with major incidents. NWAS also delivers the NHS 111 service in
the North West.

NWAS are currently compiling an annual report for thee geographical footprint which will be shared
with the 46 LSABs and LSCBs in the area on completion.

Private/Independent Sector Providers — There is a wide range of community support services
available cross Lancashire, including drug and alcohol services, sexual health services and
domestic abuse services.

Housing providers —the area is supported by a wide range of private providers, Registered Social
Landlords (RSLs), hospices and hostels, sheltered housing provision and local authority housing
provide accommodation across the County. Progress Housing represent the sector on the LSAB.

There are over 100 children's homes in the County with a high percentage of private providers.
Many of the children placed are out of area placements. The LSCB receives notification of any
provider that is judged to be inadequate by Ofsted with regard to safeguarding.

681 child minders provide day care across the County along with, 327 day nurseries and 129 pre-
school play groups. As at the end of June 2017, there were no Inadequate Child Minders or
Children's Homes.

The Board itself exercises challenge and scrutiny of agencies using a number of mechanisms for
assessing the quality of local services and agencies commitment to safeguarding. These include:

3.2 Section 11 Audit Process:

Section 11 of the Children Act 2004 sets out agencies responsibilities in respect of safeguarding
children and the LSCB conducts an annual audit of all member agencies safeguarding
arrangements. The section 11 audit tool has been updated in recent years to encourage agencies
to consider their safeguarding arrangements specifically in relation to training for counter terrorism
and child sexual exploitation, and to demonstrate how they respond to learning raised through
Serious Case Reviews.

Once completed, the audit tool provides the board with assurance that all agencies have the
necessary arrangements in place to safeguard children effectively. Compliance levels are generally
high across the standards set out in the audit, the 2016/17 response rate is 84.8% (as at 3 July).

The area which is most frequently scored amber is training, where not all staff have been trained to
the correct level or have access to specialist safeguarding reflective supervision. To complement
the generic section 11 tool, an additional 'training s11' was devised by the Learning & Development
sub-group and distributed for completion at the same time as the main s11. As of 3 July only 7 of
the 'training s11's' had been returned to the LSCB Training Coordinator. Of the total responses
received, 89.1% were graded green and 10.9% graded amber.
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The 2016 Section 11 returns are currently being quality assured by members of the Quality
Assurance and Performance Information (QAPI) sub-group to ensure that they have met the
minimum requirements for each section of the audit tool. Based on this exercise, the sub-group will
then select agencies to visit for a challenge event. The purpose of the challenge event is to test that
the statements made in the section 11 are evidenced in practice and that staff are familiar with
safeguarding policies and procedures.

The Adult's QAPI sub-group are in the process of considering ways in which they can mirror the
section 11 process in order to gain assurances that vulnerable adults are appropriately safeguarded.
Where possible the LSAB will seek to mirror processes which are already working well for the LSCB.

3.3 Thematic Audits

3.3.1Suicides
Last year, the LSAB reported concerns regarding the suicide rate in Lancashire being one of the

highest in the country, and later raised the concerns with the Health and Wellbeing Board. During
the reporting year the LSAB has taken various actions in an attempt to address the issue:

e Explored the option of a Task and Finish Group to further understand the issues surrounding
suicides. Initial scoping around the task group highlighted a national imperative around the
issues and following conversations with Public Health colleagues it was agreed a wider group
would be established on a Sustainability and Transformation Partnerships (STP) footprint
with Lancashire and South Cumbria. It was therefore agreed that the link to attend this group
and regular updates back to the LSAB would be provided by the LSAB NHS England
representative and the Director of Public Health who would provide assurances that the
issues were being addressed.

e The LSAB Chair engaged with the Lancashire Evening Post as part of a three-day special
investigating the high rates of suicide in Preston, and other areas of Lancashire, with a view
to heighten the awareness of the issue and campaign for further work to address it.

e Public Health colleagues initiated an audit of suicides during the reporting year, recently
reporting the overall findings to both the LSAB and LSCB. The final report is currently being
signed off and will be shared via Public Health. Both Boards are interested in the next steps
to be taken following the audit and are fully supportive of any action to be taken, and will offer
engagement as necessary.

3.3.2 S47 Audit
In July 2016 the LSCB completed an audit which looked at the areas of deficit identified by Ofsted

in respect of the process for strategy meetings when S 47 investigations were being carried out.

The audit identified some issues about the timeliness of strategy meetings; recording of strategy
meetings; multiagency engagement; and post-qualification experience of allocated social workers.
Recommendations were made, and an action plan developed by the QAPI sub group which is now
completed and signed off.

A re-audit of s 47 proceedings is due to take place Autumn 2017.
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3.3.3 MASH Diagnostic
As reported in 2015/16 the LSCB commissioned a diagnostic review in order to assess existing Multi

Agency Safeguarding Hub (MASH) arrangements and explore models in other areas with a view to
redeveloping Lancashire's approach.

The findings from the diagnostic were reported to the LSAB and LSCB in September 2016, and the
full report can be found at appendix 1. The overall findings of the review demonstrated that the
primary aim of improving decision making through multi-agency information sharing was being
achieved, however it was clear that the existing service design was not viable and needed urgent
review, requiring input and commitment from all key agencies in order for a successful re-shaping
of the service.

The review found that as much as two thirds of the work being processed via the MASH could be
better dealt with — cases requiring an early help response could have been referred direct. While
cases which clearly required an urgent and statutory response could go direct to the police
investigator, the children’s and adult social care MASH process was seen as adding significant
value in producing a multi-agency chronology to inform decision making on a very timely basis (3
hours target). This should be further explored as part of the service redesign.

The reality picture showed that MASH was only responding to police referrals; 3 MASH’s pan-
Lancashire working differently creates a postcode lottery around vulnerability; with many ‘front-
doors’ creating waste, failure and duplication. The MASH held excessive demand and therefore risk
built into the system and does not include other agency referrals. Inconsistencies and gaps in
service provision were identified.

The findings report made a number of recommendations as detailed below, along with a progress
update:

Recommendation 2016/17 Progress

1. Identify high level accountability and | MASH Strategic Board established November
establish effective strategic group to drive | 2016 (formally Steering Group), chaired by the
forward to phase 2 LSAB/LSCB Independent Chair. The group

oversees the development of the MASH and is

responsible for improving safeguarding
arrangements.

2. Re-visit vision, objectives and customer | In-depth review of business processes has

cohort for MASH been completed using the Police "futures” team
(see 3 below) and has resulted in a service
redesign. There is now clarity about customer
cohort and service pathways.

3. Scope likely workload and identify resource | External consultant commissioned September
requirements 2016 to initiate the process of the service
redesign. Scoping of Diagnostic
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recommendations took place between Sept —
Dec 2016 to inform how the re-design may be
progressed. This included case tracking of
contacts/referrals through CART, MASH and
Customer Access; consultation with frontline
practitioners and managers in Bury, Blackburn
with Darwen and Lancashire; consultation with
senior managers with LCC and Lancashire
Constabulary; literature search to Dbetter
understand national and regional MASH
models; and interrogation of data in respect of
demand and activity.

4. Commission service redesign

Redesign initiated and continues to progress in
2017/18. The following  operational
achievements were made in the reporting year:

e Practice Managers screen all new contacts
at the beginning of the process and provide
direction to social workers in respect of
action/timescales;

e Practice Manager, Senior Social Worker
and Business Support Officer are now in
post to support CSE cases specifically;

e Two Early Help practitioners are now within
MASH to assist in developing timely step
down processes;

e CSC referral form amended to ensure more
robust Information Sharing, and to align with
Risk Sensible practice;

e Improvement in partner engagement have
been made, particularly with Probation; Fire

and Rescue; and substance misuse
services;

e Development of Information Sharing
Agreement; Memorandum of
Understanding; and  Privacy Impact

Assessment, all of which are due to be
formally signed off.

5. Agree areas for joint commissioning -
including non-service specific staff e.g.
referral assistants

While the possibility of joint commissioning in
the future has not been ruled out, the current
arrangements are based on partnership
working.
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. Agree multi-agency partners and single
agency contribution/resource commitment

A memorandum of understanding has been
developed which outlines the role and
contribution of each agency.

. Explore integrated agency approach with
single line management chain

As a partnership rather than a jointly
commissioned single service, each agency
retains line management responsibility for their
staff. Discussions continue, however the need
for a "lead manager".

. Explore options re single/central versus
locality based arrangements

Co-located partners in MASH on a locality
footprint (North, Central, East)

Pilot established in the North, triaging and
information sharing within one locality. Pilot
includes the co-location of adult duty social
worker.

Identify and align under-pinning areas:

a. Redesign e.g. Customer Services and
Police Contact management

b. Establishment of refreshed thresholds

A single point of contact (‘Front Door") for all
contacts and referrals on cases not open to
CSC has been created and the distinction
between MASH and CART (CART ceases to
exist) removed.

Changes to the role of Customer Access
Services have been completed — social workers
answer  telephone calls and make
recommendations based on the Continuum of
Need (CON) for those not open.

Multi-agency LSCB Task and Finish Group
reviewed the CON levels and supporting
thresholds guidance and launched July 2016.

LSAB created Guidance for Safeguarding
Concerns (re adults) to support professionals in
making appropriate decisions to report
concerns. Guidance includes appendices to
provide guidance around Falls and medication
errors.

c. Development of common language and
common risk assessment measures.

Risk Sensible Practice model introduced into
Children's Social Care. LSCB tasked with
creating a supporting framework for multi-
agency partners to ensure consistent approach
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and language are used across agencies. Multi-
agency framework launched July 2017.

3.4 Service Area Annual Reports

The Board also receives a number of annual reports in relation to key multi-agency services.
Reports are received regarding the following:

1. Local Authority Designated Officer (LADO)

2. Common Assessment Framework (CAF)

3. Wellbeing, Prevention and Early Help (WPEH)

4. Counter Terrorism

5. Domestic Abuse

6. Independent Reviewing Officer (IRO)

7. Multi-agency Public Protection Arrangements (MAPPA)
8. Secure Estate (Young offenders institutes)

9. Private Fostering

All service area annual reports for 2016/17 are available at Appendix 2.

3.5 Multi-Agency Audit Framework

In 2016, the Boards introduced a new scheme of multi-agency audit activity which aims to identify
good practice and to highlight areas for concern and development both on a single agency and
multi-agency basis.

The QAPI sub groups are responsible for co-ordinating the audits and sets a specific topic for each
(based on recommendations from the Boards; Ofsted Improvement Board; and findings from recent
SCRs and SARs). There has been positive engagement from agencies, which means the audit
process is proving successful so far. Agencies to have been involved include: Local Authority (CSC,;
WPEH; SEND); Health providers; Clinical Commissioning Groups; Education; Police; Probation; and
organisations from the voluntary, community and faith sector.

The LSAB QAPI sub group initiated the first audit in January 2017, focussed around Domestic
Abuse. The audit has recently concluded and is due to be reported to the LSAB in September. The
findings will be shared with partners and referenced in the 2017/18 annual report. The audit
schedule for the year ahead includes plans to audit around Timeliness and information sharing; and
Making Safeguarding Personal (MSP).

The LSCB QAPI sub group initiated and completed two multi-agency audits during the 2016/17
period: Children in Need of Prevention and Early Help; and Transitions from child to adult services.
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A third audit into Child Sexual Exploitation was also initiated in the reporting period, concluding in
May 2017. Summary reports can be accessed here:

http://www.lancashiresafequarding.org.uk/quality-assurance-and-audit.aspx

The next audit to be undertaken under this framework is scheduled to begin September 2017,
focussed around Non-accidental injuries.

3.6 Themes from Child Death Reviews

The Child Death Overview Panel (CDOP) reviews every child death in the county and analyses any
factors that may have contributed to the death in order to identify themes and trends for preventative
measures. 86% of deaths reviewed during 2015/16 were completed within 12 months.

A summary of the key findings for 2016/17 are as follows:

e 14% of deaths were of children from an Asian Pakistani heritage, compared with the child
population of 6% in the 2011 census (this is an increase of 7% from deaths reviewed in 2015/16)

e 60% of children were aged under 1 year (31% 0-27 days and 29% 28 — 264 days)

e 32% of deaths were due to chromosomal, genetic and congenital anomalies and 29% were due
to perinatal/ neonatal events.

e 38% of deaths were identified to have modifiable factors*

e Of the 38% of deaths identified to have modifiable factors the most common category of death
was perinatal neonatal events (38%), this was also the case for Pan-Lancashire. The second
largest category to have modifiable factors was sudden, unexpected, unexplained deaths (30%).

e The most common modifiable factors were smoking by parent/carer and safer sleep

*Factors which could be modified to reduce the risk of future child deaths

3.7 Safeguarding Adult Reviews (SAR)/Serious Case Reviews (SCR)

During 2016/17, the SAR and SCR Groups have successfully implemented a new methodology for
undertaking reviews, using the Welsh Model. The model allows for a more timely and practiced
based review, providing focussed and SMART recommendations.

A resource pack was developed to support the implementation of the model, which includes roles
and responsibilities of panel members; independent review; independent chair; and business co-
ordinator; a learning event briefing; certificates for learning events; and a 7 minute briefing on how
the model works. Prospective Chairs are also able to observe a full SAR/SCR prior to undertaking
the chairing role, allowing come form of training prior to undertaking a full review.

2016/17 SARs | SCRs
Number of referrals: 11 20
Number converted to reviews: 4 3
Number converted to Multi-agency learning reviews | O 1
Number pending decisions 2 1
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The first Safeguarding Adult Review, published to the LSAB website in June 2017, concluded
outside of the reporting year and will be referenced in the 2017/18 annual report. Three cases
continue through the review process and will be published, if appropriate, in due course.

One Serious Case Review, Child LA, was published during the reporting year which can be found
in full on the LSCB website. Since the end of the reporting year, an additional 4 cases have been
published and will be referenced in the annual report for 2017/18.

The review into Child LA, published December 2016, highlighted a number of learning points,
including those detailed below:

Child LA Key Learning Points:

e Age of the child: professionals treated LA, in terms of her age, as if she were an adult — a
significant issue which impacted on interventions considered and offered. Children are children
until aged 18 in law; the Children Act 1989 defines a child as any person under the age of 18
(section 105(1)).

e Thresholds for Neglect: LA and the family lived with a number of concerns including mental
health issues, suspected substance misuse, self-harm, sexual exploitation, emotional abuse and
neglect. The conditions where LA lived during the timeframe were poor. Professionals did visit
and record their concerns and at times challenged what they saw; however, there was a sense
of acceptance on the behalf of professionals. The independent reviewer discusses the definition
of neglect and that the circumstances /environment do not have to get progressively worse for
the threshold to be met, it can also be met by the neglect concerns not getting any better, despite
professional intervention.

e Responses to Child Sexual Exploitation: The report highlights it was positive that LA was
identified as being at risk of child sexual exploitation (CSE). Creative disruption techniques in
response to concerns were used as child abduction.

e Responses to children who go missing from home: LA was formally reported missing seven
times during the review period and was found on occasions to be in circumstances where CSE
was known or suspected. The return interviews were not robust and were not consistently
documented.

e Engaging parents and carers/disguised compliance: It was evident that Mother was not
consistently difficult to engage, however there were concerns about parenting capacity and
ability to support and protect her children. Disengagement, resistance and disguised compliance
should be included as a key area of concern when assessing risk to a child, and therefore be
included in supervision discussions about decisions and risk analysis.

The full overview report and practitioner learning brief for Child LA can be accessed on the LSCB
website.

The LSCB also published practitioner learning briefs for two SCRs in January 2017, however
overview reports were delayed in publication due to ongoing parallel proceedings. The reviews into
Child LB and LD highlighted key learning around:
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Child LB Key Learning Points:

Voice of the child: was not heard by agencies. Children should be given opportunities to have
their voices heard in a safe environment as soon as possible.

Inter-Agency Working through Early Help: Professionals should always provide
parents/carers opportunities to consider a CAF and attempt to gain parental consent to instigate
a CAF. Prior to discharging/closing a referral, the referrer should be notified to enable
appropriate multi-agency discussion and challenge.

Engagement with resistant or uncooperative families: Resistance and non-engagement
should be included as a key area of concern when assessing risk to a child and therefore be
included in supervision discussions;

Professional curiosity relating to minor injuries: Being professionally inquisitive is crucial to
ascertain whether explanations of injuries (however minor) are plausible. It is also important for
professionals to view minor injuries collectively with other information about a child which
together could give cause for greater concern.

Decision making in referrals and escalation processes: All assessments should include
multi-agency clarification of concerns, the voice of the child and consideration of a strategy
discussion with clear decisions documented within records. All professionals should be familiar
with the LSCBs escalation policy: Resolving Professional Disagreements Guidance and have
the confidence to use it.

Good practice was highlighted as part of this review:

Providing Child LB with the same consistent counsellor enabled them to build trust and a rapport
which eventually led to the disclosure;

School Nurse was tenacious in pursuing opportunities and strategies, including with other
professionals, to try to enable the child to be seen in a safe environment;

Both schools involved worked hard in their recording of concerns and incidents involving LB, and
tried continuously to engage the carers, encouraging some communication under challenging
circumstances.

Child LD Key Learning points:

Hostile, Aggressive and Resistant Parents: was frequently witnessed and the family evaded
professional support and interventions. This made it difficult to form a clear picture of the child's
needs due to the child being inaccessible. Professionals should be supported in respectfully
challenging non-cooperative families.

Historic Sexual Abuse and Inappropriate Sexualised Behaviour: Relevant information
sharing to inform risk assessments is essential to support the protection of children at risk or
experiencing sexual abuse including familial risk indicators.

Safeguarding Children and Duty of Care to Adults; Professional's duty of care to adults should
not obscure their responsibility to safeguard children.

Neglect: the review found the daily lived experience of Child LD was highly likely to have been
neglectful and abusive.

Practitioner learning briefs for LB and LD can be viewed in full on the LSCB website.
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Multi-agency Learning Review (MALR)

One MALR was completed during the reporting year, exploring issues raised within children's
homes. Learning from the MALR is shared via a learning brief on the LSCB website, and is
generating debate with the DfE with regard to Children's Homes regulations. Further detail and
progress will be reported in 2017/18.
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4. Statutory and Legislative Context

4.1 Lancashire Safeguarding Adults Board

Section 43 of the Care Act 2015 sets out the statutory objectives and functions of an LSAB as
follows:

1)
2)

3)

4)

5)

6)

Each local authority must establish a Safeguarding Adults Board (an “SAB”) for its area.
The objective of an SAB is to help and protect adults in its area in cases of the kind described
in section 42(1).
The way in which an SAB must seek to achieve its objective is by co-ordinating and ensuring
the effectiveness of what each of its members does.
An SAB may do anything which appears to it to be necessary or desirable for the purpose of
achieving its objective.
Schedule 2 (which includes provision about the membership, funding and other resources,
strategy and annual report of an SAB) has effect.
Where two or more local authorities exercise their respective duties under subsection (1) by
establishing an SAB for their combined area
a) a reference in this section, section 44 or Schedule 2 to the authority establishing the
SAB is to be read as a reference to the authorities establishing it, and
b) a reference in this section, that section or that Schedule to the SAB’s area is to be
read as a reference to the combined area.

The LSAB must promote a culture with its members, partners and the local community that
recognises the values and principles contained in ‘Making Safeguarding Personal' and ensure all
work is underpinned by the six key safeguarding principles:

Empowerment — taking a person-centred approach, whereby users feel involved and
informed.

Protection — delivering support to victims to allow them to take action.
Prevention — responding quickly to suspected cases.

Proportionality — ensuring outcomes are appropriate for the individual.
Partnership — information is shared appropriately and the individual is involved.
Accountability — all agencies have a clear role.

4.2 Lancashire Safeguarding Children Board

Section 14 of the Children Act 2004 and Working Together to Safeguard Children 2015 sets out the
statutory objectives and functions for an LSCB as follows:

a)

b)

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

To ensure the effectiveness of what is done by each such person or body for those purposes.
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Regulation 5 of the Local Safeguarding Children Boards Regulations 2006 sets out that the
functions of the LSCB, in relation to the above objectives under section 14 of the Children Act
2004, are as follows:

la. developing policies and procedures for safeguarding and promoting the welfare of children in
the area of the authority, including policies and procedures in relation to:

1b.

1c.

1d.

le.

i. the action to be taken where there are concerns about a child's safety or welfare,

including thresholds for intervention;

ii. training of persons who work with children or in services affecting the safety and welfare
of children;

iii. recruitment and supervision of persons who work with children;

iv. investigation of allegations concerning persons who work with children;

v. safety and welfare of children who are privately fostered,;

vi. cooperation with neighbouring children's services authorities and their Board partners;

communicating to persons and bodies in the area of the authority the need to safeguard and
promote the welfare of children, raising their awareness of how this can best be done and
encouraging them to do so;

monitoring and evaluating the effectiveness of what is done by the authority and their Board
partners individually and collectively to safeguard and promote the welfare of children and
advising them on ways to improve;

participating in the planning of services for children in the area of the authority; and

Undertaking reviews of serious cases and advising the authority and their Board partners
on lessons to be learned.

Regulation 5 (2) which relates to the LSCB Serious Case Reviews function and regulation 6 which
relates to the LSCB Child Death functions are covered in chapter 4 of the guidance.

Regulation 5 (3) provides that an LSCB may also engage in any other activity that facilitates, or is
conducive to, the achievement of its objectives.

2.

In order to fulfil its statutory function under regulation 5 an LSCB should use data and, as a
minimum, should:
e assess the effectiveness of the help being provided to children and families, including
early help;

e assess whether LSCB partners are fulfilling their statutory obligations set out in chapter
2 of this guidance;

e quality assure practice, including through joint audits of case files involving practitioners
and identifying lessons to be learned; and

e monitor and evaluate the effectiveness of training, including multi-agency training, to
safeguard and promote the welfare of children
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4.3 Wood Review

In December 2015, the Department for Education (DfE) asked Alan Wood to lead a review of the
role and functions of Local Safeguarding Children Boards (LSCBs) in England within the context of
local strategic multi-agency working. As part of the review he also looked at Serious Case Reviews
(SCRs) and Child Death Overview Panels (CDOP) and Serious Case Reviews of the government
has accepted several of the recommendations and will introduce changes over the next two years.
The Children and Social Work Act 2017 has received royal assent and introduces a number of
significant changes for LSCBs. These include:

» The LSCBs to be replaced by a local safeguarding partnership whose remit will be agreed
between police, LA and Health (CCGs)

» Serious Case Reviews to be commissioned nationally with local learning reviews for less
serious cases

The functions of the Child death Overview Panel to be transferred into health (or may be Public
Health)
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5. Governance and accountability arrangements

5.1 Relationship between the LSAB/LSCB

In 2015/16 we reported that developments were being made to align the work and support
arrangements of the two Boards, following the introduction of statutory obligations for LSABSs.

An increase in financial contributions from partner agencies was agreed, and a joint Business Unit
established to work across both Boards. The Business Unit is now operating at full capacity and
making good progress. Where possible, the Business Unit and Board members aspire to implement
joint initiatives and methods across both Boards to ensure consistency and improved joint working
around the Safeguarding agenda.

A Development Day took place in March 2017, bringing members of the LSAB and LSCB together
for the first time. The day was well received by members, looking at the history of the two Boards
and how they have developed; sharing the key functions and roles of all sub groups; and identifying
some key priorities for the future. The following key decisions were made:

e Adoption of a general principal of only doing things once!

e Disestablishment of the LSCB Executive Group — it was agreed the LSCB Executive was
potentially inefficient and presents risks of undermining the accountability of the full Board,
however was a useful forum for management of financial issues and decisions. It was therefore
suggested that the group be disestablished and replaced with quarterly budget meetings to
address financial issues, and quarterly sub-group chairs meetings to manage the business plans.
This was agreed and the LSCB Executive met for the final time in May 2017,

e Communication and Engagement — it was agreed that communication and engagement is a key
function requiring further development. The establishment of a Joint Communication and
Engagement Sub Group was agreed which should be made up of professionals in Safeguarding
and supported by skilled media/communications officers. The group has been established since
the end of the reporting period, first meeting in June 2017;

e Pan-Lancs collaboration should be maximised where possible — many agencies work across
borders, therefore aligned policies and procedures should be considered;

e Common approaches to Case Reviews, Audits and training should be adopted wherever
possible.

Some joint initiatives in place:

e Independent Chair is the same for both Boards;

e Safeguarding Adults Reviews and Serious Case Reviews use the same methodology based on
the Welsh model,

e Multi-agency Audit tool has been implemented using the same processes for both Children's and
Adults audits;

e Joint meetings of the LSAB and LSCB pan-Lancs Chairs and Business Managers (Lancashire,
Blackpool, Blackburn with Darwen; and Cumbria);

e Joint Communication and Engagement Sub Group (est. June 2017)
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e Joint meeting of the LSAB/LSCB scheduled for September 2017 to address issues common to
both Boards.
e Joint Annual report 2016/17.

5.2 Board Structure

The Board structure can be found on the next page, illustrating the governance between the Boards,
its sub groups, and links with other partnerships.

The Boards have recently established three additional sub groups which will be developed over the
coming year and included in the 2017/18 annual report:

e Joint Communications and Engagement Sub Group
e LSCB Policies and Procedures Sub Group
e LSAB Policies and Procedures Sub Group

Partnerships in Lancashire such as the LSAB/LSCB, Children and Young People's Trust, Health
and Well Being Board and Community Safety Partnership all produce detailed strategic plans setting
out the key outcomes to be achieved within a 3 year timescale. These plans are based on a detailed
analysis of the needs, the aspirations of the Lancashire residents and the resources available to
organisations to meet these needs and aspirations. Arrangements in place to share this annual
report with these key strategic groups and join up the business planning processes so priorities can
be shared and reflected accordingly.

In 2014/15 the Local Safeguarding Groups were merged with the District Children's Trusts which
resulted in 5 Children's Partnership Boards (CPBs) which bring partners together locally under the
wider children's agenda. The CPBs are not formal sub groups of the Board but working links are in
place to allow the LSCB to hold the groups to account for coordination of effective safeguarding,
ensuring it is embedded in priorities and plans. The four Business Co-ordinators attend CPB
meetings on a regular basis, providing the safeguarding link.

The CPBs continued to progress in 2016/17, with another year of funding agreed for 2017/18. A

review of Children and Young People's Trust arrangements is to take place in the coming year,
which the CPBs will be consulted on.
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5.3 Accountability and inspection

Despite having statutory functions, the LSAB does not undergo the same scrutiny processes as the
LSCB. However it should be noted that agencies represented on the LSAB are often inspected in
terms of quality and compliance around issues of safeguarding.

The LSCB is reviewed as part of the local authority inspection of services for children in need of help
and protection, children looked after and care leavers, carried out by Ofsted. The last inspection
took place in 2015 and the LSCB was judged to be 'good' following a separate assessment and
judgement of its effectiveness.

The independent chair is the same for both Boards and is held to account by the Chief Executive of
the Local Authority through regular meetings and Board member participation in a process of
standardised appraisal.

5.4 Business Planning and Strategic Priorities
5.4.1 LSAB Business Plan

The LSAB developed its first Business Plan based on priorities agreed at the LSAB Development
Day in September 2016. The plan incorporates the actions required to ensure the Board itself is
efficient and effective in fulfilling its statutory responsibilities. Key priorities for 2016-18 were set
based on the 15 Care Act Responsibilities under 6 Key Safeguarding Principles: Empowerment;
Prevention; Proportionality; Protection; Partnership; and Accountability.

The information below details the priorities given initial precedence with completion deadlines during
the April 2016 — March 2017 period:

Empowerment

e Care Act No. 9 — Develop strategies to deal with the impact of issues of race, ethnicity, religion,
gender and gender orientation, sexual orientation, age, disadvantage and disability on abuse
and neglect.

Progress update: Links have been established with the LeDeR Programme (Learning
Disabilities Mortality Review) with regard to vulnerable adults. Representatives from the
programme attended and presented to the LSAB in November 2016 and the Practice with
Provider Sub Group February 2017.

The MCA and DoLS Sub Group has worked extremely hard to develop and implement robust
policies and procedures are in place to protect those who lack mental capacity. The detail of
this work is shared at the end of this section and via the Sub Group update (section 6.4).

The newly established Communication and Engagement will consider issues of diversity
throughout all activity undertaken to deliver work plans and strategies.
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Prevention

Care Act No. 2 - Establish ways of analysing and interrogating data on safeguarding notifications
that increase the SAB's understanding of prevalence of abuse and neglect locally that builds up
a picture over time

Progress update: The QAPI Sub Group is well established with appropriately skilled members.
The group has developed and implemented a data and performance framework and reporting
mechanisms, scrutinising all data and findings before presenting highlight reports to Board on a
bi-monthly basis.

The group has also agreed and implemented an effective multi-agency audit programme with a
team of multi-agency auditors in place who initiated the first multi-agency audit in early 2017.

Care Act No. 5 - Establish mechanisms for developing policies and strategies for protecting
adults which should be formulated, not only in collaboration and consultation with all relevant
agencies but also take account of the views of adults who have needs for care and support, their
families, advocates and carer representatives

Progress Update: Following discussions at the LSAB/LSCB Development Day in March 2017,
it was agreed to establish a Policies and Procedures Group for the purpose of developing and
reviewing policies and procedures on behalf of the LSAB. This group is currently in development,
along with a new approach to developing Pan-Lancashire procedures.

It is the expectation of the Policies and Procedures; and the Communication and Engagement
Sub Groups, to make effective links in order to successfully engage relevant stakeholders and
service users throughout development and dissemination of information and guidance.

Care Act No. 6 - Develop preventative strategies that aim to reduce instances of abuse and
neglect in its area

Progress Update: The Communication and Engagement Sub Group is working to put in place
an effective strategy for communication/engagement which includes an objective to raise
awareness of abuse and neglect throughout agencies, service users and members of the public,
in order to assist the recognition of the signs and in turn help prevent abuse from happening.

Learning from SARs are highlighted to practitioners via concise Learning Briefs, and further
supported via the development and wide distribution of 7 Minute Briefings.

Care Act No. 7 - Identify types of circumstances giving grounds for concern and when they should
be considered as a referral to the local authority as an enquiry

Progress update: A comprehensive guidance tool was developed during 2016/17 to assist
practitioners in making appropriate referrals in response to safeguarding concerns.

The guidance is for Providers and Practitioners alike as key partners in safeguarding adults with
care and support needs. It is intended to assist in the management of risk and making
appropriate decisions around the level of support and response required to suspected or
recognised abuse.

The Guidance was agreed and launched in March 2017 and continues to be successfully
embedded across agencies and services. The guidance is supported by three appendices:
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o Appendix 1: Safeguarding Concerns Checklist for recording and evidencing information;

o Appendix 2: Information and guidance on when to consider making a safeguarding alert
following a fall; and

o Appendix 3: Information and guidance on when to consider making a safeguarding alert

for medication errors.

A fourth appendices is about to be launched to provide advice and guidance in relation to service
user to service user incidents. The full 'Guidance for Safeguarding Concerns' package can be
accessed on the LSAB website.

Care Act No. 12 - Carry out safeguarding adult reviews

Progress update: The SAR Sub Group has worked hard over the past year to develop and
implement processes for timely reviews. Due to the successful implementation of the Welsh
model for SCRs, it was agreed the processes and templates would be adapted and developed
to suit SARs. Training events were held for potential reviewers; authors; and Chairs in
September 2016. The first SAR was initiated in June 2016 and published June 2017. Five
cases continue to progress through the review process.

Proportionality

Care Act No. 10 - Balance the requirements of confidentiality with the consideration that, to
protect adults, it may be necessary to share information on a ‘'need-to-know basis'

Progress Update: Members of the LSAB are engaged in the MASH review process and are
represented on Strategic Board, fully sighted on roles and responsibilities, and the development
of information sharing agreements. Detail of the MASH progress is detailed at section 3.3.3.

All sub groups are working to embed the principles of Making Safeguarding Personal (MSP),
and the QAPI Sub Group has scheduled a multi-agency audit around MSP later this year.

Protection

Care Act No. 15 - Promote multi-agency training and consider any specialist training that may
be required. Consider any scope jointly to commission some training with other partnerships,
such as the Community Safety Partnership

Progress Update: The training provision for the LSAB has made developments during 2016/17,
with further work still to be done. During the reporting year number of single and multi-agency
training sessions and conferences have been delivered, including topics such as: managing
modern safeguarding challenges; MCA/DoLS; safeguarding and care homes; Self-Neglect; and
modern slavery.

The LSCB 7 Minute Briefing processes has been replicated by the LSAB Learning and
Development Sub Group, with briefings developed and distributed on topics such as: Advocacy;
Emollients and Smoking; Honour Based Violence; information Sharing; MCA DoLS; Oral Health;
Prevent; and the Safe Use of Agency Staff. Eight topics have been proposed and agreed for
development during 2017/18.
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The LSAB website has a dedicated area for Learning and Development, which will be further
developed over the next year in line with progress made by the sub group.

An options paper was presented to the LSAB in April 2017 to propose three options for the future
direction of Learning and Development. This is currently under review but initial discussions
revealed the preferred option is to adopt and develop a multi-agency training pool. This is being
further explored and will be reported on in 2017/18.

Partnership

Care Act No. 14 - Evidence how SAB members have challenged one another and held other
boards to account

Progress Update: a number of mechanisms have been successfully implemented in terms of
guality and performance, audits and SARs during the reporting year, creating effective routes
for constructive challenge amongst agencies.

The LSAB QAPI sub-group are in the process of considering ways in which they can mirror the
section 11 process in order to gain assurances that vulnerable adults are appropriately
safeguarded.

Accountability

Care Act No. 1 - Identify the role, responsibility, authority and accountability with regard to the
action each agency and professional group should take to ensure the protection of adults

Progress update: Membership and structure of the LSAB and its sub groups are regularly
reviewed and amended as necessary. All sub groups are well developed with work plans and
clear Terms of Reference agreed. Governance arrangements were reviewed and published to
the LSAB website in April 2017, setting out the aims, priorities and Terms of Reference of the
LSAB; membership and responsibilities of members; and structure and role of sub groups.

In addition to all progress detailed above, it would be remiss not to highlight the progress and
success made by the sub group dedicated to the implementation of the Mental Capacity Act and
Deprivation of Liberty Safeguards (MCA and DoLS). The group advises the LSAB on processes,
procedures and outcomes in relation to the implementation of MCA and DoLS, providing progress
updates and assurance that the Act is being embedded in practice of multi-agency partners. A
number of objectives have been delivered during the reporting year and are detailed within the 'Sub
Group updates' later in this report. Examples of objectives met are as follows:

Pan-Lancashire MCA Media Resource and E-Book: developed in 2015/16, the resource was
launched via a conference in April 2016 and shared with the national NHS England MCA Sub
Group. The work was shortlisted for a national 'Patient Safety' award and featured as an
example of best practice in Baroness Finlay's MCA Forum Chairs annual report.

Regional and National collaboration and sharing of best practice: sharing resource tools
across services — including the NHS Deciding Right app which supports care providers in
making care decisions in advance for people who may lose capacity or those who have already
lost it.
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e Learning and Development: significant investment in strengthening learning and development
opportunities to support agencies in applying the principles of the Act into practice. Examples
include:

o Funding received from NHS England allowed the group to coordinate a number of
multiagency training events, commissioning Afta-Thought; a drama based training
company who specialise in training delivery using scenarios that are realistic,
recognisable and measurable. Sessions were well attended and received positive
feedback.

o Expert speaker ‘Neil Allen’ Barrister from 39 Essex Chambers and Senior Lecturer at
Manchester University was commissioned to provide targeted training on MCA and case
law updates for GP’s and hospital medics across the pan Lancashire footprint.

o Roll out of 7 minute briefings around MCA in practice, and Advocacy Focus, the support
services available to adults in Lancashire.

o Practice based learning sessions led by the MCA Coordinator

o Awareness Raising: easy read leaflets purchased from Research in Practice for Adults
(RIPFA) to raise awareness of MCA with the public.
o Research project: pan-Lancashire research commissioned to understand of health and

social care provider's experiences of working with the Act. The research is the first of its kind from
a local and national perspective and will inform practice with evidence based recommendations.

The work undertaken during 2016/17 has implemented successful mechanisms for achieving the
LSAB's requirements of the Care Act. Members of the LSAB and its sub groups will make further
developments over the year ahead in order to meet the objectives of our business plan.

5.4.2 LSCB Business Plan

The Business Plan has been develop by the LSCB and has the support of all the Board’s partner
agencies. It takes account of and is informed by statutory requirement and the implementation of
LSCB processes: QA Framework - Section 11 Audit, Multi-Agency case file audits, Performance
Indicators. Themes from SCR are inbuilt into our priorities. The plan incorporates the actions
required to ensure the Board itself is efficient and effective in fulfilling its statutory responsibilities.

The key priorities for 2016-18 were agreed at the Board’s Development Day on 7th June 2016, as
follows:

e Priority Area 1: Improve the effectiveness of agencies and the community in preventing Child
Sexual Exploitation and addressing other complex safeguarding issues (including female genital
mutilation, forced marriage and honour based violence).

e Priority Area 2: Improve the effectiveness of agencies in meeting the needs of Children Missing
for Home, Care and Education

e Priority Area 3. Improve the effectiveness of safeguarding activity for children in specific
circumstances:
e Children placed in Lancashire from other areas, and in other areas from Lancashire
e Children whose parents are in prison
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e Children in need of support for emotional and mental health issues
e Children in need of support with regard to online safety

e Priority Area 4: Cross cutting themes

e Priority Area 5: Ofsted improvement plan

Priority updates:

e Child sexual exploitation/complex safequarding

A review of the multi-agency Pan-Lancashire CSE Action Plan (2015-18) was undertaken in October
2016. The review found that significant work has progressed in this area in recent years, and good
progress has been made particularly in relation awareness raising across professionals in all
sectors. The Leadership and reporting structures are well developed and issues are well understood
across the 3 LSCB areas. Partnership working is key and continues to contribute to the success.

The LSCB appointed a Business Co-ordinator in January 2017 with a responsibility to support the
CSE and Complex Safeguarding agenda.

As reported last year the LSCB, in partnership the Police and Crime Commissioner, had started
working closely with District Councils in order to improve safeguarding policies and practice in
relation to private hire cars and taxi drivers. All districts have been engaged in this process, training
hundreds of Taxi Drivers and licensing committee members in CSE Awareness, and making
completion of training a mandatory condition of licensing applications. Furthermore, and more
recently, a 'Taxi Driver Workbook' has been created to further embed key messages around CSE
and help educate drivers about their responsibilities in safeguarding children and vulnerable adults
and has been made available to the District Councils.

A project was commissioned in the East of the County (Burnley and Pendle) to improve engagement
with BME Communities, and explore perceptions of such communities around issues of CSE. The
project was carried out in two Phases, with Phase 1 conducting an initial needs assessment which
demonstrated the need for focussed engagement work to increase empathy towards victims and
eradicate misconceptions surrounding CSE. Two voluntary sector organisations led on Phase 2 of
the project holding a number of workshops within the communities in order to educate participants
on CSE. Participants were required to complete a questionnaire before and after the workshops in
order to measure any changes in views/understanding. Although the project successfully engaged
with communities, the overall findings uncovered some negative changes in the perceptions towards
victims of CSE, following participation in the workshops. These findings are of concern to the LSCB
and the pan-Lancashire CSE Strategic Board, and will be considered as part of delivery against
priorities for the year ahead.

The Lancashire CSE Operational Group was established in April 2016, reporting directly to the LSCB

and pan-Lancashire CSE Strategic Board. Detail of progress made during 2016/17 can be found
later in this report as part of the sub-group updates.
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In March 2017, the Boards contributed to and supported a Modern Slavery and Human Trafficking
Conference, along with Blackpool Safeguarding Boards and Blackpool Teaching Hospitals. The
conference was extremely popular, providing training to over 300 practitioners around:
understanding and awareness of Modern Slavery and Human Trafficking; recognising the signs and
knowing how to respond; roles and responsibilities; and support services available.

Presentations were given around prevalence and complexities (nationally and internationally); key
legislation; responsibilities and processes; Child Trafficking, including the experiences of victim's;
an overview of East Lancashire's Modern Slavery Unit; and information and outcomes of Operations
to have taken place across the country.

Since the conference, there has been an increase in referrals, intelligence and arrests for modern
slavery. There is increased awareness and consideration of key issues amongst practitioners and
improved multi-agency working, however there is still much work to be done. Developments will
now be made around modern slavery to make improvements in training; multi-agency processes;
intelligence; and victim support services.

e Children missing for home, care and education

The pan-Lancashire CSE/MFH Strategic Board reviewed the Strategy and Action Plan for children
missing from home, and agreed the refreshed document in August 2016, pending any changes
made as a result of the recommendations of the All Party Parliamentary Group on this subject.

The National College of Policing released guidance in anticipation of likely revision of government
guidance in January 2017, advising the removal of the 'absent’ category. Lancashire Constabulary
are developing systems to remove the category and replace it with 'missing — with no apparent risk'.
Whilst the constabulary can move forward in preparation, the DfE are yet to release guidance for
local authorities — the LSCB has made contact with the DfE to seek advice regarding the timescale
of this but no update has been provided to date. Once DfE guidance is released, the Pan-Lancs
Strategy for children missing from home will undergo further review to take changes into account.

Data collection for those missing from home, care and education has been improved in the 2016/17
period, with stronger links made with the children missing from education team within the local
authority.

e Children placed in Lancashire from other areas, and in other areas from Lancashire

In last year's annual report it was noted that a themed audit had been undertaken around children
looked after who are placed outside the local authority. The draft findings report was received by
the LSCB QAPI sub group, however due to a low response rate, and various restructures/changes
in staffing it was difficult to unpick the details initially reported. It was therefore agreed that the audit
would be revisited via a focus group approach to test the current processes in place.

Links between the LSCB and the Corporate Parenting Board remain strong, with annual reports of
each Board being presented to one another. In November 2016, a member of LINX (Children in

54



Care Council) attended a meeting of the LSCB to present key updates on behalf of the Corporate
Parenting Board. This is detailed a little later in this report, as part of 'Views of Service Users'

e Children whose parents are in prison

As reported in last year's annual report, the LSCB recognises that children with a parent in prison
are at risk of experiencing poor outcomes comparable with those of looked after children. This
cohort of children was made a priority of the Board following a number of awareness raising events
held in 2015/16 in partnership with the CYP Trust Board and charity iHop.

Work has been undertaken during 2016/17 to address this priority and has resulted in the
establishment of a multi-agency task group to consider how we identify such children and to develop
a pathway to ensure an appropriate offer of support is made, regardless of the route of identification.
Whilst there is still some work to be done, headway has been made with a draft pathway almost
complete; existing support mechanisms identified with potential to tap in to; and multi-agency
engagement from Probation; Children's Social Care; Community Rehabilitation Company; Schools;
Further Education; Prison Service; Lancashire Constabulary; and the Prison Advice and Care Trust
(PACT). The work of the task group continues into 2017/18 with an aspiration to launch the pathway
during Children's Grief awareness week in November 2017.

e Children in need of support for emotional and mental health issues

Last year, the LSCB expressed concerns around the pace of progress surrounding the re-design of
CAMHS services and the quality and equity of access to timely support. A report was presented to
the Health and Well-being Committee who agreed priority action was required.

During 2016/17 the Board has received regular updates from the Transformation Board with regard
to the service redesign and specific workstreams within the project. This has provided insightful
updates in terms of progression and identified mechanisms for feedback to and from the LSCB. The
LSCB is now represented on the Care of the Most Vulnerable Working Group.

However concerns have continued to be raised and it is clear that children in Lancashire are still not
able to access a service which meets the recommended standard. The Board has received reports
showing unacceptable timescale for access to services and examples of very unwell children being
held in a general hospital setting because no specialist CAMHS placement could be found. The
Board has received Serious Case Review referrals following child suicides and data shows
Lancashire has high levels of hospital admission as a result of self-harm.

While a transformation programme is in place, and some significant improvements can be
evidenced, the Board remains concerned that what is being delivered is too little and too late.
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Additional areas of focus:

e Ofsted improvement — LSCB contribution

Following the 2015 Ofsted inspection of services for children in need of help and protection, children

looked after and care leavers; and a review of the effectiveness of the LSCB, a multi-agency

Improvement Board was established by the local authority, which the LSCB Independent Chair
attends. The LSCB were tasked with progressing a number of recommendations as part of the
improvement journey, which were built into the LSCB Business Plan. All actions are marked as
complete and are found below with progress updates:

Recommendation

Actions taken

1. Ensure that the learning from audit activity is
shared and acted upon across partner
organisations through the LSCB. Robust
feedback mechanisms/processes are in place.

Audit programme agreed and a virtual audit team
identified and completing training in July 2016.
Formal audit programme commenced in
September 2016. Section 47 Audit completed in
June 2016. Feedback and learning will be
embedded in L&D programmes and 7 minute
briefings as appropriate. Audit summary reports
can be accessed via the LSCB website. LSCB
newsletter will be launched during 2017/18 and will
act as an additional mechanism for sharing
learning.

2. Ensure that audit activity undertaken by partner
organisations is shared and understood

QAPI sub-group now requests all agencies to
provide summary of any audit or inspection activity
which identifies safeguarding concerns and
considers implications and proposed actions;
system is agreed for learning to be passed to L&D
sub-group for inclusion in L&D activity.

3. LSCB to ensure Working Together compliance
of multi-agency strategy discussions

Section 47 audit completed and initial findings
reported to the Improvement Board. Further work is
to be completed and final recommendations from
LSCB to Police and CSC from QAPI Group to be
monitored. Some follow up underway.

4. Review and update or re-affirm policy,
procedures and practice standards around
honour based violence, forced marriage and
female genital mutilation and other complex
safeguarding risks such as CSE, human
trafficking, modern slavery and radicalisation

Review completed May 2016 and outcome
reported to Improvement Board.

5. Update Threshold
Continuum of Need

Document and the

Refresh completed and reported in June 2016. Roll
out briefings were delivered across county on 11-
13 July 2016 and 7 minute briefing published
October 2016.

6. Re-affirm and re-brief to all staff to ensure that
in cases involving CSE and complex
safeguarding issues children and young people
are considered as victims of abuse when the
threshold is met

Continuum of need updated to reflect appropriate
response to children where there are concerns
about CSE and other complex safeguarding issues.

7. Use 7 minute briefing system to raise
practitioner awareness and provide specialist
information regarding a range of complex

7 Minute Briefings are circulated widely by the
LSCB on a monthly basis. All briefings are
available on the LSCB website.
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http://www.lancashiresafeguarding.org.uk/quality-assurance-and-audit.aspx
http://www.lancashiresafeguarding.org.uk/media/21811/Continuum-of-Need.pdf
http://www.lancashiresafeguarding.org.uk/learning-development/7-minute-briefings.aspx

Recommendation Actions taken

safeguarding concerns in annual training needs
analysis

8. Include the scoping of training requirements
regarding range of complex safeguarding | Built into routine review
concerns in annual training needs analysis

10 briefing sessions were held across the county to
9. Ensure appropriate single training is provided to | brief staff on changes to the CON and Thresholds.

relevant staff Findings from audits are fed back to L&D Sub
Group to inform training packages.

Information now to be provided via NHS England.
Further work to ensure data quality to be completed
via the FGM task & finish group, associated with
the CSE/MFH sub-group. FGM Group to be mad
aware and to request that a flag is added to the
CSC system to enable accurate reporting

10. Provide up to date information for individual
agency activity and referral data in relation to
female genital mutilation on a quarterly basis

In addition to the above, the LSCB also developed a Risk Sensible Framework for multi-agency
partners in order to support the roll out of Risk Sensible practice within Children's Social Care. The
Framework was developed during 2016/17 and formally launched July 2017.As the Improvement
plan is updated the LSCB continues to commit as lead on relevant aspects.

e Children in Custody:

The LSCB receives a statutory annual report from Lancashire Youth Offending Team each year.
The 2016/17 report can be found at appendix 2.

Following the release of NSPCC and the Association of Independent LSCB Chairs guidance into
Child Protection and Safeguarding in Young Offender Institutions, Secure Training Centres and
Secure Children's Homes, Lancashire Youth Offending Team were tasked with completing a self-
assessment audit tool to review current practices within the local area. The findings of the audit
were reported to the LSCB in July 2016. The overall findings were positive, and some
recommendations made to the LSCB:

e LSCB ensure their child protection procedure require that all incidents of strip-searching in
custodial establishments are investigated by the local authority under Section 47 if the
Children Act 1989, and they monitor compliance with such policy.

Members of the LSCB held discussions around this issue and agreed that YOT would ensure
the issue of strip searching is added to the YOT Practice Guidance for YOI Review meetings
to ensure that the YOT are asking young people whether there have been any incidents of
strip searching whilst conducting vulnerability checks.

e LSCBs champion the rights of children in custody locally and nationally
The LSCB routinely requests reports around children in custody and picks up issues as

appropriate. The Independent Chair wrote to the Leeds Safeguarding Board to raise
concerns around the Young Offenders Institute in Wetherby.
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e Schools Safequarding

Engaging effectively with schools across the county is a challenge for the LSCB. Schools are
represented on the Board, as are school governors. The Chair and Business Manager meet
regularly with the local authority Schools' Safeguarding Officer to share information and updates,
and make links with the Headteacher forums: Primary Heads in Lancashire, and the Lancashire
Association of Secondary School Headteachers.

The Board's Online Safeguarding Officer, however, has very strong links with schools and continues
to provide training and support, via face-to-face sessions and online resources.

The Secondary School representative stepped down from the Board in March 2017 — a suitable
replacement is currently being sought.

e REACh (Routine enquiry into childhood adversity)

The LSCB allocated provisional funding in 2015/16 to support a project looking at improving support
and engagement with young people who go missing from home or care using this
approach. . However, this project was brought to a close in early 2017 when professional capacity
to manage the project could not be found.. The LSCB remains committed to exploring new ways of
working which embed our understanding of the impact of adverse childhood experiences (ACE), for
example, through the Pan Lancashire Child Death Overview Panel (CDOP) with a thematic audit,
recommendations from Serious Case Reviews and learning emerging from national research which
can be shared with LSCB partners.

e Intra-familial sexual abuse

In 2016 The Children's Commissioner published an analysis re the prevalence of intra-familial
sexual abuse, raising concerns about likely significant under-identification and therefore lack of
support for child victims. A task and finish group is currently in progress to look at Lancashire data
against both the Children's Commissioners figures and estimate the likely cohort of such children in
Lancashire. The aims of the group are to review Lancashire's recording of sexual abuse and intra-
familial sexual abuse and compare this data against the national picture. Following this review the
group will report to the Board on findings and make recommendations for practice.

5.5 Views of service users

Over the past few years, the LSCB had developed some effective arrangements for involving
children and young people in various aspects of its work and seeking their views as appropriate.
The following activity has taken place within 2016/17:

a) 'Takeover' — national 'Takeover Day' takes place in November, and each year Lancashire
aspires to increase engagement by extending the initiative to take place over the entire month.
The LSCB has engaged in the process for a number of years, and in November 2016, the
following took place:

e A young person co-chaired the LSCB meeting which proved a rewarding and useful
experience and challenged LSCB members to ensure dialogue is meaningful and
accessible to young people
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e A young person 'took over' part of the CSE Operational Group meeting in November,
acting as the Chair for the second half of the meeting and delivering a number of
agenda items to share the views of children and young people in relation to CSE. This
activity prompted positive discussions and gave the opportunity to gain a young person's
perspective in the approach to tackling CSE.

b) Corporate Parenting Board — a representative from LINX (Children in Care Council) attended
the LSCB meeting in January 2017 to deliver an update on behalf of the Corporate Parenting
Board. As part of the discussions, the young person advised of the proposal made to district
councils to exempt all care leavers from paying Council Tax prior to 25 years of age — a
proposal which had been accepted by the county council who are in negotiation with the
District Councils

c) Young Inspectors — a group of young people 'Lancashire CSI' assist agencies in making
improvements in service by carrying out their own inspections and making recommendations.
The group feedback to the LSCB via the QAPI Sub Group.

During the reporting year, the young inspectors have carried out inspections of the following:

e Youthzone Facebook April 2016;

e CANW re-visitin May 2016;

e LSCB CSE survey and work November 2017;
e Police CSE Inspection January 2017.

Last year, the Young Inspectors created a summary of the LSCB Annual Report and will be
asked to do the same again this year.

d) CSE Awareness Week — Engagement of young people in a CSE conference which informed a
parallel event for adults and influenced the CSE Strategy.

e) Young Person's Safety Toolkit — last year we reported that a group of young people were
helping with the design of a toolkit to assist professionals in having conversations with young
people about issues of risk and safety, whilst also giving messages to young people about
what constitutes risky activities and situations as well as what might be safer. The development
of the toolkit continued in 2016/17 and was launched in February 2017:
http://www.lancashiresafequarding.org.uk/media/31316/Young-Peoples-Safety-Toolkit.pdf

f) Annual report — following the publication of the 2015/16 annual report, a group of young people
developed a one sided summary of the issues they felt were most relevant to them. The
summary can be found here: http://www.lancashiresafequarding.org.uk/media/26115/Annual-
report-Young-Peoples-summary.pdf . We will again be asking young people to look at creating
a version of this year's annual report which is more engaging for children and young people.

Collecting the views of Adults as service users is a new challenge for the LSAB. During 2016/17
we have engaged with a group of service users to develop an Easy Read Guide: 'What is
safeguarding and how to report your concerns', which aims to help vulnerable adults understand
what 'safeguarding' is; what 'abuse' is; the different types of abuse, and what to do if they are worried
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or concerned. This was developed in partnership with the Learning and Disability Partnership Board,
and is currently awaiting final sign off.

In 2016/17 the LSCB recruited two new Lay Members.

explored for the LSAB.

A similar approach is currently being

As part of the SAR/SCR process the LSAB/LSCB routinely consults and seeks the views of family

members in relation to the review and ensures their views are appropriately reflected.

The newly established Communication and Engagement Sub Group will address service user
engagement as part of their strategy and work plan over the next year, looking to develop more

effective methods.

5.6 Board Performance

The Boards also have performance indicators which relate to its own effectiveness, with the year-
end returns as follows:

Direction

Indicator 2014/15 | 2015/16 | 2016/17 | Target of Travel
(at Q4)

) N N
Attendance at LSAB Meetings* .Ot .Ot 76% 80%
available | available

Attendance at LSCB Meetings* 68% 80% Better

SCRS referrals considered within 100% 100% 100% 100% Same

timescale

Number of cases reviewed by CDOP 84 86 68** N/A N/A

*A full breakdown of attendance by agency can be viewed at appendix 3. Where agency representation is
poor, this addressed by the Chair.

** The number of cases reviewed by CDOP is lower than normal due to the implementation of the database.
The number of cases reviewed still remains higher than the national average. Further details can be found
in the CDOP annual report.

A risk register is in place for each Board to ensure the appropriate controls are in place to mitigate
against key risks to the delivery of Board business and the effectiveness of the partnership.
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6. Key Achievements from the Sub Groups

The work of the Boards is delivered through a range of themed sub-groups as illustrated in the
structures above. Each sub-group has its own work plan which are drawn from the Business Plans
and in turn based around the Boards' strategic priorities. The work plans have been reviewed for
the year and key achievements are as follows:

6.1 Safeguarding Adult Review and Serious Case Review Groups
Role — To consider referrals for SARs and SCRs against the criteria, commission reviews and
monitor implementation of single and multi-agency learning from case reviews.

SAR/SCR Activity 2016/17
2016/17 SARs | SCRs
Number of referrals: 11 20
Number converted to reviews: 4 3
Number converted to Multi-agency learning reviews | O 1
Number pending decisions 2 1

Key Achievements 2016/17

The SAR and SCR Groups have successfully implemented the Welsh methodology for undertaking
SAR/SCRs and they continue to embed this into practice, raise awareness with practitioners and
learn from reviews undertaken on behalf of the Board.

The first SAR has been completed and was presented to the LSAB in April 2017. Three SCRs
were commissioned in the reporting year, undertaking an additional 7 throughout the year which
were commissioned during 2015/16.

A resource pack has also been developed which includes roles and responsibilities of panel
members/ Independent Reviewer/ Independent Chair and Business Coordinator, learning event
briefing, certificate for learning event, and a 7 minute briefing on the Welsh methodology. A system
has also been set up to enable prospective chairs to observe a full SAR/SCR prior to undertaking
the chairing role, this provides an opportunity for new chairs to receive some form of training prior
to undertaking a full review.

Furthermore, a tendering process and contract has been developed and utilised for the 2 most
recently commissioned SCRs, and 3 SARs. This process will be used for any future reviews
commissioned.

Priorities for 2016/17

SAR Group:

e Contribute to the Welsh Model Evaluation being undertaken by an independent reviewer,

e Asthe SAR Group gains experience and learns from reviews undertaken they will look to tailor
the Welsh Model (where appropriate) so it is specific to the adults agenda,
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e Develop arobust method for implementing and monitoring multi-agency actions plans as a result
of SAR recommendations, being mindful of evidencing impact and outcome,

e Develop effective methods of disseminating learning to partner agencies and frontline
practitioners,

e Develop communication with other sub-groups of the Board to improve dissemination of lessons
and reduce duplication,

¢ Review the Terms of Reference (TOR) and ensure the membership is made up of appropriate
agency representatives (including seniority),

e Continue to promote the SAR panel, its role and referral pathways with LSAB partners

SCR Group:

e Undertake an independent evaluation of the Welsh Methodology;

e Improve dissemination of learning to the multi-agency workforce;

e Improve evidence impact and outcomes from action plans;

e Develop a retention policy and formulate a member agreement;

e When the first 6 SCRs are completed using the Welsh method, Review Group should consider
the need for a thematic audit and if agreed plan this as a separate piece of work.

6.2 Learning & Development Sub Groups (LSAB and LSCB)
Role — The principal purpose of LSAB and LSCB learning & development sub-group is to promote
learning and development.

LSAB

The Adults Learning and Development Sub Group has met regularly and has had good attendance
from multi-agency partners.

The Sub Group has undergone a number of changes with regard to its Chair, however, Lorraine
Elliott, has taken on this role. The group members are committed to strengthening multiagency
learning opportunities despite the challenges within existing financial constraints.

The main priorities for the group has been to review the terms of reference for the group, review the
membership and begin to identify the work plan and future priorities for the group.

Key Achievements for 2016/17

e Web site presence for the LSAB and a page dedicated to Learning and Development.

e Delivery of single and multi-agency training sessions via the Care Act task and finish group,
topics include: managing modern safeguarding challenges, MCA / DoLS and safeguarding and
care homes. The task and finish group members have capitalised on existing networks and
resources to realise statutory requirements on a cost neutral basis.

e Development of a process to agree and publish Seven Minute Briefing topics

e A conference on self-neglect has been held and evaluated well. The conference was
oversubscribed indicating the need for further sessions.

e Agreement on future direction and focus on multiagency learning topics incorporating complex
safeguarding matters.

62



Priorities for 2017/18

An Options Paper has been presented at the LSAB which outlines three options for the future
direction of Learning and Development. This is currently under review .The preferred option is
the development of a multi-agency training pool. A training pool model brings multiple benefits
by trainers providing agency specific skills. The trainers bring knowledge and experience, along
with different kinds of specialist knowledge combined with local knowledge re structures and
systems.

7MB topics proposed and agreed:

o Confidentiality and information sharing
Financial Abuse
Learning from SARs
MCA & DoLS
Best Interest decisions
Self-Neglect (incl. hoarding)
How to make a safeguarding referral

o Safeguarding and interface with legislation
Safeguarding Adult Review (SAR) learning will be a regular agenda item, agreement to
incorporate key themes following SARs into the 2017 work plan. To date agreement on
multiagency learning topics:

o Consideration of domestic abuse in the context of adults with care and support needs

o Strengthening MCA implementation across agencies, due to inconsistent awareness of

how to apply the principles into practice

o Risk assessment and safeguarding and effective use of family views
Development of a robust process to cascade multiagency learning following the outcome of
SARs. Where there is crossover with the LSCB learning and development subgroup, the group
will join up to reduce duplication of efforts and provide a more consistent approach to
safeguarding learning and development.
Review the terms of reference (TOR) and ensure the membership is made up appropriate
representatives including seniority.
Arrangement of a learning and development day to plan and develop objectives for 2017/18

o O 0O O O O

LSCB

Key Achievements for 2016/17

61 events planned,

920 people attended, with 112 non-attenders (11%);

E-learning was popular again and 12.782 completed e-learning courses;
5 courses quality assured externally;

6 level 1 courses quality assured by L&D sub group;

14 seven minute briefings were published;

One MALR facilitated and written;

Training s11 collated and published;

Published evaluation report.
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Priorities for 2017/18

Ensure that an appropriate level of CSE training is available to all professionals who require it;
specialist training should be targeted on those working with children and young people at risk of
or suffering from CSE;
Evaluate the impact of training with a focus on how it makes a positive difference to keeping
children and young people safer;
Use 7 minute briefing system to raise practitioner awareness and provide specialist information
regarding a range of complex safeguarding concerns in annual training needs analysis;
Include the scoping of training requirements regarding range of complex safeguarding concerns
in annual training needs analysis;
Ensure appropriate single training is provided to relevant staff;
Provision of a focussed, directed training plan, aligned to the Board needs:

o provision and maintenance of skilled training pool;
Maintain 4 e-learning courses. (CDOP, Level 1, Level 2, CSE);
Refresh of course materials for each course annually;
Publish 7 minute briefings 14 times per year;
Provide 80 courses per year, at levels 3 - 6;

o Collate statistical information on attendance.
Evaluate training provision by single agencies and the LSCB:

o QA 4 LSCB course annually;

o QA 6 single-agency courses annually;

o Ask each participant for feedback and to set an action plan which is checked 3 months

later;
o Use the s.11 process to quality assure each member agency's level 1 and level 2
safeguarding training.

Be reactive to needs of local, national and Board requirements/requests in respect of Learning
and Development;
Involvement with Board Chair's meeting ensure connectivity with SCR group and SCR a
standing agenda item upon Learning and Development. Ensure national initiatives are upon
agenda as required.

o O O O

6.3 Quality Assurance and Performance Information Sub Groups (LSAB and LSCB)

LSAB
Role — to ensure that the LSAB is assured that there is an effective and wide spread approach in
ensuring the safety of adult citizens of Lancashire.

Key achievements for 2016/17

Formed a forum where safeguarding issues or potential issues can be discussed, resolved and
shared

Established a process to develop, implement and deliver a programme of multi-agency thematic
audits, including having the knowledge, skills, abilities within the membership to undertake the
audits

Shaped an effective membership to identify and respond to changes in local and national
safeguarding policy and priorities
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Committed to receiving, discussing and utilising data from multiple sources, with recognition that
there is a vast amount of complex data

Created a Terms of Reference for the sub group that ensures effective and relevant membership
and a mechanism to focus the group’s activities

Initiated first multi-agency audit around the topic of Domestic Abuse in Vulnerable Adults

Priorities for 2017/18

Maintaining the commitment from member organisations in supporting the function and remit of
the group.

Identifying key topics for audit for 2017/18 — the first of these being ‘“Time scales and information
sharing’.

Ensuring the sub group maintains its focus on its key priorities.

To further refine the performance data presented to the group and the board.

To explore how the group will align to the Safeguarding Adult Review (SAR) and the Learning
and Development (L&D) sub groups.

LSCB
Role — to develop QA capacity and test the quality of multi-agency responses to vulnerable children
and their families in order to inform service development and training needs.

Key achievements for 2016/17

Appointment of new chair and Business Support Officer for QAPI
Joint working with Rochdale to adapt their multi-agency audit process for use across Lancashire
recognising the challenges of scale. Multi-agency training on the audit methodology.
3 multi-agency audits undertaken across Lancashire on:

o Early intervention and Children in Need

o 16/18 year old transitions as a result of recent SCR finding and findings of the

Ofsted/CQC inspection of health providers in Lancashire.

o Child Sexual Exploitation
All audits to include generic questions on the Voice of the Child, Information sharing and
assessment and planning. Discussions are to be had with the young inspectors re their
involvement in this process.
S47 audit completed as requested by the Improvement Board involving 36 cases chosen by
CSC, which identified a number of issues relating mainly to record keeping. Good discussions
have been held with CSC as a result, action plan developed and completed.
S11 audit completed and challenge sessions held with 2 local councils, a health provider and
probation.
Performance dashboard developed for reporting to LSCB with agreed exception reporting.

Priorities for 2017/18

Complete risk register amalgamating risk that currently sit at a sub group level and ensure
regular updates to board.

Robust analysis of S11 audits utilising new format and all members of the QAPI group to agree
partners to be challenged.

Undertake agreed multi-agency audits and focus group reviews.
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e Monitor completion of action plans against completed audits

6.4 Mental Capacity Act Implementation (MCA) Sub Group (LSAB)

Role —to advise the LSAB on processes, procedures and outcomes in relation to the implementation
of the MCA and Deprivation of Liberty Safeguards (DoLS).

It's estimated that as many as two million adults in England and Wales lack the mental capacity to
make decisions on a daily basis. Consequently, the Mental Capacity Act 2005 (MCA) lies at the core
of many decisions and should be a key theme of all services providing care for individuals with care
and support needs. The MCA empowers people to make decisions for themselves wherever
possible and protects people who lack capacity, by providing a framework that places individuals at
the very heart of the decision-making process.

The MCA/ DoLS implementation subgroup was a newly formed subgroup of the board as of
February 2016. The group was implemented following the House of Lords Select Committee
recommendations and to support the work of the pan Lancashire MCA practice group. The purpose
of the group is to advise the LSAB on processes, procedures and outcomes in relation to the
implementation of the MCA and the Deprivation of Liberty Safeguards 2009. This includes progress
updates and assurance of how the Act is embedded in practice across multiagency partnerships.

Key achievements for 2016/17

The group has made a positive contribution to the work of the LSAB, by identifying potential
barriers to implementing best practice and highlighting areas of risk regarding MCA/DoLS
implementation. Strategies have been implemented to mitigate potential risks and progress has
being made to standardise practice across the system where appropriate. Over the reporting
period the group have delivered on a number of objectives including:

e Following the successful development of the pan Lancashire MCA media resource and E book
reported in the annual report of 2015/16; the resource was launched at a local conference in
April 16 and shared with the national MCA sub group of NHS England. The work was shortlisted
for a national ‘Patient Safety’ award and also featured in the national MCA forum chairs annual
report of Baroness Finlay as an example of best practice. The links to the resource can be found
below.

o https:/lyoutu.be/6mQOQIN6YWO3E%20
o http://pub.lucidpress.com/MCABLBNetwork/

e The group have collaborated with regional and national groups sharing best practice resource
tools across services, including the NHS Deciding Right App; a guide to support care providers
through the process of making care decisions in advance for people who will or may lose
capacity in the future, or those who have already lost capacity for those decisions.

e Over the reporting period there has been a significant investment in strengthening learning and
development opportunities to support agencies in applying the principles of the Act into practice.
Using funding received from NHS England the group have coordinated a number of multiagency
training events, commissioning Afta- Thought; a drama based training company who specialise
in training delivery using scenarios that are realistic, recognisable and measurable. The
sessions were targeted across statutory services, including health, social care and the police
along with independent care providers and third sector agencies. The sessions were well
attended and evaluated positively.
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Expert speaker ‘Neil Allen’ Barrister from 39 Essex Chambers and Senior Lecturer at
Manchester University was commissioned to provide targeted training on MCA and case law
updates for GP’s and hospital medics across the pan Lancashire footprint.

Development of two 7 minute learning briefings in the Mental Capacity Act and how this applies
in practice, along with a briefing to outline the role of Advocacy Focus - a statutory support
service available to adults in Lancashire who are experiencing or living with health or social care
needs.

Purchase of easy read leaflets from RIPFA which have been used to raise awareness if the Act
with the public.

Commissioning of a pan Lancashire research project to understand the experience of health
and social care provider's experiences of working with the Act. The research is the first of its
kind from a local and national perspective and will inform practice with evidence based
recommendations.

Introduction of practice based learning sessions led by the MCA coordinator with opportunities
to discuss case law updates and reflect on complex cases across statutory health and social
care providers.

Priorities for 2017/18

Further embed the MCA into practice across all agencies and effectively challenge providers to
demonstrate compliance with the Act.

Strengthening MCA arrangements for 16 & 17 year olds.

Incorporation of the service user voice and engagement with the public to help in understanding
their rights.

Multi-agency audit against the ADASS MCA Improvement Tool.

Consideration of the recommendations from the pan Lancashire MCA research project.

6.5 Practice with Providers Sub Group (LSAB)

Role — a multi-agency forum to discuss the wide safeguarding agenda following amendments to the
Care Act, with a view to raising awareness and sharing learning across agencies and providers.

Key achievements for 2016/17

In consultation with partners:

Developed the "LSAB Guidance for Safeguarding Concerns" including associated appendices.
This guidance is for Providers and Practitioners as key partners in safeguarding adults with care
and support needs. Its aims are to support delivery of professional safeguarding duties and
responsibilities. It received approval of the LSAB on 21 April 2017 and subsequently has been
shared widely by multi-agency partners in a range of forums, including the appendices:

o Safeguarding Concerns Checklist

o safeguarding guidance in relation to Medication Errors

o safeguarding guidance in relation to Falls and unexplained injuries

o safeguarding guidance in relation to incidents between service users
Developed 7 minute briefings on the following:

o Safe Use of Agency Staff

o Oral Health for adults with Care and Support Needs

o Risks regarding emollients and smoking
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e Contributed to a review and a refresh of the Best Practice guidance for Pressure Ulceration

e Promoted the use of the Hydration Toolkit for care homes

e Facilitated discussion in response to concerns from Providers regarding the proposed health
commissioning arrangements being introduced for Medicines Optimisation and Safety of
Medicines in Care Homes including the Principles of managing the use of homely remedies

e Provided a briefing and awareness raising for Providers on the NHS England Prevent national
update

e Made available to Providers a Care/Nursing home sample Safeguarding Adult Policy which is
Care Act 2014 and Mental Capacity Act 2005 Compliant

Priorities for 2017/18

e Raise awareness and engagement with Providers through a variety of methods including the
Champions network and the communications and engagement group of ‘Making Safeguarding
Personal' agenda and engage with Providers as to how they can contribute to achieving positive
and person centred safeguarding outcomes. This is of particular importance where a registered
provider is asked to undertake a safeguarding enquiry on behalf of the commissioner /local
authority for an adult in their care

e Develop guidance information and a report template to assist partners and/or providers by
detailing the key areas to consider when a request has been made by the local authority
safeguarding service for an internal provider led safeguarding enquiry to be completed

e Explore if and how this sub group could take forward initiatives from best practice evidence in
relation to acknowledging adverse childhood experiences in adult safeguarding work to achieve
outcomes that are more positive than might otherwise have been the case.

e Promote learning in relation to actions which may be relevant for all Providers from the findings
of Serious Adult Reviews. Raise awareness of and consider the impact of ' 2nd victim ' to
ensure that Providers are supported within a positive culture of learning.

e Collaborate with and support the '‘Communications and Engagement group to ensure that
registered Providers across Lancashire are reached, informed and contribute to the work of the
LSAB and its sub groups.

e Continue to promote with the 'LSAB guidance for Safeguarding Concerns' with registered
providers by ensuring that it is referenced within and promoted through the Multi-Agency
safeguarding Policies and Procedures which are in development

e Continue to promote and share best practice guidance from the Social Care Institute for
Excellence with care providers to improve the safety and quality of care and reduce the
incidence of safeguarding concerns.

e To update and refresh these priorities in light of the LSAB objectives and or issues that may
emerge and will benefit from input and action by this sub group.

6.6 Leadership Sub Group (LSAB)

Role — a multi-agency forum to discuss the wide safeguarding agenda following amendments to the
Care Act, with a view to raising awareness and sharing learning across agencies and providers.

Key achievements for 2016/17

e Successful transfer of 3 area based Leadership Groups to one countywide group.
e Established effective links with Advocacy Focus
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Enabled partners to recognise the importance of the prevent strategy

Ensured information relating to policy/procedures updates are effective shared

Improved working with Trading Standards

Development of an Easy Read Safeguarding leaflet

Contributed to the LSAB website with members of the board and identified requirements.

Developed Self-Neglect guidance in conjunction with Principal Social Worker

Increased awareness of online safety in vulnerable adults

Provided insightful presentations and information from multi-agency partners on areas such as:
o Clare's Law and Coersive Control;

Safeguarding in Prisons

Modern Slavery Act 2015 and the implications for all partners

Guardian Angels dementia project

Safeguarding and refugees and the impact of this
o Financial abuse and working with adults with care and support needs

Awareness of the new domestic abuse audits

o O O O

Priorities for 2017/18

Share learning from SARs and ensure learning embedded within the work of agencies
Strengthen links with wider partners who are not represented on the sub group
Further develop joint learning and networking

Improve communication and engagement

Develop a Safeguarding poster

Share anonymised case examples.

6.7 Lancashire Child Sexual Exploitation Operational Group (LSCB)
Role: Operational multi-agency group to ensure a coordinated multi-agency response to CSE.

Three Operational Groups (Lancs/Blackpool/Blackburn with Darwen) were established in February
2016, with accountability to their respective LSCBs, and the Pan-Lancs CSE and MFH Strategic
Board. The Lancashire Operational Group met for the first time in April 2016 and has developed
over the reporting period, contributing to the following:

Key achievements for 2016/17

A Business Co-ordinator with responsibility for CSE is now in post with the LSCB and supporting

the work of this agenda.

External review of the pan-Lancs CSE Strategic Action Plan. Many priorites marked as

completed and Operational Groups tasked with focusing on those RAG rated as Amber or Red

via local level action plans;

Initiated a pan-Lancs review of Standard Operating Procedures for CSE. This work is ongoing

via a multi-agency Task and Finish Group;

Working towards a multi-agency Dataset to build a live picture of CSE in Lancashire. Group are

utilising a tailored Sefton model to analyse a full year's data prior to review of the tool.

Positive engagement in CSE Awareness Week in November 2016. The thematic focus of the

week was around children and young people with disabilittes and those from BME

communities. Well attended multi-agency conference took place during the week, with a parallel
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conference for young people. LSCB supported the week of action via attendance and
promotional activity via Twitter.

National CSE Awareness Day took place in March 2016, agencies of the Operational Group
were engaged in the process, and again the LSCB took to Twitter to promote key messages of
the National Working Group and agencies within Lancashire.

Priorities for 2017/18

Successful completion and implementation of SOPs Review;

Further develop an effective multi-agency data set;

Implement learning from recent multi-agency CSE Audit;

Development and implementation of a pan-Lancs Communications Plan;

Engagement in Lancashire CSE Awareness Week (w/c 13 November) and National CSE
Awareness Day;

Consider and address findings and issues raised via the research project around the views and
perceptions of CSE within minority communities;

Assist and support the roll out of the 'Taxi Driver Workbook', and implement methods to analyise
the impact

Remain sighted on JTAI assessments

Exploration of the problem of Child Criminal Exploitation and County Lines in Lancashire

6.8 Pan-Lancashire Online Safeguarding Sub Group (LSCB)
Role — To raise awareness and support agencies in protecting young people from the risks
associated with the use of the internet and social media.

Key Achievements for 2016/17

Successful production of ‘Making Sense of...KCSIE’. Highly popular resource both within and
outside of Lancashire region developed in response to school HT requests for guidance re:
online aspects of Keeping Children Safe in Education 2016. Positive Ofsted feedback received
on resource during school inspections.

Development of new (Pan-Lancashire) Online Safequarding section on LSCB website — formal
launch on Mon 6th Feb 17 prior to Safer Internet Day (Tue 7th Feb 17)

Governor session demand has seen substantial increase since publication of KCSIE in Autumn
2016. Implications of KCSIE 2016 delivered to series of Lancashire Governor Forums during
Autumn 2016. Development of supporting School Governor Online Safety Self Review
(Checklist) Tool released as part of Safer Internet Day 2017 activities has been well-received
and has been adopted beyond Lancashire.

Co-ordination and successful hosting of 4 x Online Safety Briefings (OSB) across Lancashire
region during January 2017 - (5th iteration in Lancashire with highest attendance to-date (c.
350). Blackpool attendance significantly improved over 2016). In total, over 560 multi-agency
professionals attended sessions which were again very well-received and feedback extremely
positive.

OSB events produced valuable multi-agency survey evidence from professionals across the
children’s workforce, highlighting areas where professionals would like to see further support.
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Updated Online Safeguarding Strategy 2017 — 2019 agreed and in place. Renewed Action Plan
under development to focus on key Risk Areas and encompass support priorities identified in
Lancashire multi-agency survey evidence from OSB 2017 events.

Series of LSCB Safer Online Behaviour multi-agency L&D sessions commenced April 2017.
Partnership activity with BwD LSCB includes delivery of Online Radicalisation/Counter-narrative
sessions (series of 3 x sessions planned) for 2017/18.

Enhanced links with NSPCC colleagues has resulted in increased partnership activity and
promotion of national ‘Share Aware’ campaign and in-school support sessions for pupils.
Media engagement opportunities including Lancashire Evening Post article (November 2016)
and BBC Radio interview as part of Safer Internet Day 2017 promotional activities (February
2017).

Commission to deliver series of (mandatory) Online Safety courses for foster carers.
Continued development of Prevent for Schools (P4S) website as a nationally-recognised
resource for schools. Development of dedicated Online Radicalisation/Extremism guidance for
schools published in 2016. Site usage continues to increase both within and outside of
Lancashire with highest ever access statistics recorded during March 2017.

Continued requests for session delivery successfully met including recent increased demand
for Online Radicalisation/Extremism and School Governor sessions.

General feedback indicates increasing school acknowledgement of Online Safety identified as
a Safeguarding rather than ICT issue (a recurring key message in Lancashire over recent years).
Active engagement with School PSHE Networks has resulted in a number of YP from
Lancashire schools being selected for both National focus groups and a European research
project.

Requests for consulting-advisor input into development of (national) projects and resources has
continued and supports Lancashire input into national developments.

Increasing multi-agency engagement and recognition of LSCB central hub of expertise.
Particularly useful engagement from Health colleagues - online aspects increasingly appearing
around Health & Wellbeing priorities.

Priorities for 2016/17

Continue awareness raising activities for key Risk Areas including Online CSE, Bullying,
Sexting, Online Radicalisation and wider developing Social Media-related issues (e.g. false
news/misinformation).

Progression of LSCB Online Safeguarding web presence including development informed
through site analytics and Lancashire survey evidence.

Development of agreed Pan-Lancashire Action Plan reflecting priorities and agency activity
informed by existing and developing Online Safety risks and results of children’s workforce
survey. Build upon OSB data to evidence and support multi-agency priorities and subsequent
activity.

Develop and encourage increased multi-agency partner commitment to co-ordinated activities,
including liaison with related organisations (e.g. CPB).

Reflect LSCB joint-business approach through development of adult-focussed provision
including vulnerable groups and associated risk areas.

Build on current Govt focus and forthcoming UK Internet Safety Strategy and maximise
opportunities to support Lancashire C&YP and associated workforce.
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e Maintain core recommended resources and guidance to support progression. Review
(historical) Tri-X guidance for currency to ensure reflection of agreed policies and processes.

e Secure commitment to repeat Online Safety Briefing events across Lancashire region for 2018.
Co-ordinate and support events including repeat of children’s workforce survey.

e Support embedding of Online Safety aspects within DSL responsibilities and associated training
delivery.

e Ensure national developments and evolving nature of online agenda and associated priorities
(e.g. factors influencing online radicalisation) are reflected in future priorities.

e Ensure existing and developing Online risk areas are appropriately reflected in Lancashire
Continuum of Need. Investigate potential inclusion of Online Safety within future S11 revisions.

e Continue to provide central hub of Online Safety expertise and guidance across Lancashire to
support positive outcomes for C&YP and Parents & Carers.

Demand for support around Online Safety agenda is likely to remain high. Substantial update to
DfE Keeping Children Safe in Education is anticipated in 2018.

UK Digital Strategy currently under development will include UK Internet Safety Strategy (Green
Paper expected Summer 2017) — central Government focus on Online Safety is currently at all-time
high.

6.9 Pan-Lancashire Child Death Overview Panel (CDOP) (LSCB)
Role — Reviews all child deaths in Lancashire to identify themes and trends to inform preventative

developments

Key Achievements 2016/17

By far, one of the biggest achievements in 2016/17 was the introduction of the eCDOP database.
From January 2017 all deaths are now notified to the CDOP team via the new online system and all
Form B requests for completion are also requested online. All agency contacts who complete CDOP
forms received training on the system and a user guide was also developed.

CDOP also held a Development Day which included presentations from RoSPA about current
campaigns and how it can link into the CDOP. The Blackburn, Hyndburn and Ribble Valley Coroner
also delivered a presentation around the role of the coroner and CDOP members had the chance
to ask questions in relation to queries raised during case discussions meetings.

The Review of SUDC Service was completed and it was agreed by CDOP to extend the service.
The review and options paper were subsequently presented to the Collaborative Commissioning
Board in December and all CCGs across Pan-Lancashire agreed to the extension of the service. A
multi-agency SUDC Steering Group was formed to oversee the implementation of the new service.

Priorities for 2017/18:

e Oversee the proposed changes to the SUDC Service

e To implement the recommendations from the ACE Audit

e Update the safer sleep materials timeline; secure future funding for the campaign and also link
into the wider public health events calendar

e Hold a Safer Sleep CDOP Conference for professionals
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To scope out undertaking further thematic reviews and look into possibility of building on suicide
thematic review

Secure funding for Safer Sleep campaign and also link into wider public health events calendar
to further promote the campaign and materials

CDOP to have oversight of implementing the recommendations in the NW Infant Mortality sector
Led Improvement report

6.10 Joint Communication and Engagement Sub Group

Role — to enable the effective delivery of key messages and awareness raising around issues of
safeguarding for the residents of Lancashire

The LSAB/LSCB Joint Development Day in March 2017 agreed the need for a joint sub group to
focus on communication and engagement of key safeguarding issues. Although established outside
of the reporting year (June 2017), it seems appropriate to update on communication and
engagement activity to have taken place during 2016/17 and the priorities the group will work
towards for 2017/18.

Key Achievements for 2016/17

Website development — a new LSAB website was developed during 2016/17, going live in
January 2016. The website offers information and resources for practitioners and providers
alike.

Press engagement — the Boards have trialled engagement with the local press as a mechanism
of sharing key safeguarding messages with the general public in order to raise awareness of
important issues, help people 'spot the signs' and take appropriate action. The following articles
were published:

o Suicide — the LSAB worked with the Lancashire Evening Post as part of a three-day
special investigating the high rates of suicide in Preston, and other areas of Lancashire,
with a view to heighten the awareness of the issue and campaign for further work to
address it.

o Emollients and Fire Safety — following the tragic death of a care home resident, the LSAB
launched a campaign with the Lancashire Fire and Rescue Service to raise awareness of
the potential dangers in fire safety when using emollients containing a high level of
paraffin. The article was published across various local newspapers across Lancashire,
resulting in the issue being picked up nationally and the LSAB Chair being interviewed for
a feature on Radio 5.

o Online safeguarding — an article was published in November 2016, following an interview
with the LSCB Chair and Online Safeguarding Advisor, to highlight possible online
dangers to parents, and to provide them with tips on the most effective ways to address
the issues with their children.

o Dangers of button batteries — in the lead up to Christmas 2016, the CDOP Chair and
Designated Doctor were involved in an article to heighten the awareness of the potential
dangers of button batteries when swallowed. The article gave examples of where the
batteries could be found — for example in children's toys — and the best action to take in
the event one is swallowed.
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Twitter — both the LSAB and LSCB took to Social Media in May 2016 as another mechanism for
promoting key safeguarding messages. Over the reporting year, the platform has been used to
support many national and local campaigns and signpost users to information and support.
Examples of campaigns include:

Child Safety Week — June 2016

Exam Results support — August 2016

Lancashire CSE Awareness Week — November 2016

Safer Internet Day — February 2017

National CSE Day — March 2018

Baby Loss Awareness Week — October 2016

Road Safety Awareness Week — November 2016

Safer Sleep Week — March 2017

0 O O 0O O 0 O O

Priorities for 2017/18

Sub Group — agree Terms of Reference and Work plan for 2017/18;
Development and implementation of a Communication and Engagement Strategy;
Establish and publish quarterly newsletters regarding safeguarding matters;
Support the sharing of learning from SARs and SCRs, and lead on any specific campaigns
needed to fully embed learning. Campaigns agreed so far focus on:

o Cannabis use and its effect on parenting capacity;

o Adverse Childhood Experiences;

o Prevention of non-accidental head injuries in babies;
Develop a suite of 'Safeguarding Leaflets' to promote an awareness and understanding of
safeguarding in various settings to assist practitioners and members of the public in recognising
that safeguarding is everyone's business, and what to do when there is a concern;
Further develop the LSAB website, and review and update existing content of the LSCB website;
Establish effective methods of engagement to gain the views and input of service users;
Identify methods to measure the impact of communication and engagement activity.

74



7. Budget

The below details the contribution and expenditure against the LSAB/LSCB budget during 2016/17.

INCOME Outturn 16/17
Contributions to Board
North Lancashire CCG 33,164
Fylde & Wyre CCG 33,164
Greater Preston CCG 26,864
West Lancashire CCG 14,850
Chorley & South Ribble CCG 23,265
East Lancashire CCG 66,329
Police 76,723
National Probation Service* 0
Community Rehabilitation Company 15/16 9,189
Community Rehabilitation Company 16/17 11,633
Cafcass 550
Lancashire County Council 255,813
Lancashire Teaching Hospitals NHS Trust 4,000
Training income 7,950
Miscellaneous Income 3,254
Deficit funded from reserves 6,539
573,287

*National Probation Service contribution delayed due to

) , ) . (6,745)
ongoing discussions re national formula.
566,542
Child Death Overview Panel
Lancashire County Council 74,000
Blackburn with Darwen Borough Council 14,700
Blackpool Borough Council 9,800
98,500
Contribution back to BWD & BBC from reserves (24,500)
Following an in year review of CDOP budget, a reserve of
monies built up from previous years was repaid proportionately
to contributing authorities.
TOTAL LSCB/LSAB INCOME 16/17 640,543
EXPENDITURE Outturn 16/17
Central
Staffing Costs 238,529
Transport 4,463
Supplies 95,496
Training 10,169
Other Expenses 12,421
361,078
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Child Death Overview

Staffing Costs 42,316
Transport 236
Training 330
Supplies 21,724
Other Expenses 833
65,439
Serious Case Review
Staffing Costs 21,011
Supplies 53,583
Training 723
Transport 262
Other Expenses 892
76,471
Training
Staffing Costs 78,679
Training 42,537
Supplies 12,817
Transport 1,364
Other Expenses 2,158
137,555
TOTAL LSCB/LSAB EXPENDITURE 16/17 640,543

8. Contact Details

@ Email: LSAB@Ilancashire.gov.uk

LSCB@cyp.lancscc.gov.uk

D4 Address: Lancashire Safeguarding Boards
Room D37/D40
County Hall
PRESTON
PR1 8RL

® Phone:  +44 (0)1772 536288

EWebsite: http://www.lancashiresafeguarding.org.uk/

76


mailto:LSAB@lancashire.gov.uk
mailto:LSCB@cyp.lancscc.gov.uk
http://www.lancashiresafeguarding.org.uk/

Appendix 1 — Findings from the MASH Diagnostic

Multi-agency Safeguarding Hub (MASH) — Diagnostic June 2016
Executive Summary

No ownership in terms of strategic governance;

No joint commissioning;

No single management function;

Stage one running since April 2013 on basis of police only referrals;

Original vision was for Pan-Lancashire and across full age-range but the Unitaries
subsequently split off (has achieved viable approach at that scale).

No clarity as to function i.e. is this a referral unit, a triage system or a problem solving
function?

Scope expected 30,000 police referrals — reality is 50,000;

Scope for stage 2 onwards was projected as likely to be 60,000 now known to be more like
90,000+

Original vision to include all groups but reality is only children’s work at present;
Multi-agency team in place, broadly cover the ground for children’s cases — needs different
approach to fully encompass adults;

Original vision was to screen all agency incoming work and identify the vulnerable — the
reality is even taking only police referrals where vulnerability is already identified it is clear
the process doesn’t necessarily add value in a significant number of cases;

Of the above around50,000 cases 50% are not subjected to full MASH process and would
benefit from Early Help

Unwieldy processes ( more than 60 steps in police process alone if fully "Mashed") result in
slower processes and increased cost;

Commonality of language and definitions of risk are still issues;

The process has resulted in backlogs which can itself generate risk;

Significant commitment and investment has been forthcoming from agencies. (e.g. £1.7
million from Police alone for MASH service)

Only the police cover 24/7

Single site/single service has brought consistency but reduced local connections;

Safe service (inspectorate view) - but this really relates to cases where safeguarding issues
are clear from outset — much more complex issues about recognition of risk.

BUT - clear evidence of improved safeguarding in relevant cases and much richer

information sharing.

Moving to stage 2:

Stage 2 work is currently processed via Customer Access and then CART —issues here
about decision making and duplication;

Likely to be even greater proportion of cases which would benefit from Early Help;
Managing 90,000 cases via MASH is not viable as the one size fits all has proved to be
unhelpful and caused a delay in service — diversion of those needing “early help” and clear
service pathways are needed.
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Adult services— current team (who are co-located) receive all “safeguarding” alerts and both
collect a limited amount of multi-agency information, assess risk and where possible
provide a problem solving service — There is lack guidance around thresholds.
Location/locality need to be considered — consistency is important but the loss of local
interaction across service providers has a negative impact.

Recommendations:

=

abrwn

©ooNOo

Identify high level accountability and establish effective strategic group to drive forward to
stage 2;
Re-visit vision, objectives and customer cohort for MASH,;
Scope likely workload and identify resource requirements;
Commission service redesign;
Agree areas for joint commissioning - including non-service specific staff e.g. referral
assistants;
Agree multi-agency partners and single agency contribution/resource commitment;
Explore integrated agency approach with single line management chain;
Explore options re single/central versus locality based arrangements;
Identify and align under-pinning areas:
o Redesign e.g. Customer Services and Police Contact management
o Establishment of refreshed thresholds
o Development of common language and common risk assessment measures;

Jane Booth, LSCB Chair June 2016

Full MASH Diagnostic Report:

3. X

MASH Diagnostic
FINAL REPORT July 1
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MULTI-AGENCY SAFEGUARDING HUB (MASH) — DIAGNOSTIC JULY 2016

{

EXECUTIVE SUMMARY

e No ownership in terms of strategic governance;

e No joint commissioning;

e No single management function;

e Stage one running since April 2013 on basis of police only referrals;

e Original vision was for Pan-Lancashire and across full age-range but the unitary
authorities subsequently split off (has achieved viable approach at that scale).

e No clarity as to function i.e. is this a referral unit, a triage system or a problem solving
function?

e Scope expected 34,000 police referrals — reality is 50,000;

e Scope for phase 2 onwards was projected as likely to be 60,000 now known to be
more like 90,000+

e Original vision to include all groups but reality is only children’s work at present;

e Multi-agency team in place, broadly covers the ground for children’s cases — needs
different approach to fully encompass adults;

e Original vision was to screen all agency incoming work and identify the vulnerable —
the reality is, even taking only police referrals where vulnerability is already identified,
it is clear the process doesn’t necessarily add value in a significant number of cases;

e Of the above around 40% are not subjected to full MASH process and would benefit
from Early Help

e Unwieldy processes (more than 60 steps in police process alone if fully "Mashed")
result in slower processes and increased cost;

e Commonality of language and definitions of risk are still issues;

e The process has resulted in backlogs which can itself generate risk;

¢ Significant commitment and investment has been forthcoming from agencies. (e.g.
£1.7 million from Police alone for MASH service)

e Only the police cover in the MASH 24/7

e Single site/single service has brought consistency but reduced local connections;





Safe service (inspectorate view) - but this really relates to cases where safeguarding
Issues are clear from outset — much more complex issues about recognition of risk.
BUT - clear evidence of improved safeguarding in relevant cases and much richer
information sharing.

Moving to Phase 2

Phase 2 work is currently processed via Customer Access and then CART —issues here
about decision making and duplication;

Likely to be even greater proportion of cases which would benefit from Early Help;
Managing 90,000 cases via MASH is not viable as the one size fits all has proved to be
unhelpful and caused a delay in service — diversion of those needing “early help” and
clear service pathways are needed.

Adult services— current team (who are co-located) receive all “safeguarding” alerts
and both collect a limited amount of multi-agency information, assess risk and where
possible provide a problem solving service — there is lack guidance around thresholds.
Location/locality need to be considered — consistency is important but the loss of local
interaction across service providers has a potentially negative impact.





INTRODUCTION

In May 2010, Children's Social Care introduced a centralised social work team to manage all
new child care referrals. The intention was to provide a consistent approach to thresholds
and practice for children's social care, ensuring that only appropriate cases were sent to
district teams for a statutory assessment and if needed cases could be step down to early
help.

Since the introduction of this centralised social work team, the service hasbeen inspected
several times by OFSTED, via peer reviews and through internal inspections. The service has
been identified as providing a safe 'front door' for children and families.

In 2011, as part of the Sustaining Excellence programme, for Lancashire Constabulary a 90
day review commenced of the Criminal Investigation Departments (CID) and Public Protection
Units (PPU). This was to review how to maintain success in criminal investigations, prevention
and our use of criminal intelligence whilst reviewing how we could do things differently, or
more efficiently and effectively, and to look at future governance, leadership, standards,
processes, development of staff, partnership working and performance.

At that time, Lancashire Constabulary operated from six territorial divisions with each having
their own PPU’S. Each division operated a ‘referrals unit’ for vulnerable child, vulnerable adult
and domestic abuse referrals that were aligned to the PPU’S. During the review it was
recognised that this method of operating and processing referrals generated a lack of
consistency pan-Lancashire. The review identified the opportunity to enhance the consistency
and safeguarding approach for vulnerable people and therefore recommended a centralised
referral’s unit for Lancashire Constabulary. Soon the idea of partners working together
expanded this thinking to the possibility of a Multi-Agency Safeguarding Hub (MASH).

Nationally MASHs began to be seen as an important safeguarding development in 2011.
Numerous Serious Case Reviews had highlighted the importance of good multi-agency
communication and sound protocols for information sharing as essential tools. Inspections
carried out by both Ofsted and HMIC have commended MASH arrangements and CQC
reported effective health provider engagement as positive practice.

A joint letter from four Government Ministers to Local Authority Leaders and Chief Executives
set out their commitment to ‘the clear need for genuinely integrated multi-agency
approaches to underpin information sharing ...... every agency should commit to this
approach.’

In 2012 agencies across Lancashire for the authority areas of Lancashire, Blackburn with
Darwen and Blackpool came together to establish a Multi-Agency Safeguarding Hub (MASH)
with the intention of ensuring that new ways of working were developed to allow
participating agencies to share information in a timely and secure manner and enable
agencies to decide on appropriate referral pathways into services for vulnerable people.





Prior to the commencement of the pan-Lancashire MASH, Blackburn with Darwen withdrew
its support and set up its own unitary authority MASH. The MASHs commenced in April 2013,
initially there were two MASHSs but Blackpool separated from Lancashire to form its own
unitary MASH.

The vision for MASH was and is: "to identify and make safe all vulnerable people in our
communities at the earliest opportunity by sharing information and making referrals into
pathways across the safeguarding partnership.” The MASH process assists the decision
making about whether and at what level a service should be offered. Ultimately, the MASH
model is a more effective arrangement for identifying risk at the right level and facilitating
appropriate interventions across a broad spectrum of need

The MASH implementation arrangements in April 2013 were intended to be incremental and
initially related to referrals which were generated by police officers in the course of their
duties - phase 1. This was to establish a single multi-agency access point for dealing with all
police safeguarding referrals with a view to getting policies and processes in place and then
moving on the phase 2 which would be a fully integrated multi-agency team processing all
potential safeguarding referrals.

A MASH steering group was established and joint operating procedures were developed.

In April 2014 Adult Social Care commenced a safeguarding role within MASH. The core
purpose to ensure that vulnerable adults within Lancashire are able to live safe lives,
protected from abuse and neglect. In the first year of operation the multi-disciplinary
resource available, with police and health as the key agencies involved in adult protection
work, supported an integrated approach to sharing information, strategy discussions and joint
decision making.

It had been proposed that the only work that would follow an Adult MASH process would be
Police work, VA1, SA1, DV and CYP. As this represented only 10% of the volume of adult
safeguarding alerts it was agreed that strategy discussions with the Police would be made
available for all safeguarding cases with a criminal element.

The role of Adults Social Care within MASH is greatly misunderstood and a consensus is that
Adults Social Care was not formally part of phase 1 but co-located within MASH as a screening
unit, benefitting from a partner presence.

OBJECTIVES AND OUTCOMES FOR MASH

The need for multi-agency approaches to sharing information in order to secure better
outcomes for children and families is well-documented. There are numerous different models
to be found nationally but the three common principles are:-

¢ Information sharing
e Joint decision making





Coordinated interventions

Within the Lancashire MASH operating manual, three broad, desired outcomes are specified.

Improved Safeguarding Decision Making — “The MASH will improve decision making
by sharing multi-agency information, ensuring that decisions take into account the full
‘story’ of the person considered at risk and enabling effective direction to the right
service.”

There is clear evidence of better informed decision making in respect of safeguarding
risks and in the 2015 inspection Ofsted made no criticism of the MASH. However too
many cases, which could be better responded to by an offer of early help services, are
referred into the MASH only to be referred back out for early help after an expensive
and time-consuming process. Approximately 60% of cases referred meet the criteria
for a full information sharing process to be completed. A proportion of cases are
clearly identified from the outset as being at a level of risk which requires a statutory
safeguarding response. These are processed via the MASH when the required service
response is already clear but this does enable a quick turnaround of multi-agency
information to inform the investigation.

Early Identification of Harm and Risk — “The MASH will create an environment which
facilitates the research and analysis of partnership information. Multiple risk factors
will be used to identify those persons in Lancashire who are most at risk of future
harm.”

Whilst all agencies staff are co-located within MASH they are not working in a true
integrated team approach. They continue to operate as separate services reducing the
achievement of the potential efficiencies to be gained from operating as a single
service. There is a lengthy process for the building of chronologies to inform risk
assessments in some cases this process can be over 60 individual steps. This increases
the final response time in all but the cases which are already identified as clearly
safeguarding cases at the point of referral.

There is also a risk that the MASH process is seen as the starting point for all referrals
for services to support children and their families, not only those where there is a
safeguarding concern. A significant proportion of referrals are passed back for early
help/preventative support. In reality early help services are preventative in nature and
almost always delivered via a multi-agency approach. If managed via the CAF process,
then the parents have already consented to multi-agency information sharing and this
can be achieved via the meetings of the Team around the Child without the necessity
for a MASH referral. In fact referral via the MASH for cases not needing a safeguarding
risk assessment leads to delay in services offered which is clearly likely to be counter-
productive.





e Improved Interface with Early Intervention Services — “The MASH will provide a close
interface with Early Intervention Services for Children and Vulnerable Adults across
the county. This will provide for timely interventions to be made in those cases where
there is a lower level of risk, by ensuring that they receive the right service at the right
time. The aim of this is to prevent escalation of risk and crisis in families.”

The role of the Earl Help Coordinators who were based within the MASH has recently
been reviewed and new arrangements developed. Effective engagement with Early
Help is crucial.

Adult Social Services operate from within MASH albeit perform a screening type role
rather than share information for referrals at phase 1. Because the MASH is currently
only receiving referrals which come via the police the majority of adult referrals result
from police call-outs to incidents of Domestic Abuse. Where an incident is categorised
as “standard” (on a scale of standard, medium or high risk) they are very unlikely to
meet service criteria but are all processed before being closed to adult services. This
has resulted in the development of a significant backlog of cases approximately 450.

Referral of domestic abuse cases into the MASH created, until 6 months ago, delay in
referrals to the IDVA Services, however processes have been adapted and a pilot is
operating to ensure engagement earlier with victim services for standard risk
domestic abuse.

The original intention was for the LA computer system to provide the care data set for
MASH activity via an add-on to the Early Help module. This system was to provide
data regarding service standards and enable the measurement of progress but it is yet
to be developed. .

Analysis

The service design for MASH needs to address the whole question about what MASH is? Is it a
referral processing unit; a risk screening and assessment process; single or multi-agency
triage etc......

Whilst outcome 1 — Improved Safeguarding Decision Making — can be evidenced. Outcomes 2
and 3 have yet to be achieved, however work continues to develop and seek out improvement
in these areas. Both the police and the LA are now funding, with support from the LSCB, more
analysis using systems thinking, to inform the future development of workflow and pathways.

Visits to other areas suggest that consideration of the following may be beneficial in future
developments:

e Consideration of a single access multi-agency referral point with (amalgam of police
and LA front door) with initial screening of referrals system to prevent all being
MASHed





e Establishment of clear pathways for incoming work where there may be a
safeguarding concern, with those cases needing an early help response being directed
to Early Help.

e Review of police PVP system in respect of standard risk DA with referral into IDVA/
early help response rather than MASH

¢ Single management of staff/officers in the MASH to create a single cohesive team

e Possibility of joint appointments to enable staff to access more than one agency
system

e Case load limits for MASH Officers

e Some agencies being represented 'virtually'

e MASH Manager post - mixed experiences elsewhere

e Mental Health input.

e The MASH operating from the three localities and collocated with PPU/CSC duty teams

e Joint commissioning of the service to secure commitments and clarity of
accountability.

e The development of clear guidance around the role of MASH in safeguarding adult
cases and the separation from care practice issues.

Definitions
The MASH operating manual defines the MASH as follows:

"The Lancashire MASH will allow participating agencies to share information in a timely and
secure manner and enable agencies to decide on appropriate referral pathways into services
for vulnerable people.”

The 'Vision' for the MASH is:

“To identify and make safe all vulnerable people in our communities at the earliest opportunity
by sharing information and making referrals into pathways across the safeguarding
partnership.”

The MASH process aims to assist the decision making about whether and at what level a
service should be offered. Ultimately, the MASH model should be a more effective
arrangement for identifying risk at the right level and facilitating appropriate interventions
across a broad spectrum of need.

PROGRESS

It was expected that in October 2013 progression of these safeguarding processes would
expand the submission of referrals directly to the MASH from a range of organisations and
agencies — phase 2. In the months which followed the inception of MASH it became clear that
the principal behind the development had been borne out and benefits were being seen in





terms of improved safeguarding as a result of better information sharing. What also became
clear was that the scale of the exercise had not been sufficiently well-understood and the
volume of referrals outstripped the resource required to process them.

The level of resourcing in MASH had not been designed to accommodate the high levels of
referrals that were actually received as can be seen from the figures below. The overall
referral figure has not reduced to the initial anticipated numbers, and there is little evidence
to suggest further significant reductions to those initial estimated figures can be achieved at
this time.

As the workload increased and backlogs developed, work processes were reviewed and
streamlined where possible. Cases which clearly met the threshold for a criminal or child
protection investigations continued to be processed and passed promptly to the appropriate
teams. Less urgent cases ran the risk of joining a backlog and managers now reflect that much
of their time and energy has been focussed on managing the backlog rather than managing
the work.

In June 2014 the MASH relocated to Lancashire House Accrington and Children’s Social Care
merged the workers in CART/MASH together managing both police referrals with this setting
and also all other referrals from health, education and other agencies which continues today.

The MASH has reported routinely to both to Lancashire Safeguarding Children Board (LSCB)
and the Lancashire Safeguarding Adult Board (LSAB) in broad terms. The collection of
performance information has been reliant on police systems as the local authority
information system module was dependant on the development of an Early Help Module for
Children’s Social Care and this as yet to be completed. While the systems were seen to be
safe and enhanced information sharing could be evidenced, progress to phase 2 seemed to
be receding into the distance.

The LSCB decided, following reported difficulties in progressing to phase 2, to undertake a
“diagnostic” exercise in relation to the Lancashire MASH as the basis for a challenge as a
critical friend to the agencies involved in its development. The LSCB established a short-life
task and finish group to undertake this exercise and have used a template adapted from the
North West Performance Framework to assist with this exercise. The diagnostic has sought to
compare local developments with models which exist elsewhere and which have been part of
effectiveness reviews. It has drawn heavily on the Home Office report published in July 2014
— Multi-agency Working and Information Sharing Project! The work has also been informed
by analysis previously completed by the North West ADCS and the Pan-London LSCB.

1 Multi-agency Working and Information Sharing Project — Final Report — July 2014, Home Office





The need for multi-agency approaches to sharing information in order to secure better
outcomes for children and families is well-documented?.

The MASH diagnostic exercise sought out information from all the statutory agencies involved
in the work. Consideration was given to what you might expect to find if our services are good
and effective and what published reports and research tell us about what constitutes good
practice. Availability of data to measure the quality of services and the impact on outcomes
for children and young people and what gaps there was reviewed. The findings of local audits
and quality assurance activity were considered. Members of the group observed current
practice and also had access to staff in the multi-agency teams. Members of the ‘task and
finish’ group visited a number of MASH’S in other areas of the country in order to consider a
variety of ways of working. These visits have broadly concluded that arrangements are very
much specific to local need so there is little of direct relevance to Lancashire.

In addition the MASH diagnostic sought to uncover working processes, the level of demand,
duplication, outcomes, the quality of service delivered to vulnerable people in Lancashire,
how we can identify vulnerable victims at an early action phase, and the ability to progress
towards a comprehensive MASH where all agencies contribute into the referral and risk
assessment process and to identify development opportunities and most importantly to
safeguard of the most vulnerable within our communities.

Four MASH Practitioner and Manager Events which involved 400 practitioner’s in total, were
held to explore and capture the views of multi-agency professional’s view of MASH. The
reality picture of MASH was presented at these events which had been generated using the
systems thinking methodology. These events sought to understand a number of aspects of
MASH from partner’s perspectives - the strengths, weaknesses and purpose of MASH to
consider options moving forward. These events were inclusive of Blackpool and Blackburn
local authorities as well as Lancashire County Council.

The work has taken longer than expected largely due to the unforeseen impact of the
management of, and subsequent response to, the Ofsted inspection of the local authority.
Considerable thanks are due to police and health colleagues who put in extra time and effort
to get the wok back on track.

OVERVIEW OF DEMAND

Pan Lancashire MASH data

e Number of referrals 1/4/13 to 31/3/14 = 49821
e Number of referrals 1/4/14 to 31/3/15 = 46960

2Working Together to Safeguard Children March 2015; Munro Review of Child Protection 2011; No secrets: Guidance on
developing and implementing multi-agency policies and procedures to protect vulnerable adults from abuse, 2000;
Statement on Government Policy on Adult safeguarding, 2013.





e Number of referrals 1/4/15 to 31/3/16 = 47264
e Number of daily referrals varies between 100 to 160 although this figure is increasing

The estimate for police referrals at the commencement of MASH was 34000 and the final
demand following phase 2 estimated to be twice this. Clearly this had been drastically
underestimated and the first year of MASH saw a total of almost 50000 referrals.

The demand for phase 2 was estimated to double this number of referrals.

In addition there is an ever increasing volume of safeguarding alerts for adult social care.
There is a backlog of priority 3 and 4 safeguarding alerts. During April 2015 to March 2016 the
backlog of these cases averaged 450. Initiatives are in place to address the backlog although
to date this backlog remains constant.

Analysis

The current arrangements bring significant numbers of cases into the MASH environment in
circumstances where the process will add little value and a better response would be to
provide access to Early Help. This is estimated to be around one third of the current workload.
The Continuum of Need — a tool used in respect of children's access to services has been
reviewed to make clear the thresholds for early help and statutory involvement. Cases
reaching the early help threshold should be directed to Early Help not the MASH.

No similar guidelines are in place for adults although the LSAB has recently set up a task and
finish group to look at the possible benefits of such an approach. While practice issues such as
medication errors and bed sores can be a safeguarding issue they should not be labelled as
such without evidence to support this and would be better dealt with in many cases as issues
of quality of care and not processed via the MASH when phase 2 is implemented.

AGENCIES IN THE MASH

At the time of writing the current resource in the MASH team is as follows
All key agencies and services have practitioners seconded to the MASH, which includes:

e Local Authority: Customer Access Service, Children's Social Care, Adult Services, YOT,
Education workers, Early Response Team, LADO

e Police

e Health

e Probation — National Probation Service (NPS) which links and supports the Community
Rehabilitation Centre (CRC)

e Fire & Rescue

There are also established links with other services to support information sharing. For
example, substance misuse services, CAMHS, IDVA's, Police Early Action Teams & CHANEL.





Agreed pathways are in place with the CSE Teams: Engage, Deter & Awaken and there are
established links with the social workers in these teams.

Links are established with EDT and AMHP Service (Approved Mental Health Practitioner) and
agreed pathways in place re missing from home/care.

Analysis

It is felt the current arrangements in respect of agency representation and links to other
services are adequate but capacity is a significant issue given the volume of contacts /
referrals.

There is a significant lack of access to clinical health information for adult safeguarding alerts
under current commissioning arrangement and urgent consideration should be given to how
this could be improved moving forward to the development of MASH.

RESOURCING

Current activity constitutes a massive investment, both in terms of agency resources and
commitment but progress towards phase two has not happened in the face of the
overwhelming workload. The financial value of the staff committed to the team by the police
alone is in the region of £1.7 million.

Adults Social Care’s investment is approximately £450,000 for 1 x Team Leader and 10 x Social
Workers until recently this was a temporary arrangement but has recently been permanently
allocated to MASH.

Lancashire County Council have significantly increased the staffing into CART/MASH over the
past few years and the service currently operates with a County Manager who also covers
EDT, 4 Practice Managers 11 social workers, 2 temporary social workers supporting Customer
Access, 2 Customer Service Advisors, 2 Business Support Officers and 2 Early Help
professionals supporting education referrals and advice. The budget for 206/2017 for the
above structure is approximately 1 million.

Analysis

The current arrangements do not make effective use of the resource being committed across
the agencies. Commitment and finances have been forthcoming from most agencies and
provide a very substantial pot from which to develop the future arrangements.

STRATEGIC APPROACHES

Although the aim of the MASH is clearly defined, the arrangements for strategic governance
are less than robust.





The Operating Manual describes the governance arrangements of the MASH as follows:

“The Multi-Agency Governance arrangements provide a broad framework, within which the
MASH partners have agreed to collectively manage their business. The hierarchy for
governance of the Lancashire County Council MASH will be as follows: Lancashire MASH will
be accountable to Lancashire Safeguarding Children Board and Lancashire Safeguarding Adult
Board. The Lancashire MASH Steering Group will provide assurances to the two Boards and
strategic / operational direction for the MASH Partnership, setting long-term objectives and
vision as well as Terms of Reference for the Operational Group. The Operational Group will
address process modelling and review this MASH Operating Manual on an annual basis.”

Lancashire Safeguarding Lancashire Safeguarding
Children's Board Adult's Board

(Oversight Function) (Oversight Function)

MASH Steering Group
(Strategic Function)

MASH Operational and
project Group

(Tactical Function)

While the MASH Steering Group, whose membership is not defined, is seen as accountable to
the Safeguarding Boards there is no top tier management level accountability built in. While
it is appropriate for the Safeguarding Boards to hold the Steering Group to account, the
Boards themselves are not accountable for the MASH, and are not responsible for resourcing
nor delivery of the service. The role of the Boards should be to require sufficient information
from the agencies to provide assurance that a high quality service is in place and to challenge
the commissioners and providers to ensure good practice can be evidenced.

In practice it has not been possible to provide robust multi-agency information and only Police
and the National Probation Service appear to have accurate data and only the latter have
qualitative data.

Location/footprint needs be addressed as a strategic issues — currently the service is delivered
from single site. While this single site approach was developed to address local
inconsistencies which had been a problem historically.

Analysis





Governance arrangements need to be clear and, while it is not uncommon for LSCBs to be seen
as having a strategic overview, there is no evidence of a strategic approach to operational
delivery and management.

LEADERSHIP/MANAGEMENT

There is a management / operational structure in place which specifies day to day
management arrangements and accountabilities back into each service’s management
structure. An operational manager from Children’s Social Care also oversees the CART and
EDT arrangements and a senior police officer manages the MASH police team. The proposal
for the development of a MASH Manager post has not been progressed to date and
considerations for such a post will be influenced from the findings of the MASH Systems
Thinking Review which commenced on 18" July 2016.

Analysis

Strategic leadership and arrangements for scrutiny and challenge appear to be unclear and
under-developed. There is a 'Steering Group' which brings together senior managers from
MASH agencies but it's role and governance function do not appear to be well understood or
clearly set out in terms of reference; it is also unclear where this group formally reports to and
who ultimately has accountability for the effectiveness of the MASH.

MASH PROCESSES

Clear processes have been established in relation to operational requirements such as general
administration, step down/up, referral to Children Social Care and Adult Services, validation
etc. In 2014 a proposal for the "integration of CART, INTAKE, MASH and EDT into one service,
aligned with the Customer Access Service, to ensure a streamlined and cost effective response
to multi agency safeguarding and access into social care services" was accepted internally in
the LA but has not progressed. The proposal recognised the need for improved links with Early
Help pathways and processes, development of a multi-agency information sharing database,
increased capacity to deal with schools / education issues, referrals to be accepted from all
agencies, not just Police and further integration with the CAS.

Analysis

Work to implement this proposal (Phase 2) has stalled, and a number of issues and concerns
are currently unresolved and felt to be a significant risk to further development of the MASH.

A summary of these are as follows:

e Number of contacts was significantly underestimated when the MASH was set up
which has led to the current situation where a significant backlog has accumulated
with no signs of abating

¢ Information systems are not integrated and a significant hindrance, the proposed LCS
module/solution does not seem to be progressing





e Itis likely that a significant number of cases could and would be better dealt with by
referral to Early Support Panels without having to be MASH'ed. This needs scoping out

¢ Pilot of Health referrals has not yet been undertaken

e The need for the MASH to managing the queue rather than work constitutes a risk

e The potential benefits of developing a jointly commissioned and fully integrated service
does not appear to have been explored

e Low number of safeguarding alerts received by the Adult MASH team will be stepped
down and routed to the appropriate pathway.

INDICATORS OF EFFECTIVENESS AND CONTXT FOR THE FUTURE

We have reviewed findings from Ofsted’s Inspections for indicators of MASH effectiveness -
it is difficult to draw conclusions from these as there is no consistent model / arrangements
nationally with which to measure effectiveness. However a consistent theme where criticism
has been levelled is around inconsistency of response and classification of referrals / level of
need. Additionally, The Centre for Excellence in Information Sharing has published the
briefing below which summaries some of the key factors that determine the effectiveness of
MASH's based on recent studies / evaluations. A key conclusion from this is that there are no
definitive measures / indicators of what works due to the diversity of need across areas — it is
very much for these to be determined locally.

An Early Help outcomes framework and QAF is in place and reports to the QA/PM sub-group,
this however doesn't provide an analysis or assessment of MASH specifically, though it may
reflect some of its functions and outputs.

On-going development work to support the consistent practice regarding the management
of risk and thresholds by children’s social care who is implementing a risk management model
which is underway and will ensure thresholds within Lancashire are consistently understood
and applied in line with the newly refreshed CON which is be a clear unambiguous framework
supported by a risk sensible social work model.

This will make decision making around thresholds explicit, justifiable and 'risk sensible’.

Similar activity is replicated within Lancashire Constabulary around ‘Risk, Threat and
Vulnerability’ training.

Analysis

While there are broader indicators of the effectiveness of the MASH through agencies
performance frameworks these are very much just that and there is little or no specific
measurement of the effectiveness of MASH processes. Without a dedicated and specific
quality and performance framework, firm conclusions about the effectiveness of the MASH
cannot be drawn.





CURRENT AVAILABLE DATA

A summary of the key responses received from each agency is as follows:

Local Authority

There are some performance data collections in relation to effectiveness of Early Help but
nothing specific to the MASH.

A MASH QAF is currently being drafted but nothing has been shared to date.

There is an Early Help Module for Social Care which needs to be in place before the MASH
module can be developed.

Children Social Care and CART collate regular data on referrals, contacts and repeat referrals.
Referral rates since inception of the MASH have not reduced and repeat referrals also have
not demonstrated a consistent downward trend quite the opposite. There is little or no
information on the views of families or children regarding MASH, indeed they may not be
aware they have been through it.

Health

Data is collected on the MASH activity and identifies the number of referrals where health
provided an input and additionally the number of children and young people identified. As
with other agencies data tends to reflect volumes of work rather than outcome or
effectiveness of interventions

Police

The data is fairly limited around the numbers of referrals received within a given period for
each local authority area or policing division. These referral numbers can be broken down into
the type of referral - vulnerable child, vulnerable adult or domestic abuse together with their
risk grading (high, medium and standard). More specialist data can be obtained from ICT
around repeat victims, lead referral and perpetrators. There is a lack of police data in relation
to:

1. Numbers of referrals sent to CSC and other agencies
2. Outcome - What gets stepped up and what gets stepped down

Analysis

There is a general lack of information and analysis around indicators of effectiveness of the
MASH, until a multi-agency QAF is developed and a more robust reporting and governance
structure agreed it is difficult to make any further assessment at this point in time. If the
proposed LCS module is a long way from implementation than it may be necessary to explore
other options and avenues in relation to data capture and analysis.

LOCATION





With the benefits of modern technology, the location of the team is not critical to its success,
however closer connection with locally delivered services may have some benefits. Both the
police and children’s social care operate on the basis of three divisions as do the CSE teams.
Any redesign of services should scope the benefits of both a centralised and a locality based
service.

CONCLUSION

The primary aim of improving decision making through multi-agency information sharing is
being achieved.

It is clear however that the current service design is not viable and needs urgent review. For
this to be successful all key agencies need to be involved and to commit to the re-shaping of
the service.

Possibly as much as two thirds of the work currently being processed via the MASH could be
better dealt with — cases requiring an early help response could be referred direct. While
cases which clearly require an urgent and statutory response could go direct to the police
investigator, children’s and adult social care the MASH process is seen as adding significant
value in producing a multi-agency chronology to inform decision making on a very timely basis
(3 hours target). This should be further explored as part of the service redesign.

The reality picture for MASH is that MASH only currently responds to police referrals; 3
MASH’s pan-Lancashire working differently which creates a postcode lottery around
vulnerability. There are many ‘front-doors’ creating waste, failure and duplication. There is
excessive demand and therefore risk built into the system and does not include other agency
referrals. There are inconsistencies and gaps in service provision.

RECOMMENDATIONS

1. Identify high level accountability and establish effective strategic group to drive
forward to phase 2;

Re-visit vision, objectives and customer cohort for MASH;

Scope likely workload and identify resource requirements;

Commission service redesign;

Agree areas for joint commissioning - including non-service specific staff e.g. referral
assistants;

Agree multi-agency partners and single agency contribution/resource commitment;
Explore integrated agency approach with single line management chain;

Explore options re single/central versus locality based arrangements;

Identify and align under-pinning areas:

0 Redesign e.g. Customer Services and Police Contact management

o0 Establishment of refreshed thresholds

0 Development of common language and common risk assessment measures;
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Appendix 2 — Service Area Annual Reports

1. Local Authority Designated Officer (LADO)

2. Common Assessment Framework (CAF)

3. Wellbeing, Prevention and Early Help (WPEH)

4. Counter Terrorism

5. Domestic Abuse

Domestic
Abuse.pdf

6. Independent Reviewing Officer (IRO)

= X

IRO Annual Report
2016-17.pdf

7. Multi-agency Public Protection Arrangements (MAPPA)

=,

Mappa LSCB 2016
2017.pdf

8. Secure Estate (Young offenders institutes)

9. Private Fostering

Private
Fostering.pdf
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1.

Executive Summary and Key Findings

The Local Authority Designated Officer (LADO) has responsibility for the management of
allegations against adults who work with children. In accordance with "'Working Together
to Safeguard Children' (2015), the LADO has oversight of individual cases as well as
providing advice and guidance to employers and voluntary organisations, liaising with the
Police and other agencies and monitoring the progress of cases to ensure that they are
dealt with as quickly as possible. The LADO is part of the Safeguarding, Inspection & Audit
Service within Lancashire County Council.

In 2016/17 there has been a further increase in demand with an 8% increase in LADO
initial contacts from 2,266 (2015/16) to 2,460 (2016/17). This initial consultation and advice
work is now the main area of work for the LADO on a day to day basis. The number of
cases recorded as "allegations” cases has also increased on last year from 496 to 547.

Despite the challenge of increased demand on the service, performance has remained
high but has fallen slightly in relation to the LADOs timely response to contacts (2016/17:
70% compared to 2015/16: 72%, 2014/15: 75% and 2013/14: 74% responded to in one
working day). Performance relating to the LADOs response to allegations requiring an
initial consideration within one working day also remains high at 80%. Performance is in
line with the previous year. (2015/16:80%, 2014/15: 91% and 2013/14: 82%).

The performance of concluding allegations cases within the suggested target timescales
(80% in one month, 90% in three months, all apart from exceptional cases within 12
months), as outlined in 'Keeping Children Safe in Education’ (page 46, 2015), has dropped
with cases concluded within one month down from 65% in 2015/16 to 57% 2016/17, but
those concluded within three months remains at 77%, the same as last year. The
performance of cases concluded within 12 months has improved with an increase from
93% last year to 95% for 2016/17. In previous years some consultations were recorded
as "allegations cases" then closed no further action after consideration/initial fact
finding. This inflated performance in respect of cases concluded with 28 days and three
months as these cases were swiftly closed by the LADO as they didn't meet the criteria for
consideration under the Management of Allegations Procedures. In 2014/15 this practice
ceased and where following clarification, a concern does not meet the criteria to be tracked

or have a multi-agency review it is now logged as a consultation and as a resolved matter

3





will not be included in allegations case timescales as they may have in previous years.
This change of practice continued in 2015/16. As a consequence the cohort of allegations
cases being tracked includes a higher proportion of more complex work which is
challenging to resolve within a short timescale. This may account for the dip in performance

in respect of the conclusion of cases within 28 days and three months.

The LADO Assistant has been effective in progressing the conclusion of cases which has
supported good performance on the 12 month timescale. However, this post is temporary
and the longer term plan to support the volume of LADO work whilst maintaining good
performance needs to be a priority for 2017/18.

Key Findings

There has been a continued rise in initial new contacts to the LADO which has risen by a
further 10% this year. Initial contacts include:

e Requests from agencies and services for data relating to the management of

allegations;

e The review of Children's Social Care (CSC) records to inform a vetting and barring
decision — dropping again this year to 173, possibly reflecting the increased use of the
update system or portability of the check. (2015/16: 253, 2014/15: 359, 2013/14: 275,
2012/13: 254, 2011/12: 213 requests).

e Providing profiles for Ofsted from LADO records to inform pre-inspection assessments
and consultations on complaints/allegations — a continued rise to 185 this year
(2015/16: 162, 2014/15: 147, 2013/14: 151, 2012/13: 70 contacts).

e A continued increase in consultations from employers. (2011/12: 176, 2012/13: 262,
2013/14: 343; 2014/15: 764; 2015/16: 975; 2016/17: 1,135).

As noted in previous LADO annual reports this continued increase may be due to a greater
emphasis in guidance on involvement and consultation with the LADO in respect of
allegation queries. The practice of consulting the LADO is becoming embedded in

organisational procedure for employers and providers supported by the Department for
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Education Guidance and Ofsted inspections seeking evidence on such consultations when
complaints and allegations are made. Whilst not a statutory requirement in "Working
Together to Safeguard Children', practice reflects the expectation that employers will share
the information in order to seek an independent view from the LADO in respect of all
allegations. In many cases this acts as a quality assurance role for employers' initial
decision making but significantly impacts upon the capacity of the LADO to do other work
such as tracking and attendance at multi-agency allegations meetings.

The LADO remains based within the Multi-Agency Safeguarding Hub (MASH). This
commenced full-time in January 2015 and has been successful in promoting joint working
with key statutory partners. This practice model ensures that discussions take place
between the LADO, Police and Children's Social Care in a timely manner to determine any
further action required by the respective agencies. This is reflected in the number of direct
notifications to the LADO from the MASH (111 in 2013/14; 172 in 2014/15; 172 in 2015/16
and 181 in 2016/17). Of the 181 notifications to the LADO, 22 were in relation to
safeguarding adults after consideration and 115 were not taken further under the
management of allegations procedures. Work is ongoing to review referrals to the LADO
and the Adults Designated Manager from the MASH given the high number of those
resulting in no further action. Initial meetings between the Police and Safeguarding Adults
have been held to look at developing a joint procedure and guidance to provide clarity to
referrers both within and outside of the MASH. This guidance will look to highlight the
definition of who works with children and adults at risk and how the LADO / Designated
Manager may respond. This work is ongoing and is addressed in the recommendations of

the report.

The introduction of an LADO Assistant resulted in a significant reduction in open cases
from 555 in 2015 to 220 in early 2016. However, due the temporary nature of the post it
became vacant for five months in which time the caseload increased to over 600. With the
continued rise in consultations, the temporary nature of the LADO Assistant role and a
number of complex cases requiring LADO capacity it has not been possible to significantly
reduce the open caseload and it remains at 650. The additional LADO support was noted
in the Ofsted Inspection in 2015 where it was noted that significant support to the LADO
was needed. However, the additional resource is only temporary and has not been a
consistent individual restricting effectiveness in practice. In last year's report it was

recommended that, consideration of a full review of the resource needed to support the
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LADO function as it is clear that one LADO is unable to manage the increasing volume of
contacts and requests for advice and consultations. Whilst there has been a temporary
Assistant in post for 6.5 months of the past 12, the in-depth review of the resource needed
has not been possible due the volume of work. Whilst in some local authorities with
significantly lower numbers of children, Bolton 68,000, Oldham 63,000, (they have one
LADO), Cumbria 107,000 children (has 2 LADQO's) they have the equivalent or more
resource. In relation to statistical neighbours Nottingham and Kent they have teams of 3
and 4 LADOs covering all aspects of the LADO role, unlike Lancashire who has a LADO
and Assistant LADO, with the Assistant not covering all aspects of the LADO role, covering
277,000 children, with over 650 schools and a significant number of residential homes and
foster placements, both local authority and private, with one LADO and one Assistant.

2. Introduction

The Management of Allegations Annual Report focuses on the critical issues affecting
practice as well as providing insight in relation to themes and trends. This annual report
covers the period from the 15t April 2016 to the 315t March 2017. The report provides an
overview of the national context and identifies significant changes in legislation and
guidance which impact on this area of work. The report also considers the local context,
an evaluation of casework in Lancashire, providing some key themes identified from the
data. Finally, the report concludes with specific recommendations for LADO activity for the
forthcoming year, which will look to maintain the established and effective monitoring and

evaluation of the Management of Allegations Procedures.

3. Progress of Recommendations in 2016/17
3 Key Priorities:
1. To seek a peer review of the management of allegations process in Lancashire

to gain an independent assessment of the current model and practice of agencies
and the LADO role





After initial discussion with another local authority this was not progressed as the LADO
Regional Group is developing a model of assessment which Lancashire will participate
in to assess its model of practice. A self-assessment has already been completed and
a sub-group in the region is assessing LADO decision making thresholds. This work is
ongoing and will highlight differences across the region, promoting best practice and

will aid the development of national minimum standards.

Full review of the resource needed to support to the LADO function (July 2016)

The LADO Assistant role was confirmed for a 12 month period to support the LADO.
This has been in place for 6.5 months, and due to the post being a temporary position
staff retention has been difficult to achieve. As a result there have been three different
workers which has had a limited impact on service delivery. A further review on this
role, effectiveness and impact upon capacity is needed. This work is critical as the
current resource is not reducing the backlog of work during a period of increased
demand.

Development and implementation of a LADO workspace in the electronic
Children's Social Care recording system (LCS) to evidence work which will

capture appropriate data for LADO activity

The LADO workspace in LCS has been agreed. However, implementation has been
delayed due to other LCS development priorities. The timeline for completion is
September 2017.

Other Recommendations:

Strategic developments to inform best practice with key partners.
An initiative with a Preston cluster of Madrassah leaders led to a training programme

and review of policies and procedures to promote best practice.

Links with Safeguarding Adults was established to develop joint guidance on the

management of allegations.





Monthly monitoring of performance to ensure a timely response to LADO
notifications, whilst meeting the challenge of increased demand.

Monthly monitoring continues to assess performance in respect of the management of

allegations throughout the year.

Monthly monitoring of LADO casework to ensure the timely progression of

cases. (Specifically the conclusion of allegations cases with 3 months).

Not established with current IT system, but this will be monitored in the new recording

space on the LCS electronic social care recording system.

Development of LADO / management of allegations webpage detailing criteria,
guidance and contact details to aid organisations and individuals' understanding
of the LADO role and function.

This was a recommendation in the previous business analyst report on the LADO
system, but given the limited capacity of the LADO, it has not been possible to progress
this. This is addressed in the recommendations of the report.

The LADO will maintain a full and active participation in the North West Regional
LADO Network to ensure Lancashire's practice is consistent with other areas in
the application of national guidance. This will also prevent duplication of work in

developing policies, procedures and training briefings.

The LADO has maintained participation and is also an active member of the
performance sub-group. Research and relevant Serious Case Reviews are shared
within this group as well as strategies to minimise duplication of work — such as

consideration of the role and remit of the LADO in respect of historic allegations.
Quality & Review Managers will undertake quarterly case audit reviews to quality
assure decision making and the response to LADO notifications.

Audits have been completed on some cases by managers and the LADO will seek an

audit on decision making on complex cases.





e A review will be completed by the LADO with regional colleagues on the status
of "regulated activity" for drivers transporting children to establish consistent
practice and advise partner agencies on best practice.

An assessment was completed by the LADO seeking relevant information from the
North West Regional LADO Network. LADOs from the North West Region confirmed
that their practice is consistent with Lancashire's approach to drivers transporting
children. However it has been recognised at a regional level that further work is needed
on defining what work and job roles fall within the LADO remit. This work is being

addressed by a regional task group.

4. National Context

In meeting its key objectives of restoring the vetting and barring of individuals to more
"common sense" levels, the Government introduced primary legislation under the
Protection of Freedoms Act, 2012. This legislation led to revised statutory guidance on
what is "regulated activity", (September 2012), 'Dealing with Allegations of Abuse against
Teachers and Other Staff', (October 2012) and the inception of the Disclosure and Barring
Service which took on the functions of the Criminal Records Bureau and the Independent
Safeguarding Authority, (December 2012). With these developments and revisions made
within Government guidance, 'Working Together to Safeguard Children’, (2015), the remit
has changed in relation to the concerns and individuals which can be considered under

the Management of Allegations.

Previously, the guidance suggested that the allegations procedures should consider if a
person has:
'‘Behaved towards a child or children in a way that indicates s/he is unsuitable to work
with children. (‘Working Together to Safeguard Children’, 2010).'

The revised guidance now states:

'‘Behaved towards a child or children in a way that indicates they may pose a risk of
harm to children. ('Working Together to Safeguard Children', 2015)."





The emphasis on harm and risk to a child is consistent with the notion of relevant conduct
and the harm test considered by the Disclosure and Barring Service in barring individuals.
In 2015, the LADOs role was further embedded in statutory guidance, 'Keeping Children
Safe in Education’, (statutory guidance for schools and colleges). In 2015, a further revision
of 'Working Together to Safeguard Children', confirmed the criteria in the 2013 guidance.
The maintenance of having the LADO function within the MASH is in line with the guidance

and ensures that allegations are not dealt with in isolation.

. Local Context

The LADO responds to all notifications and requests for consultations on the management
of allegations. The LADO is responsible for completing an initial consideration in respect
of all notifications, confirming with other agencies the level of response needed and
whether a multi-agency response is required. If necessary the LADO will have a strategy
discussion within the Multi-Agency Safeguarding Hub, ensuring that appropriate referrals
are made to Children's Services and the Police. The LADO monitors the case and advises
parties on complex matters including when there is a need to refer to the Disclosure and

Barring Service.

. Data Analysis and Themes

Appendices 1 to 8 provide a breakdown of LADO activity and information on the referrals

received. In summary this indicates the following:

e Number of referrals / allegations cases:
There has been a rise in the number of referrals taken forward as allegations, but this
is not a significant change: (2010/11: 652, 2011/12: 636, 2012/13: 715, 2013/14: 779,
2014/15: 491, 2015/16: 496, 2016/17: 547). The drop in 2014/15 was linked to a change
in how consultations were recorded. This is evidenced in the consistency of allegations

received in the past two years.

e Source of referrals: (See Appendix 3)
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Social Care remains the major source of referrals to the LADO and the proportion is
consistent over the past four years at around 40%. (2010/11: 48%, 2011/12: 49%,
2012/13: 50%, 2013/14: 40%, 2014/15:38%, 2015/16:41%, 2016/17: 40%).

The number of referrals from health agencies has dropped by one referral after the rise
last year and remains at close to 3% of the total number. (2011/12: 2% 2012/13:1.3%
2012/13: 2% 2014/15:1.4% 2015/16:3% 2016/17:2.5%). This suggests that the work
with health agencies looking at referrals in 2014/15 had a positive impact and has been

embedded in practice.

The number of referrals from Education has slightly increased but is proportionate with
the overall increase in referrals. (2010/11: 16%, 2011/12: 15%, 2012/13: 17% (123
referrals), 2013/14: 12.5% (98 referrals), 2014/15: 20% (99 referrals), 2015/16: 19%
(95 referrals), 2016/17: 19% (106 referrals).

The number of direct referrals from the Police, (CID, Public Protection Units and
Custody Sergeant's) is consistent with last year's performance suggesting a continuing
awareness of the need to refer, alongside the contacts received from the MASH. The
number of contacts from the MASH has risen to 183, a slight increase on the previous
year's figure of 172.

Although there has been a slight rise in allegation cases, from 491 (2014/15) to 547
(2016/17), these numbers are significantly lower than in previous years. (2013/14: 779,
2012/13: 715, 2011/12: 636). This drop in the number of allegations cases is

attributable to several factors:

There are a significant number of cases where individuals may work with children but
are not working in regulated activity. Given the change in statutory guidance these
cases are no longer progressed as allegations cases for onward tracking by the LADO
following an initial consideration. (Examples include, supervised volunteers, taxi drivers
not working on child related designated contracts, and bus drivers not working on child
related designated contracts, police officers not working in child specific roles, nurses

not working in paediatrics or specifically with children).

Concerns relating to suitability, (domestic abuse, alcohol misuse, drug misuse), where

children are not involved are closed following an initial consideration, as the employer
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has responsibility for taking appropriate action in respect of conduct issues and are not
progressed by the LADO as an allegations case.

With more effective information gathering, assessment and multi-agency working within
the MASH, a number of cases can be clarified at an early stage, therefore requiring no
further action at the initial consideration stage and are not progressed as an allegations

case.

With the change in practice and recording accounting for the reduction in allegations
cases two years ago, the rise this year will need to be assessed in future years to
consider if the number of allegations being notified and investigated continues to rise.
Whilst there has been a fall in the number of allegations cases, there continues to be a
consistent rise in demand for consultations and advice. Consultations on threshold
discussions have risen 231%, from 343 in 2013/14 to 1,135in 2016/17, with a 16% rise
from 975 last year. This highlights the continued awareness of the LADO role and the
management of allegations procedure. Whilst this may indicate a lack of confidence
within agencies in dealing with the management of allegations as suggested in previous
reports, there is also a significant expectation from professional bodies and regulators
that employers should share matters with the LADO for their professional view. The
addition of the LADO as a source of advice and guidance in the revised statutory
guidance (2015) on 'Disqualification under the Childcare Act', (2006), reinforces this

expectation.

Staff groups the subject of allegations: (See Appendix 4: Table 4)

There are two groups accounting for 49% of the workers subject to allegations referrals.
Education workers subject to allegations fell slightly this year to 24% (2015/16: 30%) of
referrals, whilst Social Care increased slightly to 25%. (2015/16: 24%). These changes
are not significant and remain consistent with previous years. As expected allegations
cases relating to residential staff account for the largest number in the Social Care
sector, 87%. (118 of the 135 cases in 2016/17).

Following the significant fall in the number of allegations against staff working in the
third sector reported last year, the number has returned to 2014/15 levels. (2014/15:
29, 2015/16: 10, 2016/17: 27). This is still not as high as 2013/14 (45), but
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demonstrates that the third sector is aware of the LADO role and requirement to make

notifications.

Timescales for the completion of cases: (See Appendix 8)

Performance in relation to the completion of cases within one month has fallen by 7.5%
when compared to 2015/16. (2016/17: 57%, 2015/16: 64.5%, 2014/15: 69%, 2013/14:
77%, 2012/13: 71%, 2011/12: 71%, 2010/11: 70.5%). This is below the target of 80%
identified in "Keeping Children Safe in Education”, (DfE, 2015) and seriously questions
whether the current LADO resource is sufficient to meet the increasing LADO demand
within such a large local authority, which impacts on performance. However, cases
that may previously have taken a few days to clarify and then close with no further
action once initial fact finding is completed are no longer considered as allegations
cases as they dont meet the criteria under the management of allegations
procedures. Previously such cases were included in the figures and therefore the
completion percentage would be higher within a month. This is reflected in the
reduction of allegations cases closing, with no further action reducing from 49% in 2014,
31% in 2015, 16% in 2016 to 6% in 2017. The proportion of cases completed within
three months is consistent with last year's performance at 77% in 2015/16. This is
below the target of 90% identified in "Keeping Children Safe in Education" (DfE, 2015),
but the proportion completed within 12 months has increased slightly to 95% compared
to last year (93%). This will be supported by the introduction of a LADO module within

LCS which will report on completion timescales and the reason for delay.

Type of allegation: (See Appendix 6)

There has been a 4% reduction in allegations involving physical abuse which followed
a member of staff carrying out an authorised physical intervention or restraint: (2010:
48, 2011: 53, 2012: 61, 2013: 70, 2014: 56, 2015: 54, 2016: 58 and 2017: 45). Those
allegations relating to physical abuse not arising from an authorised restraint include
incidents where staff may be trying to guide a child without an authorised technique, or

include staff who are not authorised to intervene but assess the need to.

Outcomes from LADO Notifications: (See Appendix 7)
As noted in the LADO Annual Report 2014/2015, there has been an expected rise in
the ‘false’ category of allegation outcomes in the past few years. This is the first year

the number has fallen. This was a new category introduced in 2013, relating to LADO
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investigations which concluded that the allegation was false. (2013/14: 8, 2014/15: 18,
2015/16: 35 to 2016/17:20). There is a significant rise in substantiated allegations from
16% of outcomes in 2016, to 30% of outcomes in 2017.

The number of cases considered by Children's Social Care continues to rise from 147
in 2015/16 to 173 in 2016/17. This increase includes: a drop in cases progressed to
child protection investigation, from 50 in 2015/16 to 38 in 2016/17, but an increase in
assessments and / or review in the MASH from 97 in 2015/16 to 135 in 2016/17. This
suggests that timely information gathering at the start of an allegation may provide
enough information to prevent the need to escalate to a child protection investigation,
whilst reassuring partners and carers that safeguarding concerns have been
addressed.

The number of cases considered by the Police also continues to rise, from 168 in
2015/16 to 196 in 2016/17. This evidences that a greater number of initial

considerations involve a multi-agency approach to decision making.

In 2016/17, the LADO received 183 notifications direct from the MASH which is slightly
higher than the number of notifications in 2015/16 (172). These cases have already
been considered by the Police and Children's Services to determine the need for any
further action and may be closed at this stage as no statutory assessment or Police
investigation is required and therefore do not progress as an allegations case. When
considered together with the number of direct notifications to the LADO from the Police
and Children's Services, it highlights that both agencies have reviewed more cases
relating to allegations and at an earlier stage (through the MASH). This provides an
explanation as to why not all cases have then progressed to a formal investigation or
statutory assessment. In last year's report an increase in child protection investigations
was reported and this year it has returned close to the 2015 level suggesting 2016 was

a unique year.

Final Outcomes (See Appendix 2)

Despite the reduction in cases being progressed for onward tracking in recent years
(2014: 779, 2015: 491, 2016: 496, and 2017: 547), the number being removed from
regulated activity has not dropped significantly. However, there has been a slight fall in

the number of referrals to the Disclosure and Barring Service, from 27 in 2016 to 21 in
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2017. This may be explained by the lower number of cases being recorded with a final
outcome in 2017, a drop from 389 to 286. Whilst the number of referrals declined, the
number of convictions rose from four in 2016 to nine in 2017, reflecting the increase in

Police involvement in cases.

7. Key Themes

Increase in Level of Consultations and Allegations Cases

In Lancashire, the LADO reviews all contacts and completes initial considerations on
allegations cases. Following statutory guidance, considerations will involve strategy
discussions with statutory agencies and discussions with employers and professional
bodies to ensure thatimmediate safeguarding issues are addressed and employers are
aware of concerns. This work is increasingly carried out within the MASH and recording
of this work is being monitored to provide clearer evidence of multi-agency

consideration and review.

Apart from completing queries relating to Vetting and Barring Checks, a fall from 253
in 2016 to 173 in 2017, the demands on the LADO service continue to rise. The
number of consultations with the LADO has continued to increase compared to
previous years. (Appendix 1). There has been an 11% increase in information sharing
from 542 (2016) to 605 (2017); a 16% increase in consultations on threshold for
notification, from 975 (2016) to 1,135 (2017) and a 10% increase in allegations cases,
from 496 (2016) to 547 (2017). This reflects a greater awareness of the LADO role but
also a growing expectation in sharing allegations and concerns even when they may
not meet the threshold for continued action under the management of allegations
procedure. Examples of this practice include Ofsted and the MASH who will share
information for the LADO to review and determine whether the threshold is met and

consider any further action required.

8. Successes in 2016/17

Safeguarding Children and the Workforce
During 2016/17, the LADO has continued the positive work of completing accurate,
timely and concise information sharing on Criminal Records Bureau / Disclosure and

Barring queries to ensure relevant disclosures. The LADO has promoted safer
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recruitment practices, whilst ensuring that those that can enter the workforce are
enabled to do so. Consultation work completed by the LADO involves discussions with
employers on reviewing the content of Disclosure and Barring Checks and completing
effective risk assessments, enabling adults to work with children when it is assessed
as safe. With the Ofsted Guidance on Disqualification under the Child Care Act, 2006,
suggesting schools should seek advice from the LADO when appropriate, this area of
consultation work has also increased. Consultation work also reviews outcomes on
employer investigations to confirm if the duty to refer to the Disclosure and Barring
Service is met.

By providing advice close to the time of initial disclosure, critical evidence can by
secured and timely liaison with the police ensures an investigation can be initiated
whilst protecting the child.

Supporting Ofsted with information, including pre-inspection information on providers
also supports the inspection framework and has supported inspections in determining
judgements with confidence. The LADOs link with Ofsted and Ofsted inspectors also
enables early alerts on matters relating to providers, (childminders, nurseries, schools
and social care providers), regulated by Ofsted. The timing of unannounced inspections

can be effectively planned alongside statutory action in discussion with the LADO.

In 2016, the LADO, working with partner agencies highlighted concerns relating to a
previously outstanding provision. By gathering previous histories of allegations and
concern, sharing information with Social Care and supporting whistle blowers, the
LADO was able to ensure matters were fully considered and safeguarding was
addressed, which demonstrates the positive and effective work that is being undertaken
by the LADO.

In 2016/17, the number of convictions rose from 4 (2016) to 9 (2017) and the number
of referrals (2017: 29) to the Disclosure and Barring Service remained higher than the
conviction rate suggesting that employers continue to investigate, assess and
determine if the individual is suitable to remain in the role. Furthermore, they are
exercising their duty in referring to the Disclosure and Barring Service if they remove a
person from regulated activity and satisfy the harm test criteria. The LADO continues
to give advice on such referrals and the need for employers to meet their safeguarding

responsibilities.
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In 2016, the LADO was approached by a cluster group of Madrasah leaders in Preston
to carry out a joint initiative assessing procedures, the management of allegations and
multi-agency working. It was noted that 2,500 children attend Madrasahs in Preston
every week. In October 2016, designated safeguarding person training was provided
by the Lancashire Safeguarding Children Board involving the LADO. The impact of this
training and initiative will be monitored in the next 12 months to consider if learning can

be shared and promoted across the county.

9. Challenges

The significant challenge facing the LADO is the increasing workload linked to the
significant rise in contacts for information, advice and consultations. The increase in
workload has been consistently reported in previous years and although performance
remains high, this is due to the temporary support of a LADO Assistant. In 2016/17,
performance in responding to contacts and initial considerations remained close to the
level in the previous year. (Contacts: 2015/16: 69%, 2016/17: 70% and for initial
considerations: 2015/16: 81% and 2016/17: 80%).

Where there are potential safeguarding concerns in relation to children, the LADO always
ensures prompt sharing of information and timely decision making. However, in some
cases the LADO will require further information before being able to make a decision
regarding any further action required and it is therefore not always possible to complete an

initial consideration within one working day.

The support of a temporary LADO Assistant has been effective in addressing the volume
of open cases, supporting the duty function in responding to consultations and progressing
cases to a conclusion. However, the temporary nature of the role has led to a reliance on
agency staff with differing levels of knowledge and expertise, requiring LADO support in
induction, training and supervision, also compromising capacity. It is significant that without
a LADO Assistant, the open caseload increases by approximately 50 contacts per month.
For onward tracking of cases the LADO is reliant upon partner agencies and employers
providing updates on investigations and outcomes. In many cases the LADO and LADO

Assistant need to seek updates from partner agencies as they have not been kept
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informed. This follow up work also limits the capacity of the LADO to carry out other

activities.

The challenge on capacity for LADOs has been recognised within the West Berkshire
Serious Case Review (Feb. 2017 p.24) in which it states,

"There is a need to be clear that the current arrangements allow LADOSs sufficient capacity
to pro-actively follow up the outcomes of individual agencies discussions to ensure that
they have been undertaken with rigour and to the appropriate standard and to escalate if

that isn't achieved"

There is a clear need to consider this issue of capacity in 2017/18 and clarify the model of
working for the LADO in Lancashire. At the time of writing the report approaches have
been made to statistical neighbours on models of practice and one authority is completing
research on LADO models of practice, due to be completed in August 2017, noting that in
one area there was a team of four LADOs and in others a difference in numbers, level of
work and level of business support. On initial assessment Lancashire had the lowest

capacity but the research is at an early stage.

A priority for 2017/18 is to fully implement the transition to the recording of LADO
allegations cases onto a LADO module within the children’'s electronic social care record
(LCS). This will promote better communication, meet information governance
requirements, will enable better information retention and a quicker and more detailed data
analysis of allegations cases. This format is better for evidencing practice and will improve

efficiency in the long-term.

LADO performance will continue to be monitored and the impact of any further increase in

service demand considered.

10.Recommendations for 2017/18

Key Priorities

1. Full review of the resource needed to support the LADO function within Lancashire. This is

needed due to the increased demand and increased backlog of cases which this report has

highlighted compared to 2015/2016, despite the introduction of a temporary LADO Assistant.

Consideration needs to be given to Lancashire's size in comparison to other local authorities, both
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within the North West and nationally, (including statistical neighbours). The review should
consider the functions of the LADO compared to other local authorities and who could complete
each function, for example, the LADO or business support, to ascertain the resource required to

deliver a safe service.

2. Development and implementation of a LADO workspace in the electronic children's social care
recording system, (LCS), to evidence work and capture appropriate data relating to LADO activity.

Other Recommendations

Further development of the strategic relationship with Safeguarding Adults / Designated Manager
for Safeguarding to develop joint procedures relating to allegations against people working in

regulated activity.

Monthly monitoring of LADO casework to assess the impact of increasing demand on

performance.

The LADO should maintain a full and active participation in the North West Regional LADO
Network to ensure Lancashire's practice is consistent with other areas in the application of

national guidance.

Review audit framework for LADO cases to ensure threshold decision making on initial

considerations is consistent and balanced with appropriate record keeping in place.

Participate in a regional review of how aged allegations are recorded by the LADO and whether

they should all be recorded and tracked even if the subject is no longer in the workforce.
To consider allegations in relation to professions such as taxi drivers/ bus drivers and others that
work with children which are not in regulated activity but are known to be linked to issues such as

child sexual exploitation and grooming which would require further capacity for the LADO function.

Embed an escalation process when partner agencies and employers fail to provide updates on
investigations and outcomes.
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Appendix 1: LADO Activity

LADO Activity 2010/11 2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 2016/17
(Criminal Records 147 213 254 275 359 253 173
Bureau) / Disclosure and

Barring Queries

Information Sharing 167 149 244 458 493 542 605
Consultations on rciins 176 262 343 764 975 1135
procedures and threshold | information

for notification to LADO ;gifl'g‘g in

Contacts taken as 652 636 715 779 491 496 547
allegations cases

Total new contacts 966 1174 1475 1855 2107 2266 2460
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Appendix 2: Initial Considerations / Referrals to LADO — Outcomes of Initial Considerations

Outcome of 2008/09 | 2009/10 | 2010/11 | 2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 | 2016/17
Initial
Consideration
by LADO

(new categories 2 and 6
for 2012)

Employer's action 72 213 199 177 104 120 95 124 180
after initial
consideration
Conduct matter for | - - - 10 66 94 45 20 17
the employer to
conclude
Allocated to IRO to | 167 149 85 63 56 49 28 32 41
chair strategy
meeting
Allocated to LADO | 38 54 139 172 247 233 201 248 305
for action
No further action 90 86 229 194 232 243 119 71 3

Ofsted action - - - 20 10 23 3 1 1

Total Cases 367 502 652 636 715 779 491 496 547
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Appendix 3: Allegation Cases - Source of Referrals (shaded areas are subsets of category above)

Number of | Number of | Number of | Number of | Number of | Number of | Number of | Number of | Number of
Referrals by | Referrals Referrals Referrals Referrals Referrals Referrals Referrals Referrals
Agency by Agency | by Agency | by Agency | by Agency | by Agency | by Agency | by Agency | by Agency
2008/2009 2009/2010 | 2010/2011 | 2011/2012 | 2012/2013 | 2013/2014 | 2014/2015 2015/16 2015/16
Social Care 219 248 312 309 359 315 186 206 221
Local Authority 235 248 284 237 101 118 115
Independent 49 56 67 76 82 86 100
Residential Care
Local Authority 5 8 2 3 2 6
Residential
Health 2 12 13 13 9 16 7 15 14
Education 82 128 105 98 123 98 99 95 106
Local Authority Education 76 81 102 75 70 64 77
Independent Education 7 17 21 23 29 31 29
Foster Care 0 6 8 18 11 14 14 22 31
Local Authority Fostering 10 6 9 1 0 0
Independent Foster 8 5 5 13 22 31
Care
Police 9 36 72 87 89 67 48 46 50
YOT 1 1 2 0 0 0 0 0 0
Probation 0 1 0 0 0 0 0 1 0
CAFCASS 1 0 0 0 0 0 0 0 0
Secure Estate 6 0 2 0 0 1 0 0 0
NSPCC 1 1 0 0 4 20 12 3 4
Voluntary 2 2 17 8 7 17 17 10 17
Organisations
Faith Groups 0 2 6 7 6 4 2 4 2
Armed Forces 0 0 0 0 0 1 2 2 2
Immigration/Asylum 1 0 0 0 0 0 0 0 0
Support Services
Ofsted / Early years 0 20 30 51 65 88 42 38 39
Other 43 45 85 45 42 138 62 54 61
Transport 15 12 7 11 4 4 5
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Appendix 4: Allegation Cases - Employment Sector of the Subject of Allegation

2008/2009 | 2009/2010 | 2010/2011 | 2011/2012 | 2012/2013 2013/2014 2014/2015 2015/2016 2016/2017
Social Care 57 80 107 128 158 154 125 120 135
Local Authority 21 36 31 32 13 6 17
Independent 69 82 115 117 103 109 109
Residential Care
Local Authority 17 10 12 5 9 5 9
Residential
Health 4 12 32 24 30 32 14 23 24
Education 137 186 163 183 198 223 155 150 134
Local Authority 132 144 135 169 95 86 87
Education
Independent 31 39 63 54 60 64 47
Education
Foster Care 59 61 65 68 62 71 43 54 66
Local Authority 44 32 30 33 19 13 23
Fostering
Independent Foster 21 36 32 38 24 41 43
Care
Police 8 14 17 8 6 9 4 2 0
YOT 0 0 1 0 0 0 0 0
Probation 0 1 0 0 1 0 0 0
Secure Estate 7 0 4 1 2 2 0 0 0
Voluntary 5 9 40 19 24 45 29 10 27
Organisations
Faith Groups 7 15 29 34 39 23 21 17 21

(30 Islamic) | (16 Islamic) (15 Islamic) (11 Islamic) (18 Islamic)

Armed Forces 0 1 1 0 3 2 2 2 2
Immigration/Asylum 0 0 0 0 0 0 0 0
Support Services
Ofsted / Early years 0 52 81 56 62 80 36 33 32
Other 83 71 113 114 131 137 62 85 106
Transport 37 29 24 25 10 8 16
Total number of 367 502 652 636 715 779 491 496 547
referrals
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Appendix 5: Allegations Cases - Referrals in Locality

Total number of referrals in locality

2008/09 | 2009/10 | 2010/11 | 2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 | 2016/17

Burnley Pendle and Rossendale 98 127 154 147 146 155 103 99 92

Hynburn and Ribble Valley 44 48 84 75 88 94 48 39 43

South Lancashire 64 122 106 100 105 114 80 82 92

Lancaster Fylde and Wyre 80 93 124 100 119 144 94 102 109

Preston 65 103 92 86 85 115 63 55 65

Referrals relating to other areas 16 9 92 128 172 157 103 119 146

/ not identified

Total number of referrals 367 502 652 636 715 779 491 496 547

Appendix 6: Allegations Cases - Categories of Abuse
Categories of abuse
2008/09 | 2009/10 | 2010/11 | 2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 2016/17

Sexual 105 120 123 101 68 87 76 61 77
Physical 198 252 285 245 248 218 169 212 172
Neglect 32 80 29 15 5 9 6 1 6
Emotional 26 42 27 21 16 8 4 9 16
*Conduct (new category for 2011 figures) 151 177 241 319 184 136 181
Other/Not categorised 6 8 37 77 137 138 52 77 95
Cases involving social media (new for (10) (46) (46) (33) 27) 27)

2012)

Number of allegations involving physical abuse which followed a member of staff carrying out an authorised physical

intervention or restraint

2010 48
2011 53
2012 61
2013 70
2014 56
2015 54
2016 58
2017 45
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Appendix 7: Allegations Cases — Outcomes / Nature of Investigations

Outcomes on the Management Allegations

Outcomes: (on the 496 2008/09 | 2009/10 | 2010/11 | 2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 | 2016/17
cases)
Total number Substantiated 46 56 77 63 79 86 78 64 20
Unsubstantiated 94 67 127 127 135 144 123 154 138
Unfounded 23 17 39 41 28 25 13 11 3
False 8 18 35 20
Malicious 2 1 4 7 5 8 5 7 5
NFA after 88 83 232 232 308 379 154 79 35
consideration
Awaiting 215 166 160 129 100 146 256
outcome on
year's cases
Number of Police Investigations 89 129 172 197 232 171 158 168 196
(e) enquiries 117 (e) 131 (e) 82 (e) 49 (e) 65 (e) 76(e)
(i) investigations 80 (i) 101 (i) 89 (i) 109 (i) 103 (i) 120
Number of Section 47/CP 139 88 93 71 84 53 37 50 38
Investigations
Number of initial assessments 29 49 29 11 30 42
only (new category for 2012)
Number of cases subject to a 81 94 72 77 67 93
basic assessment by CSC (new
category for 2012)
Number of Dismissals / 30 24 33 33 27 25 21 29 29
Cessations of Use
Number of Resignations 10 24 29 16 9 20 17 8 15
Number of referrals to POCA/List 7 22 27 24 29 28 26 27 21
99/ISA/DBS
Number of Convictions 6 23 27 12 19 (7 16 (7 12 (8 43 9 (6
cautions) cautions) | cautions) | cautions) | cautions)
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Appendix 8: Allegations Cases - Timescales for concluding Management of Allegations

Concluded cases from the 1/04/2016 to the 31/03/2017
Target suggested in 'Keeping Children Safe in Education’, (2015)

Timescales for closure / conclusion (% recorded against those reported outcomes).

2009 | 2009 | 2010 | 2010 | 2011 | 2011 | 2012 | 2012 | 2013 | 2013 | 2014 2014 2015 | 201 | 2016 | 2016 | 2017 | 2017 | Aim
% % % % % % 5% % %
1 month (28 132 66 109 71 343 | 70.5 | 336 71 419 71 518 77 303 69 251 64.5 | 163 57 80%
days)
3 months 47 90 31 91.5 59 83 50 815 71 83 67 88 58 83 49 77 56 77 90%
(84days)
12 months 18 99 12 99 61 95 55 93 45 91 49 95 44 93 61 93 52 95
(336 days)
Beyond 12 1 1 23 32 53 31 32 28 15
months
Total 198 153 486 473 589 665 437 389 286
Concluded
cases reported
to LADO

Appendix 9: LADO Early Findings (3 March 2016)
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CAF Annual Report for LSCB — 2016/17

Background

The Common Assessment Framework (CAF) is a key tool in the early identification of children
and young people and families who may experience problems or who are vulnerable to poor
outcomes and underpins the work of Early Support. The CAF is an assessment that has been
designed take a whole family approach and allows for assessment and planning against the
needs of an individual child, young person or as part of a family. The Lancashire CAF was
refreshed and re-launched in October 2013 with the updated documentation available from
the CAF website:

http://www.lancashirechildrenstrust.org.uk/resources/?siteid=6274&pageid=45056

CAF Data
CAFs Initiated

During the year 2016/17 a total of 5,113 new CAFs were initiated on the CAF database
following contact being made with the CAF administration team for the first time in relation
to the family.

2016/17 2015716 2014/15 2013714

No. of C?M?Iy No. of C(?:Jr?'ry No. of CZtur?Iy No. of C(Z(:Jr?ry

CAFs Total CAFs Total CAFs Total CAFs Total
Burnley 510 10% 559 13% 535 12.9% 376 13.1%
Chorley 377 7% 441 11% 483 11.6% 294 10.2%
Fylde 332 6% 209 5% 204 4.9% 106 3.7%
Hyndburn 418 8% 312 7% 440 10.6% 262 9.1%
Lancaster 667 13% 404 10% 424 10.2% 272 9.5%
Out of county 20 0% 8 0% 14 0.3% 21 0.7%
Pendle 514 10% 416 10% 314 7.6% 311 10.8%
Preston 700 14% 612 15% 544 13.1% 351 12.2%
Ribble Valley 117 2% 132 3% 138 3.3% 115 4.0%
Rossendale 281 5% 188 4% 200 4.8% 182 6.3%
South Ribble 349 7% 273 7% 255 6.1% 153 5.3%
West Lancashire 406 8% 291 7% 299 7.2% 254 8.9%
Wyre 422 8% 340 8% 302 7.3% 173 6.0%

Grand Total 5,113 100% 4,185 100% 4,152 100% 2,870 100%

As the table above illustrates, during 2016/17 Preston (700) saw the highest number of new
CAFs initiated, followed by Lancaster (667). Lancaster saw a big increase in the number of
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new CAFs initiated during 2016/17. As is to be expected, the larger districts with higher levels
of deprivation saw the highest numbers of CAFs initiated.

CAFS Initiated by Agency

The agency initiating the highest number of CAFs received during 2016/17 was Education
(including Early Years settings). Given that there are more than 600 schools and a significant
number of nursery school settings this isn't a surprise. A similar number was initiated by by
Lancashire County Council's Wellbeing, Prevention and Early Help Service (WPEHS). As the
service delivering Lancashire Children's Centre and Young People's Services again this is not
a surprise, particularly considering that the mandatory requirement within the service is that
a CAF should be in place for every family being worked with who is receiving targeted
support.

(0)
Agency No. of CAFs Y6 of County

Total
Education (incl. Early Years) 1,901 37%
Health 631 12%
LCC - Other 525 10%
Police 22 0%
VCFS 154 3%
WPEHS 1,880 37%
Grand Total 5,113 100%6

CAFs Closed

At least 4,938 CAFs were closed during 2016/17. It is not currently possible to report exactly
how many CAFs closed during the year as CAFs that were re-opened after having been closed
are not picked up due to limitations with the CAF database.
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Burnley 36 1 27 396 60 63 583
Chorley 69 1 16 359 62 104 611
Fylde 18 16 122 31 31 218
Hyndburn 29 9 259 74 69 440
Lancaster 34 2 19 334 90 91 570
Out of county 6 3 2 11
Pendle 35 1 11 354 53 51 505
Preston 76 1 24 408 79 65 653
Ribble Valley 6 5 69 12 12 104
Rossendale 14 8 143 27 31 223
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South Ribble 30 14 174 53 51 322

West Lancashire 36 13 211 53 51 364
Wyre 25 1 7 235 23 43 334
Grand Total 408 7 175 3,067 617 664 4,938

The majority of CAFs closed during the year were closed as a result of all needs having been
met.

Where a CAF was closed and "not completed"” — this is typically where a professional makes
an enquiry as to whether a CAF is in place for a child/young person, receives a response that
there is no CAF and therefore a URN has been generated, but then does not complete a CAF
(but notifies us that they are not completing).

Pending CAFs

As of 315t March 2017 there was a total of 2,530 CAF records with a Pending status on the
database, up from 1,938 as at 31t March 2016. These are records where a URN has been
generated (either as a result of an enquiry against the database or a request for a URN) but
no completed CAF documentation has been received.

1,115 of the records, equivalent to 44% of pending records, had been pending for more than
6 months, as at 315t March 2017. The longest length of a 'pending’ record is 2,989 days (over
8 years). Every 20 days the person who the CAF record is allocated to (the person deemed
to be the 'requestor' will be receiving a notification that they have a pending CAF awaiting
action.

One possible reason for this high number of long term pending CAFs is the approach agreed
that if a practitioner makes an enquiry against the CAF database then a URN is generated
and provided to them by default. If this person then chooses not to undertake a CAF or share
this information with us then the record remains with a pending status.

CAF Quality Assurance

CAF Quality Assurance (QA) has historically been undertaken on a quarterly basis by the
Wellbeing, Prevention and Early Help Coordinators. Each coordinator was allocated 6 CAFs
per quarter and were a mixture of CAFs completed by WPEHS colleagues and those external
to the service. Quality assurance activity was undertaken utilising a bespoke MS Excel based
tool that supported the collection of both qualitative and quantitative feedback. Upon
completion of a CAF QA, the coordinators findings and judgements were fed back to the CAF
author.

As of 15t April 2017 the coordinator role no longer exists with WPEHS and moving forwards
internal CAF QA will be undertaken through the WPEHS case file audit processes, on a
monthly basis. CAFs will be rated with a four-point scale that mirrors the Ofsted judgements.
This exercise will lead to a significant increase in the number of CAFs that assessed for quality
but will mean that only WPEHS CAFs are being quality assured.

Work will be undertaken through the LSCB QA sub group to ensure a process for the quality
assurance of multi-agency partner agency CAF assessments is in place.
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CAF QA Data — 2016/17
During 2016/17 a total of 107 CAFs were quality assured by the WPEHS district coordinators:

Inadequate Good
CAF/TAF CAF/TAF Grand
Total
Num %0 Num %
Burnley 0 0% 2 50% 4
Chorley 0] 0% 1 7% 14
Fylde 0 0% 1 17% 6
Hyndburn 2 29% 2 29% 7
Lancaster 2 15% 3 23% 13
Pendle 1 6% 6 38% 16
Preston 1 5% 12 57% 21
Ribble Valley 1 17% 3 50% 6
Rossendale 0] 0% 1 25% 4
South Ribble 0] 0% 1 33% 3
West Lancashire 1 14% 3 43% 7
Wyre 0] 0% 2 33% 6
Grand Total 8 7% 37 35% 107

Over 50% of the assessments quality assured were rated as 'good' or ‘outstanding'.

The practitioners who under took these assessments have received feedback from the
WPEHS coordinator on how the assessment could have been improved.

o

= LL =

S 3 & g

o o

o o -

T g O < ©

@ c

c© © g

)
\ Num %

Early Years Setting 0] \ 0% 5
Education (Independent) 0] 100% 1
Education (Primary) 0] 20% 5
Education (Secondary) 0] 100% 2
Education (Special) 1 0% 1
Health 0] 50% 4
WPEHS 7 35% 89
Grand Total 8 35% 107

There is considerable variation across agencies in the quality of the assessments that were
quality assured.

During the 2015 inspection, Ofsted queried whether our level of CAF quality assurance was
sufficient given the size of the authority and the number of assessments initiated. Based on
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2016/17 figures, 2% of the CAFs initiated over the course of the year were subject to quality
assurance.

Refresh of CAF documentation/'Risk Sensible'

The CAF paperwork has been refreshed to support the principles of the Risk Sensible
approach that is being rolled out across Lancashire. Briefing on the Risk Sensible principles
Is to be rolled out across multi-agency partners during 2017/18 and it is hoped that briefing
on the refreshed CAF paperwork can be included as part of these.

LiquidLoqic Early Help Module (EHM) and eCAF

A key priority for the next year is to continue to contribute to any LiquidLogic EHM and eCAF
developments. Recently progress has stalled on this project but conversations have recently
taken place and it is expected that this project will soon be progressing, once the cycle of
work being undertaken on LCS has been completed. The EHM and eCAF are connected to
the Children's Social Care 'LCS' system and allows for effective step up and step down of
cases. It is anticipated that EHM will go live within WPEHS from 15t April 2018 and will be
used as the case management system within the service. Additionally it provides functionality
that the SEND service will be utilising to deliver LCC's EHCP responsibilities.

This is vital project moving forwards as the current CAF database is extremely limited and
does not allow for any understanding of outcomes for individuals or families, nor does it allow
for any analysis of progress against actions laid out in action plans. It is a basic database
that consists of a 1 single page record per individual containing basic demographic
information and lead professional/CAF author details. These individual records can then be
grouped to families where necessary. CAF assessments and TAF documentation are emailed
to the caf@lancashire.gov.uk mailbox and are then uploaded to the electronic document
management system, Documentum. As an authority we were entirely dependent on partners
updating us as to the status of CAFs, any changes in lead professional and to share completed
assessments/TAF notes.
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REPORT TO THE LANCASHIRE SAFEGUARDING CHILDREN BOARD

SERVICE AREA ANNUAL REPORT 2016/17

Report from: WPEH Service Report Date: 31/05/2017

Subject: WPEHS Annual Report

Purpose: To provide a service area update on performance during 2016/17

Summary of Key Points / Findings:

The Wellbeing Prevention & Early Help service brought together a number of functions from 01
April 2015 including Children's Centres, Young People's Provision, Prevention and Early Help and
Lancashire's response to the national Troubled Families Unit national programme. Throughout
2016/17 the service has completed a transformation process to develop a new integrated
service offer and specification, restructure the staffing resource and respond to the outcomes of
the Property Strategy.

Focus throughout the year has been on the development of robust service wide performance
measures and quality assurance frameworks together with meeting the requirements of the
Troubled Families Programme.

WPEH Service Performance Data

A WPEHS Performance Scorecard has been developed to monitor agreed service wide
performance measures. This scorecard is shared with operational managers on a monthly basis
and reviewed for areas to identify areas of development and best practice. Pending completion
of the service transformation key performance indicators continued to measure children's centre
and young people's service performance separately, predominantly due to the existence of two
separate data recording systems.

Requests for Targeted Family Support

The service offers support to children, young people age 0-19+yrs (0 - 25yrs for SEND) and
their families. The service's targeted early help offer is delivered to those assessed using
Lancashire's Common Assessment Framework (CAF) as having more complex or intensive
needs aligned to Lancashire's Revised Continuum of Need (CoN) at Levels 1, 2 and additional
support where required of the service (by social care) to level 3.






Since August 2016 the service has implemented procedures to capture data from all the
databases in use across the service to calculate the total requests received for targeted family
support. There has been an upward trend of requests for support over the last six months of
2016/17 with the service receiving an average of 417 cases per month.

No of Requests for Support Received
01/08/2016 to 31/03/2017
Burnley 277
Chorley 194
Fylde 156
Hyndburn 324
Lancaster 423
Pendle 288
Preston 459
Ribble Valley 126
Rossendale 206
South Ribble 205
West Lancs 251
Wyre 248
Lancashire Total 3157

The WPEH service provides an essential step-down on the Continuum of Need from statutory
services and capacity has been made available across the service to receive step down cases.

The number of step down cases received has been measured since August 2016;

Aug-16 | Sept-16

Oct-16

Nov-16

Dec-16 | Jan-17

Feb-17

Mar-17

No of step
downs received
from Children's
Social Care

31 45 49

65

41 68

74

37

No of step
downs received
from MASH

65 40 18

52

74 121

96

77

Children’'s Centres Data

Children's centres have delivered the County Council's statutory universal responsibilities in
delivering a core 'children centre' offer for 0-5yrs, including universal information, advice and

guidance to improve outcomes for all children pre-birth to age 5, particularly the most

vulnerable This operates alongside key partners including Midwifery and Health Visitors.






During the financial year 2016/17 a total of 69,544 children aged 0-5 were registered with a local
children's centre. Of those children who were registered with the centres during 2016/17 an
average of 11,785 regularly accessed the service each month.

Young People's Data

Support for young people aged 12-19 (up to age 25 for young people with a disability or learning
difficulty) has been delivered through a network of young people's centres together with outreach
services to target those 'hard to reach' young people.

The service offers additional support to those young people who may be most vulnerable, or have
significant personal barriers in their lives affecting their ability to make a positive future for
themselves. Group based provision has taken place across the service to support the personal
and social development of young people as they make their transition from adolescence to adult
life.

During the financial year 2016/17 a total of 12,157 young people aged 12-19 accessed the
services young people's provision, 12.7% of the total 12-19 cohort. These figures are set in the
context of a significant loss of staff resource due to the impact of the service restructure process.

Young people not in education, employment or training (NEET)

The County Council has previously had a statutory responsibility for tracking all Lancashire's 16-
18 year old young people and reporting this data to the Government. The Monthly statistical
returns to Central Government from the Wellbeing, Prevention and Early Help service form the
basis for calculating the County NEET performance against which the Local Authority is measured
and is based on the average for the months of November, December and January.

From 2016/17 the national calculation of NEET has changed. The published performance data is
now calculated on a combined figure which includes age 16-17 year old young people who are
NEET plus those young people with whom the local authority are unable to contact to confirm
their employment, education or training status. These are referred to as 'Unknowns'.

During 2016/17 a total of 800 (3.1%) young people aged 16-17 were not in education,
employment or training. Contact could not be made with 1695 young people (6.5%) to establish
their employment, education or training status.

3 month Average (16-17)

NEET Not Known Combined

Burnley 84 4.0% 208 9.9% 13.9%

Chorley 74 3.2% 106 4.5% 7.7%

Fylde 26 1.9% 80 5.8% 7.6%

Hyndburn 65 3.2% 153 7.5% 10.7%

Lancaster 99 3.5% 229 8.1% 11.6%

Pendle 50 2.3% 195 9.1% 11.4%






Preston 155 5.0% 148 4.8% 9.8%
Ribble 18 | 1.3% 44 | 3.2% 4.5%
Valley

Rossendale | 49 3.0% 161 9.8% 12.8%
South o o o
Ribble 76 3.1% 85 3.5% 6.6%

West Lancs | 45 1.8% 209 8.4% 10.3%
Wyre 58 2.6% 77 3.5% 6.1%
Total 800 3.1% 1695 | 6.5% 9.6%

Lancashire's geographic diversity is important to note as analysis of the data above identifies a
number of individual districts as priority areas; Burnley (13.9%) and Rossendale (12.8%).

Wellbeing, Prevention and Early Help Commissioned Services
During 2016/17 the service commissioned Family Support, Domestic Abuse and Emotional Health

and Well Being services for children and young people aged 5-19 (25) which were purchased on
a county level to ensure consistency in both delivery and cost of early help services across the

county.

The contracted providers for 2016/17 are outlined below:
e Family Support: Greater Together consortium group

e Domestic Abuse: Greater Together consortium group

e Emotional Health and Well Being: Child Action North

During 2016/17 a total of 1,226 requests for support had been received by the commissioned

services:

In this same period a total of 753 cases had closed to the providers allowing for measurement of
the short term impact of the work undertaken. Three key performance indicators have been

Request for
Support Cases Closed
Received
Family Support 245 166
Domestic Abuse 334 234
EHWB 647 353
Total 1,226 753

developed for the services and performance against these is outlined below:

% of cases with

positive distance

travelled overall

evidenced using

the appropriate
tool

% cases where
continuum of
need level
improved.

% of cases that
escalated to
children's social
care






Family Support 50.00% 53.01% 0%
Domestic Abuse 82.05% 82.05% 1.71%
Eg;g;lonal Health and Well 98.30% 98.16% 0%

Lead Professional Budgets

The Lead Professional budget is used to enhance the support offered to a child, young person or
family where it has been identified that this would remove a blockage that is preventing the family
from effectively achieving agreed outcomes. Funding is available for small purchases up to a
value of £250 per family where this meets a need identified by the CAF assessment. Examples of
spend from this budget include household items, funds for activities, clothing, holiday clubs and
travel costs.

For the period between 01 April 2016 and 31 March 2017 a total of £81,515.44 of the lead
professional budget had been spent. The level of demand for support from the Lead Professional
Budget has risen on previous years.

Small Grants Budgets

The Small Grants budget allows for localised VCFS providers to contribute to the Prevention and
Early Help agenda via smaller scale community projects that support 12-19 (25) year olds (to the
value of £2k total project value), i.e. registered charities, voluntary and community organisations,
statutory bodies and charitable or not-for-profit companies. In addition small grants are available
to individual young people aged 12-19 (25) to support with one off costs for small items. These
are often requested to cover items such as interview clothes, essential course equipment.

For the period between 01 April 2016 and 31 March 2017 a total of £53,705 had been paid out
to fund small grants projects across the county. This is equivalent to 48% of the available total.

Troubled Families Programme

The Troubled Families Programme (TFP) is a national programme that aims to improve the life
chances of 400,000 families across the country. Families are deemed to be 'troubled’ if they have
multiple identified needs (2 or more) within the family unit from these 6 broad categories:

1) Parents or children involved in crime or anti-social behaviour

2) Children who have not been attending school regularly (low attendance or exclusions)

3) Children who need help: children of all ages, who need help, are identified as in need or are
subject to a child protection plan

4) Adults out of work or at risk of financial exclusion or young people at risk of worklessness

5) Families affected by domestic violence and abuse

6) Parents or children with a range of health problems

e Lancashire's target is to identify, work with and evidence significant and sustained
improvements with 8,620 families by 2020.

e Each family identified and attached to the programme generates a £1,000 payment for the
local authority (up to the maximum 8,620) with an additional £800 payment by results
payment made where there is evidence that the family have made significant and sustained
progress against the issues identified.






e The criteria that determine whether significant and sustained progress has been made is
documented in a Troubled Families Outcomes Plan (TFOP) that local authorities are
required to produce and review periodically.

Payment by Results (PBR) Claims — 2016/17

The 2016/17 PBR claims window closed on 24" March 2017 with Lancashire having submitted
4% of the overall target number for the 5 years of the programme.

e 338 PBR claims submitted as at 24™ March 2017

It is expected that the number of PBR claims submitted will increase throughout 2017/18 as more
of the current attached cases are successfully closed and sustained progress evidenced.

One of the key drivers of the national Troubled Families agenda is the embedding of the Troubled
Families Principles across services:

e The completion of a whole family assessment that considers the needs of the all family
members

e An action plan that details how each of the identified needs are addressed

e The identification of a clear lead professional as the main point of contact to coordinate the
support offered to families.

These principles are at the core of the service's new delivery model. All families worked with by
WPEH service will be thoroughly assessed using the Common Assessment Framework (CAF)
with a SMART action plan in place.

The rate of projection of claims for 2017/18 onwards is outlined below:

PBR

Nos 7o
16/17 320 4%
17/18 2,250 26%
18/19 2,600 30%
19/20 3,450 40%
TFU target total number qf families 8.620 100%
supported and outcomes improved

This rate of increase is projected due to the increase in the number of families reaching the
'sustained progress' threshold, particularly those attached with an educational need which require
a full three terms of improvements to be evident.

Quality Assurance Framework

During 2016/17 the WPEH service developed a revised Quality Assurance Framework which
embeds case file audit and oversight across all levels of management within the service and
links these to Ofsted Judgement ratings. This framework was piloted during the Autumn of
2016 with the following outcomes;






No of cases Fully Partially Not

audited Compliant Compliant Compliant
Tier 1 (Compliance o o o
Audit) 126 11% 59% 14%
No of Requires
cases Outstanding | Good q Inadequate
. Improvement
audited
Tier 2
) ) 108 3% 56% 31% 11%
(Quality Audit)

The pilot process highlighted areas for performance improvement, particularly around
professional recording. Feedback from the audits has been embedded as part of the Supervision
Policy to drive improvements both in the quality and recording of work completed.

The Quality Assurance Framework has been rolled out across the service from 01 April 2017.

Moving forwards WPEH service delivery will be focussed around 12 week evidence based
targeted interventions following the 'Risk Sensible’ model, underpinned by robust assessment
and SMART action plans. This focussed approach will facilitate an increase in cases closing to
the service during 2017/18. Additionally an increase in appropriate de-escalations from
children’s social care from CiN to Early help will lead to an increase in sustainability of change
made through step down processes.

There is ongoing work with partners which again will further increase the number of families that
are supported and their outcomes improved. WPEH is working closely with the Police, LFRS and
Health to consider integrating resources and co-locating opportunities across the County.






Proposed Recommendations:
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ltem Number: 3

REPORT TO THE LANCASHIRE SAFEGUARDING CHILDREN BOARD

SERVICE AREA ANNUAL REPORT 2016/17

Report from: Gordon McGeechan & Report Date: 28/06/2017

Hazra Patel

Subject: CONTEST Update

Purpose: For information

1)

2)

3)

Summary of Key Points / Findings:

Following on from the update in May 2016, The Home Office implemented a pilot scheme
named “Dovetail" and removed the responsibility of Channel referrals within 9 LA’s in
England and Wales. Lancashire was selected as one of the pilot areas for Dovetalil,
which saw an uplift in staff to assist. To date Dovetail has received X cases which would
have previously been managed by Prevent team/Channel staff. However Prevent
continues to receive the vast majority of cases as they do not meet the Dovetail
threshold. Statutory Agencies are still the conduit for the overwhelming majority of
referrals to Prevent using the concern@Iancashire.pnn.police.uk mailbox and Concern
Form. Concern Forms are then Risk Assessed to weed out malicious, misguided or
misinformed reports, before onward submission to Prevent/Dovetail. The Education
sector continues to be the main source of referrals, many of which are misinformed or
misguided referrals, with young people making comments following a Terrorist Attack.
Some of these comments are racist in nature, which could be managed within the School
and not referred to Prevent. From this we have identified that there is still a training need
for Teachers and Safeguarding leads within the Education Sector, which we will be
discussing with our partners in the LA.

Training of statutory agencies for the 2 Priority areas has now firmly moved over to the
Prevent leads for BwD and Burnley. BwD have received an uplift in funding which was
allowed them to recruit a full time member of staff to facilitate this area of business. Bwd
was also one of the first LA to receive funding for a Countering Extremism Officer. The
non-Priority areas are serviced from a training perspective, by a mixture of LA Prevent
Managers and Police Prevent staff.

CTP NW and GMP have received further funding to extend the Mental Health Pilot,
which is staffed by a 2 Mental Health Nurses and a Psychologist. GMP have also
seconded 2 Detectives to assist. Due to the inclusion of the North East area to the Pilot,
NECTU have allocated 1 full ime member of staff to assist. Mental Health continues to
feature heavily in the referrals that are submitted to Prevent/Dovetail.

Since the last report we have seen another Lancashire male jailed for attempting to buy
guns from an undercover Police Officer. Gavin Rae AKA Yaqub Rae was a convert to
Islam having previously been jailed for Armed Robbery offences. Rae had attempted to
take his wife and children to Syria to join the Daesh in 2015, but was turned back by
Turkish authorities. Rae’s children were made subject of a Ward of Court hearing and
were subsequently taken into care. This was Rae’s motivation for wanting to buy






firearms, as it was thought he was going to take revenge against those that had played a
part in the removal of his children.

4) The Syrian conflict continues to attract media attention for a variety of reasons, one being
the return to the UK nationals who may have had a role to play in Daesh and some of the
atrocities that were carried out against those opposed to their ideology. Fewer individuals
are attempting to travel to either join Daesh or fight against them, but many of these have
been prevented from doing so. There still appears to be an appetite for some families to
travel and live within the self-proclaimed Caliphate, but thankfully these families have
been prevented from doing so by a multi-agency approach.

5) Lastly it would be remiss if we didn’t discuss the recent terrorist attacks which have taken
place in both London and in Manchester. The bombing at The Manchester Arena saw the
first homemade bomb used on the British mainland since the 7/7 bombings in London in
2005. The target for the attack was also a significant change in previous Daesh inspired
terrorist attacks, having targeted children and young adults. Vehicle as a Weapon (VAW)
attacks have now featured in 3 attacks within a 3 month period and work is being
undertaken by the CTSA’s to address this threat with Hire Companies such as Hertz or
companies that allow customers to hire a vehicle purely to transport goods to their home
address e.g. B&Q, Homebase etc. These attacks have increased the number of Project
Griffin** briefings given to venues classed as Crowded places and “Aggregated” areas.

**Project Griffin is a front-loaded, Counter Terrorism awareness briefing delivered by CTSAs to
various organisations and bespoke to the particular organisation using an appropriate
combination of modules from the selection here:

Current Threat Firearms & Weapons Attacks Hostile Reconnaissance
Document Awareness Methods of Attack Drones

Bombs Response to Suspicious Items Social Networking
Cyber Postal Threat Insider Threat

Domestic Extremism

Griffin briefings usually last between two and three hours

Griffin is also available as an ‘Industry Self-Delivery’ product — details of which can be found at
www.qgov.uk and search for ‘Project Griffin’

Proposed Recommendations:
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Report from: Date:
Peter Yates 26/5/2017

Subject: DOMESTIC ABUSE

Purpose: FOR INFORMATION

Summary of Key Points / Findings:

INTRODUCTION

Continued austerity measures mean that all partners have to ensure value for money from remaining
services in tackling our highest priorities. Domestic Abuse (DA) is one of those priorities.

Lancashire benefits from a strong multi-agency commitment to tackling and preventing domestic abuse
in all its forms. Across all the local authorities there is real sense of energy and commitment to ensuring
victims and their families are protected and that perpetrators are brought to justice and encouraged to
address their abusive behaviour.

The Pan Lancashire Strategic Domestic Abuse Board (PLSDAB) was formed in October 2014 following
the recognition of a need both strategically and operationally for consistency of approach to service
delivery from all agencies.

The Pan Lancashire Strategic Domestic Abuse Board meets about every 2 months, the meeting taking
place at the end of a day where a full day of DA meetings including the MARAC Steering Group, So
Called Honour Based Violence, Forced Marriage and Female Genital Mutilation Steering Group and the
Specialist Domestic Violence Courts Steering Group take place. This current meeting format is under
review. The review was commenced by Detective Chief Inspector Vicki Evans and Robert Rushton
OPCC. A proposed change to the current format is expected during Summer/ Autumn 2017.

A review of Pan- Lancashire MARACS was undertaken, with visits to a number of MARACS outside of
the Lancashire area identified for best practice. Whilst some good learning points were obtained the
MARACS observed were able to demonstrate ‘good practice’ due to the relatively small number of cases
being discussed. Lancashire MARAC figures continue to be high. Some Lancashire MARACs have been
identified by SafeLives to other areas of MARACS identifying good practice.

Holding MARAC meetings on a daily basis appears to be the way a number of areas nationally are
adopting. The models of the daily MARACSs observed would not easily fit within the current Lancashire
set up, which has 8 separate MARACS for the Lancashire area alone, 10 including Blackpool and
Blackburn.

The Multi-Agency Safeguarding Hub (MASH) is currently undergoing a full review. One of the areas
being explored is a system which will either enable the facilitation of a daily MARAC or a safe process to
replace the current MARAC system.

One of the main changes to the Lancashire Domestic Abuse work surrounds the commission of a new
Domestic Abuse provider. In April 2017 the Office of Police and Crime Commissioner (OPCC) took
responsibility, with support from Lancashire County Council, for commissioning the Domestic Abuse
services for the Lancashire 12 area. Victim Support were awarded the contract to deliver Victim Services
across the Pan- Lancs area with responsibility for providing Domestic Abuse support to the Lancashire






12 area. Victim Support started their new role in April 2017. The transition from the old providers to the
new providers appears to have gone very well.

The So Called HBV/FM/FGM task and finish group continue to make progress with scoping Lancashire
to identify areas where communities exist who may be most at risk.

During the last 12 months a specific FGM Task and Finish Group has been formed. The group is
Chaired by Diane Kinsella — Lancashire Deputy Designated Nurse for Safeguarding Children. The group
are in the concluding stages of producing a Multi-agency ‘Pathway’ for FGM.

The group have arranged a multi-agency event ‘The Harmful Practice of FGM in Lancashire’ which is
due to be held at Lancashire Police HQ on Wednesday 7" June, 2017. Most agencies, across
Lancashire, have requested places for members of their staff to attend the event.

Changes to the Lancashire Constabulary Public Protection Unit

On Monday 5™ June, 2017 the current East BCU Public Protection Unit (PPU) will change.

From that date the Investigation of Domestic Abuse and Vulnerable Adult cases will be carried out by the
East Investigation Team/ Hub. The Investigation Team/ Hub will consist of Officers who previously had
been attached to the Reactive CID Team and additional Officers who had been part of the Public
Protection Unit.

Current CSE and Child/ Family Protection teams remain un-changed and will continue to provide
specialist support etc.

In addition a Safeguarding Team, consisting of 2 Detective Sergeants, 2 Detective Constables and 6
Safeguarding Officers and admin staff will be introduced. The Safeguarding Team will have responsibility
for conducting Safeguarding Meetings/ discussions around both Domestic Abuse and Vulnerable Adult
investigations.

If a criminal investigation is required the ‘case’ will be transferred to the East Investigation Team/ Hub.
Cases not involving a criminal investigation will remain with the Safeguarding Team.

West and East BCU'’s will undergo changes from September 2017. Whilst their specific models are not
yet known the current CSE and Child/ Family Protection teams will remain un-changed and will continue
to provide specialist support etc. Domestic Abuse and Vulnerable Adult investigations will be undertaken
by the Investigation Team/ Hubs being formed in each BCU.

Finally

Detective Chief Inspector Vicki Evans has been at the forefront of driving the Domestic Abuse agenda
across Lancashire for the last two years or so. Amongst many other achievements Vicki has been Chair
of the Pan-Lancashire Domestic Abuse Strategic Board and the MARAC Steering Group and So called
HBV/FM/FGM Steering group. Vicki started the whole process of the current MASH Diagnostic which will
lead to a new and improved MASH process.

Vicki has been successful in being promoted to the rank of Detective Superintendent with the Cumbria
Constabulary. She commences her new role on Monday 5" June, 2017. The loss to Lancashire multi-
agency work is clearly Cumbria’s gain.

We thank Vicki for her tireless work in Lancashire and wish her every success in the future and in her
appointment.

Proposed Recommendations:

Continued review of the MARAC Process
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1. Executive Summary

This is the annual report of the Lancashire Independent Reviewing Officer (IRO)
Service for the period from the 1 April 2016 to the 31 March 2017.

The report has been produced in accordance with the requirements of the Children
and Young Person’s Act, 2008 and subsequent statutory guidance, the IRO Handbook
(Department for Children, Schools and Families, 2010). The report will be presented
to the children's services senior leadership team, Corporate Parenting Board and the
Lancashire Safeguarding Children Board (LSCB) and will be available as a public
document.

In 2016/17 the IRO Service operated with 45 full-time equivalent (FTE) IROs. IRO
caseloads have reduced significantly during 2016/2017, from an average of 92 at the
end of March 2016, to 75 in March 2017. This is a significant achievement and has
greatly increased IRO capacity to fulfil their role in line with the IRO Handbook.
However, it has been a challenge in recruiting permanent staff to the service over the
last 12 months whilst also maintaining performance, standards and managing the
number of changes of IRO for children and young people. In April 2016, the service
operated with over 51% agency workers. Despite six permanent staff leaving during
the last 12 months, through successful recruitment the proportion of agency staff has
been reduced to 15.5%. It envisaged that the service will have a full complement of
permanent staff in the first quarter of 2017/2018. The regrading of IROs in June 2016
has had a positive impact on recruitment, attracting external candidates with IRO
experience into the service.

The number of children who are looked after (CLA) increased by 7.9% during
2016/2017. This has been a successive increase each month and at the end of
guarter four was 1,864. However, there are signs that the number of new CLA cases
are beginning to fall. (Quarter 4 2015/2016, average of 55 new CLA per month
compared to quarter 4 2016/2017: 51).

Despite the significant rise in the CLA population, performance for reviews held in
timescale has remained stable (92.9% 2015-16 - 92.1% 2016-17). A total of 4,803
CLA reviews were held during 2016-17, which equates to 109 reviews per IRO for the
year or 400 per month for the service as a whole. Positively the participation of children
and young people in their CLA reviews has increased from 95.9% to 97.1% in 2016-
17. Out of the cohort of 1,864 CLA, only 54 children did not participate or contribute
to their review.

For child protection cases, there has been a decline in the number of initial child
protection conferences (ICPCs) convened in the last year. In May 2016, there was 109
ICPCs held in a month and 212 review child protection conference (RCPCs) held.
Along with other IRO meetings, the Minute Taking Service completed an average of
17.2 meetings a day. This does not include the CLA reviews and other meetings held
by the IRO Service where a Minute Taker is not present. In April 2017, there were 55
ICPCs and 139 RCPCs held, with average daily meetings of 10.2.

Performance in relation to child protection conferences being held within the requisite
timescale dipped slightly in 2016/2017. However, performance remains good at 96.3%
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and is above the national (2015/16, 93.7%) and North West average (2015/16, 94.5%)
and only slightly below our statistical neighbours (2015/16, 96.6%). The reasons for
conferences being out of timescale are numerous, (noted fully in the main body of the
report), but can be attributed to child protection reports not being shared with parents
before conference and IRO / Social Worker sickness.

Children who are subject to a plan for more than 2 years has improved and remains
good, at 2.9%. (Performance is higher than our statistical neighbours (2015/16, 4.9%
and the national average (2015/16, 3.8%). Alongside this the performance for children
who are subject to a plan for a second or subsequent time remains good at 17.9%,
which is in line with the national average (2015/16, 17.9%) and is above the North
West average (2016/17, 18.2%). (NB national, statistical neighbor and North West
comparator data for 2016/17 is not available for this report).

There have been elements of success with formal and informal problem resolution.
There has been a significant increase in the number of informal and formal problem
resolutions initiated by IROs and the IRO footprint has been noted to be more evident
on the child's case record. It is important, however, that the IRO Service is able to
evidence that this challenge is leading to improved outcomes for children and young
people. It is acknowledged that the factors that enable IROs to adopt a position of
positive independent challenge are complex. Whilst the IRO Service has been
successful in driving compliance, it now needs to have a stronger focus on care
planning to ensure cases are appropriately escalated if the required action has not
been addressed, to promote positive change/outcomes for children and young people.

IROs have continued to work with the locality teams to develop strong positive
relationships and quarterly liaison meetings take place in the three Children's Social
Care localities to look at themes, good practice and deficits. The Quality & Review
Managers also attend the monthly locality Practice Improvement Meetings to review
performance and the monthly locality Resource Panels which review all new CLA. This
has ensured a joint approach to reviewing themes and trends within the localities and
the Quality & Review Managers alongside the local teams can identify any deficits in
service provision.

2. Progress on Recommendations from 2015/16

» Recruit appropriately skilled and experienced staff on a permanent basis to
all IRO and Quality & Review Manager vacancies.

Update: During 2016/2017 there has been a significant recruitment drive to recruit
permanent IROs. In March 2016, over 50% of the 45 IRO posts were filled by agency
staff. Following re-grading of the IRO role and a rolling recruitment process, the
number of agency staff has reduced significantly to 7 posts as of the 31 March 2017.
It is envisaged that these posts will be filled during the first quarter of 2017/2018.

» Deliver targeted training to newly appointed staff to ensure they understand

their quality assurance and challenge role related to both safeguarding and
looked after children. Ensure there is evidence of the IRO footprint in the
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child's case record and that the impact of the IRO in improving outcomes for
the child is clearly visible.

Update: During 2016/2017, the IRO Service held four developments days. These
were whole service development days and attendance is mandatory. They ensure that
key messages for the service are delivered in a consistent manner and the Head of
Service and Safeguarding Manager have presented the latest findings from Ofsted
monitoring visits and peer inspections.

The main areas covered include:
- Risk sensible practice
- Participation of children and young people
- Development of practice standards for IROs
- Child sexual exploitation and best practice
- Unaccompanied asylum seekers and best practice
- Children's rights
- Advocacy service
-  WRAP (Workshop to Raise Awareness About Prevent) training
- Problem resolution and the IRO footprint

The IRO Service also provides a fortnightly briefing to ensure IROs receive regular
updates, including useful links, recent publications and information on training.

All staff within the IRO Service attended two days training on risk sensible practice,
followed by a half-day session specifically for IROs on child protection planning. This
was delivered by an independent consultant.

Within the localities there have been bi-monthly workshops based on feedback from
IROs around learning and development. The workshops have enabled IROs to share
their knowledge, encourage learning and provide resources to be shared, as well as
identifying any gaps in knowledge that the service need to address. The next workshop
will focus on embedding the risk sensible practice at child protection conferences.

The IRO Service has embedded the use of mid-point checks and problem resolution
throughout 2016/2017. There is clear evidence of the IROs footprint on children's
records, which was acknowledged during Ofsted monitoring visits in 2016/2017.
However, problem resolution processes need to be further strengthened to ensure
the escalation of cases where care planning is not progressing.

» Quality & Review Managers to ensure caseloads are equitable across the IRO
Service.

Update: The average caseload for IROs as of 31 March 2017 was 75 compared with
92 in March 2016. Quality and Review Managers monitor caseloads on a weekly basis
both across county and also within each locality to ensure that caseloads remain
equitable.

» IROs to undertake robust quality assurance of practice to ensure there is a
chronology, up to date child & family assessment that provides an analysis
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of risk and that plans are specific, measurable, achievable, realistic and have
clear timescales.

Update: The IROs have embedded mid-point checks on both child protection and
CLA cases within the last year. This includes checking the chronology, case summary
and child and family assessment.

The IROs continue to work with the locality teams to ensure that risk is analysed and
that the child's plan is specific, measureable, achievable, realistic and has clear
timescales. However, the pace of this work needs to accelerate in order to evidence
improved outcomes for children and young people.

As part of the Practice Improvement Model (PIM) in Fylde and Wyre, IRO oversight of
child protection plans has been strengthened. The outline plan developed at
conference addresses any immediate safeguarding concerns; the Social Worker and
Core Group members then develop a SMART, detailed child protection plan which the
IRO ratifies following the first core group. This approach will be rolled out across the
county.

» IRO footprint to be visible on all children's case records including evidence
of challenge and impact of IRO involvement. This will include mid-point
checks in relation to case progression on all cases, the IRO seeing children
in between their review meetings to ascertain their wishes and feelings and
the use of informal/formal resolution processes.

Update: The IRO Service has embedded a more robust approach and there is a clear
expectation that both child protection and CLA cases have a mid-point check
completed within the review period. A monthly reporting system is in place and cases
are also sampled during IRO supervision.

There is also an expectation that IROs visit children in-between reviews and seek their
views before the CLA review. Again a monitoring system is in place and cases are
discussed during supervision.

The Informal/formal resolution process has been embedded and is discussed further
below.

» Enhancement to be made to LCS to improve the quality of recording of mid-
point checks and to ensure a consistent approach.

Update: An enhancement has been made to LCS case notes for both CLA and child
protection mid-point checks including a standard template to ensure consistency of
recording.

» Embed the revised Problem Resolution Protocol in practice. Quality and
Review Managers must be proactive in tracking the resolution of informal
and formal resolution in a timely manner. Analysis to be undertaken of
practice themes to support effective organisational learning through
IRO/Locality Meetings.
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Update: The Problem resolution process has been in place since April 2016. The
protocol was updated in December 2016 and LCS has been used to record challenge
by the IRO using informal and formal resolution processes since January 2017. A
further LCS enhancement is being developed to support the monitoring, tracking and
escalation of cases.

» Develop IRO practice standards to ensure consistency within the service.
Update:

Due to other service priorities during 2016/2017 the IRO service practice standards
have not been introduced. Draft practice standards have been completed which will
be introduced in the first quarter of 2017.

» Quality & Review Managers to monitor the performance of the IRO Service,
including reviews held within the required timescale, permanence achieved
at the second CLA review, the completion of mid-point checks, IRO quality
assurance of S.47 enquiries and the use of informal/formal resolution
processes to further improve performance in these areas.

Update: Weekly and monthly performance reports have been specifically designed
for the IRO Service to enable managers to maintain oversight of IRO performance in
a more targeted and efficient way. The service hopes to be able to drive forward
positive practice and improve performance in all areas using the new performance
management tools.

» Embed the Audit Framework within the IRO Service and ensure audits are of
a consistently high standard to promote learning.

Update: The Audit Framework has been embedded within the service and IROs and
Quality & Review Managers undertake monthly case file audits. This ensures
oversight and quality assurance of practice. IROs are aware of their responsibility to
track audit actions to completion to ensure audit improves outcomes for children and
young people.

» Quality & Review Managers to audit cases where the child protection plan
has been ceased at the first review child protection conference. Sample audit
to be undertaken of repeat child protection plans to quality assure decision
making.

Update: A sample of child protection plans ceased at the first RCPC have been
reviewed within IRO supervision. A common finding is that the plan ceased as the
child became looked after. In a number of cases Skylakes (agency Social Worker)
brought the case to conference and following an updated assessment by Children's
Social Care, (CSC) the plan has been ceased.

In the last two months the LSCB endorsed a change to safeguarding procedures
permitting the IRO to cease the child protection plan outside of the RCPC if a child
becomes looked after. IROs and partner agencies have provided positive feedback in
how this is managed. The IRO Service will continue to monitor and review any cases
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where there is professional disagreement regarding a decision to cease the plan
outside of conference. IROs also audit S47 enquiries that have not proceeded to
conference to quality assure the decision making.

> Review the system for the quality assurance of S.47 enquiries by IROs to
ensure performance in this area is consistent and monitored more closely.

Update: LCS is now used to send an alert to the IRO duty tray where the outcome of
the S47 enquiry is that a child or young person has suffered significant harm but is
not judged to be at continuing risk of harm. The IRO reviews the S47 enquiry within 3
working days and records this on LCS. Further work is required to ensure that CSC
consistently follow this process.

» IROs to gather evidence of permanence achieved for children looked after at
their second (four month) review and ensure this is recorded within the IRO
outcome report.

Update: Changes have been made to the CLA Review outcome form to track whether
a plan of permanence was agreed at the second review. This data is now used to
manage performance and informs the IRO annual report.

» Quality & Review Managers to review and plan audit activity for the service
in the forthcoming year. This will include attendance at core group meetings,
multi-agency attendance and participation at child protection conferences
and child protection plans ceased at the first review conference.

Update: IROs and Quality & Review Managers have completed monthly Tier 2 audits
in accordance with the Audit Framework. In addition the Quality and Review Managers
have monitored attendance at core groups and child protection plans ceased at the
first conference through supervision. Multi-agency attendance at conferences is also
monitored and where concerns have been identified regarding agency attendance this
has been followed up. The participation of children and young people in child
protection conferences remains low. Work is ongoing with CSC to promote increased
participation through the use of specific toolkits.

» Quality & Review Managers to review the mechanisms used for seeking
feedback in relation to the views of children, families and professionals in
respect of the IRO Service and quality of practice.

Update: We are in the process of commissioning an interactive electronic tool called
MOMO. This tool will provide children and young people with the opportunity to share
their wishes/feelings and views with their Social Worker and IRO. It is envisaged that
using this tool will improve the opportunities for children and young people to
participate and share their views.

In addition the service are in the process of implementing a paper consultation tool for
child protection conferences and children looked after reviews which is based on the
three houses model. This will support the opportunity for children and young people to
give their view in these meetings. It is important that children have different methods
to communicate and participate.
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Feedback is also sought from parents/carers following all child protection conferences,
via a consultation form in order to improve the service. Although the number returned
in 2016/17 increased (117, compared to 99 in 2015/16), the percentage reduced from
5.3% to 3.6% given the increase in the number of review meetings held.

The Children in Care Council, LINX are invited to attend IRO Development Days to
give feedback in relation to their experience of the service. This also provides an
opportunity to discuss any changes they feel can be made to improve the service.

» Quality & Review Managers to ensure a consistent approach across the IRO
Service in the completion of Regulation 44 visits of Lancashire's in-house
residential children's homes.

Update: IROs have been responsible for undertaking Regulation 44 visits to
Lancashire County Council's (LCC) residential children's homes since January 2016.
Initially these were carried out monthly on a rota basis by all IROs. The visits are
completed by a dedicated cohort of IROs. This provides consistency of IRO which
has helped to improve the quality of the visit and report. In addition the service has
regular meetings with colleagues in residential services to review and improve the
process and consider any feedback provided by Ofsted. This helps to improve
practice. It also provides a forum for IROs to seek support and share good practice.

3. The IRO Service

Lancashire has had an IRO service since 1999. IROs are responsible for chairing
children looked after reviews, child protection conferences and a range of specialist
strategy meetings, including allegations against adults working in regulated activity
with children, suspected cases of fabricated/induced Iliness, children missing from
care, children looked after who display sexually harmful behaviour towards other
children and cases of serious self-harm to children who are looked after.

The IRO Service also undertakes Regulation 44 visits for LCC residential children's
homes and monthly cross service case file audits as part of their quality assurance
role.

3.1 Service Structure

The IRO Service sits within the Safeguarding, Inspection & Audit Service within the
Start-Well arm of the Operations and Delivery Services of the County Council's
Children's Services. It is independent of the line management structure of the locality
social work teams, therefore maintaining the independence of the IROs.

The IRO Service is made up of 45 FTE IRO posts; 44 FTE posts chair reviews for
children looked after and child protection conferences and 1 FTE post is dedicated to
the review of Lancashire's approved foster carers. The IRO posts are held by 47
members of staff and the team currently has seven vacancies. The vacancies are
covered by agency IROs, which equates to 15.5% of the team. Five of the posts are
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held by male staff and seven team members identify themselves as from a BME
background.

The service mirrors the locality footprint of Children's Social Care. There are two IRO
teams in the Central locality, three teams in the East locality and one team in the North
locality. This helps to strengthen local relationships whilst also improving consistency
of practice and challenge. The IROs participate in monthly team meetings and
quarterly full service development days. The IRO team structure chart is found at
Appendix 1.

3.2 Post Qualifying Experience

All IROs in Lancashire are required to have a minimum of five years post qualifying
experience. They have all worked in statutory child care settings and several have
previous management experience. A detailed table of the level of post qualifying
experience and length of service of IROs and Quality and Review Managers in
Lancashire can be found in Appendix 2.

3.3 Staff Recruitment and Retention

Recruitment has continued to be a significant challenge for the service during 2016/17.
In April 2016, the service was made up of 49% permanent staff and 51% agency staff.
Following the re-grading of the IRO Post in June 2016, there has been an increase in
applications from suitable candidates for permanent positions and the service has
been able to reduce the percentage of agency staff to 15.5% through permanent
recruitment.

During 2016/17, six permanent IROs left the service: two secured internal promotion
within the service as Quality and Review Managers, two left due to relocation and two
left to pursue other opportunities.

An ongoing recruitment drive is in place which has included a recruitment event. A
further recruitment event is taking place in May 2017 and several interviews are
arranged for May and June 2017. It is hoped that the service will have a full
complement of permanent staff by the first quarter of 2017/2018.

3.4 Caseloads

The average IRO caseload is currently 75, which has decreased since March 2016,
when the average was 92. This has been a significant achievement for the IRO
Service and has attracted IROs from other local authorities.

The number of children looked after has increased by 7.9% from 1,664 in March 2016
to 1,864 in March 2017. Lancashire's rate of children looked after per 10,000
population is now 75.9. This is lower than the regional rate (March 2016: 82) but is
higher than our statistical neighbours (March 2016: 63.7) and the national average
(March 2016: 60).

The number of children subject to child protection plans has decreased by 3.1% from
1,466 in March 2016 to 1,394 in March 2017. The rate in Lancashire is now at 56.8
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per 10,000 child population, which is higher than the average trends for the region
(March 2016: 55.2), our statistical neighbours (March 2016: 46.9) and the national
average (43.1: March 2016).

3.4 Fostering IRO

Foster carers are reviewed by a dedicated Fostering IRO within the IRO Service.
During 2016/2017 significant work has been undertaken with the Fostering Service to
improve the attendance of foster carers at their reviews, including connected carers
and there has been a notable increase. It has also become standard practice that a
representative from the Fostering Service also attends the review.

A new countywide calendar has been established to ensure that no more than six
foster carer reviews are booked on any one day, and there are no more than 12
reviews in a week. This new process allows the Fostering IRO to appropriately plan
for reviews and ensure review reports are completed in a timely manner following the
meeting. This has been successful in addressing recording backlogs, which is a
positive improvement.

A Task & Finish Group is currently reviewing the report completed by the supervising
Social Worker for the review to ensure that all information in the report is relevant and
analytical, and completed and shared with foster carers and the Fostering IRO in good
time. The agenda and Fostering IRO report are also being reviewed to ensure they
capture the required information and focus on the development of the foster carer. The
actions from the foster carer's professional development portfolio will be included in
the review process to further progress their development.

4. Performance

4.1 Looked After Children

4.1.1 CLA Reviews in Timescale (Ni66)
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CLA Reviews in Timescale (N166)

100.00%

98.00%

96.00%

94.00%

92.00%

90.00%

88.00%

86.00%
2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17
95.6% 97.8% 96.2% 95% 91.1% 95.3% 92.9% 92.1%

O % per year

Performance has been maintained in respect of the proportion of reviews completed
within the requisite timescale. (2015/16: 92.9%, compared to 2016/17: 92.1%). Out of
the cohort of 1,864 children who had a review during the period, 156 reviews were
held outside of the required timescale. This was due to a number of factors as follows:

IRO human error.

Late notification of looked after status by Children's Social Care.
IRO sickness absence.

The unavailability of the Social Worker.

Changes in Social Worker.

e Transfer of cases to a new IRO.

When taken as a proportion of the total number of reviews held (4,803) performance
increases to 96.7%.

Note: this data is subject to confirmation once the CIN census has been finalised.
4.1.2 Children Looked After Placed outside of Lancashire

There are a total of 379 children placed outside of the local authority area. This figure
represents 20.3% of the looked after children population. Performance remains
consistent with the previous year. (March 2016: 19.8%).

4.1.3 Placements of Children Looked After

Of the 1,864 children looked after by Lancashire County Council: 67.4% are placed
within an alternate family setting (1,218 with foster carers, 39 with prospective
adopters). Performance remains consistent with the previous year. (March 2016:
66.9%). 10.9% (205 children) are placed within residential settings, (including
Lancashire's residential children's homes, external residential settings, residential
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schools, secure units, hospitals and prisons). 3.4% (64 children) are placed in other
community settings such as supported accommodation projects, supported tenancies
and supported lodgings. 18.5% (347 children) are placed with their own parent (or
someone who has parental responsibility for them) either via a Care Order or Interim
Care Order. This is a significant increase from 264 home placements in 2015-16.

4.1.4 Placement Stability

The percentage of children having three or more placements within 2016/17 was 4.9%
compared with 5.4% in 2015-16. Performance is better than regional (March 2016:
9), the national average (March 2016: 10) and statistical neighbours (March 2016:
10.3) averages.

The percentage of children living in the same placement for at least two years was
67.2% in 2016-17 compared to 65.6% in 2015-16. Performance is in line with the
regional average (March 2016: 69) and statistical neighbours (March 2016: 68) and
the national average (March 2016: 68).

4.1.5 Achieving Permanence

The legal status of looked after children by Lancashire is as follows:

% of CLA population

m |nterim Care Order 19.9% m Care Order 65.1%
= Placement Order 4.7% m Section 20 Accomodation 9.9%

® Remanded to Local Authority care 0.2% = Emergency or Police Protections 0.05%

The proportion of children subject to Care Orders has increased. However, there has
been a decrease in the proportion of children subject to Section 20 accommodation
compared to 2015/16.

The IRO Service plays a key role in reviewing care plans for children subject of a

Placement Order and in ensuring that timely action is taken to secure permanence for
this group of children. Performance in this area is summarised below:
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2013/14 2014/15 2015/16 | 2016/17
Number of Placement Orders 219 222 97 88
Placed with adopters 64 92 52 37
Not yet placed with adopters 155 130 45 61

The figures demonstrate that 88 children were made subject of Placement Orders in
2016/17. This continued reduction is attributed to the increase in the use of alternative
family placements under other orders such as Special Guardianship or Child
Arrangement Orders.

In 2017 a new performance report using LCS is being developed to identify children
who have not had permanence agreed at their second CLA review, in line with best
practice. This report will enable the service to challenge any cases where children do
not have an agreed permanence plan and proactively work to achieve this.

4.1.6 Participation

The majority of children looked after either attend their review meeting or participate
in the review process. Performance in relation to participation has increased from
95.9% in 2015/16 to 97.1% during 2016-17. Out of the cohort of 1,864 CLA, 54
children did not participate or contribute to their review. When considered as a
proportion of the total reviews held (4,803) performance rises to 98.6%.

Note: this data is subject to confirmation once the CIN census has been finalised.

The IRO Service continues to have excellent links with the Corporate Parenting Board
and has a named IRO representative at every meeting. The IRO is able to follow up
any issues raised by the Board or the young people in attendance and provides
feedback to the service on relevant issues.

LINX (Lancashire's Children in Care Council) is invited to attend IRO team
development days annually to promote a better understanding from a young person's
perspective of how IROs can more effectively engage with children looked after.

4.1.7 Health Assessments

Although there has been a slight reduction in the proportion of children looked after
with an up-to-date health assessment (March 2016: 95.1% compared to March 2017:
92.4%), performance remains good. (March 2016: statistical neighbours: 88.5%,
national average: 90% and regional average: 91.5%).

4.1.8 Personal Education Plans
Performance in relation to the proportion of CLA with a PEP has significantly improved.
(March 2016: 62.3%, compared to March 2017: 85.8%). However, the percentage of

children with an up to date PEP is lower at 70.8% (March 2017). IROs are required to
track PEPs at each CLA review and to make recommendations for a PEP to be
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outstanding PEPs to ensure they are up to date.

4.2 Performance related to Safeguarding

4.2.1 Child Protection Plans Reviewed in Timescale (NI67)

2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 | 2016/17

Lancashire 98.90% | 96.5% | 94.3% | 95.8% | 98.9% | 96.3 %
SN's 98% 97.4% | 96.8% | 96.3% | 96.6 % N/A
North West 95.7% | 91.7% | 96.1% | 94.00% | 94.5 % N/A
England 96.7% | 96.2% | 94.6% | 94.00% | 93.7 % N/A

There has been a slight dip in performance in respect of review child protection
conferences held within timescale from 98.9% in 2015-16 to 96.3%. In respect of
individual children and young people, this performance means that 39 children did not
have a review child protection conference within the required timescale. This equates
to 23 meetings as 10 of the conferences considered siblings.

The reasons for conferences being held outside of the statutory timescale include:

IRO/Social Worker sickness absence.

Unforeseen circumstances not allowing either IRO or Social Worker to attend.
Reports not completed and share with the family prior to the conference taking
place.

Social Worker unavailable to attend due to annual leave.

New IRO being appointed which has resulted in a clash of meeting.

Parents not receiving a formal invite to the conference and therefore weren't in
attendance.

Conference not quorate.

Human error.

4.2.2 Percentage of children ceasing to be the subject of a Child Protection Plan
during the 12 month period who had been subject of a Child Protection Plan for
2 years or more (NI64)

2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 | 2016/17
4.4% | 26% | 3.7% | 3.0% | 3.6% | 2.9%
Lancashire
SN's 6.0% | 52% | 45% | 49% | 49% | NA
EnglEmE 560 | 43% | 45% | 3.7% | 38% | VA
National Average
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The table illustrates improved performance in relation to the duration of child protection
plans. (2015/2016: 3.7% compared to 2016/17: 2.9%). This equates to 59 children.
Performance is above the national average of (2015/16: 3.8) and statistical neighbours
(2015/16: 4.9). This highlights effective monitoring of child protection plans by IROs
and managers within Children's Social Care, ensuring that children are not subject to
a child protection plan for longer than necessary and reduces the chance of drift. The
importance of having a clear plan when 'stepping down' is recognised to ensure
continued support for the family when this is appropriate.

In order to continue to improve and maintain this performance the Quality and Review
Managers will continue to provide targeted training to newly appointed IROs to ensure
they understand their role in monitoring children subject to child protection plans and
all child protection plans over two year's duration will continue to be reviewed
individually within IRO supervision. Child protection plans over a twelve month
duration are also subject to review by the IRO and Team Manager and are monitored
within supervision.

4.2.3 Percentage of Children who become subject of a Child Protection Plan at
any time during the year who had previously been subject of a Child Protection
Plan regardless of how long ago (NI65)

2011/12 | 2012/13 | 2013/14 | 2014/15 | 2015/16 | 2016/17
Lancashire 10.8% | 12.3% | 12.6% | 13.9% | 17.9% | 17.9%
SN's 15.6% | 15.2% | 16.1% | 18.1% N/A /A
England 0 0 0 0 0 N/A
National Average | 13:8% | 14.9% | 158% | 16.6% | 17.9%
NW N/A N/A N/A N/A 18.2% N/A

During 2016/17, 354 children on a child protection plan had previously (at any time)
been subject to a child protection plan. This remains consistent with performance in
2015/16; but is slightly below the regional average, (2015/16 18.2%) and equal to the
national average (2015/16: 17.9%). A number of factors may attribute to the rate of
repeat child protection plans: the child protection plan being ceased prematurely, a
lack of support at a child in need/common assessment framework level to meet the
child's needs, or a change in the family's circumstances, meaning that a child became
subject to a repeat child protection plan due to an unrelated safeguarding concern.
Children moving across local authority boundaries may also be a contributing factor.

A sample audit will be undertaken to support a further analysis of practice. Quality and
Review Managers will provide more robust quality assurance of decision making
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where the child protection plan has been ceased at the first review child protection
conference. IROs have recently been trained in the risk sensible model which will
ensure consistency of practice in respect of the identification of high risk indicators
and the role of the conference in reviewing the child protection plan.

4.2.4 Percentage of Children who become subject of a Child Protection Plan at
any time during the year who had previously been subject of a Child Protection
Plan within the last 12 months

Perhaps a more meaningful indication of how effectively risk is being managed is to
consider the proportion of children made subject to a child protection plan for a second
or subsequent time within twelve months of the previous plan being ceased. There
has been a slight improvement in performance against this indicator, from 5.9%
2015/16 to 5.5% in 2016/17 and performance remains good.

5. Quality Assurance

The IRO Service is committed to improving the quality of services and undertakes a
range of quality assurance work to achieve best outcomes for the children and families
they work with. This enables IROs to identify interventions that are effective and
highlight good practice, as well as areas where practice does not meet the required
standard.

The IRO Service undertakes a variety of quality assurance activities for children looked
after and children in need of protection, including case file audits and the quality
assurance of S47 enquiries where a child has suffered significant harm but a decision
is made not to hold an initial child protection conference.

Since the inspection by Ofsted there has been a strong focus on the requirement for
IROs to undertake mid-point checks in between review meetings to ensure more
robust monitoring of the child's care plan. This has been effective in evidencing the
IRO footprint and challenge, which was acknowledged by Ofsted during the January
2017 monitoring visit which focused on safeguarding. However, it was identified that
IROs in some cases focused on issues of compliance. IRO challenge now needs to
focus on care planning and the achievement of improved outcomes for children and
young people.

Quality assurance is also undertaken of the performance of the IRO Service and
managers shadowing of IROs to observe their practice, supervision and audits.

5.1 IRO Feedback in Relation to Quality of Practice

During supervision with IROs and attendance at locality meetings held with CSC the
following issues have been identified:

e The timely completion of social work reports on LCS continues to be a challenge
within some areas of CSC. This has resulted in some children/young people not
being fully informed of the content of the review and the IRO has needed to spend
an extended period of time to ensure they can fully participate and have full
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knowledge of the information pertaining to their care plan and review.
Improvements have been noted as permanent Social Workers have been recruited
and training on LCS has been made mandatory to ensure staff can use it
effectively.

Following CLA reviews IROs now have the capacity to fully monitor the completion
of review decisions, applying, when appropriate, the problem resolution process to
ensure they are completed by the date set and agreed by the IRO. Whilst the
informal resolution process is the preferred option by IROs to resolve disputes,
there has been an increase in formal problem resolutions which reflects the
commitment by the IRO Service to ensure review decisions are completed and
children/young people experience improved outcomes.

As the IROs now have a reduced caseload this has provided the capacity to fully
prepare for CLA reviews. This has meant that issues such as the absence of social
work reports can be challenged prior to the review and reinforces the importance
of IROs allocating time to complete this crucial task prior to the review to ensure
the meeting is effective and appropriate information is shared. Problem resolutions
have trebled in this area, with 160 being initiated during 2016/2017 to reflect the
challenges currently being addressed.

IROs are now able to undertake quality mid-point checks during the review period
which has facilitated the close monitoring of care plans and effective challenge
where the plan has not been progressed.

As permanent IROs have been appointed and caseloads reduced, IROs are now
able to visit children/young people during review periods and build positive
relationships which are supporting improved outcomes.

The development in CSC of specialist teams, for example, Children in Our Care
Teams, has supported Social Workers to develop the specialist skills and
knowledge to work effectively in this complex area. Whilst recruitment to social
work posts in some districts continues to present challenges, the creation of
Advanced Practitioner posts within the service is driving forward a culture of
support, learning and development. This is identified by IROs as a significant
positive change which is supporting improvements in practice.

IROs are now able to fully scrutinise chronologies and assessments which has
enabled histories to be clearly documented. The quality of assessments is
improving following the implementation of the risk sensible model and the views of
children/young people are more clearly visible in case records. This is consistent
with audit findings.

The creation of the Professional Personal Advisors (PPAs) has supported
improved outcomes for young people preparing for independence and IROs are
ensuring pathway plans are prepared and implemented appropriately.
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The creation of specialist PPA teams has been effective in improving the support
provided to care leavers.

Initial child protection conference requests are robustly quality assured by the duty
Quality and Review Manager. As a continuing review of this process a new form
has been devised which ensures CSC Team Managers demonstrate management
oversight and approval for of the conference request and high risk indicators and
underlying risk factors are clearly identified.

Within the quality assurance process the Duty Quality & Review Manager ensures
all appropriate professionals are identified for invitation within the conference
request, including the GP and where appropriate, the child/young person. Whilst
GPs do not always attend conferences, an increase in reports from GPs has been
noted which has offered the benefit of increased information sharing.

With the creation of the Child in Need (CIN) Hubs there has been an increase in
conference requests from this service area. Quality & Review Managers are
working closely with CSC Team Managers to ensure the thresholds for significant
harm are applied consistently and initial conferences are progressed in appropriate
circumstances.

Whilst the CIN Hubs are in their infancy and good practice is being embedded,
there have been some challenges in ensuring Social Worker's and Team
Managers process requests for initial conferences in a timely manner to ensure the
conference is held within the required 15 working days from the date of the strategy
discussion. This is under constant review and data is provided to the Quality &
Review Managers on a monthly basis to ensure there is robust challenge where
there is delay.

With reduced caseloads IROs now have the capacity to effectively prepare for child
protection conferences and ensure reports are of a high quality and are shared
with parents and children/young people prior to the meeting. IROs ensure
chronologies are comprehensive and are up to date and that reports include
analysis of risk. IROs are central in driving improvement in this area and challenge
effectively when concerns emerge. There has been a notable increase in the
initiation of problem resolutions with 47% relating to recording issues.

The Risk sensible model has recently being introduced within the IRO Service and
CSC. LSCB training is due to commence with partner agencies. This model will
ensure all professionals utilise the same language and assessment process when
identifying risk. This new way of working will support children and families to
understand concerns and make the necessary changes. It also promotes child
centred practice by focusing on the risk to the child and ensuring their voice is
heard.

IROs play a key role in developing, monitoring and reviewing the child protection
plan, ensuring risks are identified and addressed. IROs are working with CSC to
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ensure that plans are SMART. (Specific to children's needs; outcomes are
Measurable; goals are Achievable; tasks are Realistic to the individual
child/family and the plan is completed in a Timely way to ensure children's needs
are met within their own individual timeframe).

¢ |ROs are now able to undertake qualitative mid-point checks on the progression of
child protection plans and challenge effectively when the plan does not progress
within the agreed timeframe or if the child/young person is considered to be at
increased risk. 14% of problem resolutions relate to social work practice in this
area which evidences the robust scrutiny offered by IROs.

General Observations:

e The IRO Service undertakes a significant number of case file audits on a monthly
basis and are influential in driving forward improvement.

e IROs report that the child's voice is now much clearer within social work practice,
reports and plans. This is having a positive effect on outcomes and children/young
people are reporting to IROs that they feel much more involved and listened to in
relation to decisions being made.

e Whilst recruitment within CSC still presents challenges in some areas, IROs report
that staff are committed and passionate in wanting to deliver a good service to
children/young people and ensure their outcomes can be improved within
timescales specific to their needs.

e The increase in newly qualified Social Workers has presented some challenges
and the IRO Service is proactive in ensuring all social work teams are fully briefed
regarding the IRO role and requirements. IROs regularly attend locality
development days and share good practice. This has helped to build strong
relationships with individual teams throughout the county.

5.2 Case File Audits

The completion of monthly case file audits by IROs continues to be an integral part of
their quality assurance role. The IRO Service completed 31.5% of all case file audits
allocated to children's services during April 2016 — March 2017. Feedback from Ofsted
monitoring visits is being used by the IRO Service to improve the quality of audits. In
particular, that audits were overly weighted towards compliance issues and the need
for a stronger focus on improving the quality of practice.

5.3 IRO Quality Assurance of S47 Enquiries

IROs undertake the quality assurance of S47 enquiries where a child has suffered
significant harm and the decision has been made not to hold an initial child protection
conference. The aim of this check is to ensure that risk is being appropriately
managed and child protection conferences are held to consider the risk to children
when required. If there is disagreement about the decision not to proceed to
conference, this is escalated via the problem resolution process.
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Historically a limited number of S47 enquiries have been shared with IROs for them to
quality assure. The importance of S47 enquiry audits has been highlighted in IRO
team briefs, the CSC weekly brief and through discussion at the IRO/locality quarterly
liaison meetings. Further face to face briefings will be held with CSC to ensure
compliance with this requirement in all cases.

5.4 Themes arising from Practice Observations

The following findings are from practice observations undertaken by Quality & Review
Managers within the Safeguarding, Inspection & Audit Service in relation to CLA
reviews and child protection conferences:

5.4.1 Strengths

e IROs have a good understanding of the child's case.

¢ |ROs have a wealth of knowledge and experience in relation to safeguarding and
children looked after.

e |ROs meet with parents prior to child protection conferences and support their
participation in the meeting.

e Previous review recommendations are checked and the care plan reviewed.

e IROs are clear at reflecting the voice of the child and the child's wishes and
feelings.

e |ROs are completing mid-point checks prior to reviews.

e |ROs are starting to embed the risk sensible model.

5.4.2 Areas for Development

e Develop IRO confidence and ability to appropriately and consistently challenge and
evidence the IRO footprint within the child's case record.

e Ensure that thresholds are in line with the revised continuum of need and risk
sensible model and that risk sensible practice is embedded within conferences.

e Ensure that IROs have oversight of child protection plans and these plans are
developed in line with the risk sensible model.

e Ensure robust challenge by IROs at the child's second looked after children review
where there isn't a clear plan for permanence.

e Ensure that there is evidence of IRO challenge when pre-meeting reports have not
been completed.

5.5 Audit of Multi-Agency Attendance at Child Protection Conferences

On average 336 child protection conferences are held each month. Monthly reports
are used to monitor attendance of agencies, parents and children/young people at
initial and review child protection conferences.

5.5.1 Key Themes

After Children's Social Care, Education (schools and early years) are the most
consistent attenders at both initial and review conferences, with Health Visitors and
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School Nurses also being consistent attenders. However, attendance by non-
statutory agencies continues to be inconsistent.

In the last 3 months a more detailed audit was completed in relation to agency
participation at conferences to determine when agencies were invited, however, did
not attend or send a report. Overall findings in relation to this are detailed below:

From January 2017 — March 2017:

The following professionals were invited as it was felt that their attendance was

necessary at the conference, however did not attend or send a report:
e 27 health visitors / school nurses.

40 GPs.

7 mental health practitioners.

4 children's centre workers.

3 nursery workers.

12 probation workers.

2 YOT workers

2 domestic violence service workers

1 CSE worker

This highlights the importance of appropriate multi-agency attendance at conferences
when making decisions around threshold when vital information could be missing from
key agencies involved with the family. Further work needs to be undertaken,
particularly with health professionals and YOT/ Probation workers and this will be an
area for development in 2017/18.

In addition to multi-agency attendance at conferences, it is essential that young people
and their families fully participate within the conference process and that the voice and
views of the child are clearly evident within the conference. From January 2017 —
March 2017 851 conferences were held.

From these conferences:
e 31 consultation forms were completed with young people prior to conference.
e 59 children/young people physically attended and participated in the
conference.
e 394 young people did not attend but their views were expressed.
e 49 young people did not attend and their views were not available.

Although it is positive that some children/young people are choosing to physically
attend the conference and a lot are expressing their views, further work is required in
relation to completion of consultation forms and ensuring that the views of all children
are available to the conference.

5.6 Feedback from Parent/Carer Questionnaires
Parents and carers who attend conferences are encouraged to complete a feedback

guestionnaire following the conference. The purpose of the questionnaire is to give
parents/carers the opportunity to provide feedback on their experience of the child

e D2 e





Independent Reviewing Officers Annual Report 2016 - 2017

protection process and for this information to be used to improve and develop service
delivery.

During 2016/17, 117 questionnaires were completed and returned by parents or
carers. This equates to a return rate of 3.6%.

From the 117 questionnaires returned 40 related to initial conferences and 77 related
to reviews.

5.6.1 Parent/Carer Feedback from Initial Child Protection Conferences

Of the 40 questionnaires returned that related to initial conferences, 28 (70%)
indicated they had seen the Social Workers report 24 hours before the conference.
This is an increase from the previous year when the figure was 60%. In terms of other
professionals reports, out of the 40 questionnaires returned, 14 (35%) reported that
they had received these reports prior to conference.

The majority of participant feedback was positive in terms of how they felt they were
prepared for the conference and how the conference was managed. 81% of parents
reported that they felt they were appropriately prepared and that they had met the IRO
who chaired the conference prior to the start of the meeting. Parents/carers were very
positive about the support the IRO provided and the manner in which they had chaired
the meeting, reporting that they felt listened to and had the opportunity to express their
views. Parents' comments included:

"I met the chairperson in advance everything was explained clearly.”

"I met the chairperson, she was lovely and had a pleasant manner which put
me at ease. | had plenty of chance to express my views and make some
valid points."

"My social worker explained who would be there and what would happen and
what would be discussed and to make notes so | could ask questions."

Furthermore, 80% of participants reported that they had come away from the
conference with a good understanding of the local authority's concerns about their
child(ren) and the child protection plan. 12% of participants did not make any comment
in relation to whether they understood the concerns or the plan. For those that did
make comments the following were made about their experience:

"l understand the child protection plan and | am happy for the help, my kid now
has a lovely social worker who is willing to help me."

"l accept and understand everything that was discussed...| am ready to move
forward in starting the plan.”

"Yes | understand clearly now about the conference and am happy with the
support am going to get to help my child."”
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However, 12 participants reported that they had not seen the Social Worker's report
prior to conference; a number of them also felt they were not fully prepared for the
meeting. The lack of preparation would have meant that parents/carers felt
disadvantaged and hadn’t had the opportunity and time to prepare themselves for the
conference and therefore may have resulted in a 'negative’ experience and in some
cases may have impacted on their understanding of the child protection plan. Some
of the comments made were as follows:

"l received the report on my arrival for the conference. | found this very stressful,
| felt that | was delaying the meeting whilst reading the report and some parts
of the report | felt was inaccurate and | should have had the opportunity to
discuss this with the social worker prior to the report being distributed”.

"only got to see this half an hour before meeting”.

"l received on day of conference and had no time to prepare"”.

"l saw it on the day of conference it was very upsetting”.
5.6.2 Parent/Carer Feedback from Review Child Protection Conferences
There were 77 questionnaires returned for review conferences; of these, 41(56%) of
participants reported that they had seen the Social Worker's report at least 24 hours
before the review. 22 (30%) of the participants indicated that they had seen the reports
of other professionals prior to the review.
A high proportion of participants, (81%) reported that they were invited to attend core
group meetings. 82% reported that they had been given a copy of the child protection
plan which sets out expected actions and support to be offered. 73% reported they
were having regular contact with key professionals whilst their child(ren) were subject
to a child protection plan.
A high proportion of participants reported that the review was well managed and that
they had the opportunity to express their views. Many commented that they
understood what was happening with the help of the Social Worker and/or the IRO.

A high proportion (84%) reported that they came away with a good understanding of
the issues of concern and the child protection plan.

Parents/carers were asked to comment and provide feedback on things that went well
and things that could be done better. Responses included:

"we could have been better prepared.”

"Setting the time better and the place as | had to travel to the conference and |
had to get someone to pick my children up from school.”

"Nobody said who would be there, | only found out on the day of the meeting."
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"The whole morning went well and a very nervous situation eased through the
professional and sensitive manner of people at the meeting."

"The support will be good, so we can prove that we can be good parents and
can be a stable home so they can see our baby is well looked after."

"Having a split conference helped me immensely — more than you could ever
know — thank-you."

"Everything you're doing is enough. What you're doing for my children and
myself | appreciate it."

5.6.3 Analysis of Feedback
Although a low return rate of 3.6 %, the responses would indicate the following:

All conference participants would like to have sight of the Social Worker's report and
the other professionals' reports at least 48 hours prior to the start of the conference.
This is also a requirement in the LSCB safeguarding children procedures.

Parents/carers who did not receive a copy of the Social Worker's or other
professional's reports prior to the conference felt unprepared and anxious. It is not
appropriate for parents/carers to be expected to attend a child protection conference
without having time to read and digest the report and to have the opportunity to
guery/challenge the content of the report with the author.

Those participants who did not receive reports may have felt disadvantaged and
therefore found their experience of the conference to be negative.

A high number of participants reported understanding the concerns and the plan. This
should have a positive impact on their engagement and implementation of the plan.

The majority of participants who returned the questionnaire reported that the
conference had been well managed by the IRO and that the time spent with IROs prior
to the meeting was beneficial in them understanding the process and putting them at
ease.

Going forward the IRO Service will work closely with colleagues in CSC to ensure that
social work reports are shared with parents/carers 48 hours prior to conference in line
with procedures.

5.6.4 Child Protection Conference Appeals

The Lancashire Safeguarding Children Board procedure for appeals against decisions
of a Child Protection Conference identifies that there are three circumstances in which
an appeal can be made:

l. That the child protection conference has not been run properly and in
accordance with the Lancashire Safeguarding Children Procedures.
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I. That the wrong decision has been made in relation to making your child
subject to a Child Protection Plan.

[l That the plans made at a Child Protection Conference are not in the best
interests of the child/children.

During 2016/2017, there were ten appeals, of which seven were upheld. Six of the
upheld appeals were due to procedures not being followed in relation to the Social
Worker not providing the conference report to parents prior to the conference or not
being formally invited to the conference. One appeal was in relation to the wrong
decision being made. Of the seven reconvened conferences, six remained subject to
a child protection plan and one child protection plan was ceased.

6. Good Practice & Problem Resolution

6.1 Good Practice

There have been many examples during this year of the positive impact the IRO role
in improving outcomes for children/young people.

Example 1:

Child A —remanded in a Youth Offending Institute (YOI). At the young persons looked
after statutory review, it became apparent that there had been an incident that the
young person had been involved with that had resulted in his privileges/association
being removed for 21 days. The young person informed the IRO that he had also not
had any exercise or education for 48 hours. Furthermore, the staff that were present
at the review could not provide a timescale when exercise and education would be
reinstated.

The IRO challenged this by taking the following actions:
e Requested an advocate for the young person.
e Alerted the Safeguarding unit within the YOI.
e Made a referral to Howard League for support for the young person to address
these issues.

Outcome: Young person's education and exercise were reinstated. Young person
now has an advocate to provide support.

Example 2:

Child B is aged 17 and has diagnosis of Autistic Spectrum Disorder (ASD) and a
chromosome genetic disorder. The IRO had concerns regarding the lack of transition
planning for the young person. The IRO worked closely with the social work team and
provided clear direction and guidance to move this work forward. IRO contacted the
Transitions Team and escalated concerns regarding the lack of involvement of the
Personal Advisor and transition planning via the problem resolution process. The IRO
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held regular CLA reviews during the young person's last year in care to ensure actions
were completed and the young person's needs were addressed. The IRO
recommended a referral for assessment from Adults Social Care. The outcome of this
was that the carer was assessed as a shared lives carer for the young person. This
has allowed the young person to remain in placement beyond the age of 18 and they
will receive ongoing support into adulthood.

Example 3:

Child C was in a long term foster placement with regular contact with his father. As
part of preparation for the child's looked after review the IRO checked all the
documents and plans. The IRO identified that the child was subject to a Care Order
with a care plan of long term fostering with contact with birth family. The IRO noted
that the contact had ceased but there was no assessment or explanation of the
rationale for this. At the review meeting the IRO challenged the decision. A meeting
was organised between the IRO and Practice Manager. It was agreed that a new child
and family assessment would be completed to consider the child's needs, wishes and
feelings and contact arrangements. Contact with the birth family was subsequently
resumed.

Example 4:

Whilst planning for an initial child protection conference the IRO identified significant
gaps in information and was able to intervene prior to the conference to ensure the
Social Worker obtained the requisite information. This action enabled the family and
professionals to fully understand the risks to the children and ensure plans were
implemented to manage the risk effectively and the children to remain safely within
their own family.

The same IRO then closely monitored the plan for the children by undertaking regular
mid-point checks and ensuring all work identified was completed within the children's
individual timeframe. At the final review the parents thanked the IRO for their oversight
and expertise and the plan was ceased. The children remain safe with their family and
their outcomes are improved significantly by good attendance at school; they are
healthy and their family are working positively with universal services.

6.2 Problem Resolution Processes
6.2.1 Use of the Problem Resolution Process for Children Looked After

In 2016/17 a new informal / formal problem resolution protocol was agreed in respect
of children subject to child protection plans and CLA after, replacing the former 'starred
recommendation' process. In total, 365 informal resolutions were initiated and 227
formal resolutions. This is in comparison to 51 'starred recommendations' in the
preceding year. There are a number of reasons for the significant increase in use of
the problem resolution process during this year. Prior to 2016/2017, problem
resolutions were recorded per family rather than per child. The data provided for this
year records the number of problem resolutions initiated on individual children rather
than families. The data will continue to be provided in this manner and will allow for
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more thorough comparison of figures for subsequent years. Additionally, informal
resolution sat outside the problem resolution protocol. In 2015/2016, there were 432
IRO informal resolutions recorded on children's case files, however, this data was not
categorised or analysed. In addition, a large proportion of problem resolutions have
been in respect of recording issues to ensure compliance. For example, in the
completion of social work reports for CLA reviews and statutory visits. The increase in
IROs and reduction in caseloads has increased capacity and the ability to challenge
where required.

6.2.2 Aims of the Problem Resolution Protocol

The aims of the problem resolution remain unchanged and the service will
continue to focus on this during 2017/2018.

e Ensure the IRO Service undertakes regular consistent oversight of practice and
care planning in children's cases.

e Evidence the impact and difference IRO involvement has made to children's lives
and outcomes.

e To highlight practice themes — support effective ways of organisational learning
from individual cases.

e To ensure that children receive a good quality service and that their needs are met.

At present problem resolutions are initiated under 1 of 4 categories; 1. Compliance, 2,
Practice Issues, 3. Recording 4. Care planning.

Problem Resolutions Initiated Categories

B Compliance
M Practice Issues
Recording

Care Planning

73% of problem resolutions initiated were in respect of compliance and recording
issues. 27% were in respect of practice and care planning issues, equating to 160
problem resolutions.

The majority of problem resolutions were resolved either informally at Practice
Manager level or formally at Team Manager level. There have been escalations to
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Senior Manager where the response timeline was not met or due to the severity of the
issue raised.

Themes arising from problem resolutions initiated for practice and care planning
issues include:

- Delay in initiating care proceedings.

- Delay in applying for discharge of Care Orders.

- Statutory visits not taking place within timescales.

- Direct work not being completed with a child.

- Concerns regarding lack of transition planning for young people.
- Child protection concerns not being appropriately addressed.
- Delay in addressing placement issues.

- Inappropriate contact arrangements.

- Lack of Pathway Planning.

- Care Plan not meeting the child's needs.

- Placement not meeting the child's needs.

- Inappropriate / lack of educational provision for child.

- Delay in progressing review recommendations.

6.2.3 Analysis of Findings

In all cases the issues raised by the IRO were accepted by managers. The reason for
escalation from informal to formal resolution has been due to lack of response at an
informal level or actions not completed within set timescales. Problem resolutions
have been initiated at the formal stage due to the severity / impact upon the child.

In respect of the problem resolutions initiated in respect of practice and care planning
issues, in most cases this prompts resolution. However, in respect of compliance and
recording issues there have at times been delay in these being resolved due to social
worker capacity. Several problems resolutions have remained open for longer periods
of time to allow completion of more detailed pieces of work, for example, an application
to discharge a Care Order.

The responsibility for ensuring problem resolutions are progressed in a timely manner
lies with the IRO and their manager. Problem resolution is a standing agenda item in
IRO supervision, providing an opportunity for IROs to discuss any issues and where
appropriate for the manager to escalate if required. During 2017/2018, a focus for IRO
development will include the importance of initiating the escalation process at an early
stage to avoid drift.

Quality and Review Managers receive monthly reports detailing the informal and
formal problem resolutions initiated, those resolved and those that remaining
outstanding. This has improved managerial oversight and will ensure more swift
resolution, preventing drift and delay. All informal and formal problem resolutions are
now recorded on the child's case file using LCS case notes.

The increase of IROs and reduced caseloads has strengthened IRO oversight of

practice and the ability to challenge when required. This will improve outcomes for
children and young people.
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The following case examples illustrate how the problem resolution process has
achieved positive outcomes for children and young people:

Case Example 1:

Child D, who was a CLA had recently moved area and placement, to a mother and
baby placement following the birth of her child. At the review the IRO was concerned
regarding the contact arrangements with Child D's mother and the risks Child D was
exposed to during this time. The IRO initiated a problem resolution regarding this and
following discussions with the Social Worker, their manager and the Guardian, it was
agreed that contact would continue in line with the child's wishes, however, strategies
were implemented to minimise the risk factors. The young person was supported with
travel arrangements and clear expectations and safeguarding measures were put into
place. This allowed the young person to maintain regular contact with important family
members whilst ensuring the young person's safety and minimised the risk to them.

Case Example 2:

The IRO initiated problem resolution following a mid-point check identifying that
recommendations from the review had not been progressed. A meeting took place
with the Social Worker, IRO and Team Manager to discuss these issues and the IRO
ensured a clear plan was in place with the changes required, who was responsible
and timescales set. As a result, the young person was able to meet her sibling prior
to them being placed for adoption; this has allowed for the introduction of life story
work and has supported mailbox contact between the siblings.

Case Example 3:

Following completion of a mid-point check the IRO was concerned that a serious
safeguarding issue for the child had not been adequately addressed. Given the case
history and safeguarding concerns they initiated the formal problem resolution process
and requested immediate action to safeguard the child and that a S47 enquiry be
undertaken. This concluded that the child was at risk of significant harm in their
mother's care and pubic law proceedings were initiated ensuring the child's safety.

6.2.4 Review of Informal and Formal Resolution Protocol

In 2016/17 the criteria for the use of informal/formal resolution processes has been
simplified into four categories: compliance, practice issues, recording and care
planning issues, to provide greater clarity and ensure greater consistency of practice
within the IRO Service.

This is currently being reviewed following the initial year of implementation. There is
some concern regarding the effectiveness of the problem resolution process in
improving outcomes for children and young people due to the high numbers of problem
resolutions being required for compliance and recording issues and taking the focus
away from problem resolution as described in the IRO handbook.
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Going forward a system of alerts will be developed for compliance/recording issues,
(currently over 73% of the problem resolutions initiated), to ensure that problem
resolution is a meaningful tool to address care planning issues with the focus on
improving outcomes for children and young people.

8.

. Challenges

The high level of recruitment and staff turnover (as agency staff have been
replaced with permanent IROs) over the past 12 months has impacted on some
aspects of performance, in particular CLA and child protection reviews completed
within timescale. There is an ongoing programme of learning and development
within the service to ensure that all staff are aware of the timescales and
expectations in relation to their statutory duties.

Given the number of new IROs to the service, the challenge now is to ensure that
staff are appropriately trained and that consistent thresholds and analytical skills
are maintained across the service.

The problem resolution protocol is being reviewed to ensure that it is successful in
providing effective challenge leading to improved outcomes for children and young
people in line with the IRO Handbook. At present a high number of problem
resolutions are focused on compliance and recording issues. Work needs to be
undertaken with CSC to ensure that problem resolutions from IROs are considered
and resolved promptly. Proposed improvements to the LCS system will enable
Quality and Review Managers to track and monitor problem resolutions initiated
and assist in these being resolved in a timely manner. It will also provide more
detailed data analysis.

Feedback from audits has highlighted the need to improve the quality of child
protection plans, care plans and pathway plans. In particular, plans need to be
outcome focused and include clear timescales. As the person reviewing the plan,
the IRO needs to undertake robust quality assurance to ensure the plan addresses
the child/young person's needs, is SMART and is progressed in a timely manner.
IROs have now been trained in the risk sensible model and will play a key role in
its implementation.

Reports for conference to be completed and shared with the family two working
days before the initial conference and three working days before the review
conference and parents to receive formal invites in all cases. This should lead to
an improvement in child and family participation and reduce the number of
conferences that are rescheduled due to reports not being shared beforehand.

Priorities for 2017-18

The following priorities have been identified for the IRO Service in 2017/18:

Embedding the risk sensible model
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The model has been rolled out across the IRO Service and CSC. As part of the
Practice Improvement Model in Fylde and Wyre, IROs have more robust oversight
of the child protection plan. The pilot requires evaluation before this model is rolled
out across the county.

Case file audits and IRO observed practice should be used to ensure that the
model is embedded in child protection conferences and risk sensible language is
visible within the plan.

Learning and development within the IRO Service. The service have approached
Edge Hill University for places on the Advanced IRO Practice Course for the
summer 2017 intake. If this course is successful, it is proposed that IROs across
the service.

IRO practice standards
IRO practice standards to be embedded to support consistent practice across the
service.

Improve performance in respect of reviews completed within timescale

A series of workshops will be held with both IROs and CSC to ensure that the
importance of statutory duties is fully understood by all staff and timescales and
practice standards are adhered to.

Improve participation in child protection conferences
The IRO Service will work with CSC to ensure that the importance of sharing
conference reports with parents/carers in advance of the conference is understood.
Parents/carers need to be fully prepared to attend the child protection conference.
This will be achieved by Quality and Review Managers attending CSC team
development sessions and through liaison meetings.

Improve S47 audits
Work with CSC to ensure that all required S47 enquiries are sent to the IRO
Service to ensure that audits are completed.

Children subject to a child protection plan for a second or subsequent time
To undertake a sample audit to support a further analysis of practice.

Improve the problem resolution process

To develop forms in LCS to create informal and formal problem resolutions and
management alerts which will allow for increased tracking ability and greater data
analysis regarding themes arising from problem resolutions.

Conclusion

The service has experienced significant change in the last twelve months with the
appointment of approximately 20 new IROs. However, despite the significant change
in staff the service has continued to provide consistent service delivery. Itis envisaged
that the service will have a full complement of permanent staff in the first quarter of
2017/2018. This will support further development of the service in 2017/18.
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In the last twelve months the service has worked hard to improve the quality and
consistency of IRO practice, ensuring that the IRO "footprint" is visible on all CLA and
child protection cases via mid-point checks. Given the concerns in respect of
safeguarding identified in the Ofsted inspection, this has understandably been a
priority. In 2017/18 work at pace is required to evidence improved outcomes for CLA
supported by appropriate IRO intervention.

Whilst the challenges ahead are substantial there is a strong commitment and

determination at every level within the service to improve practice and ensure that
children and families receive the high quality service they deserve.

Report written by:

Pam Cope Quality & Review Manager
Laura Gardner Quality & Review Manager
Susan Harrison Quality & Review Manager
Charlotte Kay Quality & Review Manager
Joanne O'Neill Quality & Review Manager
Lesley Warbrick Quality & Review Manager
Danielle Winkley Quality & Review Manager
Andy Smith Safeguarding Manager
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Appendix 1: IRO Service Structure
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Appendix 2: IRO Post-Qualifying Experience

The tables below detail the level of post qualifying experience and length of service
of IRO managers and IROs in Lancashire:

Quality & Review Managers

Name Year of Years as an IRO | Years as an IRO
Qualification Manager
Pam Cope 1996 2011 - 2016 2016 — 2017
Laura Gardner 2008 N/A 2016 — 2017
Susan Harrison 2001 N/A 2016 — 2017
Charlotte Kay 2004 2012 — 2016 2016 — 2017
Joanne O'Neill 1995 N/A 2015 - 2017
Lesley Warbrick 2004 2010 - 2013 2013 — 2017
Danielle Winkley 2006 N/A 2016 — 2017
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Appendix 3: Independent Reviewing Officers

Position Year of qualification Year began as an IRO
IRO 1 1995 2001
IRO 2 1995 2004
IRO 3 2000 2007
IRO 4 1993 2009
IRO 5 2005 2010
IRO 6 1982 2011
IRO 7 1989 2011
IRO 8 2000 2011
IRO9 1987 2012
IRO 10 2007 2012
IRO 11 2007 2012
IRO 12 1997 2013
IRO 13 2006 2013
IRO 14 2001 2013
IRO 15 1998 2013
IRO 16 2004 2014
IRO 17 2001 2014
IRO 18 1997 2014
IRO 19 2006 2014
IRO 20 2008 2015
IRO 21 2006 2015
IRO 22 2008 2015
IRO 23 1995 2016
IRO 24 1988 2016
IRO 25 2008 2016
IRO 26 2009 2016
IRO 27 2009 2016
IRO 28 2010 2016
IRO 29 1994 2016
IRO 30 2010 2016
IRO 31 2008 2016
IRO 32 2011 2016
IRO 33 1992 2016
IRO 34 2007 2016
IRO 35 2009 2016
IRO 36 2001 2016
IRO 37 2010 2016
IRO 38 2007 2016
IRO 39 2009 2016
IRO 40 2002 2016
IRO 41 2006 2016
IRO 42 1988 2016
IRO 43 2011 2016
IRO 44 2002 2016
IRO 45 2002 2017
IRO 46 1997 2017
IRO 47 2006 2017
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Lancashire Safeguarding
Children Board

Item 4

Mappa

Lancashire Multi-agency Public Protection Arrangements ( MAPPA) Strategic
Management Board has continued in 2016/2017 to undertake its statutory duty to
undertake public accountability for the delivery and performance of MAPPA business pan-
Lancashire.

Core Board members comprise of senior managers from a range of agencies such as
Police, Probation, Prisons, Housing, Child and Adult Safeguarding, Department of Work &
Pensions, Youth Offending Service, Fire and Rescue, Electronic Monitoring.

In 2016, the Minister of Justice appointed two new Lay Advisers to the Lancashire Board,
we already have an existing Lay Adviser who was appointed in 2013. Lay Advisers are
appointed to a maximum term of 7 years ( subject to a review at the 4 year stage). They
must reside in Lancashire and provide the ‘critical friend’ to the Board as well as bringing
in a community perspective to MAPPA business.

The Board is presenting compiling its MAPPA Annual Report which is published in
October 2017 and which provides a flavour of MAPPA business pan- Lancashire as well
as statistical information on the MAPPA Offenders residing in the county in 2016/2017.

The majority of MAPPA Offenders are appropriately managed by a single agency which
could be Police, Probation, Youth Offending or Mental Health. They are referred to as the
‘lead agency’.

A limited number of cases are managed more formally through a multi-agency meeting
structure, such meetings are referred to as Mappa meetings. The MAPPA legislation
requires local criminal agencies and other statutory agencies such as Children’s Social
Care to work in partnership to protect the public from the risks presented by violent and
sexual offenders.

Children’s Social Care are frequently invited to attend such meetings to help to enhance
the lead agency’s risk management plan. This is a statutory duty under the MAPPA
legislation. Children’s Social Care will share information at the meeting and take away
actions to complete which for this agency relate to safeguarding children in line with the
risk posed by a dangerous offender.

Both risk assessment and risk management planning can be compromised if agencies do
not attend MAPPA meetings and Lancashire MAPPA SMB maintain a strong focus on
agency attendances and will expect non- attendance to be escalated to senior managers
within the relevant agency to ensure future participation.

For Lancashire Youth Offender Service cases managed through Mappa meetings,
Lancashire CSC is expected to attend alongside the YOS case manager to ensure that the
young person’s needs as well as the offending risks are robustly considered. This is an
important MAPPA performance target which is regularly achieved in Lancashire.
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Item Number: 5
Report to the Lancashire Safeguarding Children Board

To be held on 14 July 2017

Report from: Barbara Bath Date: May 2017

Subject: Safeguarding of Children and Young People in Custody

Purpose: For information

Summary of Key Points / Findings:

The Lancashire Youth Offending Team (LYOT) prioritises the safeguarding of children and
young people within its service at all times. This report highlights specific practice and
procedures which are carried out to ensure effective safeguarding of children and young people
in custody.

The majority of young people from Lancashire subject to Youth Detention Accommodation
(YDA) or Detention and Training Order (DTO) are placed in Wetherby YOI.

Lancashire YOT has in place a monitoring process for any safeguarding concerns and actions
taken for all young people in custody. These concerns are shared with the Youth Justice Board.

April 2017 saw the creation of Her Majesty’s Prison and Probation Service (HMPPS) and within
this, the new Youth Custody Service (YCS) which will be responsible for the placement and the
safe and secure provision of children and young people under 18 years of age. The YCS will be
a discreet part of HMPPS dedicated to under 18s. It will be headed by an Executive Director
who, once fully established, will be responsible for all parts of the secure estate for children and
young people. The Youth Justice Board's secure operational functions will be transitioned to the
YCS and the Ministry of Justice. The YCS Executive Director will be a representative on the
YJB.

Charlie Taylor has been appointed as the Chair of the YJB in March this year, Charlie Taylor
was the author of the recent national youth justice review (released in November 2016), a
summary of the report and the government's response is embedded into this document. The
key areas of improvement identified are in relation to the secure estate for young people.
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Review of the Youth
Justice System in Engl

AssetPlus is the revised and improved national assessment, planning and intervention system
replacing 'Asset’. LYOT implemented AssetPlus in September 2016. The secure estate are now
preparing for the changes and implementation of AssetPlus. The assessment will become an
end to end process shared between the YOTs and all custodial establishments with a view of
overall improvement to information sharing, understanding and consistent service delivery to the






Review of the Youth Justice System
In England and Wales By Charlie Taylor

The government response to
Charlie Taylor’s Review of
the Youth Justice System

The report makes a number of recommendations for the UK and Welsh governments,
inspectorates, local authorities and other bodies and services. The UK government is
urged to consider and act upon all the recommendations in the report.

The list below sets out the main recommendations included in each chapter. It should be
noted that this list does not contain all of the recommendations in the report. The
government response is noted in blue, in that they will;

Chapter 2 — A more devolved youth justice system

We agree that the governance of the youth justice system needs to be reformed. We will
work with the YJB to review the governance and accountability framework for the whole
system, with a focus on ensuring clearly defined outcomes and performance measures.

1. Health commissioners and providers in England and Wales should seize the
opportunity presented by additional investment in children and young people’s
mental health services to rethink the way that mental health support is provided to
children who are at risk and who currently do not get the access they need or
deserve. (Paragraph 27)

Clarify commissioning functions and create a single director of youth custodial operations,
who can keep a firm grip on performance and act quickly and decisively in the event of
failure.

2. The government should legislate to remove the requirement for local authorities to
establish a youth offending team (YOT). The statutory duties which apply to YOTs
should be transferred to local authorities, where appropriate, and the existing duties
on the police, probation, education and health services to cooperate with youth
offending services should remain. (Paragraph 37)

Work with the Youth Justice Board (YJB), to review governance of the system and to set
clear and robust performance standards for all those working within the community and
custody.







3. The Ministry of Justice should roll the money that it contributes to YOTs into the
English local government finance system, and into the funding which the Welsh
government provides to local authorities in Wales, and remove the ring-fence
requiring that this is narrowly spent on youth justice services. (Paragraph 39)

Continue to ring-fence grants for the provision of youth justice services within local authority
funding to ensure sufficient funding for these services

4. The Ministry of Justice should halt the centre’s role in routine performance
management of youth offending services, and remove the requirement for local
authorities to produce an annual youth justice plan. (Paragraph 43)

Work with local authorities to explore how local areas can be given greater flexibility to
improve youth justice services.

5. The Ministry of Justice should give further consideration to whether local authorities
should be able to use their own assessment systems, rather than use systems
prescribed by the centre, while making sure that central government continues to
have access to the data it needs. (Paragraph 44)

6. Local authority youth offending services in England should be inspected by Ofsted
as part of the inspection of children’s services. Similarly, youth offending services in
Wales should be inspected by Estyn and the Care and Social Services Inspectorate
Wales (CSSIW). (Paragraph 46)

Strengthen the scrutiny and inspection arrangements for custody, creating a new
mechanism for the inspectorate to trigger intervention in failing institutions, where the
Secretary of State will be obliged to act.

7. When local partners have developed the required capability, the Ministry of Justice
should devolve the money it spends on custodial places to local areas, regions or
the Welsh government in order that they can assume responsibility for
commissioning their own secure provision. (Paragraph 52)

Chapter 3 — Coming into contact with the youth justice system

8. All local authorities, police forces and health services should jointly operate diversion
schemes for children who offend, incorporating the principles set out in paragraph
59. (Paragraph 59)

We will reduce the factors that can increase the likelihood of offending by providing children
and young people with high quality educational support and positive school environments
alongside work to support families and tackle the negative influence of gangs. Where young
people have health needs and come to the attention of the criminal justice system we want
to ensure these are identified with children and young people given support through the
criminal justice process (if that is the most appropriate action) or referral to supportive
services.







We are undertaking an audit of prevention initiatives and collecting and sharing examples of
local work, as well as central government programmes which support prevention. We will
develop our approach by working with other government departments and partners including
the Department of Health, Home Office, DfE, Department for Communities and Local
Government, local authorities and the Youth Justice Board to gather information and share
best practice across the system to inform further preventative work. We will improve data
sharing and strengthen the evidence base on what works. We will focus particularly on how
we can build the resilience of families and provide strong adult role models and mentors
when families are not supportive, or are a negative influence. In doing this we will learn from
the experience of the Troubled Families programme, particularly the ‘whole family’ approach
and key worker model.

Work with other government departments and partners including the Home Office,
Department for Education (DfE) and YJB to gather information and share best practice
across the system to inform further preventative work.

9. Children should not be held in police custody for longer than six hours unless, owing
to the seriousness and complexity of the case, an inspector authorises extending the
period of detention and clear reasons are provided. In addition, the Home Office
should re-examine the statutory review times for detained children with a view to
reducing these to three hours. (Paragraph 62)

The law is clear that children and young people who are charged with an offence and denied
bail must be transferred to local authority accommodation unless exceptional conditions are
satisfied. We will work with the Home Office, police forces and local authorities to improve
the monitoring and compliance of these requirements.

10. Further work should be undertaken by the Home Office, local authorities, the police,
the Ministry of Justice, the Department for Education and the Welsh government to
agree a complete set of mandatory national standards for appropriate adult schemes
against which inspections should be conducted. These standards should cover
those matters set out in paragraph 67. (Paragraph 67)

Work with the Home Office and police to ensure children and young people are treated
appropriately in police custody.

11. Ofsted, the CSSIW and Her Majesty’s Inspectorate of Constabulary should consider
the most appropriate approach to inspection of appropriate adult services and
develop a framework which takes account of the roles of the local authority in
commissioning the service, and both the police and the local authority in operating
the scheme. (Paragraph 68)

Whilst in some cases the role of an Appropriate Adult may be carried out by a professional,
in many instances it will be filled by a parent or guardian. The MOJ will work with the Home
Office and DfE to explore changes to training and guidance given to Appropriate Adults but
recognises that there will be practical limits to the amount of information and support that

can practicably be provided to parents or guardians prior to joining their children in custody.

12. Children should not be required to make a decision about seeing a solicitor at
interview. There should be a presumption that a solicitor is called and legal advice is
provided, unless the child expressly asks not to. (Paragraph 69)







13.

14.

15.

16.

There should be a presumption of releasing a child and organising a voluntary
attendance interview or bail with a pre-arranged interview time if a solicitor cannot
attend within two hours of a child being arrested. (Paragraphs 69)

The College of Policing should introduce mandatory child-specific training for all
custody sergeants. (Paragraph 70)

In order that the particular needs of girls are met while they are in police custody,
any girl aged under 18 who is arrested should be allocated a named female officer
who is responsible for her welfare. (Paragraph 71)

The police, CPS, local authorities and health services should establish local
protocols in order that all charging decisions take account of health screening
assessments conducted in police custody or as a result of the offence, and any
relevant information on the child that the local authority holds. (Paragraph 74)

Work with NHS England, DfE and community health providers to improve how children and
young people are assessed and ensure they get the treatment they need at the earliest
possible stage.

17.

18.

19.

All local authorities should make sure that care home staff are properly trained to
resolve minor incidents without recourse to the police, and protocols should be
established with police forces to agree a proportionate approach to offending in care
homes. (Paragraph 77)

The Home Office, the Department for Education, the Welsh government and the
National Police Chief's Council should work together to make sure that police
officers are able to apply their full discretion in responding to incidents and offences
in children’s homes, and that there is a presumption of no formal criminal justice
action being taken unless it is so serious that this is absolutely necessary. This
should include consideration of adopting the schools protocol in relation to minor
offences committed in children’s homes. (Paragraph 81)

The Ministry of Justice and the Home Office should develop a distinct approach to
how childhood offending is treated by the criminal records system. (Paragraph 85)
This should include:
[l consideration of distinguishing between under-15s and 15-17 year olds in
terms of the retention and disclosure implications of offending; (Paragraph
86)
[l further reductions in the periods before which childhood convictions
become spent; (Paragraph 87)
[1 all childhood offending (with the exception of the most serious
offences) becoming non-disclosable after a period of time;
(Paragraph 88) and
[l the circumstances in which police intelligence on childhood conduct can
be disclosed being further restricted. The Home Office should consider
the introduction of a presumption that police intelligence dating from
childhood should not be disclosed except in exceptional circumstances.
(Paragraph 89)

We will work with the Home Office to ensure best practice in these areas. We recognise the
need to divert children and young people from police custody where appropriate. This must
be balanced against ensuring that the police are able to carry out their job in all instances,
and any presumption that children and young people should not be arrested or brought







intopolice stations would curtail the police’s ability to protect the public and victims. We also
recognise that there are significant provisions which protect the welfare and safety of
children and young people who are suspects in police custody settings, providing safeguards
such as audio recordings and medical care which would be unavailable if children and young
people were interviewed in other settings. Section 31 of the Children and Young Persons Act
1933 already includes a legislative requirement to make arrangements for girls under the
age of 18 to be under the care of a woman when detained in a police station. The Home
Office are introducing new guidance on this as part of work to revise the Police and Criminal
Evidence Act (PACE) codes of practice. We expect the revised codes to come into force
early next year.

Chapter 4 — Children in court

20. The judiciary should consider further what can be done to prioritise cases involving
children and to make sure that they are not kept waiting at court unnecessarily.
(Paragraph 101)

Make the court experience more appropriate for young offenders and young victims and
witnesses, by removing unnecessary appearances in court and holding first remand
hearings in the youth court rather than adult magistrates’ courts

21. Court summons should make clear that both parents are expected to attend court
hearings unless there are specific reasons in relation to the child’s welfare why they
should not, and looked after children should always be accompanied by their carer
or social worker. (Paragraph 102)

22. The Ministry of Justice should review the fee structure of cases heard in the Youth
Court in order to raise their status and improve the quality of legal representation for
children. When this is complete the Bar Standards Board and the Solicitors
Regulation Authority should introduce mandatory training for all lawyers appearing in
the Youth Court. (Paragraph 104)

We share the Taylor Review’s concerns about legal representation in the youth court and
welcome the recent steps taken by the Bar Standards Board and Solicitors’ Regulation
Authority to improve the training available on youth cases. We will give consideration as to
whether there should be further assistance available to young people in court.

23. The Ministry of Justice should consider introducing a presumption that all cases
involving children should be heard in the Youth Court, with suitably qualified judges
being brought in to oversee the most complex or serious cases in suitably modified
proceedings. (Paragraph 105)

We understand the concerns raised by the Taylor Review (and previously by Lord Carlile
and others) as to the appropriateness of the Crown Court to hear some youth cases.
However, moving more cases out of the Crown Court into the youth court raises significant
questions over, for example, access to jury trial. We will therefore discuss these issues with
the judiciary and other interested parties.

24. The Ministry of Justice should consider whether the law on youth reporting
restrictions should be amended to provide for them to apply automatically in the







Crown Court, to children involved in criminal investigations and for the lifetime of
young defendants. (Paragraph 107)

Engage with interested parties, including the Home Office, media and youth justice interest

groups,

25.

26.

27.

28.

29.

on youth reporting restrictions.

The government should introduce a new system of Children’s Panels (paragraph 98)
which includes provision for:

children being referred to a Panel when they plead guilty to a charge or have
been found guilty in the Youth Court, or have been given a sentence of less
than two years in custody by the Crown Court; (paragraph 109)

the Panel being made up of three specifically trained magistrates; (paragraph
110)

Panels being attended by the child, his or her parents or carers, lawyer and
keyworker from the local authority, and any other professionals that the
Panel may require including from education, health and social care;
(paragraph 110)

the Panel investigating the causes of the child’s behaviour, including any
health, welfare and education issues, and putting in place a rigorous Plan that
will tackle the factors associated with the offending and give victims and
communities assurance that the behaviour is being addressed; (paragraph
111)

Plans placing expectations on parents or carers, social care, housing, health
and education services, with all parties — the child included — being held
robustly to account for their contribution to its success; (paragraph 112)
Plans including a period of time in custody where appropriate for the

most serious offences; (paragraph 112)

Plans including a process for regular reviews of the case by the Panel with
the opportunity to change the terms of the Plan depending on its success;
(paragraph 113) and

Plans being published — with names and any other means of identifying the
child removed — so that the process is open and transparent. (Paragraph 111)

The Government should remove or substantially restrict the availability of short
custodial sentences. The minimum amount of time that a child should spend in
detention is six months (equivalent to the current 12-month Detention and Training
Order). The only exception to this should be those few offences for which Parliament
has established mandatory minimum terms. (Paragraph 117)

Children aged under 16 should only be given a Plan with a custodial element in
exceptional circumstances, and usually where they pose a significant risk to the
public. (Paragraph 117)

There should be close monitoring by the government of such a change to make sure
that children who would previously have received a short custodial sentence are not
instead sent to custody for longer periods of time. (Paragraph 119)

The Ministry of Justice should consider whether further changes could be made to
the conditions for a remand to youth detention accommodation to make sure that
custody is always used as a last resort. (Paragraph 122)

Work with judges, magistrates, YOTSs, the YJB and others to develop our approach to
sentencing reform. In particular we will explore how we can further integrate the Taylor
Review’s principles into the current framework.







Work with the Home Office to consider the recommendations of the Justice Select
Committee’s inquiry into youth criminal records.

We recognise that criminal records in childhood can impact on future life chances. However,
there are a number of cases before the courts in relation to disclosure policy as it currently
stands. We also look forward to the findings of the current inquiry being carried out by the
Justice Select Committee in this area. We intend to work with the Home Office to consider
these and the Taylor Review’'s recommendations more fully following the Court’s judgment.

Chapter 5 — Secure Schools

30. 30. The Ministry of Justice, the Department for Education and the Welsh
government should work together to create Secure Schools in England and
Wales which:

1 are created within schools legislation, and set up, run, governed and
inspected as schools. In England they should be commissioned in a similar
way to alternative provision free schools; (paragraph 141)

1 accommodate up to 60-70 children and are located in the regions that
they serve; (paragraph 141)

[l provide head teachers with the autonomy and flexibility to recruit and train
their own staff, to commission vital support services (including a stronger role
in commissioning health services such as mental health and speech
therapy), to establish the approach to managing behaviour and rewarding
success and, as a result, to create a productive and therapeutic culture
which will raise attainment, improve behaviour and promote rehabilitation;
(paragraph 142)

[l provide children with a bespoke package of support and an education that
will address their difficulties and their offending behaviour, as well as giving
them the skills, knowledge and qualifications that will help them to succeed
when they are released;

[l deliver an improved and better integrated health offer; (paragraph 143)

[l put behaviour management in the hands of skilful, well trained education,
health and welfare support workers. (Paragraph 144)

Put education and health at the heart of youth custody. We will develop a new pre-
apprenticeship training pathway that will start in custody and ensure that all children and
young people are in education, training or employment on release.

Empower governors so that they can better help to reform young people.

Boost the numbers of staff on the operational frontline in Young Offender Institutions (YOISs)
by 20%.

Introduce a new Youth Justice Officer role so that we have more staff specially trained to
work with young people. These officers will be trained on the job or recruited with experience
of youth work, social work or teaching.

Each young person will have a dedicated officer who is responsible for challenging and
supporting them to reform. There will be one officer for every four young people to enable







the right level of support. They will work with them on a personal plan to drive improvements
in their behaviour, education and health.

Develop additional specialist support units with a higher staff to young person ratio to
provide enhanced psychological support and guidance to the most challenging and
vulnerable young people.

Develop two ‘secure schools’ — one in the North and one in the South — working closely with
DfE and in line with the principles set out in The Taylor Review.

We will invest in establishments by providing multi-disciplinary Enhanced Support Teams of
health and psychology staff who will stabilise young people much more quickly through the
provision of specific evidence-based interventions to address their offending (for example
interventions to tackle harmful sexual-behaviour, fire setting and violence).

We intend to integrate these Enhanced Support Teams with the ‘Secure STAIRS’ approach
the Department of Health is rolling out across the whole youth custodial estate. This
approach is part of a nationwide transformation programme to improve mental health
outcomes for children and young people (the Children and Young People’s Mental Health
Services Transformation Programme). This work will start in SCHs and STCs, and will then
be developed in YOIs so that, irrespective of where in England children and young people
are located, they receive care built on a consistent evidence-informed approach.

The key objective of the ‘Secure STAIRS’ model is to improve consistency in the day-to-day
health care of the young people by front line staff. The Department of Health will fund
additional specialists to enhance the current health and psychological support. These
specialists will train all staff working in custodial settings (officers, teachers, nurses and
instructors) on how to recognise and support children and young people with health
problems. The intention is for all the different professions to have the same shared
understanding of the needs of the child or young person and how to best work with them.

31. Local authorities should always aim to retain the same social worker during a child’s
time in custody. (Paragraph 151)

32. Local authorities should make sure that all children should know where they are
going to live at least two weeks before they leave custody, and if they are in care or
will be living away from the family home they should have the opportunity to visit the
accommodation, see their room and meet the staff who will look after them.
(Paragraph 153)

When children and young people are detained there will be a learning plan for each young
person that sets clear goals including what his or her education, employment or training
destination will be when he or she leaves the establishment. Our ambition is for every young
person to have education, employment or training arranged with as many starting formal
apprenticeships when they leave custody as possible.

We expect children and young people in custody to have access to the same high quality
education and training that an apprentice could expect in the community. To enable this we
will develop a Youth Custody Apprenticeship Pathway to offer children and young people
training opportunities that will count towards the completion of a formal apprenticeship on
release. We will build partnerships with employers and education providers to develop pre-







apprenticeship training with the expectation that employers will agree to take on young
people leaving custody as apprentices for a minimum of 12 months on release.

The experience of the YJB’s Turnaround to Work programme suggests that many children
and young people leaving custody will require intensive support to continue progress in
education, training and employment on release. Many YOT workers already provide
invaluable resettlement support but there are a wide range of voluntary and community
partners that provide guidance and mentoring. We will strengthen our partnerships with
these organisations to increase the support available for young people leaving custody and
provide mentors to help them sustain employment and training.

33. The law should be amended so that only children who are already looked after retain
this status when they are remanded or sentenced to custody. (Paragraph 157)

34. Secure Schools in England should be inspected by Ofsted, with support as
necessary from the Care Quality Commission, and held to the same standards as
alternative provision schools in the community. In Wales, Secure Schools should be
inspected by Estyn, with support from the CSSIW and the Healthcare Inspectorate
Wales. (Paragraph 158)

Chapter 6 — The role of central government

35. The Ministry of Justice should create an Office of the Youth Justice Commissioner, a
specific directorate within the department which replaces the Youth Justice Board for
England and Wales (YJB) and brings together in a single place responsibility for
policy and delivery of youth justice. The Youth Justice Commissioner would have the
responsibilities set out in paragraph 169. (Paragraph 169)

36. The Ministry of Justice should establish a new expert committee in order that the
government receives independent advice and challenge on its approach to youth
justice and the operation of the system across England and Wales. (Paragraph 171)
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young people in the Secure Estate.

Lancashire YOT complete a 'Safeguarding Young People in Custody Checklist'. This checklist
and secure visit report template is used to ensure safeguards are in place for young people
either at risk of entering the secure estate or for those who have either been remanded to YDA
or sentenced to a period of custody.

Safeguarding |n¥

custody checklist.docx

Pre Custody Actions

All young people have their health and well-being needs supported by specialist health
practitioners. The young people are offered a child-centred holistic health assessment
(Lancashire Health Assessment Tool (LCHAT) that includes all physical, emotional, mental
health and communication issues.

Health concerns are shared with consent and/ or in the young person's best interest and
highlighted within the AssetPlus assessment and this informs the pre-sentence report and other
relevant reports.

Action Detail

1. | AssetPlus Post—Court
Report Assessment

This report is now part of the AssetPlus document. It must
be completed by a LYOT social worker after a Court cell
interview has been conducted with any young person, who
has just received a remand to Youth Detention
Accommodation (YDA) or a custodial sentence.

It includes an additional assessment of any immediate
health needs and any identified safeguarding or vulnerability
concerns that may not have been known or acknowledged
during the pre-Court hearing assessment process.

2. | Completion of various e Health Information:- Lancashire Comprehensive

documents. Health Assessment (LCHAT);

e AssetPlus - assessment;

e Safety and Well Being Plan — now included in
AssetPlus.

AssetPlus notification of
a potential YDA or the
imposition of a custodial
sentence.

The notification to the Youth Justice Board (YJB) of a
potential YDA or a custodial sentence being imposed, is now
included in the AssetPlus Custody module that is sent to the
Youth Justice Board prior to the Court hearing.

The document may contain a recommendation for the type
of secure placement that is best suited to meet the identified
safeguarding or vulnerability needs of the young person.

Contact and sharing of
information with the
custodial establishment.

All assessment documentation relating to the young person
is sent to the respective secure establishment and the YJB
by secure e-mail.

Where appropriate telephone calls and e-mails will also be
made key workers, safeguarding and or healthcare teams in
the secure establishment to ensure that they are aware any
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Safeqguarding Young People in Custody Checklist

This checklist and secure visit report template should be used to ensure safeguards are in place for
young people either at risk of entering the secure estate or for those who have either been remanded
to Youth Detention Accommodation (YDA) or sentenced to a period of custody.

It is essential that young people are spoken to on their own and safeguarding checks made each and
every time a YOT member of staff visits a young person. Any concerns must be recorded on the
secure visit report template (appendix A) and should then be discussed with a manager as soon as
possible and actions set to address the concerns. The secure visit report template should be saved
to the red paperclip of the young person's Careworks record and a contact inserted to outline the
concerns and actions to be taken.

After speaking to the young person, if there are deemed not to be any safeguarding concerns, this
should be recorded on Careworks to evidence that the discussion has taken place and that there were
no safeguarding concerns at that time.

1. Pre remand/sentence

¢ Notification to YJB of potential remand/sentence (via Connectivity) by completing the AssetPlus
custody module highlighting any known safety and wellbeing concerns;
Discuss the possibility of custody with the young person and parent/carer;

e Gather all relevant information which the custodial establishment will need to be aware of to
ensure the effective safeguarding of the young person (e.g. medical, emotional, psychological,
threats of harm to the young person or by the young person, special needs, information from
the Criminal Justice Diversion Liaison team, the Child Looked After nurse)

e Communicate with Health Worker in the team about the possibility of the remand/sentence at
the time of allocation (where possible) and arrange for a Comprehensive Health Assessment
Tool (CHAT) to be completed.

o Ensure the AssetPlus assessment is accurate, relevant, up to date, congruent and signed by
Practice Manager.

Record all communication and contact on Careworks in detail, in line with the contact
template.

2. Immediately after remand/sentence

Inform GEOAmey of any immediate welfare and safety and wellbeing concerns.

e Obtain the parent/carers contact details for that day to be able to inform them of the placement
and any further relevant details/advice and support.

e Interview the young person in the cells to complete the 'Post Court Report' section of the
AssetPlus custody module and make further assessment of safety and wellbeing.

¢ Inform YJB of court outcome and any change in safety and wellbeing (via Connectivity) on
‘Notification of Court Outcome"'.

e When the placement has been identified, and there are concerns about the young person
which require immediate communication to the establishment telephone call must be made to
‘reception’ and detailed information about the concerns outlined. Take a note of who you spoke
to and their job title. (Record this information on Careworks).

o Telephone call to parent/carers to inform them of the placement details and that further contact

will be made in relation to visits and dates/times of planning meetings.

If necessary, update the AssetPlus assessment and send to the custodial establishment.
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Inform the Health worker in the team about the remand/sentence so that they can share
relevant health/safeguarding information with the health care department within the secure
establishment.

Record all ‘communication and contact’' on Careworks in detail in line with the contact
template.

3. Day after remand/sentence

Telephone custodial establishment (wing/LASCH manager/personal officer if known) to
ascertain how the young person has settled and if there are any concerns or further information
required.

If further concerns have been identified by the custodial establishment, the case manager must
establish what actions need to be taken and update the AssetPlus assessment.

Telephone parents/carers with any further information and date of planning meeting if known.

Record all communication and contact on Careworks in detail in line with the contact template.

4. Period of remand

Agree remand planning meeting within National Standards. Where it is not possible to agree
a date within the prescribed timescales ensure that the reasons for this are recorded on
Careworks.

Inform parents/carers of date and time of remand planning meeting.

Identify any other professionals (internal YOT and external) who should attend the planning
meeting. Speak to YOT Health worker to ensure relevant health professionals are also
identified to be invited.

Gather further information to ascertain the suitability and support of a further bail application,
which may include Bail Support/Bail ISS.

Complete secure visit template (Appendix A) for all visits to the young person whereby you
have a safeguarding concern arising during the visit. If there are any safeguarding
concerns/incidents disclosed:

0 The YOT practitioner must discuss with a YOT Practice or Team Manager as soon as
possible after being informed about the incident/concern. Consideration should be
given as to whether it requires investigation by the Local Authority under Section 47
(Children Act 1989). If it is deemed that the concern/incident requires an investigation
under Section 47, the relevant referral should be made by the Practice/Team Manager.

0 Appropriate actions should be identified (this may be for the YOT, secure
establishment or Children's Social Care (CSC) social worker).

0 The completed secure visit report should be emailed to the young person's key-worker/
personal officer within the custodial establishment; the secure establishment
safeguarding team/ representative; the YOT case manager (if completed by someone
other than them); the CSC Social worker, if appropriate; and the YOT team Practice
Manager.

The form should be attached to the paperclip on Careworks and emails entered in contacts.
Emails to the establishment should be followed up by telephone if a response is not received.
YOT case manager must prioritise attendance at multi-agency meetings convened by the
secure establishment following the young person being identified as having safety and
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wellbeing concerns and/or placed on an ACCT (or other self harm/ suicide/ vulnerability
management plan used by the establishment).

Record all communication and contact on Careworks in detail in line with the contact template.

5. Period of sentence

Agree sentence planning meeting within National Standards. Where it is not possible to agree
a date within the prescribed timescales ensure that the reasons are recorded on Careworks.
Inform parents/carers of date and time of sentence planning meeting.

Identify any other professionals (internal YOT and external) who should attend the planning
meeting. Speak to YOT Health worker to ensure relevant health professionals are also
identified to be invited.

Complete secure visit template (Appendix A) for all visits to the young person whereby you
have a safeguarding concern arising during the visit. If there are any safeguarding
concerns/incidents disclosed:

o0 The YOT practitioner must discuss with a YOT Practice or Team Manager as soon as
possible after being informed about the incident/concern. Consideration should be
given as to whether it requires investigation by the Local Authority under Section 47
(Children Act 1989). If it is deemed that the concern/incident requires an investigation
under Section 47, the relevant referral should be made by the Practice/Team Manager.

0 Appropriate actions should be identified (this may be for the YOT, secure
establishment or Children's Social Care (CSC) social worker).

0 The completed secure visit report should be emailed to the young person's key-worker/
personal officer within the custodial establishment; the secure establishment
safeguarding team/ representative; the YOT case manager (if completed by someone
other than them); the CSC Social worker, if appropriate; and the YOT team Practice
Manager.

The form should be attached to the paperclip on Careworks and emails entered in contacts.
Emails to the establishment should be followed up by telephone if a response is not received.
YOT case manager must prioritise attendance at multi-agency meetings convened by the
secure establishment following the young person being identified as having safety and
wellbeing concerns and/or placed on an ACCT (or other self harm/ suicide/ vulnerability
management plan used by the establishment).

Record all communication and contact on Careworks in detail in line with the contact template.
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Lancashire YOT secure visit report template

Name & job title of individual completing this form:

Young Person's name:

Child Looked After: YES/NO (delete as appropriate)

Name of CSC Social Worker (if applicable):

Secure establishment details: Date of visit:

Visit type (delete as appropriate)

Initial planning meeting following remand/sentence
National Standards visit

Review planning meeting

Resettlement planning/pre-release meeting

If it is not the case manager undertaking the visit, prior discussion with case manager and other relevant
professionals have identified the following areas to be addressed during the visit (consideration to
diversity issues):

Safety and Wellbeing - Is the young person being monitored on an ACCT? YES/NO (delete as
appropriate)
If YES, please provide details of why the ACCT is in place:

Has the young person been subject to an intimate search or strip search since being placed within the
secure establishment? YES / NO (delete as appropriate)
If yes please provide details

Risk to others - If the Safeguarding concern relates to the commission of a new offence, does the
offence fall within a MAPPA category and the risk assessed as needing to be managed at either
MAPPA level 2 or 3? YES / NO (delete as appropriate).

If YES, refer to MAPPA quidance

Please provide a summary below which includes who the concern was raised by (the young person,
parent/carer, professionals within the secure facility or another professional), an overview of the
concern(s), who has been informed and what action has been agreed? Include confirmation as to
whether the incident/concern requires referral to the Local Authority for a Section 47 investigation.
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Review Date: December 2017
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IN THE EVENT OF ANY SAFEGUARDING CONCERNS IT IS MANDATORY THAT YOU
COMMUNICATE YOUR CONCERNS WITH A MEMBER OF STAFF WITHIN THE SECURE
ESTABLSHMENT BEFORE YOU LEAVE

Any other follow up action required as a result of the visit:

Action

Who to complete | By When Management oversight

Practice Manager MUST
be informed of any
assessed safeguarding
concerns. Where
safeguarding concerns
have been raised confirm
appropriate follow up
action is taken

Copies of this report must be sent to:-

Case manager (if not the person completing the form)

Looked After Child Social Worker

The young person's key-worker/ personal officer within the custodial establishment;
The secure establishment safeguarding team/ representative;

YOT team Practice Manager.

YOT health worker

Careworks updated with the above information YES/NO (delete as appropriate)

Issue Date: December 2016
Issued by: Sarah Callon / Julie Cross
Review Date: December 2017
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\ | identified needs or concerns in respect of the young person.

Custody and Release from Custody Actions

Action

Detail

1.| Custody Review Panels.

The LYOT social worker will have been tasked with
completing a qualitative assessment of the safeguarding
and vulnerability needs of the young person and how best
the risk they present to themselves and others can be
managed effectively.

In all cases where a remand to YDA or custodial
sentence has been imposed the LYOT social worker and
their respective line manager will review the case to
ensure all appropriate community based conditional bail
or alternative sentencing options were actively explored
by LYOT and shared with the Courts prior to eventual
remand or sentencing decision.

The Custody Review meeting enables reflective practice
to take place, to ensure all possible alternatives to a
custodial remand or sentence had been considered and if
necessary appropriately discounted, on the basis of the
assessed risks presented by the young person.

2.| Contact with young person

When a young person is remanded to YDA they
automatically become a Child Looked After for the period
of the remand. During this period LYOT Social Workers
complete institutional visits in line Children Looked After
regulations.

If a young receives a custodial sentence LYOT
practitioners will undertake regular visits to see the young
person in accordance with National Standards
requirements which are:

e monthly visits for sentences of less 12 months;

e bi-monthly visits for sentences of more than 12
months;

e depending on the assessed needs of the young
person or as a consequence of any concerns
identified by the secure establishment, this
minimum level of contact may be increased..

LYOT also offer support to parent/carers to ensure they
have regular updates and to address any concerns they
may have about the young person being custody. LYOT
also provides transportation to parents/carers to the
custodial establishments for statutory reviews and
encourages young people to write and telephone their
parents/carers on a regular basis.

3.| Integrated Resettlement
Support (IRS)

In Lancashire, the statutory levels of contact, can be
enhanced through the voluntary offer of Integrated
Resettlement Support (IRS). LYOT Social Workers
support targeted young people sentenced to custody with






regards to their resettlement plans for release. Young
people deemed vulnerable in the custodial setting are
among those prioritised. IRS provides additional visits to
young people in custody according to their assessed
need which in some cases can be as frequent as weekly.

.| Highlighting safeguarding
concerns in custody

If a LYOT social worker becomes aware that a young
person who has been remanded or sentenced to a secure
establishment, through visits or via contact with the young
person or their family, of any safeguarding and/or
vulnerability concerns this will immediately be
communicated to all relevant individuals within the
establishment.

This would include the young person's key worker and the
establishments safeguarding officer. In addition liaison
would take place with the Lancashire Children's Social
Care Social Worker, if the young person was known to
them, otherwise a referral will be made to the duty social
worker open to ensure they are made aware of the
concerns that have been brought to the attention of
LYOT.

LYOT initiates the use of a 'Safeguarding in Custody' pro-
forma to be completed in such situations. The pro-forma
identifies the concerns and the actions to be taken and is
shared with relevant workers, as well as the respective
LYOT line manager.

As part of the performance management process LYOT
centrally collate any concerns, responses and action
taken in relation to young people placed in the secure
estate.

.| Regular communication

There is a practice expectation in LYOT that there is
regular communication between the LYOT practitioner
and the secure establishment's key-workers, health
professionals and the internal safeguarding team.

This is aimed at ensuring there is effective monitoring of
any safeguarding actions in respect of young people
within the establishment. This would also include the
management of a young person who it is considered a
risk of harm to other young people of staff at the
establishment.

.| Intensive Supervision and
Surveillance (ISS)

Young people may be made subject to ISS conditions
when they are conditionally bailed, if they receive a
community based sentence or as part of their notice of
supervision or licence conditions as part of their
community supervision when they have released from a
custodial sentence.

The decision to either request Court or to include ISS
conditions as part of community supervision after a young
person had been released from custody, is determined by






the assessed needs and potential risks the young person
may present to themselves or others.

ISS conditions aim to provide effective statutory
supervision of the young person when they are residing in
the in the community and can include the use the
electronic monitoring tagging system. This intensive
supervision enhances and supports the levels of
safeguarding provided for particular young people.

Remands:

During April 2016 — March 2017, 32 young people were remanded to secure placements
and 3 young people were remanded in HMP Prison custody (35 episodes). The 35
episodes

0 54% (19) were placed in Young Offender Institutions;

0 29% (10) in Secure Children's Homes;

0 9% (3) in Secure Training Centres;

0 9% (3) in HMP Prison (remanded in custody);
66% (23) were 16 and 17 year olds;
89% (31) were male;
91% (32) were white British;
26% (9) were CLA prior to remand;
29% (10) were burglary or robbery offences, 26% (9) were violent offences
(assault/possessing firearms(9)/arson (1)), 17% (6) were vehicle offences and 6% were
(2) drug offences;
57% (20) South Central Team, 20% (7) North Team and 23% (8) East Team.

Sentenced to Custody:

During April 2016 — March 2017, 36 young people were sentenced to custody:

Number of Young [ Number of Young
Establishment People in These People in Custody Percentage
Establishments in Total
YOls 23 36 64%
SCHs 7 36 19%
STCs 5 36 14%
HMPs 1 36 3%
Total 100%
e 83% (30) were 16 and 17 year olds;
e 100% (36) were male;
e 75% (27) were white British;
e 31% (11) were CLA at sentence;
e 47% (17) Preston, 14% (5) Lancaster and 8% (3) Pendle.
Placements

Young people remanded to secure establishments in April 2016 — March 2017 were placed in
the following establishments:-






Name and location of Type of establishment Number of young people
establishment laced
Wetherby, West Yorkshire Young Offender Institution |12
Kibble Secure Unit, Paisley 'Young Offender Institution 2
HMP Preston (remand data)  JAdult Offender Institution 2
HMP Forest Bank (remand Adult Offender Institution

data) 1
HMP Preston (remand data)  |Adult Offender Institution 1
Werrington, Stoke-on-Trent 'Young Offender Institution 1

Adel Beck, Leeds Secure Children's Home 1
Aycliffe, County Durham Secure Children's Home 2
Barton Moss, Manchester Secure Children's Home 2
Lansdowne, Hailsham Secure Children's Home 1

LA Care, Accrington Secure Children's Home 1
Lostock View Care, Preston Secure Children's Home 1
Salvo House, Bacup Secure Children's Home 1
Sleaford Secure Children's Home 1
Oakhill, Milton Keynes Secure Training Centre 1
Rainsbrook, Rugby Secure Training Centre D
HMP Preston Prison 3

Young people sentenced to custody in April 2016 — March 2017 were placed in the following
establishments:-

Name and location of Type of establishment Number of young people
establishment laced
Wetherby, West Yorkshire 'Young Offender Institution b1
Deerbolt, County Durham 'Young Offender Institution 1
Barton Moss (remand data) 'Young Offender Institution 1 —
Werrington, Stoke-on-Trent 'Young Offender Institution 1

Adel Beck, Leeds Secure Children's Home >
Aycliffe, Durham Secure Children's Home 1
Barton Moss, Manchester Secure Children's Home 3

East Moor, Leeds Secure Children's Home 1
Oakhill, Milton Keynes Secure Training Centre >
Rainsbrook, Rugby Secure Training Centre >
HMP Preston Prison 1

Performance Information

e The performance of LYOT with regards to use of custody has been stable and low for a
number of years. The most recent performance data shows that LYOT have achieved a
custody rate of 0.44 (per 1000 young people - 84 young offenders) for the period January to
December 2016. This means that LYOT remains in the 3rd quartile being 88th out of 138
YOTs.






e Currently, there are 19 young people from Lancashire placed in custody (8 remanded to
custody and 11 sentenced to custody);

e During the period April 2016 to March 2017, 100% of all ASSET assessments were
completed for all young people receiving custody. (36 young people);

e During the period April 2016 to March 2017, 100% of all ASSET assessments were
completed for all young people released from custody. (36 young people);

e During the period of April 2016 to March 2017 there were 14 notifications of restraints
reported to Lancashire YOT from various establishments.

e During the period of April 2016 to March 2017 there was 1 notification reported to
Lancashire YOT of a strip search that was appropriately managed.

e During the period of April 2016 to March 2017 there were 0 notifications of inappropriately
managed safeguarding concerns reported to Lancashire YOT.

e All notifications of restraints, strip searches or safeguarding concerns should be reported to
the LYOT case manager who works closely with the establishment, young person and their
parent/carer.

Development update 2017/18

In LYOT's Service Continuous Improvement Plan (SCIP) we are reviewing the Joint Thematic
Inspection of Resettlement Services to Children by Youth Offending Teams and Partners
Agencies (published March 2015) to consider learning and actions for service improvements in
this area of practice.

Identified needs of young people in custody and being released from custody

Based on previous data analysis of Lancashire YOT's assessment profiling of young people, the
following areas of need have been highlighted:

Access to appropriate accommodation for 16 and 17 year olds;
Education, training and employment opportunities;

Health and substance misuse support;

Access to constructive activities;

e Support to families and carers.

Conclusion

The safeguarding of children and young people in custody is paramount within LYOT. Effective
safeguarding of these young people starts at the pre-custodial phase and is maintained during
the period of remand to YDA and sentenced to custody through the implementation of effective
case management practice and procedures. As previously reported to LSCB the priority need
for young people (16 and 17 year olds) leaving custody is accessing appropriate
accommodation it has been recommended that LSCB considered this need in relation to
supporting the safeguarding of these young people.

Proposed Recommendations:

Report to be noted.
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Keeping Lancashire's children safe

Lancashire Safeguarding
Children Board

Item Number: 6

REPORT TO THE LANCASHIRE SAFEGUARDING CHILDREN BOARD

SERVICE AREA ANNUAL REPORT 2016/17

Report from: Len Pilkington Report Date: 30.6.17

Subject: Private Fostering — Annual Report

Purpose: To advise the board regarding Private Fostering in Lancashire and to make
recommendations

Summary of Key Points / Findings:
Legal Definition of Private Fostering

Private Fostering as a legal definition comes from the Children Act 1989 however the regulations
regarding these arrangements were tightened following the inquiry into the death of Victoria
Climbie who had been in the care of someone who was reported to be a family member at the
time of her death.

Essentially a Private Fostering arrangement is where a parent or person with parental
responsibility arranges for their child to be cared for by someone who is not a close relative. The
regulations apply to all arrangements which are for more than 28 days. A close relative is defined
as an aunt, uncle, brother, sister or grandparent. This can include relationships 'by marriage'.
Where an arrangement is planned the local authority must be informed at least 6 weeks
beforehand. Where arrangements are already in place, the local authority have a duty to visit
within 7 days of being notified, and then a further 35 days to complete an assessment as to
whether the arrangement is suitable.

It is an offence not to report a Private Fostering arrangement to the local authority and
professionals have a duty to report arrangements that they become aware of. The local authority
also have a duty to promote awareness of Private Fostering within their area.

Once an arrangement has been assessed and agreed as suitable by the local authority, the
arrangement must be visited every 6 weeks within the first year, with the young person being
seen on their own where possible and their bedroom being seen also. After 12 months, these
visits should be conducted every 12 weeks.

Current Performance

The following chart shows how the performance of the department in regards to a number of key
activities relating to private fostering compares over recent years. It should be noted that while
every effort is made to ensure that information and data is correct, as in previous years there are
concern about the inconsistent inputting of Private Fostering data and the impact that this has on
the data provided. The data for last two years, 2015/16 and 2016/17 has been taken from
Lancashire's Electronic Social Care Record (LCS).






2016/17 2015/16 2014/15 2013/14 2012/13 2011/12
Numb i i
1 ur.n. erlof private fostering 39 49 a 69 35 a7
notifications
2 Number of new private fo.stermg 0 a4 45 64 35 a7
arrangements started during the year
Number (and %) of cases where action
. . - 15 15 28 56 26 35
3 (including a visit to the young person
and their carers) was taken within 7
37.5 34% 63% 87% 74% 75%
working days as required ( ) (34%) (63%) ( ) ( ) (75%)
Number (and %) of privately fostered
CYP whose placements started on or 11 25 17 23 24 36
4 after 1t April 2015 who were visited
the required 6 weekly minimum during (27.5%) (57%) (37%) (41%) (69%) (77%)
the first year
Number of private fostering
arrangements that began before 1
5 21 30 36 25 8 6
April 2015 that were continuing on 1
April 2016
The number (and %) of children in the 7 13 12 13 8 4
6 cohort for indicator 6 above who were (100%)
visited within the required timescales (35.71%) (43%) (33%) (52%) ? (67%)
The number of private fostering
7 arrangements that ended within the 42 49 53 67 41 41
year
The number of children and young
8 people privately fostered at year end 27 26 28 32 25 33
(31%t March)

What the data shows is;

The number of notifications of Private Fostering Arrangements is lower than it was in
previous years.

4 would indicate that the number of cases where there has been a visit within 7 days of the
department receiving a notification is only 37.5%, while this is a slight improvement on the
previous year there is a marked decline in comparison to the department's performance 3
or more years ago.

Item 5 suggests that there has also been a significant fall in the number of visits completed
within 6 weeks for children in the first year of a private fostering arrangement. This
represents a significant drop in comparison to the previous years' performance. While of a
concern, it is likely that this figure reflects the impact on the data of inconsistent recording
on the LCS system. On all existing cases, children have been visited with the last 6 weeks
where this is required, however sometimes this is recorded as a 'Child in Need' visit rather
than a Statutory Private Fostering visit. (Child in Need visits take place more frequently
than Private Fostering visits). It is reasonable to assume however that there will have been
some cases where visits have not taken place within the required timeframe with some
teams being unable to allocate work or prioritise these visits in time.

There does seem to have been a fall in the numbers of Private Fostering arrangements
over the year, with the number continuing at the end of the year almost 30% fewer than at
the same point a year previously. Of these children who require visits every 12 weeks, only
just over a 1/3 of these visits are recorded as being completed within time. Again, while
there is some evidence to suggest that this work sometimes has not been prioritised, in
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almost all cases these visits have been completed but not recorded under the private
fostering pathway.

e The number of private fostering arrangements that ended during the year was slightly
higher than the number of notifications however the number of children in the remaining
arrangements was one higher than a year previously.

Challenges from the Data

Apart issues with the consistent inputting of Private Fostering information on the LCS, the data
suggests, there are challenges with meeting the regulatory requirements around completing the
visits and assessments within the timescales. These include the initial visits which are to be
completed within 7 days of notification and then the completion of the assessment within 35 days
(42 days from notification). In part this is attributed to the amount of time taken to allocate Private
Fostering Assessments once the notification of these is received by the central MASH team.

Team managers appear to have struggled with the allocation of work and the need to prioritise
Private Fostering cases. There have also been differing practices between the different areas and
teams, differences also exist in terms of the way recordings have been inputted which has
impacted on the quality of data available to demonstrate how the department are performing in
this area. There are also differences in terms of how the policy is interpreted and implemented
and what is counted as private fostering.

The data also suggests that given the number of notifications has significantly fallen in the last
year, more needs to be done to raise awareness about the need to notify the local authority about
existing private fostering arrangements.

Issues raised by Ofsted

Ofsted have raised issues around the input of data as well as the low numbers of PF
arrangements that are reported as an issue, although the latter is a concern nationally.
Anecdotally, the number of notifications that Lancashire receive is on a par with other Local
Authorities, but it is noteworthy that the number of notifications has fallen in the last year (20%).

Issues relating to Parental Responsibility

Concerns raised by Ofsted during inspections elsewhere recently have highlighted the risks
posed to children who have been trafficked or where there is no-one with active parental
responsibility for children in private foster care arrangements. Private Foster Care is not seen as
being a suitable arrangement for those children who are going to be remaining where they are for
a longer period of time (more than 6 months). In such cases, Private Foster Carers in Lancashire
are encouraged to apply for a child arrangement order, potentially with financial support from the
department, which will give them joint Parental Responsibility for the child.

The role of the Private Fostering social worker

Whereas previously the work within the department was managed in the different areas and
teams and with Managers attending a Private Fostering Group chaired by the Deputy Director for
Children's services, a decision has now been taken to employ a social worker to solely work as a
Private Fostering Social worker. This worker's role is to complete all of the assessments,
undertake the supervision visits and to promote an awareness of Private Fostering. It is intended






that this will better able the department to ensure that Private Fostering was given sufficient
priority and to enable the service to meet the timescales set out in the regulations.

This worker began at the end of March, when there were 20 Private Fostering Arrangements in
Lancashire. At the end of May 2017 there were 18 Private Fostering Arrangements, 14 of which
were open to the Private Fostering Social worker. The work undertaken thus far has involved
taking over those pre-existing arrangements and supporting those carers and children, the private
fostering social worker has also undertaken the assessment of new arrangements made. This
work has involved contacting holders of parental responsibility to confirm their continuing
agreement with arrangements and encouraged those carers of long term arrangements to apply
for Child arrangement orders.

The role of the private fostering social worker also helps to provide a degree of independence
from the area teams and helps to ensure that the regulations are followed and the policy
implemented appropriately. The Private Fostering Social Worker is based in the CIN Hub in
Central and managed through that service but is providing a service to the whole of the county.

Other work being conducted includes ensuring that DBS and initial police information collected
during the assessment process is recorded for all private foster carers and liaising with area teams
to access additional support for those cases where this is needed.

In order to promote an understanding of Private Fostering, the Private Fostering social worker
has met with the Safeguarding board administrator and plans are in place to use the safeguarding
board's twitter account to promote private fostering, additionally information will be emailed to the
partner agencies of the safeguarding board.

The Private Fostering Social Worker has begun work to meet with social work teams and so far
has met with teams in Chorley, Preston, Burnley and Lancaster to make them aware of the role
of the Private Fostering Social Worker as well as to raise an awareness of private fostering.

Beyond Children's social care, the Private Fostering Social Worker has also met with the Health
Visitor team in Burnley and there are plans in place to attend the Deputy Head's pastoral group
in in Burnley in July as well as the Health Visitor team forums in Burnley in September. Plans are
also in place to hold 3 multi-agency Private Fostering Awareness days during the next year to
raise awareness amongst professionals regarding private fostering and what duties professionals
have.

Proposed Recommendations:

e To continue to develop the contacts with other agencies to promote the awareness of
private fostering county wide.

e To meet with the MASH team to ensure the quick allocation of new notifications to the
Private Fostering Social Worker.

e To contact the local 'language schools' to notify them of the need to inform the local
authority of any Private Fostering Arrangements

e To develop leaflets in Urdu, Guajarati, Punjabi, Bengali as well as Polish to be distributed
to community leads in Lancashire under the guidance of Saulo Cwerner.

e 3 Multi-agency Private Fostering Awareness days to be held during the next year.






Format for the Private fostering assessment to be changed to provide more scope to
assess the abilities and background of Private Foster Carers
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Appendix 3 — Attendance Breakdown 2016/17

Lancashire Safeguarding Adult Board meetings

Lancashire Safeguarding Children Board meetings

Member representation % Atn Member representation % Atn
Independent Chair 100 Independent Chair 100
LCC — Director of Adult Services 60 LCC — Director Children's Services 100
LCC — Lead Member 40 LCC — Lead Member 50
LCC — Director Public Health 60 LCC — Director Public Health 67
LCC — Head of Patient Safety and Quality Improvements 80 Lancashire Constabulary 100
LCC — Principal Social Worker 80 Chorley and South Ribble, West Lancs and Preston CCG 100
LCC — Quality Improvement and Safety Specialist 100 East Lancashire CCG 83
LCC — County Operations Manager 100 Fylde and Wyre CCG 83
Lancashire Constabulary 100 Lancashire North CCG 67
Chorley and South Ribble, West Lancs and Preston CCG 80 Blackpool Teaching Hospitals 100
East Lancashire CCG 100 East Lancashire Teaching Hospitals 100
Fylde and Wyre CCG 100 Lancashire Teaching Hospitals 83
Lancashire North CCG 100 Lancashire Teaching Hospitals (GP Rep) 33
Lancashire Care Foundation Trust 100 Lancashire Care NHS Foundation Trust 100
Lancashire Teaching Hospitals 40 Southport and Ormskirk Hospitals 33
Merseycare NHS Foundation Trust 20 University Hospital of Morecambe Bay 17
NHS England 80 NHS England 50
NW Ambulance Service 0 Probation 100
Probation 80 Cumbria and Lancs Community Rehabilitation Company 83
Cumbria and Lancs Community Rehabilitation Company 50 Wyre Borough Council 67
Lancs Fire & Rescue Service 100 The Children's Society 67
Healthwatch Lancashire 100 HARV 0
Prison Services 20 Cafcass 67
Rep of Housing Providers 100 Primary Schools 50
Rep of Independent Providers 100 Secondary Schools 50
Overall 76 Further Education 67
Lancashire Association of School Governors 67
Lay Member 1 25
Lay Member 2 50
Overall 68

80






