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Foreword by Independent Chair  
 
My second year in the role of Independent Chair of the Lancashire Safeguarding Children Board has been 
both rewarding and challenging.  It has been a privilege to work alongside committed managers and 
leaders, and to meet dedicated staff.  The opportunity to work alongside children and young people and to 
learn from their experiences has brought inspiration and strengthened my own commitment to ensuring 
that safeguards for them in Lancashire are as good and effective as they can be.  
 
These are difficult times with public sector budgets significantly reducing.  In the years between now and 
2020 I am told there will be continuing budget reductions to the extent that there will be in excess of an 
£800 million deficit.  All services are seeking to find efficiencies, but the impact on the availability of 
services will increase.  All children and young people should expect to be protected from harm and 
prevention is the best approach.  Non-the-less robust services do need to be in place when protection is 
required.   
 
During 2015 Ofsted inspected services for children in need of help and protection, and services for 
children looked after and care leavers.  They found services to be inadequate. While this inspection 
focussed on Children’s Social Care it is important to recognise that all agencies need to work effectively 
together to provide good safeguarding responses and so I view this as a challenge to improve services 
across the whole sector.   
 
As Independent Chair I am committed to ensuring our children, young people and their families have a 
voice and are heard.  The Board will be working hard in the coming year to improve its engagement with 
the community and my simple message will be that I want children and young people to be, and to feel 
safe.  
 
In this report we have tried to set out what we know about the effectiveness of key services, we have 
considered what we know about vunerable children and we have provided information both about activity 
in 2015/16 and also priorities for the coming year.    
 
Looking forwards, the government is planning changes to the way safeguarding services are coordinated 
and organised and will be revising the law which sets current arrangements in place. While we have yet to 
receive any detail there is the potential for radical change and with this, both opportunities and the risk of 
instability.  My intention is to ensure that, here in Lancashire, we do not let ourselves be distracted from 
the job we need to do while we manage whatever changes are to come. 
 
In the Ofsted inspection the Board was subject to a separate review and a separate judgement.  Ofsted 
judged the Board to be “good”.  We have however, taken a critical look at ourselves and have concluded 
that, although we had quality assurance processes in place, these had not been sufficient to expose the 
extent of failings in safeguarding services.  In response we have reviewed and enhanced our ability to 
measure and monitor services and will be able to better fulfil our role in providing challenge where 
services are not good enough in the coming year. 
 

  
 
Jane Booth 
Independent Chair,  
Lancashire Safeguarding Children Board 
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1.   Local Background and Context   
 
Lancashire is a large and diverse Shire County with one County Council and 12 District Councils.  
Within the old county footprint there are two unitary authorities, Blackpool and Blackburn with 
Darwen who have separate administrations and separate Local Safeguarding Children Boards, 
these will provide their own Children Safeguarding Board Annual Report.  The total population in 
Lancashire is approximately 1.5 million, with the Lancashire LSCB footprint (excluding Blackpool 
and Blackburn with Darwen) totalling 1.2 million. Within Lancashire, there are pockets of severe 
social and economic deprivation. Four Lancashire Districts (Burnley, Hyndburn, Pendle and 
Preston) are in the "top 50" most deprived in England according to the Index of Multiple 
Deprivation 2015. There are also large areas of economic prosperity such as Ribble Valley and 
Fylde Borough. The map below shows the 'indices of multiple deprivation' across the county with 
red areas showing the most deprived and green the least deprived places.  Even within identified 
local areas there is considerable variances within local deprivation. 
 
 
Figure 1 

 

 

 

(Source – LCC JSNA 2015) 
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What do we know about Children in Lancashire? 
 
Lancashire has a child population of almost a quarter of a million (274,733 – 2014 mid-year 
estimate).  The following diagram illustrates the diverse range of needs and demographics 
factors for children within Lancashire.  
 
If Lancashire was a Village of 100 children then: 
 

 
(Source – Lancashire Childrens Services Improvement Plan)  

 
 
 
What do we know about the health and well-being of Children in Lancashire? 
 
The following information is based largely 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. 
This data is based on the Lancashire Child Health Profiles for 2015 and 2016 and also includes 
some data from LCC. Indicators relating to Infant Mortality, wider determinants of health and 
health improvement have generally stayed stable or marginally improved. 
 
Lancashire is made up of 12 distinct districts, all of which have different priorities, demographics 
and localised issues. This needs to be remembered when Lancashire wide data is considered. 
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Red = significantly worse, Amber = no significant difference, Green = significantly better 
 
 Child Health Profiles England 

Average 
Current  Previous  Direction 

of Travel 

Premature mortality 

1 Infant mortality (Rate per 1,000 live births) 4.0 4.8 5.1 Stable  

2 Child mortality rate (per 100,000 1-17 year olds) 12.0 15.9 15.8 Stable 
 

Wider determinants of ill health 
3 
 

Percentage of children achieving a good level 
of development at the end of reception 

66.3% 67.5% 63.3% Better 

4 Percentage of 16-18 year olds not in education, 
training or employment 

4.7% 5.0% 5.3% Better 

5 First Time Entrants to the youth justice system 
(rate per 100,000 of 10-17 population) 

409.1 368.8 469.7 Better 

6 % of children living in poverty (under 16 years) 18.6 16.9 17.1 Stable 

7 Family homelessness (per 1000 households) 1.8 0.3 0.3 Stable 

8 Children in care (rate per 10,000 of under 18’s) 60 (1691 
actual 

children) 

66 65 Stable 

 
Health Improvement 
9 Percentage of 4-5 year olds classed as obese 9.1 9.4 9.5 Stable 

10 Percentage of 10-11 year olds classed as 
obese 19.1 18.4 18.1 Stable 

11 Percentage of children (aged 5) with decayed, 
missing or filled teeth 27.9 34.9 34.9 Stable 

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

40.1 62.7 62.7 Stable 

13 Hospital Admissions due to substance misuse 
(rate per 100,000 15-24 year olds 88.8 132.6 123.7 Worse 

 
Prevalence of ill health 
14 Accident and Emergency attendances for 

children aged  0-4 (rate per 1000) 540.5 526.7 506.7 Worse 

15 Hospital admissions caused by injuries in 
children aged  0-14 years (rate per 10,000) 109.6 151.1 146.2 Worse 

16 Hospital admissions for asthma (under 19 216.1 379.8 326.9 Worse 
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years, rate per 100,000) 

17 Hospital admissions for mental health 
conditions (rate per 100,000) 87.4 114.8 113.9 Stable 

18 Hospital admissions as a result of self-harm 
(10-24 years, rate per 100,000) 398.8 504.3 524.3 Better  

(Source – Public Health England. Child Health Profiles 2016  
 
It is of concern to the LSCB that the National comparator data shows that Lancashire 
performance is worse than the National average against a number of indicators.  Although the 
infant and child mortality figures are relatively stable the performance shows Lancashire to be still 
performing poorly against the National averages. A more detailed report from the LSCB Child 
Death Overview Panel will be published later in the year. Of particular concern to the LSCB are 
the indicators in respect of, hospital admissions due to alcohol specific conditions and substance 
misuse, and hospital admissions for mental health conditions and self-harm.  While the LSCB 
does recognise that the indicators in respect of mental health and self-harm are either stable or 
show improvement they compare badly with the National averages and have a long way to go.  
 
In summary the information suggests that challenges still exist in relation to:  

1. Infant Mortality 
2. Self-Harm and Mental Health 
3. Hospital admissions due to alcohol/substance misuse 
4. Hospital attendances related to accidents and injuries 

 
Safeguarding and supporting children in specific conditions 
The table below provides a summary of some of our main performance indicators relating to 
supporting children with specific needs 
  
Indicator 2013/14 2014/15 2015/16 Comments 

Number of vulnerable 
child referrals with a 
CSE marker 
(source Lancashire constabulary) 

718 975 1220 There has been a 20.1% increase 
in the number of vulnerable child 
referrals with a CSE marker in 
2015/16 compared to the previous 
year. 

Number of Domestic 
Violence notifications 
from Police where a 
child is recorded to live 
at the address 

9853 9354 8644 There is a continued reduction in 
the number of Domestic Violence 
notifications where a child is 
recorded as living at the address. 
Since 2013/14 there has been a 
12.2% reduction 

The rate of violent and 
sexual offences against 
children aged 0-17 per 
10,000 of U18 
population 

118.1 130.9 160.6 There is a continued increase in the 
rate of violent/sexual offences 
against children recorded by the 
police. Since 2013/14 the rate has 
increased by 42.5 (29.7 increase 
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Indicator 2013/14 2014/15 2015/16 Comments 
between 14/15 and 15/16) 

Number of children 
involved in the MARAC 
process 

3799 3480 3306 This is consistent with the reduction 
in the number of recoded incidents 
of domestic abuse where there 
were children in the household. 

Privately fostered 
children 

33 28 26 Numbers of children identified as 
privately fostered have reduced.  
This is believed to be due to lack of 
recognition.  

CLA placed in 
Lancashire from other 
LA 

959 981 986 A slight increase in this figure, 
although numbers remain relatively 
stable 

Local Authority 
Designated Officer 
Allegations/ 
Investigations against 
professionals 

779 491 496 There is a slight rise in the number 
of referrals taken forward as 
allegations but this is not a 
significant change.  The drop in 
2014/15 was linked to a change in 
how information was recorded. This 
is evidenced in the consistency of 
allegations dealt with in 2015/16. 

Independent Reviewing 
Officer Caseloads 

117 109 92 The recommended National 
caseload for IRO's is 50-70 (IRO 
Handbook). 2015/16 has seen a 
decrease in IRO Caseloads within 
Lancashire although on average, at 
year end, it was still above the 
recommended level. 

 
 
Children Missing from Home/Care/Education – need this information for year end 
Data relating to the number of children missing for 2015/16: 
 
Indicator Q1 Q2 Q3 Q4 Comments 

Missing from home 503 514 522 527 Numbers of children reported 
missing from home throughout 
2015/16 were fairly stable, though 
Q4 did see a marginal increase 
(1.0%) 

%of children reported 
missing who were 
looked after by the 
local authority 

17.6% 23.1% 24.3% 16.8% The percentage of those missing 
from home who were CLA during 
2015/16 ranges from 16.8% to 
24.3%. The quarter four figure is 
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encouraging but it is too soon to 
see if more pro-active engagement 
with the residential sector is a 
factor in the lower figure. 

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

41 44 62 75 The numbers of children missing 
from education increases at Q3 
and Q4, however this is not 
uncommon and is dealt 
appropriately by the Children 
Missing from Education Team. 

 
 
Referrals to Children’s Social Care 
Referral rates have increased significantly in 2015/16 compared to the previous year.  Lancashire 
County Council changed the definition of what was classified as a referral to a local measure so 
there is no national comparator data as local authorities now adopt their own definitions which 
may vary considerably. 
 

 2013/14 2014/15 2015/16 
Lancashire (number) 2954 2491 3888 
Lancashire (rate per 10k) 121.5 102.5 159.0 
England N/A N/A N/A 

 
The very significant increase in referrals is a common experience for councils who have been 
subject to a judgement of “inadequate” in an Ofsted inspection but in many areas this has been 
seen to then have an adverse effect on performance across the board as the need to address the 
increasing incoming workload strips capacity to undertake ongoing work. 
Repeat Referrals 
The table below shows the percentage of referrals that were repeat referrals (within 12 months of 
initial referral) 

 2013/14 2014/15 2015/16 
% Re-referrals 15.1 15.7 15.7 

 
Quarterly data for this indicators shows the percentage of repeat referrals decreasing throughout 
2015/16. Q1 17.8% of referrals were repeat referrals within 12 months, by Q4 this figure has 
reduced to 12.0%.   
 
Percentage of assessments completed to timescale 
 

 2013/14 2014/15 2015/16 
Lancashire  96.1% 79.8% 74.6% 
North West 85.1% 82.2% N/A 
England 82.2% 81.5% N/A 
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2015/16 Data Q1 Q2 Q3 Q4 
% assessments completed to timescale 79.9% 78.2% 67.1% 61.0% 

 
2015/16 has seen a significant reduction in the percentage of single assessments completed 
within timescales (45 working day target). In Q1 79.9% of assessments were completed to 
timescales, by Q4 this had reduced to 61.0%. This means that at the year end Lancashire were 
well below the National (81.0%) and North West (82.0%) average for this measure.  It is of 
concern that a the year end performance was showing continuing deterioration but needs to be 
understood in the context of increasing referrals and  social worker workloads.  
 
Children in Need and Children subject to a Child Protection Plan (CPP) per 10k child 
population 
 

Children in Need 2013/14 2014/15 2015/16 
Lancashire (number) 9,034 8,534 9,316 
Lancashire (rate per 10K) 371.5 348.7 379.4 
England 346.4 337.3 - 

 
Children subject to a Child Protection Plan 

Area 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
Lancashire rate 27 27 23 36 44.4 38.9 59.0 
England Rate 36 39 38 38 40 42.1 42.9 

 
The rate of CPPs has increased significantly from 2014/15 and is now above the national 
average. In response to the concerns raised in the Ofsted inspection LCC reviewed all cases of 
children in need and while some were identified as having had the work completed and closed a 
significant number were escalated into Child Protection Plans.  If this results in the right children 
getting the right service this is to be welcomed but the workload associated with this increase is 
significant for all agencies and the LSCB will be giving particular attention to these indicators in 
the coming year. Both indicators now exceed the national average. 
 
The reason for the need for a Child Protection Plan is recorded under the following headings: 
Neglect; Physical Abuse, Sexual Abuse, Emotional Abuse or Multiple Categories (as below). 
 
Lancashire 
Percentage 

Neglect Physical 
Abuse 

Sexual 
Abuse 

Emotional 
Abuse 

Multiple 
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% 
 
Although there are more children represented in these figures overall, over the last three years 
we have seen a reduction in the percentage categorised as “Neglect” and increase in “Emotional 
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Abuse”.  The most common reason for the use of “Emotional Abuse” is for children who are living 
in households where there is domestic abuse,   
 
The 2015 data re children supported via a Child Protection Plan as a result of sexual abuse was 
concerningly low.  In 2016 the Office of the Children’s Commissioner published a report into the 
prevalence of intra-familial sexual abuse.  Based on these findings it is clear that vulnerability to 
or experience of intra-familial sexual abuse often goes unrecognised.  While the data for year 
March 2015 shows an increase this is still well below what we should expect to see.  The Board 
has established a task and finish group to review our training, policies and multi-agency practice 
in this area of work and will make recommendations to the LSCB during 2016/17. 
 
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 – a long 
period on a CPP may reflect drift and lack of targeted support.  This figure has risen considerably 
in 2015/16, especially when compared to 2013/14 data. It is, however, now in line with the 
England average, which had also seen a notable increase compared to the previous year. 
 

Area 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
Lancashire rate 3.8% 4.8% 4.4% 2.4% 1.2% 3.0% 3.7% 
England Rate 5.9% 6.0% 6.0% 5.2% 3.5% 2.6% 3.7% 

 
 
Children Looked After (CLA) 
At 2015/16 year end Lancashire had responsibility for 1691 Lancashire looked after children, this 
equates to a rate of 69.1 per 10,000 and is above the national average, but significantly below 
the regional average as illustrated below. Within Lancashire, the rate of increase over the last 6 
years is greater than that demonstrated at a North West / National level.   
 
Lancashire data for 2015/16 also shows that there has been 18% decrease in the number of 
children becoming looked after and a 33% decrease in the number ceasing to be looked after i.e. 
although fewer children are coming into care, even fewer children are being discharged, 
 
Further analysis is needed to understand the practice issues behind the number leaving care 
having decreased to this extent. 
 

Rate of CLA 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
Lancashire rate 52 53 54 60.9 66.3 67.2 69.1 
North West Rate 76 77 76 79 78 81 82 
England Rate 59 59 59 60 60 60 60 

 
In addition more than a thousand children who are looked after by other local authorities are 
thought to be in placements in Lancashire in Private/Independent Children’s Homes and with 
foster carers.  Confidence in the accuracy of these figures is low despite a tightening of the 
regulations this year which was designed to ensure prompt notification to the host council.   
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Early Help 
Lancashire agencies have invested significant resources in early help services and the use of 
Common Assessment Framework (CAF) / Team around the Child/Family (TAF) as an 
assessment and early help framework for children families in need of help or 'struggling to cope'. 
During 2015/16 a total of 2,768 CAF assessments were completed with the identified needs met. 
In 2014/15 this figure was 1,527, approximately double the previous year when the figure was 
885.  
 
Summary 
While these figures demonstrate the totals for Lancashire there is significant local variation 
across the county. Ensuring appropriate and equitable service provision for all children across 
Lancashire is a challenge for all agencies.  
 
Increases in the numbers missing from education, increase in CSE referrals and the decrease in 
Domestic Abuse referrals are points which have been noted in particular by the LSCB 
QA/Performance sub-group. Further analysis work will be done on these issues. Complex 
safeguarding issues such as those arising form Female Genital Mutilation, Forced Marriage, on-
line safeguarding issues, safeguarding issues arising from radicalisation and extremism, human 
trafficking and modern slavery have been given increased priority in 2015/16 and continue to be 
a priority in terms of the development of an appropriate data set providing reports for the LSCB. 
 
Future audit activity within the LSCB will seek to more clearly identify some of the trends within 
the data and pull out the implications. 2016/17 will see the formation of a multi-agency virtual 
audit team to conduct a timetable of audit activity. In addition, audit returns of agency compliance 
with safeguarding responsibilities (section 11) will continue to be collected from partner agencies 
in order to ensure that the LSCB can seek appropriate assurances that all agencies are working 
to safeguard the children and young people of Lancashire effectively. 
 
The LSCB is in the process of refreshing the performance scorecard used to present relevant 
safeguarding data and performance information from all key agencies. Reviewing the scorecard 
will help the LSCB to ensure that the most relevant and timely information is included, covering a 
broad range of multi-agency safeguarding issues. There is an ongoing challenge in obtaining 
regular and timely performance data from all partner agencies on a countywide basis, which we 
will continue to pursue in 2016/17. 

2. What do we know about services in Lancashire and their 
effectiveness? 

Services in Lancashire  
 
All Board partners are subject to scrutiny through the section 11 audit process on an annual 
basis and there are currently no areas of significant non-compliance.  
 
Key services in terms of safeguarding are provided/commissioned by the following agencies: 
 
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 
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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 
intervention and preventative policing, initially piloting new approaches in the north of the county.  

 
During 2015 the police were rated as “overall good” by HMIC and received very positive 
feedback from the Royal College of Policing in relation to its work on CSE.  

  
Lancashire County Council provides support for vulnerable children and their families    
through direct services from: 
Children’s Social Care;  
Wellbeing, Prevention and Early Help Services (including Children's Centres); 
Schools Services and specific support for children involved in the criminal justice system via the 
Youth Offending Team (YOT).  
 
A range of other council services, including Adult Social Care also support families. 
 
In April 2015, the Wellbeing, Prevention and Early Help Service brought together a number of 
functions including 79 Children's Centres; Young People's Provision (through 53 young people's 
centres and outreach work); Prevention and Early Help commissioned services; and Lancashire's 
response to the national Troubled Families Programme.  Further information is available in the 
WPEHS Annual report:  

WPEHS Annual 
Report for LSCB.pdf  
 
In addition to providing the above services, the local authority commission some of the public 
health services for children such as sexual health services and school nursing.  In October 2015 
the responsibility for children's public health commissioning for 0-5 year olds transferred from 
NHS England to local authorities.  The main programmes to transfer were the 0-5 HCP (Health 
Visiting) and the Family Nurse Partnership (FNP), a licensed preventative programme for 
vulnerable first time young mothers.  A briefing note detailing the progress of this transfer can be 
accessed here:  

0-19 PH Services - 
LSCB Annual Report  
 
In September 2015, OFSTED carried out their 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.  The outcome of the inspection judged children's services to be 'inadequate' overall.   The 
report outlines serous failings in services and deterioration in quality across all areas since the 
last inspection.  Key concerns were noted at all stages in child protection enquiries, inspectors 
found complex work allocated to inexperienced staff and questioned the extent to which children 
in need of protection were being recognised as such.  Inspectors found systemic weaknesses in 
management and oversight of child in need cases and poorly served care-leavers.  Performance 
management information was said to be poor and workloads too high. 
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Wellbeing, Prevention and Early Help Annual Report for LSCB – 
2015/16 


Background 
 
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. 
 
Children's Centres 
 
Across Lancashire there are 61 Ofsted registered children’s centres plus 18 satellite 
sites, many located in areas of high deprivation. LCC directly deliver 51 children's 
centres across the County and commission some external organisations and a range 
of schools to deliver 28 children's centres across the County, delivering the County 
Council's statutory duties and improving outcomes for all children pre-birth to age 5, 
particularly the most vulnerable. Children's centres provide support to children and 
their families across the CON. They have an approach which supports families to 
reduce dependence on services, providing an essential step-down on the Continuum 
of Need from statutory services to community based services. 
 
Children's Centre Data 
 
During the financial year 2015/16 a total of 62,325 children aged 0-5 were registered 
with a local children's centre. Of those children who were registered with the centres 
during 2015/16 36,584 (59%) regularly accessed the services available. 
 
Period April 2015 - March 2016 


District Registrations 0-5s No 0-5's Accessing 
Services % Accessing 


Burnley 5,323 3,456 65% 
Chorley 6,073 3,511 58% 
Fylde 2,866 1,327 46% 
Hyndburn 5,487 3,237 59% 
Lancaster 7,620 5,473 72% 
Pendle 6,153 4,669 76% 
Preston 8,399 3,665 44% 
Ribble Valley 2,007 960 48% 
Rossendale 4,059 2,872 71% 
South Ribble 5,440 2,267 42% 
West Lancashire 4,923 2,733 56% 
Wyre 3,975 2,414 61% 
Total 62,325 36,584 59% 


 







As the table above illustrates, during 2015/16 Preston (8,399) saw the highest number 
of children registered, closely followed by Lancaster (7620). Lancaster saw the 
greatest level of attendance (5473) whilst 76% of the children registered at Pendle 
centres (4669) regularly accessed services.  
 
Children's Centre OfSted Inspections 
 
Children's centre performance is judged independently by Ofsted. During 2015/16 two 
centres, The Chai Centre in Burnley and The Beacon Centre in Pendle, were inspected 
and judged as 'Good'. Overall 92% of Lancashire Children's Centres are judged as 
'Good' or 'Outstanding'; none are judged as 'Inadequate'.  
 
Young People's Provision 
Support for young people aged 12-19 (up to age 25 for young people with a disability 
or learning difficulty) is delivered through a network of 53 young people's centres 
together with outreach services to target those 'hard to reach' young people.  
 
The service is delivered through two main strands 


• Targeted Youth Support 
• Youth Work  


The main purpose of targeted youth support is to offer 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. The main 
purpose of youth work is the personal and social development of young people as they 
make their transition from adolescence to adult life.  
 
Young People's Service Data 
During the financial year 2015/16 a total of 30,125 young people aged 12-19 accessed 
the Young People's Service, 28.9% of the total 12-19 cohort. 
 
 No Individuals 


Reached 12-19 Cohort % Reached 


Burnley 3,802 8,554 44.4% 
Chorley 2,899 9,341 31.0% 
Fylde 1,433 5,585 25.7% 
Hyndburn 2,288 8,185 28.0% 
Lancaster 3,423 11,086 30.9% 
Pendle 2,489 8,576 29.0% 
Preston 3,921 12,881 30.4% 
Ribble Valley 1,021 5,276 19.4% 
Rossendale 1,254 6,564 19.1% 
South Ribble 2,126 9,813 21.7% 
West Lancs 2,701 9,719 27.8% 
Wyre 2,768 8,758 31.6% 
    
Total 30,125 104,338 28.9% 
 







As the table above illustrates Preston (3,921) saw the highest number of individual 
young people access the young people's service. This represented 30.4% of the total 
aged 12-19 cohort. Burnley (3,802) saw 44.4% of all 12-19 year olds access the 
service.  
 
Young people not in education, employment or training (NEET) 
 
The County Council has a statutory responsibility for tracking all Lancashire's 16-19 year old 
young people and reporting this data to the Government. Monthly statistical returns to Central 
Government from the Wellbeing, Prevention and Early Help service form the basis for calculating 
an average of performance. The average for the months of November, December and January 
are used by Central Government as the annual performance percentage figure against which 
Local Authorities are measured. 
During 2015/16 a total of 1807 (4.8%) of young people aged 16-19 were not in 
education, employment or training. This figure represents an improvement on 
2014/15 when 5% of young people aged 16-19 were not in employment, education 
or training.  
 


  


Nov 14- Jan 15 
Average Nov 14 - 


Jan 15 
Target 


Nov 15 - Jan 16 
Average 


Nov 15 
- Jan 


16 
Target Numbers % Numbers % 


Burnley 184 6.1 8.5 170 5.5 6.0 
Chorley  140 4.1 4.8 146 4.4 4.0 
Fylde 88 4.4 5.2 86 4.2 4.3 
Hyndburn 149 5.1 5.9 167 5.8 5.0 
Lancaster 235 5.6 5.5 267 6.6 5.5 
Pendle 150 5.3 4.4 106 3.6 5.1 
Preston 377 7.9 6.6 346 7.3 7.8 
Ribble Valley 46 2.3 2.2 38 1.9 2.3 
Rossendale 104 4.6 5.6 98 4.6 4.5 
South Ribble 151 4.2 4.3 141 3.9 4.1 
West Lancs 112 3.0 3.3 108 3.0 3.0 
Wyre 151 4.8 5.9 135 4.4 4.7 
        
County 1,887 5% 5.2% 1,807 4.8% 4.9% 


 
Lancashire's geographic diversity is important to note as analysis of the data above 
identifies a number of individual districts as priority areas requiring more interventions. 
The districts with the largest number of 16-19 year old NEET young people in 
Lancashire are Preston (7.3%), Lancaster (6.6%) and Hyndburn (5.8%). 
 
 
 
 
 







Wellbeing, Prevention and Early Help Commissioned Services 
 
Over the last two years a different approach to commissioning early help services has 
been undertaken with a 'core offer' of service provision identified following completion 
of a comprehensive needs assessment.  
 
During 2015/16 this core offer was made up of four themes (Family Support, Domestic 
Abuse, Emotional Health and Well Being and Parenting) 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 2015/16 are outlined below: 


• Family Support: Greater Together consortium group (The Children's Society, 
Key, Via Partnership and Pendle Action for the Community) 


• Domestic Abuse: Greater Together consortium group (SafeNet, Preston DV 
Services, Fylde Coast Women's Aid, HARV, Pendle Action for the Community, 
The Star Centre, Progress Care and Liberty Centre) 


• Emotional Health and Well Being: Child Action North West (Central and North 
Lancashire) / Barnardo's (East Lancashire) 


• Parenting: Action for Children 
 
Historically when commissioning early help services the provider was paid up front for 
the service and then issued a target number of families to work with. The Early Help 
contracts are awarded on a part payment by results basis to ensure that the authority 
received optimum value for money with 40% of the annual contract value being paid 
up front with the remaining 60% paid based upon the achievement of agreed 
outcomes as outlined below: 
 
Wellbeing, Prevention and Early Help Commissioned Services Data 
 
During 2015/16 a total of 3,430 requests for support had been received by the 
commissioned services: 
 


 
Request for 


Support 
Received 


Cases Closed 


Family Support 1,215 475 
Domestic Abuse 762 370 
EHWB 1,165 619 
Parenting 288 88 
Total 3,430 1,552 


 
In this same period a total of 1,552 cases had closed to the providers allowing for 
measurement of the short term impact of the work undertaken. Three key 
performance indicators have been 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 94.31% 69.68% 4.63% 
Domestic Abuse 93.78% 70.81% 5.13% 
Emotional Health and Well 
Being 97.57% 90.79% 0% 


Parenting 81.82% 64.77% 0% 
 
On the whole demand for services is increasing with requests for support for the 
Family Support and Emotional, Health and Wellbeing services significantly exceeding 
the available capacity for the year across most districts.  
 
In contrast, the Parenting theme was significantly underutilised. Despite measures 
taken at the start of 2015/16 to widen the delivery model to meets the assessed needs 
of families this service remained under used and a decision was made to cease the 
parenting theme with effect from 31st January 2016. The financial resources available 
during 2016/17 will be utilised across the remaining three themes.  
 
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 2015 and 31 March 2016 a total of £68,062.56 of the 
lead professional budget had been spent, over 100% of the total allocated for the year 
The level of demand for support from the Lead Professional Budget has risen 
significantly and applications for support outstrip the current funding allocation.  
 
Small Grants Budgets 
 
The Small Grants budget allows for localised providers to contribute to the Prevention 
and Early Help agenda via smaller scale community projects (to the value of £5k total 
project value), i.e. registered charities, voluntary and community organisations, 
statutory bodies and charitable or not-for-profit companies. It can be used to purchase 
support or items that are not available through other sources, or where there are 
significant waiting lists that will be detrimental to the family moving forward. 
Purchases may include; counselling, mediation, cleaning and gardening services, white 
goods, beds and furniture etc.  
 







For the period between 01 April 2015 and 31 March 2016 a total of £36,883.64 had 
been paid out to fund small grants projects across the county. This is equivalent to 
37% of the available total.  
 
For 2016/17 it was agreed to cease the small grants and reallocate the resources to 
the Lead Professional budget to provide direct help to more vulnerable families. 
 
Troubled Families Programme 
 
The Wellbeing, Prevention and Early Help Service is responsible for delivering 
Lancashire's response to the national Troubled Families Unit agenda and has been 
developed to transform the way in which services are delivered to families that are 
experiencing multiple complex problems.  
 
The service seeks to build on the Lead Professional (LP) approach, embedding in 
practice the need to conduct a thorough assessment of a family's needs and then 
coordinating support delivered through a Team Around the Family (TAF), looking to 
remove duplication in work undertaken with families by different agencies. This 
change in approach is underpinned by a change in the way partner agencies work 
together and work with families, rather than doing to.  
 
The long term ambition of the programme is to build resilience in families, reducing 
the demand and dependency on costly high need services within the area and to 
ensure families are supported to achieve the best possible outcomes in life. 
 
Families are eligible to be included within the programme if they meet 2 or more of 
the six criteria, outlined in the Wellbeing, Prevention and Early Help in Lancashire 
Outcomes Plan. This document has been developed to outline the expectations of 
success that Lancashire has in working with families identified as experiencing multiple 
and complex difficulties in the areas below:  


o Parents or children involved in crime or anti-social behaviour 
o Children who have not been attending school regularly 
o Children who need help: children of all ages, who need help, are identified 


as in need or are subject to a child protection plan 
o Adults out of work or at risk of financial exclusion or young people at risk of 


worklessness 
o Families affected by domestic violence and abuse 
o Parents or children with a range of health problems 


 
Lancashire has been set a target of identifying, working with and demonstrating 
sustained improvement in outcomes for 8,660 families over the 5 year period to 2020. 
 
As at 31st March 2016, Lancashire had "attached" 1,510 families to the programme 
 
Future Developments 
 
Initial consultation has taken place on the transformation of the Wellbeing, Prevention 
and Early help Service. The future model for Wellbeing, Prevention and Early Help 







Service seeks to build resilience within individuals, families and communities, 
increasing their capacity to manage challenging circumstances before poor outcomes 
develop. An early help approach addresses more than a solution to a specific problem; 
it builds skills to deal with a similar problem if it arises in future. Preventative work 
focus on reducing risk and promoting protective factors in the child, young person or 
family thereby promoting resilience and improving wellbeing.  
 
The future service delivery model, due to be operational from 01 April 2017, will 
transform and fully integrate a range of services within Wellbeing, Prevention and 
Early Help Service (WPEHS) and will align existing core offers for children's centres, 
young people's provision, Prevention and Early Help and Lancashire's response to the 
national Troubled Families Unit national programme. This will ensure effective delivery 
of a wide range of support across the 0-19yrs+ age range (0-25 for SEND) 
within the context of a whole family response. 
 





WPEHS Annual Report for LSCB.pdf
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Children and Young People's 0-19 public health services 


The statutory responsibility for delivering and commissioning public health services in line with the 
recommendations of the Healthy Child Programme (HCP) for children and young people aged 5-19 
years transferred to local authorities in April 2013. The responsibility for children's public health 
commissioning for 0-5 year olds transferred from NHS England to local authorities on 1 October 
2015 with a mandated specification by the Department of Health until March 2017.   


The main programmes to transfer were the 0-5 HCP (Health Visiting) and the Family Nurse 
partnership (FNP), a licensed preventative programme for vulnerable first time young mothers.   


This move to commissioning of children’s public health services by local authorities is a strong 
opportunity to ensure coherent, effective, life course services for children and young people aged 0-
19 are developed and  contribute to the efficiency savings that can be generated from the 
consolidation and integration of both internal, and externally delivered children's services.  


The Healthy Child Programme (HCP) 0-19 is an evidence based, early intervention and prevention 
public health programme available to all children.  Health Visiting and School Nursing services lead 
the programme including delivery of screening tests, physical checks, development checks and 
information and guidance to support parenting and healthy choices.  At crucial stages of life the 
HCP's universal reach provides an invaluable opportunity to identify families that are in need of 
additional support and children who are at risk of poorer outcomes. 


0-5 HCP redesign (Health Visiting) 


Following transfer the Department of Health (DH) mandated local authorities for a period of 18 
months to provide five universal health checks 


The five mandated universal checks are: 


• antenatal health-promoting visits 
• new baby review 
• six to eight week assessment of the baby 
• one year assessment 
• two to two and a half year review. 


Evidence shows that the above are key times to ensure that parents are supported to give their 
baby/child the best start in life, and to identify early those families who need extra help.  


The DH has given assurances that local authorities will be expected to provide the same level of 
service as the NHS at the point of transfer and from then on to secure continuous improvement.  


 







For each of the 5 mandated contacts the expected threshold of reach is 95%. The graph below shows 
the current achievement of this reach for the two quarters before transfer and the two quarters 
since transfer in October.  We have a statutory responsibility to provide this level of data to evidence 
the impact of provision. 


Please note - Due to current data reporting and collection system issues some data is missing i.e. 
Antenatal contact. The 3-4 month contact whilst not mandated is still currently delivered. 


 


 


Achievement of thresholds has improved for most contacts however there are concerns as to the 
continuous improvement and maintenance of these contacts as a result of: 


• The local authorities 2016 Ofsted inspection health visiting and school nursing are describing 
an increase in demand for their involvement in safeguarding. 


• Increased demand and capacity issues within the school nursing service, health visitors are 
undertaking conference work on behalf of school nursing.   


• The potential impact upon universal early identification and support to prevent the 
escalation of need. 


5-19 redesign (School Nursing) 


During 2015 a significant re-procurement programme was undertaken including school nursing 
services, breast feeding peer support, Infant feeding accreditation, and volunteer supported 
parenting programmes.  


Contracts were awarded on a 1+1 year contractual basis to enable the alignment with the re-
procurement of health visiting services once the mandatory period ends in March 2017.  







The focus now is to enable commissioning of all HCP delivery is joined up across the age spectrum 0 
to 19 (and up to 25 for children with special educational needs and disabilities).  This work has 
already started with the intention that a fully integrated 0-19 HCP and Public Health Nursing Service 
offer will be published for procurement in September with implementation in 2017.  


Consultation workshops were held across Lancashire with stakeholders and partners to look at 
different ways of working to support integrated working, achieve better outcomes and efficiencies.  
Priority areas identified include:  


• Information sharing 
• Co-location / integration / partnerships 
• Safeguarding 
• Developmental health reviews  
• Health improvement and promoting behaviour change i.e. oral health, obesity etc. 
• Young people's services - gap post 16yrs 
• Parenting support and attachment 
• Promoting school readiness 
• Nutrition and breastfeeding. 
• Maternal & child emotional health and wellbeing 


Further consultations are planned with parents and families, stakeholders and partners in July 2016. 


There are a number of key drivers and challenges that have informed this redesign.   


• Financial pressures on LCC budgets 
• Reducing Public Health Grant  
• Reduction in Local Authority Services across a number of universal and early help offers 


which may create a greater negative impact upstream 
• Increasing demand on Health Visiting and School Nursing services to respond to 


safeguarding which impacts on capacity to deliver preventative support 
• Ability to maintain business continuity through organisational transformation 
• Fragmented commissioning  across a number of Health sectors i.e. CCG, Public Health 


England, Local Authority and the need to align individual sector priorities 
• Duplication and gaps in commissioning  
• Health and Social Care Transformation – Ensuring the voice of Lancashire's residents is heard  


 


The role of the LSCB is critical in ensuring that we capitalise on all opportunities to improve the 
continuity and outcomes for children and their families across health, education, social care and 
wider council led services. 





0-19 PH Services - LSCB Annual Report.pdf



A robust improvement process is now in place.  The LSCB is working on specific 
recommendations set out in the inspection report and working with the local authority to support 
the implementation and delivery of the Improvement Plan.  Further detailed information regarding 
the inspection can be accessed here: http://www.lancashire.gov.uk/council/performance-
inspections-reviews/children-education-and-families/childrens-services-improvement-board.aspx 

 
Across Lancashire there are six Clinical Commissioning Groups (CCGs) who are responsible 
for commissioning most hospital and community healthcare services.  From April 2015 co-
commissioning arrangements are being brought in which will see CCGs getting involved in the 
commissioning of primary care services. 

 
CCGs take steps designed to provide assurance that the organisations from which they 
commission services have effective safeguarding arrangements in place in line with NHS 
Assurance and Accountability Framework for Safeguarding (Safeguarding Vulnerable People in 
the NHS (2015)). NHS England gain assurance that CCGs are meeting their statutory 
requirements in respect of safeguarding on a quarterly basis. As NHS England is also a 
commissioner of some services it also ensures that its own commissioned services are 
compliant.  In line with the NHS Five Year Forward View (2014) most CCG’s have some or full 
delegated authority to commission primary care services e.g. GPs. 

 
All CCG or NHS England commissioned services complete, as part of their annual contract, a 
safeguarding audit to benchmark themselves against safeguarding standards for children and 
adults; these are reviewed and updated on an annual basis to reflect current legislation and 
guidance. Systems and processes are in place to identify and support organisations that may not 
be fully compliant with these standards. 

 
A Pan-Lancashire safeguarding assurance framework (SAF) group has been developed in order 
to work collaboratively to streamline the annual safeguarding standards assurance process. A 
task and finish group has been set up to develop proportionate evidence indicators to support 
standardisation and to streamline the process where the same services are commissioned by 
CCGs across Lancashire.  Safeguarding standards have been developed for Primary Care based 
on current legislation and guidance including Royal College of General Practitioners toolkit and 
GMC guidelines.  It is anticipated that these will form part of the GP quality annual contract.  

 
Over the past 12 months NHS England, both locally and regionally, has championed work in line 
with its national priorities. There has been a range of learning events to further enhance 
understanding of children’s safeguarding particularly around CSE, domestic abuse, trafficking 
and Prevent. 
 
Six NHS Hospital Trusts provide a range of community and acute services including: A&E, 
specialist nursing for looked after children, neo/ante natal care, paediatric services and a range 
of other specialist services.  The NHS hospital trusts that serve the Lancashire area as follows: 
 

1. University Hospital Morecambe Bay NHS Foundation Trust 
2. Southport and Ormskirk Hospital Trust 
3. Lancashire Teaching Hospitals Foundation Trust 
4. Blackpool Teaching Hospitals NHS Foundation Trust 
5. East Lancashire Hospital Trust 
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6. Lancashire Care NHS Foundation Trust 
 

University Hospital Morecambe Bay (UHMB) - UHMB’s safeguarding team has continued to 
develop the safeguarding agenda across the Trust.  The CQC inspection of UHMB in 2015 took 
the Trust out of special measures.  

 
The inspection highlighted one area of concern within safeguarding relating to the inadequate 
completion of records.  The Trust has responded to this to ensure comprehensive records are 
created in the future. 
 
The issue has been addressed by communications to staff members, in the form of monthly 
highlights and regular newsletters, and the records of vulnerable babies are being audited to 
ensure that the communications have been effective and that records are appropriately 
completed and filed. 

 
A third UHMB Safeguarding Conference was held in September 2015 and was well attended by 
UHMB staff as well as staff from partner agencies. Topics covered included: Learning from 
Jimmy Savile; Female Genital Mutilation; Domestic Abuse and Child Sexual Exploitation. 

 
A Thematic Review of non-mobile infants was completed in the autumn of 2015 and as a result of 
this a non-mobile baby safeguarding tool has been developed which is now in use in all areas. 

 
The Safeguarding Strategy for 2016-2018 has taken on board both local and national priorities; 
Children Looked After, Early Help, Domestic Abuse, MCA/DoLS and Child Sexual Exploitation. 
 
Ormskirk District General Hospital is one of two hospitals within the Southport and Ormskirk 
NHS Trust. The hospital was subject to a comprehensive inspection of services by the Care 
Quality Commission (CQC) during November 2014. Although the hospital was rated overall as 
requiring improvement, with maternity services being rated as inadequate, the services for 
children and young people were rated as good in all areas. The full inspection report can be 
accessed at: http://www.cqc.org.uk/location/RVY02/inspection-summary-overall . A further CQC 
inspection was undertaken in April 2016 and the outcome is awaited.  Children and Maternity 
Services were also reviewed by the CQC during a Lancashire CQC Safeguarding Review in June 
2016 to be reported in August 2016.  

Lancashire Teaching Hospitals Foundation Trust operates from two sites, Royal Preston 
Hospital and Chorley and South Ribble Hospital.  Both sites were subject to a comprehensive 
CQC inspection in July 2014 and although overall the trust was rated “Requires Improvement” it 
was rated good for children and young people’s services and maternity care. It had a very 
positive focus around children’s safeguarding practices. Over the course of 2015/16 there has 
been a focus on FGM.  This has led to a policy review, face to face training and routine enquiry 
into adversity in maternity services.  Alongside this the Trust has strengthened its system for 
collating information for submission the Department of Health.    

The Trust, along with the Local Authority, was the first hospital in the country to go live with Child 
Protection Information Sharing Project (CPIS) November 2014 and the system has operated 
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effectively through 2015/16.  LTHTR are now looking forward to other NHS Hospital Trusts, 
urgent care centres and Local Authorities across the country coming on board with CPIS. 

Blackpool Teaching Hospitals (BTH) NHS Foundation Trust is an acute and community 
provider following a merger on 1st April 2012. The Trust is situated on the west coast of 
Lancashire, and operates within a regional health economy catchment area that spans 
Lancashire and South Cumbria, supporting a population of 1.6 million. A range of acute services 
are provided to the 340,000 population of the Fylde Coast health economy and the estimated 11-
million visitors to the seaside town of Blackpool. Since 1st April 2012, the Trust also provides a 
wide range of community health services to the 500,000 residents of Blackpool, Fylde, Wyre and 
North Lancashire. 

Over the last 12 months 2015/16 there has been a variety of local activities and initiatives to 
improve safeguarding children arrangements in Fylde & Wyre and North Lancashire. These have 
included; Co locating named nurses in Fleetwood and Lancaster duty and assessment teams to 
enhance partnership working, improve the quality of strategy meetings to inform decision making 
and reduce risk Think Family concept being revisited in all aspects of training across the trust A 
successful trial of an IDVA post in A&E The introduction of safeguarding practitioner health post 
to the CSE team covering Fylde & Wyre and North Lancashire.  

 
Examples of initiatives to improve safeguarding are: 

• Quarterly patient stories included in the KPI / Contract meetings; 
• Revision of the training strategy to include the revised guidance and introduction of the 

mandatory FGM reporting requirements 
• Improved quality and clarity of referrals, with an increased ratio of referral to assessment; 
• Funded 'Chelsea's choice' training, following a successful visit from NHSE safeguarding 

lead; 
• A renewed focus on the child's voice in multi-agency CSE meetings; 
• The introduction of risk assessment tools for the children who are looked after, enhanced 

by drop ins and named health links for all children's homes; 
• Improved quality focus for care leavers including planning and the use of health passports 

fully embedded  
• Prevent – BTH has trained 868 staff members to date.  

 
East Lancashire Hospitals Trust (ELHT) underwent a further CQC inspection in 2015/16 
focusing on the areas that were judged as 'needing improvement' in the previous inspection. The 
latest CQC judgement now reports both main hospital sites, Blackburn Royal and Burnley 
General as 'good'.   

Lancashire Care Foundation Trust – Provider of Child and Adolescent Mental Health Services 
(CAMHS), Psychology Services and universal children and young people services such as health 
visiting and school nursing in East, Central and West Lancashire. LCFT await the outcome of a 
CQC inspection of Safeguarding and Looked After Children Services, however elements of 
safeguarding were included in the recent full CQC compliance inspection and verbal feedback 
was positive regarding standards of safeguarding practice. 
 
LCFT has had a busy year in terms of Safeguarding Children, responding to many challenges 
and changes both locally and nationally.   The Trust has developed a 'Safeguarding Vision' which 
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outlines priorities for the Trust to ensure the Trust continues to work with partners and the 
individuals and communities it serves.  The Vision encompasses safeguarding from early help 
through to the protection of harm. 
 
The past year has seen a continued LCFT investment in the safeguarding agenda at both 
strategic and operational level.  A detailed report is available to provide an overview of the key 
developments, progress, achievements and challenges for the LCFT Safeguarding Team.  The 
report highlights significant legislative changes within Safeguarding in the last twelve months, 
setting out the responsibilities for LCFT and demonstrates how responsibilities are being met.  
The full report can be read here: 

LCFT SG Annual 
Report 2015'16 - FIN   

 
Lancashire Probation Trust – 2015/16 has been a period of embedding the new organisational 
structures for the National Probation Service (NPS) and the Community Rehabilitation 
Companies (CRC) following the implementation of the Governments Transforming Rehabilitation 
programme. The specific duties of the 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 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 3,340 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 
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EXECUTIVE SUMMARY 


 
Lancashire Care NHS Foundation Trust (LCFT) has had a busy year in terms of Safeguarding Children, 
Adults and application of the Mental Capacity Act (MCA).  We have responded to many challenges and 
changes both locally and nationally. 
 
This report illustrates the progress Lancashire Care NHS Foundation Trust (LCFT) has made in fulfilling 
its statutory responsibilities to safeguard children, young people and adults, in line with statutory 
requirements and national standards.  It outlines the considerable amount of work undertaken by the 
Safeguarding Team, Networks and Directorates within the Trust to ensure that children, young people 
and adults at risk are identified, safeguarded and supported to stay safe. 
 
The report sets out the evidence available to provide assurance of the effectiveness of safeguarding 
arrangements for children, young people and adults including the Mental Capacity Act (MCA) within the 
Trust during 2015-2016.  The report illustrates continued engagement with key partners and 
demonstrates compliance with the requirements and key objectives of the three Local Safeguarding 
Children Boards (LSCBs) and three Local Safeguarding Adult Boards (LSABs). 
 
We have implemented national and local learning from Serious Case Reviews (SCRs) and Domestic 
Homicide Reviews (DHRs) to support our drive to learn and continually improve safeguarding practice 
and is consistent with constant curiosity regarding how we can do things better. 
 
LCFT has been an active partner in supporting Lancashire Council’s Children’s Services following an 
Ofsted inspection in 2015, which found a number of safeguarding functions to be inadequate. The work 
of the Children’s Services Improvement Board, which was appointed following the inspection, will 
inform multi-agency safeguarding priorities and resources over the next 12 months.  
 
The 2014/15 Annual Report outlined on-going preparation for a Care Quality Commission (CQC) 
inspection of Safeguarding and Looked After Children, to date we still await this inspection however 
elements of safeguarding were included in our full CQC compliance inspection earlier in the year. 
Verbal feedback was positive regarding standards of Safeguarding practice. The framework for  
multi-agency inspections will jointly explore the contribution of all agencies to ensure they keep children 
and young people safe and promote the health and wellbeing of looked after children and care leavers.  
The new Joint Targeted Area Inspections of services for vulnerable children and young people (JTAI) 
have been launched this year, involving CQC, Ofsted, Her Majesty’s Inspectorate of Constabulary 
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(HMIC) and Her Majesty’s Inspectorate of Probation (HMIP).  As yet Lancashire has not been notified 
of inspection. 
 
We are proud to now be launching our ‘Safeguarding Vision’ which outlines the priorities for the Trust to 
ensure LCFT continues to work with partners and the individuals and communities it serves.  The 
Vision encompasses safeguarding from early help 
through to protection of harm. Safeguarding best 
practice can only be achieved through effective  
inter-agency working and public engagement. 
 
Delivery of this Vision will be led strategically by the 
LCFT Safeguarding Team however the Safeguarding 
Vision advocates a whole organisational approach to 
safeguarding and will support realisation of the LCFT 
“Quality Plan and Our Vision”.   
 
This year has seen a continued investment in the safeguarding agenda at both strategic and 
operational level.  The aim of this report is to provide an overview of the key developments, progress, 
achievements and challenges for the Safeguarding Team.  The report will highlight significant 
legislative changes within Safeguarding in the last twelve months, set out the responsibilities for LCFT 
and demonstrate how these responsibilities are being met. 
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Key achievements:- 
 
There have been many developments and achievements in the last year which will be outlined in the 
report. 
 
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. 
 
LCFT Annual Member’s Stakeholders Conference took place on 20 October 2015, this year’s focus 
being safeguarding.  Workshops were held on The Care Act, Prevent, Domestic Abuse, Children 
Looked After (CLA) and Child Sexual Exploitation (CSE). The conference was also attended by partner 
agencies from both statutory and third sector, members and experts by experience; outputs were  
collated and have informed LCFT’s Strategic Safeguarding Vision and priorities for 2016 -2019. The 
vision is linked to the organisations Quality Vision and will support continual improvements in care. 
 
The Vision encompasses safeguarding from early help through to protection of harm and outlines the 
commitment of LCFT to work with partners and the individuals and communities it serves to enable 
safe and effective safeguarding services with the service user at its heart.  It will support realisation of 
the “Quality Plan and Our Vision”.   
 
Successes include implementation of the health passport for those young people who are exiting care; 
this provides a concise summary of their health appointments, immunisations and dentist and 
professional contact numbers.  The identification of Children Looked After (CLA) champions across the 
Children and Families Network to improve CLA practices and quality of health assessments.  Members 
of the CLA Nurse Team have also been invited by Lancashire County Council to sit on the Planning for 
Permanence Panel which is held on a monthly basis.  Consistent overall performance of compliance 
rates for CLA Review Health Assessments is well above 80%. 
 
A Safeguarding Learning Environment Project has commenced to consider the value of two-day 
placements for student school nurses, health visitors and medical students with a robust timetable and 
plan to spend time across generic safeguarding,Youth Offending Team and CLA.  
 
We have refreshed the Safeguarding Leadership model and now have a stable Leadership Team of 
Named Professionals that includes a successful appointment of an Operational Lead Nurse. 
 
The Safeguarding Team worked on the development of new multi-agency Fabricated Induced Illness 
(FII) guidance.  We have received confirmation form the Lancashire Safeguarding Children Board 
(LSCB) that the refreshed FII Guidance has now agreed by all three Boards. 
 
LCFT’s Making Every Contact Count (MECC) programme is about enabling staff to make a difference 
through a client-centred approach to care via a Trust-wide training initiative.  The programme promotes 
staff to ask service users, advise and act.  Phase 2 of the MECC programme is currently underway and 
this will include routine enquiry in respect of Domestic Abuse. 
 
We received an invitation from the Minister for Preventing Abuse and Exploitation in the Home Office, 
for our Specialist Child Sexual Exploitation (CSE) Nurses, to attend an informal reception for frontline 
professional practitioners working on Child Sexual Abuse and Violence Against Women and Girls. This 
was a valuable opportunity to network and influence the CSE Agenda and showcase the work of LCFT. 
 
The Associate Director of Nursing for Safeguarding and Senior Workforce Manager presented a 
thematic review of 48 allegations against staff that have been investigated under LCFT’s Disciplinary 
Policy. This has been presented to People Committee.  Further work is to take place to progress. 
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The Trust can demonstrate compliance with relevant CQC Fundamental Standards of Care and key 
lines of enquiry for safeguarding vulnerable service users.  
 
The provision of the Prevent agenda is underway.  LCFT have appointed a Practice Education 
Facilitator to work in partnership with the ‘’Workshop to Raise Awareness of Prevent’’ (WRAP) 3’ 
Facilitators and the Safeguarding Team on the delivery of the Prevent mandatory training.  
 
The Safeguarding Team Lessons Learnt Portfolio Group are working to ensure any lessons learnt from 
external reviews are disseminated out to the networks in a timely manner and seeking assurances from 
the networks that lessons have been learned and embedded into practice.   The Group support 
improvements in practice and gather assurances that any learning is disseminated, monitored, 
evidenced and embedded into practice.  
 
We have also continued the implementation of Mental Capacity Act (MCA).  
 
The  Sudden Unexpected Deaths in Childhood Service (SUDC) has provided a consistent response in  
a particularly busy time for the Pan-Lancashire SUDC service with a number of unexpected deaths 
occurring in close succession.  Many of these deaths had a significant safeguarding element to them 
which raises the complexity of the response and subsequent processes.  From 1 February 2016 there 
have been 21 unexpected deaths in childhood. We have managed to secure additional admin resource 
to support the Service. 
 
Key challenges:- 
 
We will continue to drive a Trust-wide action plan in place to strengthen and embed the Domestic 
Abuse agenda into clinical practice within adult service providers to ensure routine enquiry is integrated 
into thinking and assessment practices.   
 
Implementation of the Care Act (2014) presents a continued challenge for the LCFT Safeguarding 
Adult and MCA resource to meet the expectations of an ever increasing agenda and requirements.   
 
Again, Safeguarding Adult and MCA activity continues to  increase significantly, partly due to increased 
awareness of responsibilities but also due to the introduction of further guidance and  the Care Act 
2015.  This  will continue to increase the demand and workstreams for the Safeguarding Team and 
staff within the Networks.  The Safeguarding agenda is ever increasing with increased scrutiny on 
performance and orgainsatiional accountability. 
 
The Prevent agenda and practice under this initiative now form part of the safeguarding standards in 
contracts for all providers. The implementation of NHS England’s Prevent Training and Competencies 
Framework will require innovative approaches in order to ensure compliance.  The Safeguarding Team 
is working in conjunction with the to implement and deliver WRAP 3 training across the organisation. 
 
Work is underway to strengthen further implementation of the MCA and this is supported by the 
delivery of an MCA action plan and close alignment to the Mental Health Law Team to develop and 
capture ongoing knowledge and monitoring processes of Deprivation of Liberty Safeguard (DoLS) / 
MCA activity.  There is a minimal resource for both MCA specialist advice and support and Adult 
Safeguarding and as the complexity of cases increases this places an increased demand on a 
stretched resource. We have, however, developed our advice and consultancy model to ensure staff 
have a sameday response fronm the Team in complex cases. We are discussing models of delivery 
and service specifications with Commissioners to modernise and prioritise safeguarding activity. 
 
Implementation of the Care Act (2014) presents a continued challenge for the LCFT Safeguarding 
Adult and MCA resource to meet the expectations of an ever increasing agenda and requirements.  
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We await the service evaluation commissioned by the County Child Death Overview Panel (CDOP).  It 
is anticipated that the long awaited findings will highlight areas that require further investment from 
Commissioners to ensure the Service remains compliant with the statutory requirements within Working 
together to Safeguard Children 2015. The evaluation will provide the County CDOP with 
recommendations for improving working practices and provide evidence of service compliance with 
statutory processes as well as outlining areas of good practice. 
 
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 offered and to map requirements and compliance to roles through the 
implementation of the new ESR system.  We will also intent to support staff to make further use of the 
Safeguarding Passport to support a flexible approach to learning. 
 
 
Board Action 


 
The Board is asked to recognise the activity during the year and consider the progress of work outlined 
in the Annual Report, agreeing any further actions that it considers may be required.  The Board is 
asked to receive and approve the Annual Report on Safeguarding and priority action for the coming 
year. 
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1. Introduction 


 
The work outlined in this report is framed against the significant challenge and constant change for 
health services and all partner agencies across Lancashire and beyond. Effective safeguarding 
practice is everyone’s responsibility regardless of role.  It is integral to quality care and supports the 
implementation of the Lancashire Care NHS Foundation Trust (LCFT) eight quality commitments which 
underpin the “Trust Vision for Quality”. 
 
LCFT Safeguarding Team work alongside the Networks and Directorates to deliver the Safeguarding 
Vision, provide internal challenge and seek assurances to ensure we have a culture of learning lessons 
and promoting improved outcomes. 
 
LCFT continues to learn and improve from lessons from National and Local Serious Case Reviews and 
other Inquiries.  Implementation of learning requires very high levels of challenge and organisational 
change, along with a commitment of staff and partners. 


 
LCFT as with all other NHS bodies, has a statutory duty to ensure that it makes arrangements to 
safeguard and promote the welfare of children and young people; and to prevent and protect 
vulnerable adults from abuse or the risk of abuse. 
 
The Trust has a strong commitment to safeguarding, which will continue to develop and be outcome 
measured to ensure practice supports delivery of high quality and safe care impact and effectiveness. 
 
This NHS accountability and assurance framework from the NHS Commissioning Board, sets out 
clearly the responsibilities of key players for safeguarding in the NHS.  It supports NHS organisations to 
fulfil their statutory safeguarding duties and requires Health Providers to demonstrate specialist 
safeguarding leadership and commitment at all levels of their organisation, supporting a culture where 
safeguarding is everybody’s business. It is clear in that every NHS funded organisation and each 
individual healthcare professional working in the NHS must ensure that the principles and duties of 
safeguarding adults and children are holistically, consistently and conscientiously applied with  
well-being of all, at the heart of what we do. 
 
The purpose of this report is to provide a summary and assurance of safeguarding children / adult 
activity across the Trust 2015/16.  It provides insight into local and national developments.  
 
This report captures a high level of commitment across the Trust to promote safeguarding practice by 
working together with the Safeguarding Children’s and Adults Board’s and across agencies and 
describes the work that has been carried out under the multi-agency arrangement for safeguarding 
children / adults. 
 
2. The Changing Face of Safeguarding 


 
2.1  Safeguarding Vulnerable People in the NHS – Accountability and Assurance Framework April  
 2015 
 


The purpose of this document sets out clearly the safeguarding roles, duties and responsibilities 
of all organisations in the NHS. The framework aims to:- 


 


 Identify and clarify how relationships between health and other systems work at both 
strategic and operational levels to safeguard children, young people and adults at risk of 
abuse or neglect. 
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 Clearly sets out the legal framework for safeguarding as it relates to the various NHS 
organisations to support them in discharging their statutory requirements to safeguard 
children and adults; 


 


 Promote empowerment and autonomy for adults, including those who lack capacity for a 
particular decision as embodied in the Mental Capacity Act 2005, implementing an 
approach which appropriately balances this with safeguarding; 


 


 Provide guidance and minimum standards. 
 
It states that the responsibilities for safeguarding form part of the core functions for each 
organisation and must therefore be discharged within agreed baseline funding.  Health 
providers are required to demonstrate that they have safeguarding leadership, expertise and 
commitment at all levels of their organisation and that they are fully engaged and in support of 
local accountability and assurance structures, in particular via the Local Safeguarding Children 
Boards (LSCBs), Local Safeguafding Adult Boards (LSABs) and in regular monitoring meetings 
with their commissioners. 
 
Health providers must ensure staff are appropriately trained in safeguarding adults, children, 
domestic violence, the Mental Capacity Act and Deprivation of Liberty in line with the 
Intercollegiate Document 2014. It strongly recommends safeguarding forms part of any 
mandatory training in order to develop and embed a culture within their organisation that 
ensures safeguarding is acknowledged to be everybody’s business from “the board to the floor”. 


 
2.2  The Care Act 2014 
 


The Care Act 2014 and The Care and Support Statutory Guidance places a duty on key people 
and bodies to make arrangements to ensure that their functions are discharged with regard to 
the need to safeguard the welfare of adults at risk of abuse and neglect.  
 
The Care Act 2014 came into full effect in April 2016 and requires Local Authorities to make 
enquiries, or ask others to make enquiries, where they think an adult with care needs may be at 
risk of abuse or neglect.  It established the Safeguarding Adult Boards as statutory entities 
which requires Lancashire Care NHS Foundation Trust, as an organisation, to comply with 
Local Safeguarding Adult Board policies and training requirements. It also places a 
responsibility on the organisation to share information and ensure that carers are involved in 
planning care. 
 
The Care Act in April 2015 has significant implications for the adult social and health care 
workforce in England.  The changes have impacted on all care providers, including LCFT in the 
delivery of care, and the expectations and duties placed on them by the new legislation.  The 
organisation has responded positively to the new and increased demands.  An update paper 
was presented to the Quality and Safety Sub-Committee in December 2015.  
 
The Care Act guidance was updated (March 2016), the Department of Health has refreshed 
The Care Act Guidance document, making a number of changes.  Most revisions have been 
made for reasons of accuracy or clarity.  Some are more substantial, reflecting learning through 
the first period of implementation and feedback from stakeholders and partners. 


  







 


  


  
 Page 9 of 43 


2.3 NHS England 2016 Safeguarding Adults: Roles and Competencies for Health Staff 
 Intercollegiate Document 
 


February 2016 saw the publication of the above national guidance for safeguarding adults which 
sets out the minimum training and competency requirements for health organisations, taking 
account of the Care Act 2014.  The guidance emphasises the importance of maximising flexible 
learning opportunities to acquire and maintain knowledge and skills, drawing on lessons from 
research, case studies, critical incident reviews, Safeguarding Adult Review and analysis.  It is 
the responsibility of the organisation to develop and maintain quality standards, to ensure 
appropriate systems and processes are in place and to embed a safeguarding culture. 
 
A benchmarking exercise will be undertaken collaboratively by Health partners across the 
Lancashire footprint to look at how we achieve targets and requirements of the document.  


 
2.4 Revised Prevent Duty Guidance for England and Wales, 23 March 2016 
 


This guidance has been updated in 2016.  Section 26 of the Counter-Terrorism and Security Act 
2015 (the Act) places a duty on certain bodies (“specified authorities” listed in Schedule 6 to the 
Act), in the exercise of their functions, to have “due regard to the need to prevent people from 
being drawn into terrorism”.  The statutory guidance requires LCFT to ensure Prevent is part of 
our safeguarding arrangements and that staff are aware of and know how to contribute to 
Prevent-related activity where appropriate.  The key challenge for the healthcare sector is to 
ensure that, where there are signs that someone has been or is being drawn into terrorism, 
health staff are trained to recognise those signs correctly and is aware of and can locate 
available support, including the Channel programme where necessary. 
 
Preventing someone from being drawn into terrorism is substantially comparable to 
safeguarding in other areas, including child abuse or domestic violence. 
 
Organisations are expected to monitor their Prevent activity to demonstrate compliance. There 
are already established arrangements in place within LCFT, which we expect to be built on in 
response to the statutory duty. 


 
2.5 The Counter-Terrorism and Security Act 2015 
 


This Act came into legislation during 2015.  Section 21 of the Counter Terrorism and Security 
Act, places a duty on specified authorities (listed in Schedule 6) to ‘have due regard, in the 
exercise of its functions, to the need to prevent people from being drawn into terrorism.’ 
 
This includes Local Authorities, the Police, Health and Social Care providers, prisons, providers 
of probation services, schools, colleges, and universities. 
 


2.6 LCFT Annual Member’s Stakeholders Conference 
 


LCFT Annual Member’s stakeholders Conference 
took place on 20 October 2015, with this year’s focus 
being safeguarding.  Workshops were held and 
facilitated by members of the Safeguarding Team on 
The Care Act, Prevent, Domestic Abuse, Children 
Looked After and Child Sexual Exploitation. The 
conference was also attended by partner agencies 
from both statutory and third sector, members and experts by experience; outputs have been 
collated and will inform LCFT’s Strategic Safeguarding Vision and priorities for 2016 -2019. The 


Well done for the great feedback below, it 
sounds like it was a fantastic event. I 
know you worked hard on this to ensure 
the conference was engaging given the 
challenging audience, but clearly this 
paid off. Thank you again.  
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vision is linked to the organisations Quality Vision and will support continual improvements in 
care. 


 
3. LCFT Substantive Safeguarding Structure and Accountability Framework 


 
3.1 The Trust has a robust Safeguarding Accountability Structure for all employees. The LCFT 


Board lead for safeguarding is the Executive Director of Nursing and Quality supported by the 
Deputy Director of Nursing. They provide executive leadership, direction for safeguarding and 
ensure the Chief Executive is informed of the local and national safeguarding agenda and the 
Trust’s performance against key requirements. 


 
3.2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.3 Over the last twelve months the Safeguarding Leadership structure has been enhanced and 


remodelled.  The Associate Director of Nursing Safeguarding leads the strategic direction for 
safeguarding  and ensures a link to driving the Quality agenda within Safeguarding practice and 
vice versa. 


 
3.4 We have successfully appointed a substantive Operational Safeguarding Lead Nurse who 


oversees the Named Nurses who have a key role in promoting good professional practice 
across the organisation, providing advice and expertise for fellow professionals, and ensuring 
safeguarding training is in place.  
 


3.5 The Named Nurse for Children Looked After (CLA) has also now become a permanent role.  
The Trust has a Named Doctor for Safeguarding, who undertakes two sessions (PA’s) per week 
within the Safeguarding Team. 
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3.6 The Leadership structure supports the CQC expectations in that the organisation is required to 
have clarity at an operational level regarding leadership for both the children’s and adults’ 
agenda.  


 
3.7 The Safeguarding Service works closely with the Networks to account for their delivery of 


safeguarding practice and compliance.  The Team provides a specialist safeguarding service 
that supports learning and competency through co-ordination of training, supervision, advice 
and consultancy to all front line practitioners, their managers and fellow professionals. 


 
3.8 Over the year a review was undertaken of our Advice and Consultancy (ANCOG) service in 


response to increased demand and need.  We refreshed the Service and our ANCOG service 
launched in November 2015. This was cascaded across all of the Networks and also shared 
with our Commissioners.  There is now a dedicated telephone line to the service and a 
dedicated administrative support handling the calls. There is an SSP or Named Nurse available 
each day with a second practitioner ‘buddying up’ from 2pm onwards to support the volume of 
calls and to ensure advice is available to staff on the same day.  


 
3.9 The Safeguarding Team are looking at developing the learning setting for students. It has been 


agreed to assess the interest of students, considering a two day placement for student school 
nurses, health visitors and medical students, with a robust timetable and plan to spend time 
across generic safeguarding, YOT and CLA. The Team will develop a profile of each area to put 
together for a student induction pack with the Trust’s Practice Education Facilitators to ensure 
support.   


 
4. Ofsted & CQC inspections 


 
4.1. The quality and effectiveness of the Trust’s safeguarding provision is subject to a number of 


inspection processes.  
 


4.2. The Trust had a full CQC Compliance Inspection across all services.  Safeguarding and 
application of the MCA was integral and overlaid across lines of enquiry.  This provided a 
platform to share some of the good safeguarding practice within LCFT.  Verbal feedback was 
positive however further actions have been taken to strengthen safeguarding, and the 
application of the MHA further. 
 


4.3. LCFT still await the likely CQC single agency Safeguarding Inspection to review how services 
keep children safe and contribute to promoting the health and wellbeing of CLA and care 
leavers.  
 


4.4. In addition to CQC inspections, in September 2015 
Lancashire County Council were subject to a single 
agency Ofsted ‘Inspection of services for children in 
need of help and protection, children looked after 
and care leavers, and Review of the effectiveness of 
the local safeguarding children board’.  LCFT 
contributed to the review Inspection processes and 
case tracking.  The overall effectiveness judgement 
of the above children's services in Lancashire has 
been judged as inadequate.  A number of areas for 
improvement where identified and the Council, with 
the support of partner organisations, will address 
these.  The work of the Children’s Services 
Improvement Board, which was appointed following 


“As you all are aware I have been part 
of the inspection team for this week’s 
multi-agency safeguarding practice 
inspection I just wanted to contact you 
all to congratulate everybody.  LCFT 
staff who were asked to participate 
should all be really proud of 
themselves as the feedback from the 
inspection team has been extremely 
positive.  The other inspectors and I 
were extremely impressed by the 
information provided and more 
importantly the fantastic service you 
provide to young people.” 
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the inspection, will shape much of the Lancashire children’s safeguarding agenda across 
services.  
 


4.5. The Safeguarding Team and LCFT staff will be required to engage in and support the 
establishment of a post inspection Improvement Board.  Progress and actions taken will be 
monitored to meet the Ofsted recommendations.  The Deputy Director of Nursing (DON) 
represents LCFT on The Improvement Group working alongside partners to address the 
recommendations and findings of the Inspection.  
 


4.6. Integrated Inspections of safeguarding and the care of looked after children with partner 
inspectorates (CQC, HMIP, HMIC and HMI Prisons), is a framework that evaluates the 
contribution of core statutory partners to the care and protection of children The new framework 
for multi-agency inspections will jointly explore the contribution of all agencies to ensure they 
keep children and young people safe and promote the health and wellbeing of looked after 
children and care leavers. These inspections were deferred until April 2015; the Inspection 
programme is expected to commence from June 2016 onwards.  The CQC will also be part of 
Joint Targeted Area Inspections (JTAI) of arrangements and services for children in need of 
help and protection in local authority areas in England. These inspections are undertaken by 
Ofsted, the Care Quality Commission (CQC), Her Majesty’s Inspectorate of Constabulary 
(HMIC) and Her Majesty’s Inspectorate of Probation (HMI Probation). This aspect of inspection 
is about the effectiveness of practice and arrangements for identifying and managing the range 
of risks of harm to children and young people. These inspections will look at specific themes , 
the current theme being Child Sexual Exploitation, this theme will run from February to July 
2016  and will average approximately one per month. All agencies will be held to account.  


 
5. The Goddard Inquiry 


 
5.1 In  March 2015, the Home Secretary established a statutory inquiry to conduct a national review 


into the extent to which institutions in England and Wales have discharged their duty of care to 
protect children against sexual abuse. The Independent Inquiry into Child Sexual Abuse is 
unprecedented in both size and scope. The investigation will scrutinise the extent to which 
institutions have failed to protect children from sexual abuse and make findings and support 
victims and survivors to share their experience of sexual abuse. They will make 
recommendations to ensure that children are given the care and protection they need. 


 
5.2 The Inquiry has launched thirteen investigations so far and will give a voice to victims and 


survivors of child sexual abuse, enable the Inquiry to understand how institutions may have 
failed to protect children from sexual abuse and make practical recommendations to ensure 
better institutional protection for children in the future.  Each investigation will conclude with a 
report that will set out the Inquiry’s conclusions on institutional failings and identify practical 
recommendations for change. 


 
5.3 The Inquiry’s Truth Project Pilot is being launched in Liverpool. The Panel will visit organisations 


supporting victims and survivors of child sexual abuse to talk about the Truth Project and to 
hear about their hopes for how the Inquiry can provide an opportunity for victims and survivors 
to share their experiences. Outcomes of the Truth pilot will then direct further scrutiny and lines 
of enquiry. 


 
5.4 NHS England requires all providers and contractors to ensure that they and the services we 


commission are aware of their duties in relation to retention of records.  The inquiry is in its early 
stages and is expected to last for the next few years , the full extent of what is relevant to the 
inquiry is not fully known yet. Whilst it is not yet clear exactly what files, records and documents 
the Inquiry will be requesting, organisations have an obligation to preserve records for the 
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Inquiry for as long as necessary to assist the Inquiry, throughout its duration. Under the 
Inquiries Act 2005, it is a criminal offence to destroy, alter, tamper with or suppress evidence 
that may be relevant to an Inquiry.   


 
5.5 LCFT is asked to retain any and all documents; correspondence; notes; emails and all other 


information — however held — which contain or may contain content pertaining directly or 
indirectly to the sexual abuse of children or to child protection and care.  


 
5.6 LCFT has already agreed a formal contract variation against the Mental Health Contract in line 


with the agreed contractual process.  Under Schedule 2G, ‘Other Local Agreements, Policies 
and Procedures’, of the contract, LCFT is required to comply with the Goddard Inquiry into Child 
Sexual Abuse. 


 
5.7 A benchmark is being undertaken to provide a head start in being proactive and preparing to 


meet the expectations of the Goddard inquiry. This will document what we do, to establish a 
clear and comprehensive record of searches we will have undertaken and steps we have taken 
to compile our responses. 


 
6. LCFT Safeguarding Vision 2016 - 2019 


 
6.1 Our Safeguarding Vision 
 
 
 
 
 
6.2 The LCFT three year strategy has been refreshed this year to become a three year vision for 


Safeguarding.  It is integral to quality care and supports the implementation of the LCFT eight 
quality commitments which underpin the “Trust Vision for Quality”. 


 
6.3 It outlines the priorities for the Trust to ensure LCFT continues to work with partners and the 


individuals and communities it serves.  The Vision encompasses safeguarding from early help 
through to protection of harm. Safeguarding best practice can only be achieved through 
effective inter-agency working and public engagement.  This Vision outlines the commitment of 
LCFT to work with partners and the individuals and communities it serves to enable safe and 
effective safeguarding services with the service user at its heart.   


 
6.4 Delivery of this Vision will be led strategically by the LCFT Safeguarding Team however the 


Safeguarding Vision advocates a whole organisational approach to safeguarding and will 
support realisation of the “Quality Plan and Our Vision”.   


 
6.5 This LCFT Safeguarding Vision describes our strategic approach to maintain safe and effective 


safeguarding services, strengthening arrangements for safeguarding children and adults and 
incorporating full implementation of the Mental Capacity Act. 


 
6.6 The Vision is to provide quality services that promote / protect individual human rights, 


independence and well-being that can respond appropriately.   LCFT staff have a duty of care to 
safeguard and protect children and adults at risk of harm and neglect, supporting people to 
reach their full potential.   


  
6.7 We will work alongside the LCFT Networks and Directorates to deliver the Safeguarding Vision, 


and provide internal challenge and seek assurances to ensure we have a culture of learning 
lessons and promoting improved outcomes. 


‘Through collaboration, learning from experience and collective action, we will strive to 
continually improve care quality, promote safe outcomes and protect our communities at every 


opportunity.’ 
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6.8 There will be a whole organisational approach to safeguarding and promoting the welfare of 


children, young people and adults which will be embedded across all Networks, Directorates 
and services provided by the Trust, in all aspects of the Trust’s work.  There will be robust 
governance arrangements around the safeguarding agenda and all staff working within LCFT 
will be able to discharge their statutory responsibilities within their professional boundaries.  
Shared learning will enhance and shape service provision. 


 
7. Data, Outcomes and Performance Monitoring 


 
7.1 The Trust can demonstrate compliance with relevant CQC Fundamental Standards of Care and 


key lines of enquiry for safeguarding vulnerable service users.  The Trust internal Safeguarding 
Group  has continued to meet on a quarterly basis and reports to the Trust’s Quality and Safety 
Committee in line with the Trust revised accountability framework. 


 
7.2 Risk is managed in line with risk management policy and procedures, included in the corporate 


Risk Registers and Board Assurance Framework as relevant.  Actions are taken to mitigate risk 
and plans are in place to manage any identified safeguarding risks both within the Networks and 
Nursing and Quality Directorate.  


 
7.3 The Safeguarding Leads are once again working with CCG colleagues and Designated Nurses 


to review Service Specifications going forward.  Final specifications have yet to be agreed with 
East Lancashire and Blackburn with Darwen CCG.  Central Lancs has been agreed.  
Performance data and outcome indicators have also been reviewed and agreed and will be 
reported via Contracts on a quarterly basis, this is also reported via the LCFT Safeguarding 
Group on a quarterly basis. Performance data is supported with information regarding 
continuous quality improvement initiatives. 


 
7.4 Data collection enables the Safeguarding Team to monitor and report on safeguarding activity 


relying upon the LCFT Safeguarding Children & Families Database (SPCFD).  
 


7.5 The performance data is also required for contractual arrangements and becomes of value in 
conversations with the Designated Nurses in the CCGs. It allows us to:- 
 


 sense check performance  


 discuss comparison between quarters with other health colleagues to do better. 
 


7.6 Safeguarding performance, with respect to the duties and priorities are reported via contractual 
arrangements to the CCG Quality and Performance meetings. This allows for challenge, 
identification of themes, gaps and makes sense of the data provided.  Performance indicators 
are used to examine and compare performance across the organisation and establishes a 
formal, regular, rigorous system of data collection and usage to indicate trends and measure 
performance. 
 


7.7 Performance management enables us to articulate our safeguarding business, identify key 
performance indicators (KPIs) and track progress, delivering the information to Safeguarding 
Leads and Commissioners.  
 


7.8 It allows us to demonstrate LCFT commitment to continuous, evidence-based quality 
improvement and to explain progress to date. The data is considered alongside:- 


 


 Outcomes from Quality SEEL. 
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 Incident reporting. 


 Audit – internal and Section 11 Audits. 


 Audit of Compliance with Safeguarding Commissioning Standards. 


 LSCB/LSAB quality & performance indicators. 


 Partnership working arrangements, data and initiatives eg CSE, CLA, Prevent. 


 Risk registers. 
 
7.9 There are formal arrangements in place to ensure and assure the effectiveness and compliance 


of such arrangements.  Quality Accounts are produced and made available to the public from 
LCFT in respect of the quality of services delivered.  This enables the Trust to assess quality 
across all the healthcare we offer. 


 
8. Audit 


 
8.1 Audit provides assurance to the organisation through the Trust Governance systems that 


required standards are being achieved or that there are areas for development.  It helps ensure 
patients and service users receive the right care and treatment from the right person in the right 
way. 


 
8.2 The Safeguarding Team have contributed to a variety of audits in 2015/16, both single and 


multi-agency audits as detailed below. The outcome and actions from these audits underpin 
safeguarding work streams, policy, practice and training and generate practice improvements 
within the Networks. 


 
8.3 Aspects of safeguarding practice have been audited as part of the Trust 2015/16 annual audit 


programme. The Safeguarding Team work with the Networks to ensure audits capture and 
incorporate aspects of safeguarding children, safeguarding  adults and MCA as appropriate. 


 
8.4 Networks undertook audits in relation to aspects of:- 
 


Network    Audit Title 
 


 Adult Community  MCA Capacity 
 


 Adult Mental Health         MHA Capacity to Consent; Domestic Abuse 
 


 Specialist Services  Mental Capacity Act 
 


 Children and Families  Self Harm; MCA Section 17; Domestic Abuse; Transition  
from CAMHS to AMH 


 
8.5 The  identification of standards of safeguarding practice and delivery of quality care are 


supported by LCFT Vision for Quality Safeguarding responsibilities are embedded into clinical 
practice via:- 


 


 Team Information Boards. 


 LCFT SEEL self-assessment in clinical practice tool. 


 Network / Directorate Risk Registers. 


 Clinical Team Risk Registers. 


 The Safeguarding Team are engaged in the validation process and Quality visits as 
requested. 
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8.6 Following implementation of the revised supervision policy a Quality audit was undertaken to 
evaluate 1:1 supervision in Children & Families Network.  The Final report is awaited. 


 
8.7 Following on from the Lancashire Mock Safeguarding Inspection, LCFT undertook an audit of 


Attendance at Core Group Meetings.  Findings indicated LCFT attendance at over 85% of the 
meetings. The final report is underway. 


 
8.8 LCFT Safeguarding Team undertake a quality audit of Children Looked After (CLA) health 


assessments on a quarterly basis.  Each completed statutory CLA health assessment is quality 
assured by the CLA Nursing Team and must meet the national minimum standards in line with 
the national Payment By Results Guidance (2013-14) and Promoting the Health and Well-being 
of Looked After Children  (March 2015). 


  
8.9 LCFT CLA Nurses were involved in an audit / consultation report completed by Barnardo’s to 


gain the views of CLA to inform their future experience of their access to statutory health care 
assessments and how the CLA nurses can implement positive changes.  The CLA Nurses also 
participated in the multi-agency audit of CLA placed by out of area authorities to look at 
outcomes / emerging themes such as timely notifications of placements, receipt of health 
records and transfer of care / additional services required by the child / young person. 


 
8.10 The Safeguarding Team have also contributed to a number of Multi agency audits within the 


work streams of the Local Safeguarding Children Boards (LSCBs) and Local Safeguarding 
Adults Boards (LSABs). 


 
8.11 The Safeguarding Team Lessons Learnt Group leads the Team monitoring of LCFT’s 


involvement in current safeguarding investigations and reviews by identifying any learning that 
needs to be disseminated across staff groups.  The aim is that through the learning, practice 
development and future safeguarding of adults, children and young people will be improved.  
The Group has been developing systems and processes to ensure that information from both 
external and internal reviews eg Serious Case Reviews (SCR) / Domestic Homicide Reviews 
(DHR) / Post Incident Reviews (PIR) are timely disseminated across the Trust.   SCR Review 
briefings continue to be disseminated.  Monitoring of Network Action plans has also 
commenced. 


 
Work has included:- 


 


 Development of a pathway to receive, write and disseminate lessons learnt bulletins 


 Bulletin template devised to present the learning. 


 Liaising with Network to monitor action plans from trust wide investigations. 


 Issue of five Lessons Learnt briefings across LCFT using the communication bulletin. 
 


Future work includes:- 
 


 Regular dare to share events. 


 Establishing links into the central Serious Incident Group / Team. 


 Invite Network representatives to attend the Group. 
 
8.12 As part of the 2015 / 2016 audit plan, Mersey Internal Audit Agency (MIAA) undertook a review 


of the arrangements for Safeguarding at the Trust. The overall objective of the review was to 
assess the systems and processes in place across the organisation (including volunteers), with 
regard to safeguarding children and adults. The report highlighted strong processes are in 
within the Trust around safeguarding. There are effective governance arrangements, roles and 
responsibilities are clear and links with other organisations are strong.  There were some areas 
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to strengthen however, their impact would be minimal or they would be unlikely to occur.  
Actions have been implemented accordingly. 


 
8.13 The Pan-Lancashire combined Section 11 Audit and NHS Safeguarding Standards Audit was 


completed and the LCFT submission gave assurances both internally and externally that 
arrangements are in place to safeguard and promote the welfare of children, young people and 
adults.  Validation meetings will now take place with colleagues in the CCG’s. 


 
9. Multi Agency Safeguarding Hub (MASH)  


 
9.1 LCFT continue to have active visibility and presence within the Lancashire MASH and 


Blackburn MASH with Safeguarding Health Practitioners and dedicated administrators.  Staff 
rotation is established on a six-monthly basis and the benefits of this is that having staff within a 
rotating team keeps the balance between triage, risk assessment and frontline work and 
evolves the team’s competence.  
 


9.2 The Lancashire LSCB are supporting the ongoing MASH Diagnostic, phase 2 developments of 
the MASH are therefore on hold until outcomes of the diagnostic are available.  It is anticipated 
that this work will be completed at the end of July 2016.  The next steps in development / 
redesign of the MASH will then be agreed.   The Safeguarding Team have been key partners in 
this process.   
 


9.3 Once Phase 2 has been agreed, process maps for Health Phase 2 will be generated, audit 
arrangements made and training / briefings prepared as part of communications and roll out.  
Phase 2 will allow for staff in MASH to continue to gather and share information and intelligence 
but also to contribute to the risk assessments and decision making at Triage Stage.  This is an 
eagerly awaited stage of MASH as it is recognised (The Home Office) that engagement from 
health is vital as their information / perspective is often crucial to effective decision making on 
risk assessments and that Health care professionals are often more comfortable sharing 
information with other health care professionals.  Phase 2 of MASH will also consider health 
input into the Adult agenda, LCFT will continue to contribute to this project. 
 


9.4 MASH Developments 
 


Evidence is being gathered in relation to case management and challenge in MASH from Health 
Practitioners and as a result the Health Team now includes a professional discussion section on 
the information gathering proforma.  
 
Management of Police Vulnerable Persons Notifications (PVPs) for 16-18yrs age group.  Work 
continues on identifying and capturing health service / gaps and themes in relation to young 
people aged 16-18 years of age who are not currently in full time education. The Named CCG 
GP has been involved in discussions with the Health Practitioner in MASH in relation to 
information being disseminated to GP Practices for this particular age group.  
 


9.5 MASH Health Year Figures 
 
The LSCB MASH Diagnostic is giving consideration to the volume of Protection of Vulnerable 
Person (PVP) Reports which enter Lancashire MASH. 
 
LCFT Safeguarding Practitioners and Administrators in Lancashire MASH are currently dealing 
with in excess of 40 Medium and High PVP’s on a daily basis.  Only Medium and High graded 
PVPs are MASHED the figures below do not capture the number of Single Agency Decision 
PVP’s which enter the MASH. 
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Between April 2015 and March 2016 a total of 5013 PVPs were MASHED.  1615 of those were 
graded as High (163 of these were related to Vulnerable Adults and currently there is no 
commissioning arrangement for health to support the adult cases).  3398 were graded as 
Medium (280 of these were related to Vulnerable Adults and currently there is no 
commissioning arrangement for health to support the adult cases).  583 were classified as High 
Domestic Abuse; 869 were classified as High Vulnerable Child; 2007 were classified as Medium 
Domestic Abuse; 1111 were classified as Medium Vulnerable Child. 
 


9.6 Referral by Locality:  Central Lancashire 1582; East Lancashire 1757; West Lancashire 351.  
The remaining 1323 are either North Lancashire or Out of Area. 


 
10. Training  


 
10.1 The Safeguarding Team are committed to ensure that staff have access to appropriate training 


and learning opportunities to support their safeguarding knowledge and competencies.  The 
LCFT Training Plan reflects the requirements of statutory guidance and sets out the framework 
for levels of training required for all staff groups / individuals, depending on their roles and 
responsibilities.  


 
10.2 The Safeguarding Team facilitate Safeguarding training on the Corporate Induction Programme, 


Junior Doctor’s Induction and offer a full Mandatory Training Programme for staff (adults, 


Case Study - Date of Referral - April 2015 


 


Routine Police Vulnernable Person (PVP) report received from Public Protection Unit (PPU) 
regarding an incident at a Blackburn address.  Domestic Abuse; verbal argument between parents 
who have 3 children. 
 
Routine enquiries made by Independent Domestic Violence Advocate (IDVA) who contacted Mother 
to discussed recent incident.  Mother had denied any on-going issues or previous domestic abuse 
incidents. Stating things were back on track and ‘OK’.  Police checks were also undertaken.  
Children’s Social Care (CSC) MASH Initial plan was for possible -  no further action following this.  
Health, on completing routine checks found the children were not found on ECR.  The relevant Child 
& Family Health Team (CFHT)  were contacted and were unaware of the families transfer into the 
area.  
 
As health representatives part of our role is to forward the PVP to relevant health professionals. The 
family’s last GP was found on the NHS Spine record system.  Previous GP was contacted and link 
Health Visitor details found in Manchester area. 
  
Relevant information shared with Health Visitor who stated the family were well known. CFHS have 
had problems with historic domestic abuse with the family alongside neglect issues and poor home 
conditions. Previous engagement with the family had proved difficult.  
 
This information was shared with CSC within MASH:- 
 
1) Family reassessed on the Continuum of Need Level 3 requiring further investigation and 


assessment. 
 
2) The LCFT CFHS Team were contacted and informed of transfer of family into the area and 


requested allocation to ensure timely assessment and support.      
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children, MCA and Prevent) the content is reviewed frequently to include updated statistics, 
evidence and learning from reviews.  We offer a flexible approach to training including 
eLearning and face to face training on various subjects from full day events to bite size 
workshops.  


 
10.3 Additional internal essential training has been available to support staff development in relation 


to:- 
 


 Domestic Abuse, Honour Based Violence and Female Genital Mutilation 


 Multi-Agency Risk Assessment Conference (MARAC) 


 Child Sexual Exploitation 


 Children Looked After 


 Management of Non Accidental Injury (NAI)  


 Safeguarding Children whose parents have mental health difficulties 


 Risk Assessment & Analysis 


 Fabricated and Induced Illness 


 CAF Step Up and Step Down Processes 
 


10.4 In response to a thematic review of Domestic Homicide Reviews and subsequent action plan, 
the Safeguarding Team secured additional funding to commission the company ‘AFTA Thought’ 
to deliver bespoke MCA and Domestic Abuse training events.   
 


10.5 Prevent Training has been facilitated in line with the competency framework and we are working 
closely with the Quality Academy to further develop facilitator capacity in order to meet demand 
to train all staff in line with statutory requirements.   
 


10.6 An LCFT Training Passport is in place to allow staff to record hours of learning to maintain 
compliance with requirements.  This learning can include reflection on experiences from 
practice and as a result the passport will also support revalidation requirements for nursing staff. 
 


10.7 The Safeguarding Team have continued to meet demand for training despite difficult and 
challenging competing priorities and have maintained consistent attendance at Safeguarding 
Boards’ Workforce Development Sub Groups.  LCFT Safeguarding Team and Practitioners 
continue to facilitate LSCB multiagency training events. The Named Doctor has also delivered 
safeguarding induction to 169 trainee Doctors over the year. 
 


10.8 Safeguarding training compliance is monitored and reported through to the LCFT Safeguarding 
Group on a quarterly basis. 
 


Mandatory Training Compliance rates are as per the tables below:- 
 


Network  Level 1 Children’s Level 2 Children’s Level 3 Children’s 


Adult Mental Health 


Q1  68.00%  


Q2 87.00% N/A 43.00% 


Q3 89.30% N/A 48.12% 


Q4 85.71% N/A 48.87% 


Children & Families 


Q1  81.00%  


Q2 94.00% N/A 95.00% 


Q3 95.47% N/A 96.11% 


Q4 93.83% N/A 96.66% 
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Network  Level 1 Children’s Level 2 Children’s Level 3 Children’s 


Adult Community 


Q1  54.00%  


Q2 88.00% 57.00% N/A 


Q3 89.32% 70.26% N/A 


Q4 91.76% 77.06% N/A 


Secure Services 


Q1  50.00%  


Q2 64.00% 56.00% N/A 


Q3 85.58% 63.64% N/A 


Q4 94.12% 73.48% N/A 


 


Training 
Compliance  


for Q4 


 
Training 


Compliance  
for Q4 


L1 Children 86.00%  L1 Adult 85.99% 


L2 Children 75.56%  L1 MCA 75.27% 


L3 Children 66.86%    


 
Essential Training Compliance rates are as per the tables below:- 
 


Training 
Compliance  


for Q4 


 
Training 


Compliance  
for Q4 


Level 2 Adult 39.40%  Prevent 37.16% 


Level 2 MCA 42.75%  WRAP  13.58% 


   CSE 46.7% 


 


 
10.9 From the second quarter of the year the 


requirements for children’s safeguarding 
training changed in line with the Intercollegiate 
Document recommendations. As a result from 
Q2 compliance rates are broken down across 
three levels.  These changes have created 
difficultly in accurate recording of compliance 
rates for children’s Level 2 and Level 3 training 
as Core Skills Training compliance is currently 
monitored outside of the Electronic Staff 
Record system (ESR) which is our primary 
workforce information database. Work is 
ongoing with the Safeguarding Team, Quality 
Academy and Human Resources to migrate 
the current reports and build individual 
(employee level) Core Skills training 
requirements. This will allow for much more 
accurate compliance reports. 
 


10.10 The Safeguarding Team have asked the 
Networks to reflect training needs in their 
business plans and where necessary add to 
the risk register if compliance is low.  
Additional events have been secured so that 
training places are available.  


 ‘Well presented, helpful’ 
 
‘The group was a good size which gave me 
confidence to speak up, well run, covered 
everything that was expected, Well organised; 
Good, clear information before the day.’ 
 
‘Clear structure; Presented by knowledgeable 
professionals from within the trust.’  
 
‘Loved the delivery of the course and could tell 
that the trainers were passionate about their 
role’ 
 
‘Provided further knowledge and reassurance, 
more vigilant, highlighted the need to document 
actions and rationale for this, safeguarding is 
now considered as more of a priority than 
previously’ 
 
‘I am more conscious of  looking for 
safeguarding concernss when completing my 
assessments, especially with children in 
custody’ 
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10.12 Quality of training is a key driver to increase competence, audit and evaluation are implicit to the 
training function. An Annual Training Report has been completed which includes evidence on 
the impact of training on practice to support the organisation’s compliance with Safeguarding 
Standards. This report demonstrates that training is impacting positively on practice and staff 
consistently rate the quality of training as excellent.    


 
10.13 In 2016-2017 training delivered will continue to be in line with the Workforce Development 


Council (2010) common core of skills and knowledge’s underpinning principles, Working 
Together  (2015), Intercollegiate Document Children (2014), The Care Act (2014), Mental 
Capacity Act (2005) and Counter Terrorism and Security Act (2015) and the Intercollegiate 
Document  Adults (2016).  We will continue to ensure training is accessible and delivered 
flexibly to staff and also that training events are responsive to need.   
 


10.14 The Safeguarding Team have also produced a Training Brochure to showcase the wide range 
of training offered which we are hoping will support potential external business opportunities 
across the health economy. 
 


11. Safeguarding Children  


 
11.1 Work in relation to safeguarding children throughout 2015/2016 has been structured around key 


legislation and priorities outlined earlier in this report.  There is strong emphasis on partnership 
working which continues to strengthen safeguarding responses and direction.  The team work 
proactively with staff and managers of LCFT in the support, identification and appropriate 
management of children at risk.  


 
11.2 In  Quarter 1 one of the Teams  hosted a Good 


Practice Visit, feedback was very positive. 
 


11.3 Work has been undertaken to support LCFT staff understanding of the  Public Law Outline 
(PLO) Guide to Case Management in Public Law Proceedings.  
 
‘’Where a decision is taken by the Local Authority that parenting cannot be improved within the 
child’s timescales and that the threshold for care proceedings has been met in principle it 
should determine whether to bring proceedings as quickly as possible and this decision should 
be informed by engagement with other agencies.’’ 
 
‘’All evidence and assessments on which the LA intends to rely upon in support of its court 
application should be up to date and prepared in advance.’’ 


Statutory Guidance from The Department of Education’s Court Order and  
Pre-Proceedings - For Local Authorities - April 2014 


 
11.4 Universal Services within the Children and 


Families Network are predominantly the staff 
group providing information for the courts 
supported by the Safeguarding Team.  
Workshops are to be delivered throughout 
April - July of 2016 to this staff group. The 
aims of these sessions are to re-visit and 
raise awareness of the 2014 DfES Statutory 
Guidance, the Children and Family Act 2014 
and a re-fresh of the Public Law Outline.  A 
roll out to the wider staff group is proposed for 
the latter part of 2016.  It is proposed that 


Thank you for your help in this complex 


child protection case 


LCC Legal Team 


 


“’It was a privilege to be chosen as a team to 
allow recognition and to demonstrate the work 
undertaken by the Safeguarding Team. The 
Safeguarding Team prides itself in creating a 
warm and welcoming atmosphere towards one 
another, staff and visitors and this was 
recognised and commented upon during the 
visit. The team take pride in the TIB and were 
delighted that the same generated discussion 
and interest by the visiting quality team and 
that the same has been captured in their 
report’’ 
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over an agreed period the Safeguarding Team will continue to support Practitioners in further 
understanding the PLO process when requested to complete reports for court.  The aim of this 
additional support work is to enable practitioners to ‘Think Legal’ as an Initial Child Protection 
Conference takes place, enabling them to write reports in a style and to a standard that the 
courts would expect from the beginning of the Child Protection process prior to cases entering 
the PLO process.  


 
11.5 There has been an increase in court directed report requests throughout this reporting period . 


Contributory  factors  have included  requests in relation to multiple siblings, possible increase in 
court applications and  as a result of LCC’s recent OFSTED Inspection , there  has been a 
significant number of complex cases being  reassessed and managed under Child Protection 
plans rather than at a Child in Need level.   


 
11.6 A  Multi-agency conference held in the East Lancashire,  “Effective Safeguarding in Burnley and 


Pendle”, was held in October 2015 to support multi-agency networking and gain a greater 
understanding in relation to child protection, sharing an understanding of the needs and 
challenges.  All 70 respondents recorded that they had benefited from the conference.  
Members of the Safeguarding Team were actively involved in the planning and facilitating of this 
conference. 


 
11.7 The Safeguarding Team were instrumental in assisting the CFHS Team to develop the ‘Risk 


Sensible Model’ to fit within Universal Services, and develop the training package.  Two 
members of the team are facilitating with the delivery of the training to the CFHS Teams and the 
Safeguarding Team. 


 
11.8 Over the year the Safeguarding Team have also supported the Children and Family Health 


Teams as they have faced a challenge in respect of resource and capacity.   For a period of 
time until the end January 2016 the Safeguarding Specialist Practitioners assisted the School 
Nursing service by:- 


 


 Completing reports and attending Initial Child Protection Case Conferences (ICPC) for 
unborn children. 
 


 Completing reports and attending ICPC for unweighted (unknown) school aged children. 
 
12. Early Help / Common Assessment Framework (CAF) and Continuum of Need  


 
12.1 Governance arrangements in relation to the Common Assessment Framework (CAF) and Early 


Help sit within the Children and Families Network.  Progress and developments in relation to 
CAF is reported into the Network on a quarterly basis. 
 


12.2 The information provided in the reporting process details the CAF process within LCFT for the 
quarterly periods and is compiled by the Children and Families Network CAF Officer.  The 
quarterly reports contain information relating to both Blackburn with Darwen (BWD) and 
Lancashire CAF.  It details the impact and the implementation plan for the CAF process across 
the Children and Families Network.  
 


12.3 The following areas of the CAF process are reported on for Lancashire and BWD:- 
 


 CAF process including CAF form, Continuum of Need and Team Around the Family 
(TAF). 
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 Development of ECAF (Electronic CAF) system to develop information sharing and 
support the CAF. 


 Quality Assurance (QA) Framework for CAF.  


 Step up and step down process from CAF to Children’s Social Care (CSC).  


 Statistical Information relating to CAF’s generated and lead by LCFT Professionals.   
 
12.4 LCFT Safeguarding Team continues to work closely 


alongside the Children and Families Network, in 
particular with the CAF Officer. More specifically in 
relation to the Lancashire Continuum of Need (LCON), 
the Step Up Step Down Process and decisions made in 
Lancashire MASH in relation to the continuum of need. 
 


13. Children Looked After (CLA)  


 
13.1 On 20 April 2016 there were a total of 515 children who are looked after and residing in 


Blackburn with Darwen; 388 originating from within their own locality and 127 placed from 
outside of the area. 
 


13.2 The current CLA population for East Lancashire indicates that there are 962 children and young 
people residing within East Lancashire; 748 originating from within East Lancashire and there 
are a total of 214 placed in East Lancashire originating from out of area.  
 


13.3 The current CLA population residing in Central Lancashire is 579; of those 495 originate from 
Central Lancashire whilst 84 of these originate from out of area.  The total number of CLA within 
the LCFT boundary is 2056.  There are a number of CLA originating from within the LCFT 
footprint, however, there are no definitive numbers for this cohort of children and young people 
due to the fluidity of movement. 
 


13.4 National performance indicators are produced in partnership in partnership with Children’s 
Social Care.  These indicators provide data for the Children’s Annual Performance Assessment 
required by Central Government from Social Care Department. 
 


13.5 The indicators request quantitative data on:- 
 


 Annual statutory health assessments. 


 GP registration. 


 Annual dental checks. 


 Development checks. 
 
13.6 Data for health assessments is collected by the Department for Education annually for all CLA 


for a year or more on the 31 March.   These figures do not reflect the actual workload as all 
children taken into care require an Initial Health Assessment (IHA) within 20 working days of 
entering care, and there are children entering and leaving care throughout the year.  The IHA 
must be carried out by a Registered Medical Practitioner while subsequent assessments may 
be carried out by a Registered Nurse or by a Registered Midwife.  
 


13.7 The majority of Review Health Assessments (RHA)  are completed by LCFT’s School Nurses 
and Health Visitors who work hard to provide consistency and continuity for our looked after 
children and young people by identifying the most appropriate health professional to complete 
their health assessments. 


 


‘‘Just to say a huge thanks for all 
your effort and commitment and 
actions taken following the 
concerning disclosures yesterday.’’ 
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East Central BwD 


Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 


Number of IHA requested 53 70 76 95 54 68 81 89 13 2 10 8 


Number of IHA completed 
within timescale 


32 32 15 18 14 25 25 31 3 0 3 4 


Number of RHA requested 217 183 266 215 162 142 137 149 74 52 46 90 


Number of RHA completed 
within timescale 


179 156 214 166 130 141 132 134 54 39 39 78 


 
13.8 Throughout the year, the CLA Nurses have facilitated four ‘Promoting the Health and  


Well-Being of Looked After Children’ workshops across the Trust.  A further  session was 
delivered to UCLAN Specialist Practitioner degree students preparing for consolidation of 
practice.  A total of 100 delegates attended the training sessions. 
 


13.9 An ongoing piece of collaborative work with Clinical Commissioning Groups (CCG’s), Clinical 
Support Unit (CSU), Children’s Social Care (CSC) and Provider services is looking at current 
service provision and, also at how the Children Looked After health provision in Lancashire 
might look over the coming twelve months.  
 


13.10 The Team attend the Supporting Carers and Young People Together (SCAYT) Steering Group 
within Central and East Lancashire on a six-monthly basis. The ‘SCAYT +’ service offers 
support to foster carers regarding offering support and behaviour management strategies, in 
addition to offering post adoption support to adoptive parents and advice to social workers and 
other professionals.    
 


13.11 The CLA Team attend the Lancashire and Blackburn with Darwen County Council’s foster 
panels on a monthly basis, providing expertise, advice and support from a health perspective, 
which contributes to the approval of potential foster carers.  Verbal feedback received from 
appraisals with the Foster Panel Chair is positive and the health contributions are recognised as 
being valued when the final decision is made relating to approval of foster carers.  Recently the 
Team have also been requested to be part of the LCC Planning for Permanency Panel. 
 


13.12 Within the Blackburn with Darwen locality, weekly meetings are chaired by the Director of 
Children’s Services and attended by Senior Local Authority Managers, panel members, 
including the Designated Nurse for CLA.   Social workers are in attendance and present 
complex cases to the panel for their approval if funding is required.  Regular discussion relating 
to the health of CLA, commissioning and provision of services are discussed at the panel; any 
identified actions / decisions made are relayed back to the BwD CCG Safeguarding Lead. 
 


13.13 The East and Central CLA Nurses continue to attend monthly case tracking meetings with 
Children’s Social Care (CSC) partners to address any issues that prevent the timely completion 
of statutory health assessments.  This appears to have had a positive impact on sustaining the 
improved performance figures for the area.  
 


13.14 The Named Nurse for CLA attends the combined CLA / CSC Strategic Recovery Plan meeting 
for health assessments; this meeting was implemented over twelve months ago to address 
concerns in relation to the poor overall performance of the statutory health assessments for the 
CLA population, overall performance of health assessments has significantly improved over a 
period of time. 
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13.15 A Service Level Agreement has been 
agreed and implemented to ensure that 
there is provision for the cohort of young 
people aged 16yrs+ who require an initial 
health assessment.  This was previously 
identified as a gap in service as there 
were no paediatricians available; 
subsequently IHAs were not being 
undertaken within the statutory 20 working 
days.  Provision has now been secured 
with an approved GP in East and Central 
Lancashire and all IHAs for 16 yrs + are 
currently being undertaken in line with the 
national minimum quality standards.   
 


13.16 There is collaborative working with 
Commissioners and the Named Nurse for 
CLA meets with the Designated Nurse on 
a monthly basis to address any practice 
issues or service development.  
 


13.17 A Safeguarding Team Vulnerable Young 
People Portfolio Group has been 
established to lead on issues / challenges 
those children and young people within 
the care system are presented with.  
These groups include CLA and other 
vulnerable groups, such as Child Sexual 
Exploitation (CSE) and Youth Offending 
(YOT) across the LCFT footprint.  The 
Group will look at preparing for multi-
agency and targeted inspections and 
implementing changes to practice in line 
with local and national guidance / 
Standard Operating Procedures (SOPs) 
and government led initiatives. 
 


13.18 The Named Nurse attends the North West Regional CLA Professionals meeting, a forum to 
share good practice within the region and link into the National LAC Professionals working 
party. 
 


13.19 The CLA Nurses in East and Central Lancashire have strengthened existing links with the 
Sexual Health Services, in particular with health professionals working for the WRAPPED 
condom distribution scheme.   All CLA Nurses have received the WRAPPED condom training 
and can now offer condoms to young people at opportunistic visits and health assessments, 
ensuring that they are taking positive responsibilities for their sexual health.  All figures are 
collated on a monthly basis for numbers of condoms distributed and sent to the WRAPPED  
co-ordinator for each locality.  


 
13.20 A persistent challenge for the CLA Nurse team is the increase in the number of Independent 


Providers opening new children’s residential units within the East Lancashire area; many 
badging themselves as therapeutic units offering provision for extremely complex cases; many 
of which are received from out of area.  The total number of private establishments currently 


Case study 
 
 A 17 year old Child Looked After was seen at 
home for her final Review Health Assessment, 
where her health passport was completed with 
her and given to her for future use.  The YP had 
moved into independent living from a children’s 
residential unit, and disclosed she was feeling 
low in mood and lonely, especially in the 
evenings.  She had been to see her GP for this 
and requested an assessment and further 
support, however, was given verbal advice.  At 
the RHA, the YP was informed of a service call 
Minds Matter and left with a leaflet to read and 
consider self-referring.  The YP was initially 
reluctant to self-refer therefore was advised to 
think about it for a few days and a follow-up visit 
was arranged.  Following further discussion and 
encouragement, the YP agreed to the referral 
and requested support with this.  The initial 
phone call and conversation was started by the 
CLA nurse to explain the need for the referral.  
The YP then felt confident to continue the 
conversation and went on to arrange a 
telephone consultation at a suitable date and 
time for her.  This took place and the YP was 
referred for 1-1 therapy, which she attended 
regularly.  This also resulted on the YP being 
assessed by the GP and prescribed anti-
depressants.  The YP is currently settled within 
her home and has re-built her network of 
friendships, commenced employment and 
reports feeling less low in mood. The YP has 
maintained telephone contact with the CLA 
nurse when she requires support or signposting 
and will also contact the CLA nurse for a general 
talk. 
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stands at thirty with a further four local authority homes.  Many of the homes host placements 
for up to six children / young people, due to the increase in numbers of the private homes; this 
subsequently expands the caseloads of the CLA Nurses.   
 


13.21 The CLA Nurses are the allocated health professional for the children and young people who 
reside in both private and local authority homes and are not accessing either mainstream school 
or Universal Services.   Also, cases where the child / young person originates from out of area 
and not known to the 0-19 teams, particularly if they have complex needs, such as CSE, intense 
emotional/mental health issues. Within East Lancashire there are thirty four independent 
childrens residential units and four Local Authority residential units.  Within Central Lancashire 
there are twenty seven independent childrens residential units and four Local Authority 
residential units.  There are only two Local Authority residential units in Blackburn with Darwen.   
 


13.22 In conclusion, the CLA Team are working to streamline the provision of services across LCFT 
for the CLA population, the purpose being that wherever the child / young person moves to 
within the Lancashire boundaries, the service that they receive is as seamless as possible and 
their health needs are effectively met.  
 


13.23 The CLA Nurses strive to provide a quality service which is of a high standard and will continue 
to offer this whilst continually developing and improving the services for the CLA population.     
 


14. Child Sexual Exploitation (CSE)  


 
14.1 Over the last twelve months the Safeguarding Team were successful in securing additional 


commissioned resources to recruit a Specialist Safeguarding Practitioner for CSE within the 
Central Lancashire locality, providing equity of service across all Teams.   The successful 
candidate commenced the post at the end of September 2015.  
 


14.2 A CSE Diagnostic Exercise was completed early 2015.  The report detailed multi-agency 
actions taken in response the diagnostic exercise.  Pan-Lancashire Local Safeguarding 
Children’s Board CSE Strategy Group remains in place to monitor actions.  LCFT are fully 
engaged in the work of the Group, working diligently to improve outcomes for this group of 
vulnerable young people.  All policies and procedures are reviewed regularly and up-dated  
on-line twice per annum. 
 


14.3 Child Sexual Exploitation (CSE) week was held the week beginning 9 November 2015.  The 
Specialist Safeguarding Practitioners took an active part in the multi-agency work planned for 
awareness raising during the week. 
 


 Professionals from the wider health economy were provided with literature and face to 
face contact around the vulnerabilities and warning signs / risks of CSE. 


 A CSE online training package is in place, this is mandatory for all LCFT staff.   


 Health Actions that took place throughout the week. 


 E-Packs were sent out to all LCFT staff and Northwest Ambulance Trust, further dates for 
face to face training were implemented. 


 LCFT and CCGs  sent out pre-agreed material throughout the week regarding CSE 
Awareness raising of Specialist Nurse CSE Role.  


 Visits to clinical areas – A&E, Walk in Centres, GPs, Pharmacies, Children’s Wards. 


 Launch of CSE Screening Tool – Blackpool. 
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14.4 Participation has continued in the Multi-agency Trauma and Attachment pathway to provide a 
perspective from the CSE and / or including the potential impact of police investigations on 
trauma recovery. 
 


14.5 The DETER CSE Practitioner and the CSE Practitioner within the ENGAGE team attended an 
event at the Home Office on 24 February 2016.   This invite was received from Karen Bradley 
MP, Minister for Preventing Abuse and Exploitation.  This event provided networking 
opportunities with other statutory and voluntary agencies and services across the country in 
relation to CSE and violence against women and girls. 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
14.6 Since April 2015, 282 requests for health intervention were received.  Of these requests 112 of 


these were assessed as medium-high risk and met the threshold for health assessments to be 
undertaken by the CSE Nurses.  The remainder of these cases were referred to School Nurses 
for CSE health assessments, or individual health assessments if open to Children’s Social Care, 
or liaison has taken place with other health professionals.  There are a number of common 
themes emerging from the completed health assessments.   58.6% of the young people were 
identified to have emotional health needs, and required further intervention from the mental 
health team.  64.5% of the young people had a wide range of sexual health needs and required 
support from the sexual health services.  50.8% of the young people were identified to be 
misusing drugs and alcohol, referrals were made for support from drug and alcohol services. 
13.5% of the young people seen had other outstanding health needs that included dental and 
outstanding vaccinations.  


 CSE Case Study 
 
A 15 year old Asian female was referred into the Engage team due to being secretive about her 
whereabouts and giving false information on where she had been. The relationship with her 
parents had broken down, she was from a strict Muslim family, she had made allegations against 
them that she had been physically assaulted. The female was removed from the family home and 
was accommodated for a short while, she then returned home at her request and was placed on a 
Child in Need plan.  
 
It was identified that she was engaging in sexual activity with older males, there was drug taking 
and she had been stealing from parents to give to an older male who she had referred to as her 
boyfriend. The female had very low self-esteem and appeared desperate to please her peers and 
boys.  
 
A health assessment was undertaken with the female by the CSE nurse and following a 
discussion on sexual health, the female shared information that needed to be followed up with a 
full sexual health screen. Due to the strict Muslim beliefs of the family it was discussed that 
parents would not be informed and the appointment would be arranged in another town. On 
arrival at the appointment the sexual health staff were sensitive to ensuring confidentiality and she 
sat in a secluded private waiting area.  
 
The contact details of the CSE nurse was given to recieve the results. Contraception was 
discussed and she requested a  contraceptive implant, this appointment also needed to be 
planned . An appointment was arranged away from her home town and the procedure took place. 
Information in the post procedure leaflet was discussed and the young person was advised to 
contact the sexual health service or see the school nurse if she had any concerns.  
 
This case study is a reflection on ensuring the welfare and needs of young people are addressed 
in a sensitive and appropriate way. It also reflects how services work to promote the best outcome 
for a young person. 
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14.7 Within the year, CSE workshops for LCFT staff were undertaken and 29 members of  staff 


across LCFT attended.  There was also a workshop for the Independent Contractors of the 
CCG which included GP staff across Blackburn with Darwen.  Work is underway listening to the 
young person’s experience of undergoing health assessments.   The CSE health team, now  
fully resourced, plan to increase participation activity by having listening conversations with the 
young people. 
 


15. Children’s Safeguarding Supervision  


 
15.1 The Child and Family Health Service (CFHS) Teams are now all aligned to a new model of 


safeguarding supervision as set out in a new Standard Operating Procedure. It is agreed that 
the Team Leader and Community Practice Tutors across the service will continue to receive 
quarterly group safeguarding supervision in their locality facilitated by the Safeguarding Named 
Nurses.  All newly qualified practitioners will complete safeguarding competencies through one 
to one safeguarding supervision throughout their first year. Group supervision sessions 
continue, facilitated by the Safeguarding Team and co-ordinated by the Quality Academy.  
Since January 2016 the sessions have predominantly consisted of Children’s Integrated 
Therapy and Nursing Service (CITaNS) Practitioners.  


 
15.2 Latterly there has been the introduction of safeguarding supervision sessions across the Early 


Intervention Service (EIS). There are some challenges arranging sessions however work 
continues.  The sessions undertaken were evaluated well by the staff and regarded as valuable 
for the practitioners to attend.  A review of this model will be undertaken after a twelve month 
period, in Quarter 4 2016/2017. There are plans to implement this  model of safeguarding 
supervision within the Child and Adolescent Mental Health Service (CAMHS).  Champions have 
been identified to facilitate quarterly safeguarding supervision with the Safeguarding Team 
being invited as guests. Further communication is underway with the network to identify 
supervision co-ordinators / leads and ensure a more robust process. 
 


15.3 In Q4 supervision in Psychological Services was reviewed by the Service Integrated manager 
and Named Nurse. There is a very robust supervision model in place which incorporates 
safeguarding supervision. Safeguarding Champions will be identified. 
 


15.4 The Safeguarding Team continue to provide supervision for the Family Nurse Partnership (FNP) 
teams across LCFT.  There are two supervisors and eleven practitioners across the three FNP 
teams, six practitioners supervised by the Safeguarding Team in line with the national model. 
The sessions within BwD are viewed by the FNP service as being ‘gold ‘standard, however,  this 
may not be sustainable due to competing demands and capacity; a review of the model is 
planned in the coming year.  
 


15.5 Supervision sessions for the LCFT Safeguarding Team members have continued in each 
locality. The sessions are facilitated by the Named Nurses in each locality. Sessions are 
evaluated as being successful and useful, guest speakers attend to talk through complex cases 
and allow for reflection and challenge.  The Safeguarding Named Nurses in each locality are 
now accessing external supervision sessions each quarter. 
 


15.6 The Safeguarding Team continue to offer one to one child protection supervision sessions to 
newly qualified School Nurses and Health Visitors, facilitating group safeguarding supervision to 
non-caseload holders in Provider Services. The Named Nurses facilitate group supervision 
sessions for the 0-19 team leaders and the CPT (Community Practice Teachers), providing 
specialist support and advice, the practitioners must attend four sessions per year. 
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16. Fabricated and Induced Illness (FII) Project - East Lancashire 


 
16.1 The FII Guidelines were revised by LCFT Safeguarding Team and agreed by the Safeguarding  


Boards.  The LSCB invited the LCFT Safeguarding Team to deliver for a second time an FII 
Workshop.  This Workshop built upon the findings from the FII Study 2012-2013, the refresh of 
the LSCB Guidelines and also will promote the concept of early health seeking behaviours 
versus FII-The Spectrum.  This was targeted at Multi-Agency professionals working with 
children and their families.  


 
16.2 This Workshop shares the outcomes of a project which began in 2013 and was undertaken to 


consider the apparently high numbers of possible FII cases in East Lancashire compared to the 
local and national average. Themes, multi-agency working and use of LSCB processes were 
analysed.  Learning and recommendations for change including supporting different methods of 
working with families exhibiting health seeking behaviours (HSB’s) at earlier stages before any 
harm has already been caused. 
 


16.3 The  training aimed to:- 
 


 Increase practitioner’s awareness of what Fabrication / Exaggeration versus Induction 
means. 


 Increase practitioner’s awareness of the different levels of risk. 


 Increase practitioner’s awareness of when and when not to discuss concerns with 
parents. 


 Increase practitioner’s awareness of Thresholds for FII/HSB’s. 
 
16.4 Two additional two-hour Workshops were delivered to the LCFT Workforce in February and 


April 2016 for  health professionals working with children and their families.  These workshops 
contributed to the staff learning passport hours to comply with LCFT’s Level 2 & Level 3 
Safeguarding update.   


 
17. Children in Youth Offending Services (East Lancashire Locality) 


 
17.1 Nationally children and young people who have offended or are likely to offend have a 


higher percentage of health-related issues than those of the general youth population. 
Reports have highlighted the gap in meeting these needs within Youth Offending Teams 
and it is readily acknowledged that as a group they are often not only “hard-to-reach” and 
engage but are frequently hidden and inaccessible to other universal and health service 
provision.  The Specialist Safeguarding Practitioner (SSP) and Safeguarding Nurse 
Practitioner are co-located within Lancashire Youth Offending Team (LYOT). The role 
incorporates working in partnership with the LYOT multi-agency team members to fully 
assess and address the holistic health issues of young people known to LYOT on an 
individual and population basis. 


 
17.2 The Specialist Safeguarding Practitioner is continuing a strategic role within LYOT working 


to implement the LYOT Health Transformation Plan that works towards an Integrated 
Health Delivery service.   The Specialist Safeguarding Practitioner has continued to 
dedicate time to focus on seeing young people for health issues and is now a well -
established member of the YOT. 
 


17.3 Health assessments are undertaken for a range of concerns eg first-time entrant into the 
youth justice system, at risk of receiving a custodial sentence, being acknowledged as a 
high risk, highly vulnerable young person. Various health issues have been identified such 
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as physical, emotional health needs, sexual health and dental issues. All young people 
receive information about smoking and receive a brief stop smoking intervention in line with 
the principles of MECC (Making Every Contact Count). 
 


17.4 Between April 2015 and end of March 2016, YOT Health Practitioners have supported 175 
young people, in which 110 of those cases resulted in a face to face consultation (68%).  
Although not every young person attends their initial offered appointments, subsequent 
appointments are offered and are facilitated by the YOT Case Manager, and work is done 
either directly with the young person or indirectly so that eventually 100% of young people 
who require health assessment, intervention or service have their health needs supported 
by the SSP’s.   
 


17.5 The SSP’s are targeting first-time entrants into the Youth Justice system in line with 
national aims to divert and reduce recidivism.  They also offer those that require dental 
services a referral using the LYOT dental pathway that was developed to enable easy 
access to dental care.    
 
 
 
 
 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Case Study 
 
Young person became known to the YOT Team following her involvement in a serious crime and 
was referred to the YOT Nurse Practitioner following identification of both Physical and Emotional 
Health issues on the health screening tool used by her YOT Social Worker.  
 
This young person was in the mid-trimester of pregnancy. She was supported to engage with all 
health services, registering with a local GP and attending her arranged antenatal appointments.  
 
During the health and wellbeing assessment this young person was given the opportunity to 
discuss, explore and address any health concerns within the relaxed safety of her home 
environment, as opposed to a formal, busy clinic setting.  There was an opportunity to intervene 
and support this young person during a difficult time and one when she was feeling particularly 
vulnerable.  A personal health plan was completed and shared appropriately, with consent of the 
young person, with other health professionals involved in her care including the GP and midwife in 
order to safeguard her and recognise emotional and wellbeing needs.  Meeting this young person 
at her home on this and subsequent occasions has facilitated conversations about health and 
developed a trusting relationship.  
 
The YOT Nurse Practitioner attended this young person's Children Looked After Review meeting 
and met face to face with other health professionals involved in her care.  This young person has 
been supported by the wider YOT Team during her court appearances and trial. The Health 
Intervention Plan and relevant Health information has been shared as appropriate to inform her 
pre-sentence report. The YOT Nurse Practitioner had liaised urgently with the custodial facility and 
midwife to enable appropriate care and support on her detention. Following contact phone calls 
both the community health assessment, health intervention plan and health updates have been 
securely shared allowing seamless community to custody health and wellbeing care. YOT Nurse 
Specialist Practitioner involvement has ensured and fostered good communication between 
custodial and community health staff in a timely manner and has informed health actions and 
interventions, whilst providing valuable support to a very vulnerable young woman at a distressing 
time in her life. 
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18. Safeguarding Health Practitioners (SHP) in Local Authority (LA) Teams  
(East Lancashire Locality) 


 
18.1 The role of the Safeguarding Health Practitioners (SHP) is to target the most vulnerable, hard to 


reach families within the designated four localities in East Lancashire and co-work cases with 
Social Workers (SW) to identify and address the health needs and safeguarding concerns.  The 
SHP’s involvement influences decision making for the children and families they work with to 
bring about positive outcomes.  The SHP’s influence and contribute to plans of care (including 
safe discharges from hospital) and enable the SW’s to understand the complex health needs of 
the children including what support and interventions the parent’s require to meet their needs. 
They support with complex cases, liaising with other professionals and/or home visits to the 
family.  The caseloads for the SWs are high and this can have an influence on thresholds, 
hence the challenge for the SHP’s is to ensure the welfare of children and young people is 
continued. 


 
18.2 The SHP’s all carry caseloads of up to 30 cases, involving concerns of the emotional and 


mental health of parents impacting on their parenting capacity; drug and alcohol misuse of 
parents; domestic violence; children with disabilities and chronic illnesses where the parents are 
struggling to meet their complex needs; young people with personality conduct disorders / self 
harming behaviours / CSE; non accidental injuries.  Children subject to child protection plans 
appear to be mainly under a category of neglect, across all four localities.  


 
18.3 There has been this year within Social Care, considerable pressure due to the recent Ofsted 


Inspection. This has impacted on the role of the SHP’s including supporting strategy 
discussions and improving communication.  The increased number of agency Social Workers 
and a high turnover of staff has had an impact on multi-agency relationships.  The SHPs have 
been involved in improving the communication between health and social care in relation to 
strategy discussions, by supporting the School Nurses and Health Visitors in ensuring their 
engagement with timely strategy discussions, and in providing education to teams regarding 
their responsibilities and engagement. 


 
18.4 The SHP’s have developed a Health and Social Care Link Meeting Liaison meeting, so far in 


two of the localities.  This forum enables CFHS staff and CSC staff to discuss any issues in an 
informal, relaxed setting and also to gain insight into each agency's role, thus promoting and 
supporting Multi-agency working. 


 
18.5 Pendle CSC held a successful multi-agency three-day event, which the SHP took part in and 


which has improved health and partner agencies understanding of the SHP’s role.  This event 
enabled agencies to network and it is hoped through this event communication will improve 
between all agencies and CSC.  The event presented ‘a day in the life of Childrens Social Care 
staff’ and allowed partners to explore systems and processes when referrals are received into 
CSC.   


 
18.6 The SHPs for a short time supported the CFHS teams in attending Initial Child Protection 


Conferences (ICPCs) on their behalf and the writing of the ICPC reports.  This was discontinued 
as the impact on the SHPs workload was too great following the impact of the OFSTED 
inspection / report on their caseload from CSC.  They do however continue to support the CFHS 
teams by attending ICPC’s for unborn children on behalf of the CFHS teams. 
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19. Sudden Unexpected Death in Childhood (SUDC) Service 


 
19.1 The Sudden Unexpected Death in Childhood (SUDC) service is a unique Nurse-led service that 


has provided the health element of the multi-agency rapid response process to a sudden, 
unexpected death of a child in Lancashire since September 2008. The service responds to 
approximately one death per week providing a bespoke service that exceeds the requirements 
of Working Together (2015).  
 


19.2 The Service is hosted by Lancashire Care NHS Foundation Trust and consists of two Senior 
Nurses, a Lead Nurse and a Specialist Nurse.  
 


19.3 One of the main aims of the commissioned Lancashire SUDC Team is to ensure that any 
unexpected child death receives a multi-agency coordinated response; in addition to leading on 
the response from a health perspective (fulfilling the role of the designated SUDC Paediatrician 
described in Working together to Safeguard Children 2015).  
 


Case Study  
 
A child was failing to thrive; he was 2 years old and weighed only 7kg. In addition he was 
developmentally delayed.  Concerns had been raised that the mother was not engaging with 
health appointments and informing health and school professionals that the child was terminally 
ill.  
 
The Specialist Health Practitioner (SHP) made extensive enquires to all health professionals and 
school professionals working with the family and identified concerns that the mother was not 
engaging with these professionals and confirmed that she had been stating that her son was 
terminally ill, which the SHP established was not a medical fact. The child and his mother was 
found to be living largely with her extended family. There were concerns that the home was 
chaotic and the mother was not undertaking the main care of her son, therefore, his medical 
needs were being neglected.   
 
The SHP liaised extensively with the child’s paediatrician and through this discussion managed to 
secure the child’s admission. This admission was to establish the reason for the child’s failure to 
thrive and if this was indeed due to neglect by the mother and her family.  
 
The SHP worked closely with the mother and she agreed to the admission. The child was fed 
exclusively by the medical team, however, despite this the child failed to gain weight and in fact 
lost weight.  After three weeks on the ward it was agreed that the child’s failure to thrive was due 
to organic causes and not parental neglect.  However, there were concerns raised relating to the 
child’s mother’s emotional bond with the child and her poor interaction with him.  It was also 
established through assessments that the mother’s understanding of the medical problems were 
poor and she was highly anxious. She was worried that her son was not going to recover and this 
is why she had told professionals her son was terminally ill.  
 
The admission helped to establish the organic cause of the child’s weight loss and the mother is 
now supported by Children’s Social Care to develop a clear understanding of the medical 
problems and treatment required. The professionals working with the mother are now aware of 
the reasons for the mother’s poor engagement and are able to work with the mother, taking into 
consideration her anxiety and poor medial knowledge.  A referral was also made to the emotional 
heath team to support her emotional problems. 
 
The mother is now attending health appointments for her son with support and is following the 
dietary advice. The medical team are now progressing with treatment plans for the child with a 
view to a gastrostomy and further investigations into his failure to thrive.  The mother now feels 
listened to and is able to follow the medical advice and attend appointments with support she 
needs to do this. 
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19.4 Since the inception of the service seven years ago, the number of unexpected deaths that the 
service has responded to each year has remained fairly consistent.  The overall total number 
across the Pan-Lancashire footprint for 2015-2016 was 53. 
 


19.5 It did initially appear that there would be a significant reduction in the total number of 
unexpected child deaths for the year 2015-2016, however, during the latter part of quarter 4 the 
service experienced an unprecedented number of deaths amounting to 21 in total.  In addition, 
many of these deaths had a significant safeguarding element to them raising the complexity of 
the response and subsequent processes.  
 


19.6 A substantial number of deaths during the year 2015-2016 have occurred out of SUDC Nurses 
working hours (see below). This has resulted in the police carrying out an initial single agency 
investigation liaising with Children’s Social Care as required.  All information is then passed on 
to the SUDC Team during their next working day as outlined in the service specification. This 
can raise issues for families who have experienced the loss of their child in relation to the  
multi-agency investigation (Kennedy Principles) as well as the development of relationships with 
parents from the outset. This in turn can then affect the quality of the ongoing bereavement 
support provided and communication processes with the families involved. 
 


19.7 Total number of deaths for 2015/2016 = 53  
Obstetric/neonatal cases – 5.  Notified but no rapid response undertaken by Police / SUDC 
Team.  Two cases were children who died in hospital unexpectedly with complex health needs 
in which the service was notified but no rapid response undertaken by police / SUDC Team after 
consideration of the circumstances.  Of the 46 deaths responded to, 41 of these children died 
out of SUDC Nurses working hours.  A full SUDC response by Police and SUDC Nurses was 
carried out in 16 cases (10 of these were child deaths that occurred out of hours, ie, early in the 
morning, so received a full rapid response).  The Police undertook 30 rapid responses.  
Complex Cases (CSC involvement / Strategy Meeting / Referrals) = 19 (11 of these received 
Police only responses). 


 
19.8 A service review has been commissioned by the County Child Death Overview Panel (CDOP).  


It is anticipated that the long awaited findings will highlight areas that may require further 
investment from Commissioners to ensure the SUDC Service remains compliant with the 
statutory requirements within Working together to Safeguard Children (2015).  The review will 
also provide the County CDOP with recommendations for improving working practices and 
provide evidence of service compliance with statutory processes in addition to, outlining areas 
of good practice. The final report is expected to be available in June 2016. 


 
19.8 Work is underway to enhance recording systems; the SUDC Nurses are currently working with 


IT colleagues in sourcing a new system of recording. This will include consideration of the rapid 
response module as part of the new electronic CDOP database. 
 


19.9 The service has also worked with Commissioners in securing fifteen hours equivalent of 
dedicated administration support to assist the service, an increase of seven and a half hours. 
This has commenced from April 2016. It is anticipated that this increase will assist with all 
aspects of co-ordinating the response process and communicating with multi agency colleagues 
thereby ensuring an equitable and streamlined response to all unexpected deaths from the 
beginning to the end of the process. 
 


19.10 Training has been incorporated into the LSCB training programme, the SUDC Team delivered 
four sessions across Lancashire and three within the Blackpool locality. This increases 
awareness and supports application of the SUDC protocol into practice. The aims of the 
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sessions are to clarify individual roles and responsibilities within the Rapid Response Process 
ensuring that learning is disseminated and multi–agency partners are updated. 
 


19.11 In addition, the Lead SUDC nurse is a consistent and only ‘frontline’ member of the Child Death 
Overview Panel. This provides an ‘operational perspective’ to the review of child deaths in 
Lancashire. 
 


19.12 Themes 
 


Unsafe or inappropriate sleeping arrangements have emerged as a recurrent theme during this 
year in a significant number of the deaths pan-Lancashire (13 in total); this is an increase of two 
during the same reporting period during the previous year.  This trend appears to be rising year 
on year.  In view of this, the SUDC Nurses have contributed to a thematic analysis of deaths as 
members of the SUDC Prevention Group utilising their knowledge and insight gained from these 
deaths to contribute to the SUDC prevention agenda. The final report will be available on the 
LSCB website.  
 
Thirteen of the deaths had a significant safeguarding element to them, some as well as, unsafe 
/ inappropriate sleeping arrangements.  A substantial number of these deaths involved parental 
misuse of illicit substances, namely cannabis with others involving alcohol use age. 
 
In addition, four children died as a result of a tragic accident, twelve children suffered from a 
known / complex medical condition, twelve children died following a period of being unwell, one 
child died by hanging and five of the deaths were either obstetric cases or neonates. 
 


19.13 The SUDC service continues to receive positive feedback from both professionals and 
bereaved parents regarding the individual support provided by the SUDC Nurses. This has 
included supporting parents at Inquest, facilitating meetings and accompanying to appointments 
with Paediatricians where appropriate. 
 


19.14 The service continues to develop as a result of the learning and response to each death and is 
constantly striving to improve and act upon feedback both from service users and partner 
agencies. 


 
20. Safeguarding Adults 


 
20.1 2015-16 has seen a significant increase in referrals to LCFT Safeguarding Adult’s Team; this 


may be attributed to the increased awareness of the safeguarding adult’s agenda and 
responsibilities. 


 
20.2 LCFT has integrated the LSAB priorities and plans in determining its own strategic plans, to 


protect adults in vulnerable situations from abuse and neglect, with the Networks also 
incorporating plans into their business, reporting progress to LCFT Safeguarding Group. 


 
20.3 LCFT promotes a culture where staff feel able to raise concerns (whistleblowing) without fear 


and that there is an understanding of the need for staff support to achieve effective outcomes 
for vulnerable people. 


 
20.4 The Care Act 2014 and the Care and Support Statutory Guidance places a duty on key people 


and bodies to make arrangements to ensure that their functions are discharged with regard to 
the need to safeguard the welfare of adults at risk of abuse and neglect.  Since April 2015 this 
has had a significant implication for the adult social and health care workforce in England.  The 
changes have impacted on all care providers, including LCFT in the delivery of care, and the 
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expectations and duties placed on them by 
the new legislation.  The organisation has 
responded positively to the new and 
increased demands.  


 
20.5 LCFT Safeguarding Team and LCFT 


clinical staff contribute to safeguarding 
enquiries where they are providing care 
and treatment to patients within their 
choice of residence.  Currently, 
appropriate expert clinical knowledge and 
advice is provided to inform strategy 
discussions and decision making relating 
to safeguarding enquiries and 
investigations along with supporting failing 
nursing homes. 


 
20.6 Multiple residential home closures have 


resulted in further increased demand on 
LCFT Community Health Services.  
Closure and safeguarding processes have 
required nursing health needs 
assessments to be completed on an 
unprecedented number of residents which 
has generated referrals to other service 
lines.  LCFT Safeguarding Team and 
Community Health Services have provided 
support through Quality Improvement 
Plans (QIP) for the independent nursing 
sector, this has ensured that resident’s 
health needs have been assessed and 
unmet need identified, which then informed 
appropriate new placements.  


 
20.7 During 2015-16 LCFT have received increasing numbers of requests to contribute to enquiries 


into complex care when safeguarding concerns are identified.   
 
20.8 The Safeguarding Team and LCC Safeguarding Enquiry Service have been working in 


conjunction, to formalise information sharing to support multiagency decision making within a 
safeguarding investigation.  A six week pilot has commenced within the central locality, which 
following the pilot period, will be reviewed to inform the way forward and future practice. 


 
20.9 In our recent CQC Compliance Inspection across the Trust, Safeguarding and application of the 


MCA was integral and overlaid across lines of enquiry.  This provided a platform to share some 
of the good safeguarding practices within LCFT. 


 
20.10 LCFT Annual Member’s stakeholders Conference took place in October 2015, with this year’s 


focus being safeguarding.  Workshops were held and facilitated by members of the 
safeguarding team on The Care Act, Prevent, Domestic Abuse, Children Looked After and Child 
Sexual Exploitation.  The conference was also attended by partner agencies from both statutory 
and third sector; outputs have been collated and will inform LCFT’s Strategic Safeguarding 
vision from April 2016 going forward. 


 


 Case Study 
 
Mrs A was a 75 year old lady. She had had stroke 
and resided in a residential home within the 
Central Lancashire locality. The dietician visited 
Mrs A and whilst on a routine visit to review Mrs A 
she was informed that she had enjoyed her lunch 
of sausage, mashed potatoes and peas, but had 
choked following ingestion; at the time of the visit 
she appeared much better.  Care plans were in 
place that stipulated Mrs A should have a pureed 
diet.   
 
The dietician was concerned that Mrs A’s health 
needs were not being met, that she could have 
been exposed to potential harm and that there may 
have been an omission in care.  An alert was 
raised by the dietician which triggered a multi-
agency response. It was established that staff 
didn’t fully understand what that meant by pureed 
diet and why this was important to Mrs A’s care.   
The dietician contributed to the safeguarding 
enquiry and multi-agency work was undertaken 
within the residential home to prevent further harm 
to Mrs A and others.  There had been a large 
turnover staff which had affected communication, 
staff knowledge and skills. Multi-agency partners 
invested in facilitating training and development 
sessions for staff to develop competencies and 
understanding. The Dietician facilitated some 
training in respect of the need for pureed diet and 
the impact a stroke may have on swallowing and 
cough reflexes.  All staff took part from the resident 
Cook to the Care staff to try and prevent similar 
incidents. 
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20.11 The Safeguarding Adults / MCA Champions model has been further developed and there are 
Safeguarding Champion within all Networks. Safeguarding Champions meetings are fully 
operational and meet quarterly with the Safeguarding Adult Named Nurses. The organisation 
has achieved its vision of having a champion within ‘arms’ reach within the Trust which 
enhances provision of safeguarding advice and support to Practitioners. 


 
21. Prevent 


 
21.1 The new Counter Terrorism and Security Act (CTSA) came into force on 1 July 2015 which 


places a statutory duty on specified authorities; to have “due regard to the need to prevent 
people from being drawn into terrorism”. 
 


21.2 LCFT remains as a priority Trust, with Blackburn and Darwen and Burnley being priority areas 
and continues to submit quarterly returns to NHS England, which includes training compliance.  
 


21.3 There continues to be consistent LCFT representation on Lancashire’s Channel Panel by the 
Safeguarding Adult Named Nurse, Central Locality and both Adult Named Nurses take the 
operational lead on the Prevent agenda, with strategic leadership from the Associate Director of 
Nursing Safeguarding.  
 


21.4 There has been a noticeable increase in the number of cases referred to the Channel Panel 
from other statutory agencies following the revised Channel Duty Guidance. There continues to 
be a consistent high number of children’s referrals to the Channel Panel; therefore the 
Safeguarding Adult team are working collaboratively with their Safeguarding Children’s 
Practitioners to promote a holistic approach. 
 


21.5 The provision of the Prevent agenda is underway and there are challenges across all health 
organisations in the delivery.  The delivery of WRAP 3 face to face training has been reduced, 
due to fewer facilitators, which have been addressed, by the successful appointment of a WTE 
Practice Trainer within the Quality Academy.  The Practice Trainers have Prevent within their 
portfolio and are working in partnership with the Safeguarding Team in supporting the delivery 
of the Prevent mandatory training. This is a really positive step to increase awareness and to 
meet our new statutory responsibilities. 
 


21.6 Members of the Safeguarding Adults and Children’s Team, have attended the health WRAP3 
training and are able to provide advice and consultation to staff that may need to raise concerns 
and seek advice, concerning vulnerable children and adults who may be at risk of exploitation or 
violent extremism. 
 


21.7 LCFT has a procedure for the Implementation of the Prevent Strategy (SG005), together with 
the Safeguarding Adults Procedure (SG008) that reflects the prevent agenda. 
 


21.8 LCFT have secured monies from NHS England to fund and host a Prevent and Human 
Trafficking conference in the summer of 2016. 


 
22. Mental Capacity Act (MCA) (2005) & Deprivation of Liberty Safeguards (DoLS) 


 
22.1 There is an overall vision in that MCA including DoLS responsibilities are integrated into the 


Trust Safeguarding plans and priorities and a shared approach to MCA outcomes and the 
promotion of the rights of people who may lack capacity.  
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22.2 The Trust is engaged in the work of the County MCA Planning Group which is now a formal Sub 
Group of the Safeguarding Adult Board.  The MCA is integrated into the work of the Trust 
Mental Health Law Sub-Committee and Mental Health Law Groups within each Network provide 
a forum where complex MCA cases can be discussed. 


 
22.3 DoLS activity is closely monitored and themes and trends fed-back to Networks.  The Trust has 


undertaken a self-assessment against delivery of the ADASS Implementation Tool to identify 
areas for development and drive practice, the MCA Practitioner is developing an MCA DoLS 
leaflet for service users and their families.   


 
22.4 There is a rolling training programme in place and additional external training has been 


commissioned to increase awareness and develop competencies.  Bespoke MCA training has 
been delivered across the organisation and to individual service lines / teams to meet need.  We 
have commissioned AFTA Thought to deliver MCA and Domestic Abuse training events during 
Q4, in response to a thematic review of DHR’s and subsequent action plan. 


 
22.5 The  LCFT Mental Health Law Sub-Committee strengthens strategic direction and 


accountability.  The Committee reports directly to the LCFT Quality and Safety Committee and 
the Executive  Management Team.  There are Mental Health Law Groups within each Network 
where complex cases can be discussed.  The MCA Practitioner and Mental Health Law Team 
are developing a leaflet for service users and their families. 


  
22.6 Work is underway to strengthen the interplay between the Mental Health Act 1983 and 2007 


(MHA) and the Mental Capacity Act (MCA) (2005) and The Mental Capacity Act Deprivation of 
Liberty Safeguards (MCA DOLS 2009) relevant to the Trust responsibilities.  As an action from 
the Quality and Safety Sub a letter and pathway guidance has been issued to all Consultants 
regarding the interface between the MCA and MHA ,to remind them of the guidance within the 
code of practice.  


22.7 This was to support staff in their decision making  in  respect of use of the appropriate 
legislation and supports a clear Trust position statement to provide consistency and a sensible 
approach.  It  provides Responsible Clinicians with a framework to support use of MHA or MCA. 
This will strengthen systems for managing how the legislation is applied in services. 


 
22.8 Findings and recommendations from the CQC report in 2015, Monitoring the Mental Health Act 


in 2014/15, state:- 
 


The CQC ‘expect providers to have systems in place that support staff to understand the 
different frameworks and monitor how these are applied in individual situations.’  
 


22.9 The revised Code of Practice also introduced chapter 13 – Mental Capacity and Deprivation of 
Liberty, which aims to make the crossover between the MHA, the MCA and the DOLS clearer 
and our Policy revised accordingly.  


 
22.10 LCFT can demonstrate that they use DoLS to safeguard people’s rights and a pathway is in 


place.  Processes are linked to CQC and LCFT also informs the coroner if a patient dies and is 
subject to a DoL.  Guidance for best interest decisions is available for all staff and a process is 
in place to ensure statutory notification of all DoLS applications, this is followed. 


 
22.11 An MCA Module is in place within Clinical records to support assessment of capacity and an 


MCA Screening Tool is also in place to capture consent to admission and treatment.   
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23. Mental Health 


 
23.1 There remains a continued Mental Health and Safeguarding Children’s resource in the BwD 


Team to provide specific expertise and support regarding specific safeguarding issues that arise 
in mental health services across LCFT.  This ensures that safeguarding continues to be further 
embedded into mental health services and to provide a link back to the CCG. 


 
23.2 The Safeguarding Adult’s activity within Mental Health Services has been strengthened by the 


Specialist Safeguarding Adult Practitioner; Mental Health who has attended Community and 
Inpatient Teams and ward meetings to raise the profile of Safeguarding Adults and ensure that 
safeguarding is considered at every opportunity.  


 
23.3 To support compliance with mandatory safeguarding children training requirements additional  


Level 3 full day safeguarding children sessions were arranged for The Harbour staff to and 
delivered on site. 


 
23.4 There is continued commitment to the partnership training programme with both Blackburn and 


Blackpool safeguarding boards: ‘Mental Health Issues in relation to safeguarding’ was delivered 
via both boards in Q4. The courses were oversubscribed and were very positively evaluated, 
with trainer knowledge being highlighted as strength. The course remains on the training 
programme for both boards going forward. Future dates have been agreed. 


 
23.5 Blackpool Safeguarding Children’s Board (BSCB) arranged a workshop to review multi-agency 


working where violence, substance misuse and mental health issues were recognised as high 
risk for children and young people.  LCFT was asked to participate and do a presentation on the 
work of mental health services across LCFT with a focus on Blackpool.  


 
23.6 As a result of concerns around the “Toxic Trio”  BSCB are looking at formulating a full days 


training programme to raise awareness.  
 
24. Domestic Abuse (DA) including: Honour Based Violence (HBV) / Forced Marriage 


(FM) / Female Genital Mutilation (FGM) 


 
24.1 LCFT is fully committed to the Multi-Agency Safeguarding Hub (MASH) process which 


manages the risk assessment of domestic abuse notifications. LCFT have specialist 
practitioners working in the MASH team to ensure timely information is shared to support 
decision making by the Police and CSC regarding incidents of domestic abuse and the 
impact on any children involved. 
 


24.2 DA / FM / HBA is included in all Level 1 and Level 2 training, mandatory for all staff.  There 
is additional Multi Agency Risk Assessment Conference (MARAC), DA and impact on 
children training and FM/HBA/FGM delivered across all localities internally and staff have 
access to LSCB training. DA is included within safeguarding adults level 2 training . 
 


24.3 All Multi Agency Risk Assessment Conference (MARAC) meetings are attended by the 
LCFT Safeguarding service and relevant information is gathered prior to meeting and 
shared as appropriate. Feedback is given to staff and actions monitored via MARAC 
meeting in accordance with Coordinated Action Against Domestic Abuse (CAADA) 
guidance. It is recognised that the number of cases coming to are continuing to rise, this is 
despite the pre-MARAC screening process that is in place. A recent independent review of 
the MARAC process has delivered some detailed recommendations for service delivery 
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developments which will be addressed by a multi-agency team going forward in the year 
2016/7. 
 


24.4 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. 
 


24.5 Staff will work within clear guidelines set out within the MCA policy and make appropriate 
best interest decisions for those adults who lack capacity when it is thought they are 
experiencing domestic abuse. 
 


24.6 Changes in legislation and statutory guidance in relation to DA, HBA, FM, and FGM are 
communicated to staff and policy, procedures and training packages updated to reflect the 
changes eg Forced Marriage being made a criminal offence since June 2014; introduction 
of Clare’s Law March 2014;  Duty to protect from FGM Serious Crimes Act 2015; Duty to 
report FGM as a crime amended FGM Act 2013; introduction of FGM Protection Orders 
2015.  
 


24.7 LCFT have continued to be involved in all partnership working across Blackburn with 
Darwen and Pan Lancashire with regards to service delivery and planning to address 
Domestic Abuse issues. A new strategy for 2016-20 has been presented to the Blackburn 
with Darwen Domestic Abuse Strategic Group. This has an emphasis on local need and a 
focus on early intervention. The strategy will be delivered through Local Government.  
 


24.8 Statutory reporting of FGM continues in line with the National Dataset.  There has only 
been one historic case of FGM confirmed this year, however, the national reporting 
requirements for FGM were only introduced in October 2015.  For next year we will have a 
clearer picture of the number of cases within the full year.   
 


24.9 A thematic review of three LCFT Internal Management Review (IMR) reports for three 
statutory Domestic Homicide Reviews (DHR) has been undertaken. This has been 
triangulated with the benchmark of the NICE guidance, Domestic violence and abuse. 
Findings have been translated into an action plan.  


24.10 Routine enquiry is expected in services working closely with children and families, further 
work is underway to strengthen routine enquiry in Mental Health Services.  Clinical risk 
training in Mental Health Services was updated to Include assessment of Domestic Abuse 
and routine enquiry, the Clinical Risk Training handbook was also updated.  
 


24.11 We have a Trust-wide action plan, strengthening and embedding NICE Guidance further 
into practice with adult service providers to ensure routine enquiry is embedded.  LCFT 
Making Every Contact Count (MECC) programme is about enabling staff to make a 
difference through a client-centred approach to care via a trust wide training initiative.  The 
programme promotes staff to ask service users, advise and act.  Phase 2 of the MECC 
programme is currently underway this will include routine enquiry in respect of Domestic 
Abuse. 


 
25. Safer Workforce 


 
25.1 All new staff and those changing roles involving ‘regulated activity’ within the organisation 


undergo enhanced / standard DBS clearance in line with DOH guidance. Three yearly DBS 
checks are in place for all staff into their role which involves enhanced / standard DBS 
clearance in line with Commissioners guidance. Three yearly DBS checks are in place for all 
staff in regulated positions in the Services Network and Children’s and Families Network. Bank 
staff working in these areas are subject to annual review of their DBS checks. 
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25.2 Over the last twelve months monthly meetings have taken place between the Associate Director 


HR Operations (Interim) and the Associate Director Nursing Safeguarding to review all 
disciplinary cases that relate to safeguarding activity across the Trust. This includes reviewing 
cases that relate to substantive and bank staff.  


  
25.3 As a result of these meetings processes to manage allegations against staff have been 


strengthened and issues have been identified and addressed in a more timely manner, this has 
led to more timely and co-ordinated contact with relevant Local Authorities and Police.   


 
25.4 The close working relationship between HR and LCFT Safeguarding Team highlights and 


address issues as they arise to ensure appropriate action is taken in relation to safeguarding 
related incidents. 


 
25.5 This has now led to the inclusion of allegations against ‘Bank’ staff and the HR Team have 


supported the Bank to record and monitor allegations.  All volunteers at the Trust undergo DBS 
checks before given access to patient areas. The thematic review attempted to raise the 
emerging issues and themes arising from the cases. A report was presented to the People 
Committee early 2016. A further piece of work needs to be commissioned and undertaken to 
look deeper into lessons that can be learned from the cases.  This work will also consider, what 
set of circumstances staff need to support staff delivery of their professional standards. 


 
25.6 The Associate Director of Nursing for Safeguarding is the LADO Lead for the organisation and 


works closely with HR and local authority LADO for adults and children.  
 
25.7 The reports have been published by the relevant hospital trusts - 44 reports have been 


published:  28 in June 2014 and 16 in February 2015.  Monitor and the NHS Trust Development 
Authority requested all. 


 
25.8 The Trust reviewed practice against the recommendations within the Lampard Report that 


reviewed the activities of Jimmy Savile in relation to hospitals / hospice premises.  An action 
plan was developed in response; this was submitted to Monitor and the Safeguarding Adults 
and Childrens Boards. All actions have now been achieved and a new Policy for Media, 
Celebrity and VIP visitors will be available to all staff. 


 
26. Key Strategic Priorities 2016 - 2017 


 
26.1 We will launch our three year Safeguarding Vision that outlines the priorities for the Trust to 


ensure LCFT continues to work with partners and the individuals and communities it serves.   
Delivery of this vision will be led strategically by the LCFT Safeguarding Team, however the 
Safeguarding Vision advocates a whole organisational approach to safeguarding and will 
support realisation of the Trust “Quality Plan and Our Vision”.   


 
26.2 We will delivery the safeguarding objectives within the Nursing and Quality Directorate 


Operational Plan. 
 
26.3 We will provide the Trust Board, the Pan Lancashire Safeguarding Children and Adult Boards, 


Commissioners and CQC of assurance that safe and effective processes are in place to 
safeguard all vulnerable patients who access our services across LCFT. 


 
26.4 We will work alongside the Networks to provide assurance that safe and effective processes are 


in place to safeguard all vulnerable people who access their services across LCFT. 
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26.5 We will lead the work to enable the Trust to discharge its statutory responsibilities for Children 
Looked After (CLA). 


 
26.6 We will support implementation of the Care Act and ensure a high standard of safeguarding 


arrangements are in place. 
 
26.7 We will drive quality of care by embedding safeguarding practice into care and support a 


competent and compassionate workforce, engage a competent and intelligent workforce by 
supporting staff to acquire the knowledge and skills required to support safe care. 


 
26.8 We will apply a robust approach to tackling domestic abuse and drive high-quality care, early 


intervention and evidence based practice. 
 
26.9 We will drive quality and participation across all service lines within the safeguarding service.   
 
26.10 We will benchmark processes and practice to provide a head start in being proactive and 


preparing to meet the expectations of the Goddard inquiry.  This will document what we do, to 
establish a clear and comprehensive record of searches we will have undertaken and steps we 
have taken to compile our responses. 


 
27. Challenges 


 
27.1 There has been a continued increase in the amount of safeguarding activity at a strategic, 


quality assurance and individual case level.  Again Safeguarding Adult activity continues to  
increase significantly, partly due to increased awareness of responsibilities but also due to the 
introduction of further guidance and the Care Act 2015.  This will continue to increase the 
demand and workstreams for the Safeguarding Team and staff within the Networks.  The 
Safeguarding agenda is ever increasing with increased scrutiny on performance and 
orgainsatiional accountability. 


 
27.2 There is a minimal resource for both MCA specialist advice and support and Adult Safeguarding 


and as the complexity of cases increases this places an increased demand on a stretched 
resource.  We have,  however, developed our advice and consultancy model to ensure staff 
have a sameday response from the Team in complex cases.  We are discussing models of 
delivery and service specifications with Commissioners to modernise and prioritise safeguarding 
activity. 


 
27.3 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 offered and to map requirements and 
compliance to roles through the implementation of the new ESR system.  We will also intent to 
support staff to make further use of the Safeguarding Passport to support a flexible approach to 
learning. 


 
27.4 We will launch our  three year Safeguarding Vision which outlines the priorities for the Trust to 


ensure LCFT continues to work with partners and the individuals and communities it serves.  
The Vision encompasses safeguarding from early help through to protection of harm. 
Safeguarding best practice can only be achieved through effective inter-agency working and 
public engagement. This Vision outlines the commitment of LCFT to work with partners and the 
individuals and communities it serves to enable safe and effective safeguarding services with 
the service user at its heart.  Achieving our objectives and Vision for safeguarding will be 
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challenging for the Trust, both strategically and operationally.  Progress will be monitored 
through the LCFT Safeguarding Group. 


 
27.5 Delivery of this vision will be led strategically by the LCFT Safeguarding Team, however, the 


Safeguarding Vision advocates a whole organisational approach to safeguarding and will 
support realisation of the “Quality Plan and Our Vision”.   The Safeguarding Vision is reliant 
upon ownership and collaboration across all Networks and Directorates. 


  
28. Conclusion  


 
28.1 This Report presented an overview of the work that has been carried out regarding 


Safeguarding in LCFT from April 2015 to end of March 2016.  It summarises the key 
safeguarding activities and achievements in this reporting period.  It has been important to 
maintain the quality of safeguarding practice across the Trust during a challenging period of 
change, development and continuing financial austerity.  The  current  safeguarding 
environment is difficult as the complexity and numbers of safeguarding cases increases. 
Supporting staff in day to day practice through the delivery of high quality training has been 
essential, underpinned by case management, expert  advice and supervision delivered by the 
Safeguarding Teams. 


 
28.2 This Report presented an overview of the enormous amount of work that has been carried out 


in respect of Safeguarding activity in LCFT from April 2015 to end of March 2016. 
 
28.3 Assurances are provided that although there remains an ever increasing challenge to sustain 


the high levels of support and standards of safeguarding practice; the commitment of LCFT to 
the safeguarding agenda is sustained.  The Safeguarding Team have ensured a steady focus 
on safeguarding responsibilities for the Organisation; safeguarding practice is effective and 
there are repeated examples of good practice and outcomes for vulnerable children and people. 


 
28.4 Going forward the LCFT Safeguarding Vision identifies five objectives that will outline how we 


aspire to continually improve safeguarding standards and practice across key areas to support 
delivery of the Trust Strategic Priorities. 


 
1. Safeguarding At The Heart of Everything We Do 
 The Safeguarding Vision will be embedded into network practice and reflected in all areas 


of the Trust business.   
 
2. Effective safeguarding structures and accountability 
 There will be transparent, accountable governance arrangements and organisational 


structures within the Trust in accordance with statutory requirements that supports the 
business of the Local Safeguarding Children and Adults Boards.   


 
3. Learning through experience 
 We will systematically learn through experience and ensure services are developed and 


monitored which promote the welfare of our communities. 
 
4. Developing Safeguarding and Mental Capacity Act competencies, knowledge and skills  
 We will strengthen safeguarding practice and enable staff to work effectively to recognise 


and prevent harm through a combination of learning, supervision and the continual 
development of knowledge, respectful attitudes and values. 


 
5. Engaging with service users and strengthening participation 
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We will explore innovative opportunities to plan and develop our services that are 
informed by the experiences of service users, their families, carers, staff and partner 
agencies. 


 
28.5 Our success  and aspirations will be measured by delivery of our Safeguarding Vision which 


supports realisation and delivery of the “Quality Plan and Our Vision”. The principles of 
safeguarding will be a thread throughout high quality care delivery 
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outcomes for the children of prisoners and welcome the priorities of the Safeguarding Children’s 
Board to focus on young people whose parents are involved with the Criminal Justice System. 

The Offender Rehabilitation Act 2014 introduced a period of supervision in the community for 
offenders sentenced to less than 12 months in custody who previously would have been released 
unconditionally at the end of their prison sentence. All adult offenders sentenced to more than 1 
days’ imprisonment for any offence committed after the Act came into force, are now released on 
licence to Probation. Many of these will be managed by the CRC but those presenting a high risk 
of harm are the responsibility of the NPS giving us a further opportunity to contribute to improving 
the experience of children of prisoners 

The NPS in Lancashire is committed to supporting the LSCB 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 Children’s Social Care in the 
future. 

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.   

Public protection is at the heart of all work undertaken by CLCRC and therefore the organisation 
is committed to supporting the work of the safeguarding board and taking a multi-agency 
approach to the safe management of all safeguarding cases.  In doing so, staff are expected to 
maintain close liaison with police and children’s social care and ensure that sentence plans and 
risk management plans are aligned with any child protection plans which are in place. 

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 their families. It 
employs over 1,500 frontline staff.   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 key examples of work undertaken by Cafcass in 2015/16 to promote 
continuous improvement: revisions of the Quality Assurance and Impact Framework and 
Supervision Policy; implementation of and Equality and Diversity Strategy; extension of the Child 
Exploitation Strategy to address trafficking and radicalisation; development of innovations to 
improve practice and support family justice reform; contribution to the government review of 
Special Guardianship Orders; continued work with a range of partners; and the completion of a 

 18 

 



service user feedback survey looking at the interim outcomes of children six to nine months after 
the conclusion of private law proceedings.  Further detail on these developments can be found 
here: 

CAFCASS - LSCB 
annual reports 2016   

 
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.  The Board has been in receipt of recent reports giving assurance 
about the range and availability of 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.  A scoping exercise carried out in 2012/13 
concluded that RSLs and Local Authority providers generally had good safeguarding 
arrangements but that private landlords often may not . 
 
Voluntary, Community and Faith Sector – The County has a rich and diverse range of different 
VCFS organisations providing a wide range of service on a commissioned and non-
commissioned basis (e.g. – carers support, advocacy, fostering agencies, lobbying, consultation).  
These agencies are represented on the board and actively participate in learning and 
development activity. 
 
Schools – There are over 600 mainstream schools including 30 special schools and 10 short 
stay schools of which currently 7 have been judged to be inadequate.  There are also a 
significant 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. 

 
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.  There was one 
judgements of inadequate in 2015/16 which related to homes ran by the local authority.  The 
LSCB was immediately informed of the local authority's response and action in terms of 
improvement. 
 
A Serious Case Review is underway following concerns about provision of safe care for troubled 
adolescents in one private sector establishment. 

 
There are 79 Children's Centres. 92% of which are judged as 'Good' or 'Outstanding'; none are 
judged as 'Inadequate'.  Children’s centres in Lancashire are notified of all new births and make a 
universal offer of support to families. 
 
828 child minders provide day care across the County (1 judged to be inadequate), 356 day 
nurseries (2 settings judged to be inadequate) and 154 pre-school play groups (2 settings judged 
to be inadequate).  91.8% of private and/or voluntary settings are judged to be good or better and 
88% of child minders are judged good or better. 
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Cafcass Submission to LSCB Annual Reports 2015/16 


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 their families. It employs over 1,500 frontline staff.  


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 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.  


 







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.  
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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.  
2015/16 has seen a particular focus on the safeguarding elements of the licensing function in 
respect of private hire cars and taxis.  All District Councils have been reviewing their policies and 
procedures and updating their training programmes. 
 
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 children. These 
include: 

Multi-Agency Practice Inspections 
One Multi-Agency Safeguarding Practice Inspection was completed in 2015/16.  This was a 
district based inspection using the Ofsted framework in the district of Preston. The inspection was 
made up of four elements: pre-inspection information; case file scrutiny; observation of frontline 
practice; and interviews with frontline staff and their managers.  An experienced multi-agency 
team carried out the inspection, supported by a group of Young Inspectors who visited a primary 
school to seek the views of young people.  Findings highlighted a number of key strengths and 
identified areas for improvement. A summary of the inspection report can be found at Appendix 
one. 

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 was updated in 2014-15 to encourage agencies to 
consider their safeguarding arrangements specifically in relation to training for counter terrorism 
and child sexual exploitation. The Section 11 audit tool once completed provides the board with 
assurance that all agencies have the necessary arrangements in place to safeguard children.  
Compliance levels are generally high across the standards set out in the audit, the 2015/16 
return sees 89.7% indicators returned as fully compliant (green) and only 10.3% partly compliant 
(amber). In 2015/16 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. Where such issues exist, the tool allows the agency to provide the board with 
evidence that these issues are being addressed. Progress on areas of improvement will be 
tested via the quality assurance and challenge process and a further monitoring process 
requiring agencies to give regular updates on progress. There are currently no outstanding 'red' 
indicators. The section within the tool which relates to inter-agency working is most frequently 
graded green, with none of the agencies marking themselves as amber or red for this indicator.  

Themed Audits 
In the previous Annual Report the LSCB reported on a diagnostic exercise in respect of the multi-
agency arrangements for specialist services to support children at risk of or experiencing Chid 
Sexual Exploitation.  In 2015/16 a follow up exercise reported to the Board on progress 
(information can be found below).  

In 2015/16 themed audits were undertaken about Children Missing from Home and CLA who are 
placed outside the local authority.  The outcome of these audits are to be reported to the LSCB 
during 2016/17. 
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In 2015/16 the LSCB commissioned a diagnostic review into the Multi Agency Safeguarding Hub 
(MASH) in order to provide the basis for future development of the MASH, seeking to compare 
developments in Lancashire with models which exist elsewhere and which have been part of 
effectiveness reviews. The purpose of this MASH diagnostic was to assess – “how do we know 
what good looks like?”, to draw upon what research and good practice tell us.  Numerous MASH 
visits were conducted across the country and identified that there was no ‘off the shelf’ product 
found for implementation in Lancashire. It is evident that a MASH has to be tailor made to meet 
local requirements of its communities and partners.  Lancashire Constabulary hosted two MASH 
Practitioner and Manager events to explore and understand multi-agency professional’s view of 
MASH. These events sought to understand a number of aspects of MASH from partner’s 
perspectives - the strengths, weaknesses and purpose of MASH and to consider options moving 
forward. These events were inclusive of Blackpool and Blackburn local authorities as well as 
Lancashire County Council. 

Work continues to progress the MASH to phase 2 of is development and a reporting detailing the 
findings of the diagnostic is due to be published in Summer 2016. 

Annual Reports 
The Board also receives a number of annual reports in relation to key multi-agency services as 
follow: 
  

1. LADO (Local Authority Designated Officer)  
2. CAF 
3. Wellbeing, Prevention and Early Help 
4. Counter Terrorism  
5. Domestic Abuse 
6. IRO (Independent Reviewing Officer) 
7. MAPPA (Multi-agency Public Protection Arrangements) 
8. MASH (Multi Agency Safeguarding Hub) 
9. Secure Estate  (Young offenders institutes) 
10. Private Fostering  

 
A summary of key findings from each of these reports for 2015/16 is available at Appendix 2. 

Themes from Child Death Reviews 
The Child Death Overview Panel 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 2015/16 are as follows: 

• 7% of deaths were of children from an Asian Pakistani heritage, compared with the child 
population of 6% in the 2011 census 

• 60% of children were aged under 1 year (35% under 28 days and 25% 28 – 264 days) 
• 38% of deaths were due to chromosomal, genetic and congenital anomalies and 23% were 

due to perinatal/ neonatal events.  
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• 31% of deaths were identified to have modifiable factors* 
• Of the 31% of deaths identified to have modifiable factors the most common category of 

death was perinatal neonatal events (33%), this was also the case for Pan-Lancashire. The 
second largest category to have modifiable factors was sudden, unexpected, unexplained 
deaths (22%).  

• The four most common modifiable factors were service provision, parenting capacity, alcohol/ 
substance misuse in a parent/carer and smoking. 

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

Learning from Serious Case Reviews 

During 2015/16 the LSCB published three Serious Case Reviews, two of which had been 
completed locally and the third by Lincolnshire LSCB in respect of a child who had lived for a 
time in Lancashire.  These reports can be found in full on the LSCB web-site. 

Learning points can be summarised as follows: 

• Child G  

o Professionals sometimes need to think the unthinkable 

o Parental history must be considered and used to inform  future risk assessment 

o People may want to change but may not be able to do so in the timescale of the child 

o Beware of the “rule of optimism” 

o Sometimes people lie and this might be supported by others 

o Remember the impact of adult behaviour on children; consider what the child sees, 
feels, thinks, fears 

• Child O 

o Take account of the impact of parental behaviour on children in assessment and 
decision making 

o While always responding seriously to allegations of domestic abuse recognise that in 
some exceptional circumstances these may need to be questioned 

o Agencies need to understand the context of child homicide in the context of parental 
conflict and private law proceedings 

• Child A 

o When children/young people present at A&E  having used drugs this should trigger 
intensive follow up to understand need and address risk 

o Appropriate resources need to be in place to see young people who have been 
missing when they return so as to asses their vulnerability 

o A specific learning point for a school involved to ensure policies are compliant with 
National guidance in respect of dealing with sexualised behaviour.  

 22 

 



o Full details should be transferred between schools when a child moves and particularly 
when they move out of the authority 

It is of concern that the lessons which emerge from Serious Case Reviews are rarely new to us 
and this highlights the complexity of translating learning into improved practice outcomes.  In 
2016/17 the LSCB is using a different methodology for SCRs which it is hoped will bring about 
more timely and practice informed outcomes which will enhance learning. This will be kept under 
review. 

3. Statutory and Legislative Context for LSCBs   
 

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: 
 
1. 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  
2. To ensure the effectiveness of what is done by each such person or body for those purposes. 

Regulation 5 of the Local Safeguarding Children Boards 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:  
1(a) 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:  

(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;  

(b) 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;  
(c) 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;  
(d) participating in the planning of services for children in the area of the authority; and  
(e) 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. 

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

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

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

• monitor and evaluate the effectiveness of training, including multi-agency training, to 
safeguard and promote the welfare of children 

 
In 2015/16 the government issued additional guidance to all LSCBs in respect of radicalisation 
and extremism which needs to be recognised as a safeguarding issue and should be included in 
the quality assurance work undertaken by the Board. 
 
Additionally the government contacted all LSCB Chairs and Chief Executives of councils in 2015 
following publication of the Jay reinforcing the importance of ensuring robust responses to CSE. 
 

4.  Governance and accountability arrangements  
 
The LSCB was inspected 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 in 2015 and 
was subject to a separate assessment and judgement of its effectiveness. The LSCB was judged 
to be 'good'.   Ofsted Executive summary describes the LSCB as follows: 
 

• Lancashire Safeguarding Children Board (LSCB) is meeting its statutory responsibilities 
and has formed clear protocols and shared priorities across all strategic partnership. 
Working relationships and cooperation across the partnership are strong with appropriate 
focus on children and families.  

• The Board is influential and has initiated a programme of improvements in key areas of 
safeguarding and child protection, for example early help, children missing from home and 
care, and children at risk of sexual exploitation.  

• The Board engages in a variety of meaningful ways with children and young people to 
enable their views and opinions to influence and shape priorities and improvements. It 
prioritises the needs of looked after children and is working jointly with the Corporate 
Parenting Board to improve the quality of placements across the area. It has challenged 
partners and can demonstrate its impact in a number of important areas for children and 
families  

• The multi-agency training programme is diverse, well evaluated and is starting to be 
measured for its impact on frontline practice.  

• The Board facilitates a comprehensive multi-agency auditing programme to test the quality 
of practice and services to inform improvements. Audits have examined thresholds for 
early help but have not yet focused on testing out that thresholds have been appropriately 
applied at every stage in the child’s journey.  

• The Board has identified female genital mutilation as a priority in the business plan. A lack 
of information about prevalence makes it difficult for the Board to effectively hold agencies 
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to account for the safeguarding of children and young women who are at risk of or have 
experienced female genital mutilation.  

• The Board’s annual report does not include findings from its analysis of changing patterns 
and trends in child protection categories. This is a missed opportunity to share what has 
been learnt across the wider partnership and with the public.  

 
Not-withstanding the positive findings the Board was concerned that, whilst having identified 
many of the deficits in services through its own work, and required services to develop action 
plans in response, its work had not exposed the serious and significant failings Ofsted found.  
The Board has reviewed its approach to quality assurance and made significant changes which 
will impact in 2015/16. 
 
The LSCB is structured as illustrated below. The chair is held to account by the Chief Executive 
of the Local Authority through regular meetings and its Board members participate in a process 
of standardised appraisal. 
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* Full Board membership can be seen at: http://www.lancashiresafeguarding.org.uk/about-us/board-structure.aspx  
 
 
The LSCB Executive Group continues to carry out the executive function and deals with the 
general business of the Board and has oversight of the Budget, Business Plan, performance 
information, risk register and any themed reports or annual reports required by the LSCB. The 
LSCB holds the Executive to account and ratifies / challenges any decisions made by the 
Executive where necessary. In 2014/15 the Local Safeguarding Groups were merged with the 
District Children's Trusts which resulted in 5 Children's Partnership Boards which bring partners 
together locally under the wider children's agenda. The LSCB holds these to account for 
coordination of effective safeguarding and development of action plans to deliver safeguarding 
priorities locally and ensuring safeguarding is embedded in their priorities and plans. 
 
Partnerships in Lancashire such as the 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. The LSCB has arrangements in 
place to share its annual report with these key strategic groups and join up the business planning 
processes so priorities can be shared and reflected accordingly. 
 
The LSCB Chair is a member of the Children and Young People's Trust and the Health and 
Wellbeing Board. A protocol is in place to define the relationship between the groups and their 
chairs.  
 

LSCB Business Plan - Strategic Priorities 
The LSCB has a well-developed business planning framework/cycle based on the strategic 
priorities. The business plan is written and agreed at the start of the financial year following a 
review of the previous year's plan to ensure continuity and carry forward of key priorities where 
applicable. Progress is monitored via the Executive meeting using a 'RAG' system to identify 
where activities are not progressing as planned and agree corrective action. The plan is a 
dynamic document which is regularly refreshed and amended to take account of unforeseen 
changes or external factors that may come to light in year.  The priorities and tasks within the 
plan are, in the main, delivered through the work of the sub-groups. However, a number of 
developments are delivered directly by the LSCB Executive, the Chair and the management 
team.   
 
The LSCB's broad strategic priorities were set out in the business plan for 2015/16 as follows: 
 
Priority Area 1: Improve the effectiveness of agencies and the community in preventing child 
sexual exploitation 
 
Priority Area 2: Improve the effectiveness of agencies in meeting the needs of Children Missing 
for Home, Care and Education 
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Priority Area 3: Improve the effectiveness of safeguarding activity for children in specific 
circumstances: 

• Children placed in Lancashire from other areas, and in other areas from Lancashire 
• Children whose parents are in prison 
• Children in need of support for emotional and mental health issues 
• Children who are Privately Fostered 

 
A detailed business plan is kept up to date and can be viewed on the LSCB website. 
 
Child sexual exploitation 
 
Following a comprehensive 'diagnostic' assessment of current multi-agency CSE arrangements 
in Q4 of 2014/15, a detailed report was completed by the LSCB Chair which identified both areas 
of good practice and areas requiring further development.  All agencies were asked to consider 
and respond to so the LSCB could be assured that recommendations were being taken forward. 
The diagnostic has been explored with key statutory leaders, in particular the Lancashire County 
Council Chief Executive and Chief Constable and Police and Crime Commissioner and a number 
of positive changes have been reported during 2015/16 (see below).  Other strategic 
developments around improved performance monitoring and quality assurance are proposed and 
will be progressed in 2016 – 17 and will be reported in the next annual report. 

Child Sexual 
Exploitationrespons         
 
2015/16 has seen a record number of referrals to the CSE teams although the reported crime 
rate remains stable.  This is seen as a positive step as more children are being identified and 
offered support.   
 
National CSE awareness week was in November 2015 and was marked by Pan-Lancashire 
conference which highlighted the vulnerability of boys.  CSE awareness day in February 2016 
involved activities across all agencies to promote CSE awareness.   
 
The Children’s Partnership Boards have all developed CSE action plans to enhance support at a 
local level. 
 
In partnership with the Police and Crime Commissioner, the LSCB has been working to improve 
safeguarding policies and practice in respect of private hire cars and taxi drivers. Training has 
been delivered to hundreds of drivers and to licensing committees across the county and will 
continue into 2016/17. 
 
Work is ongoing to improve engagement with BME communities with two voluntary sector 
agencies commissioned in the east of the county to take a lead.  
 
Children missing for home, care and education 
 
The LSCB (in partnership with unitary colleagues) has in place a Pan-Lancashire operational 
protocol for children missing from home and care and work was completed during the year to 
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Child Sexual Exploitation – Responses to Diagnostic Exercise completed in February 2015  


Following the completion of a report the Chair of the Lancashire Safeguarding Board wrote to the key agencies drawing the 
findings to their attention and asking for a response.  This report details action taken in response the diagnostic exercise.  
The full report detailing the findings of the diagnostic can be viewed here. 


 Assessment  Response 
1. A comprehensive CSE strategy is in 


place, supported by an appropriate 
action plan.  Arrangements to monitor 
delivery of the strategy and plan are 
robust.   The collaborative nature of 
strategic arrangements pan-
Lancashire is positive, as is access 
on-line to a single operational protocol 
and a single set of policies and 
procedures.   


Pan Lancashire LSCBs CSE Strategy Group remains in place to ensure 
this continues to be the case. 
 
 
All policies and procedures are reviewed regularly and up-dated on-line 
twice per annum.  


2. There is evidence of good practice and 
a great deal of appropriate activity to 
prevent CSE through raising public 
and professional awareness.  However 
the scale of the challenge in ensuring 
community (both public and 


The five Children's Partnership Boards have all agreed CSE as a priority 
for their work in the coming year with a particular focus on identifying and 
coordinating local resources and responses. 
 
LCC have commissioned a service for Lancashire schools to raise 
awareness, develop resilience and enable and support school staff to 







professional) awareness of CSE and 
recognition of the associated risks 
should not be under-estimated.  With a 
diverse population, a wide geography, 
more than 800 schools and local 
services delivered via the County 
Council and 12 District Councils and a 
variety of health care providers,  it is 
difficult to accurately record what is 
being delivered where and to ensure 
comprehensive coverage.   


include "sex and relationships" as part of the curriculum - will roll out in 
2015-16 school year. 
 
Early Support Co-ordinators within LCC in each of the seven localities are 
collating information about local resources and identifying appropriate 
services for CSE. 
 
Targeted services will be provided in each area for young people and 
families who have experienced CSE and who require medium term support 
and services to return to "main stream" life. 
 
Early Break services for drug and alcohol problems, sexual health 
assessment and advice and support, school nurse support and peer 
mentors supported in YPS are also available to provide support. 
 


3. Although recommended practice, there 
has not been the appointment of a CSE 
coordinator to support delivery of the 
Strategy.  This is currently a 
significant gap.  If plans to develop an 
integrated business unit to support 
both the LSCB and the Lancashire 
Safeguarding Adults Boards (LSAB) 
then one post in the unit will be 
designated to undertake this role. 


The restructure of the Business Unit is in progress and will include support 
for both the LSCB and LSAB.  The team includes the designation of a 
member of staff as CSE Coordinator. 


4. The establishment of multi-agency 
specialist teams is positive.  Two of 
the Lancashire teams are better 
established than the third which has 
only recently had a specialist LCC CSC 
input and specific focus on the North 
of the county. The size of the teams 
and the management arrangements 


All the multi-agency teams now have CSC representation by way of 
qualified social workers and support workers.  
 
LCC has established a single line-management Chain and single line of 
accountability for staff based in the teams.  
 
The staffing from the Constabulary has been reviewed as has the location 
of team bases.   
 
 A further meeting is planned with the Chief Constable to review progress. 







need to be kept under review as the 
service develops further.  


5. The extent and nature of health care 
involvement in the teams needs to be 
determined and resourced.   


 


LCC, North and Central CCGs and health providers have worked together 
to ensure that all three teams now have appropriate health resources.    
Interim funding from the CCGs has been matched by LCC with a 
contribution from the public health grant which has resulted in the 
immediate appointment of staff and will bridge the period to the completion 
of future commissioning arrangements 
 


6. Community based social care and 
health care services to support those 
at medium and low risk need to be 
robust and pathways for the delivery 
of services identified more clearly. 
Competent CSE risk assessments 
should be part of the process resulting 
in access to early help to avoid the 
risk of loss of intelligence. The 
engagement by the voluntary sector in 
the specialist teams is positive.   


While CSE is currently included in the commission for school nursing there 
have been historical inherited differences in practice across the county.  A 
new care pathway for school nursing has been produced nationally and 
LCC have indicated their intent to build this into new procurement of the 
service in 2016 and are also working toward this in current practice.   


7. There is clear evidence of a pro-active 
response to referrals in respect of CSE 
to protect and prosecute. However 
there is no evidence of consistency re 
referral thresholds and significant 
risks that intelligence is not effectively 
passed to the specialist teams.  In the 
two teams which cover more than one 
local authority area the management of 
referrals varies considerably 
depending on the local authority area 
and differs for LCC staff according to 
which social work team the social care 
staff are linked with.  In the East there 


See 3 above.   
 
The establishment of a single chain of line management is positive and, 
together with the work being done around Early Help and CSE, will resolve 
the issues identified re inconsistent application of thresholds and good 
practice responses.   
 
This is being kept under review by the LSCB CSE Strategic group. 
 
 







are also said to be variations between 
the two LCC localities with team 
boundaries described as being rigid.  
There is no single management chain 
supporting the LCC specialist staff.     


8. The service delivered via the police 
component of the teams is generally 
consistent.  Changes to the 
operational arrangements within the 
police during 2014 located the 
specialist teams with management 
from HQ.  Previously the  
Lancashire components of the service 
had been managed alongside the 
Public Protection Units where their 
core business often demanded 
priority.  The separation was seen as 
positive but the system has not 
delivered the flexibility that is seen as 
desirable in meeting the demands on 
the teams. 


  Plans for the future are for the 
management of the service to transfer 
to the Divisional Command but with 
resources still ring-fenced.   


The Constabulary have been pro-active in engaging in discussion with the 
LSCB about the plans for the future and a further meeting is planned 
between the LSCB and Chief Constable in July.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The commitment of resources from the Constabulary remains a priority and 
is not at risk. 


9. Arrangements need to be kept under 
review to ensure the multi-agency 
teams are able to offer a 
comprehensive response at a local 
level and that the quality of service is 
consistent across the county.   The 


See 4 above. Interim arrangements have secured an appropriate level of 
health care support within the teams and this is to be built into future joint 
commissioning arrangements. 







variability of the health care 
component of the teams is 
unacceptable – good practice needs 
be identified and replicated across the 
county.   


10. Strong partnerships are in evidence 
across the county and are now 
overseen at a local level through the 
District Children’s Partnership Board.  
The Partnership Boards need to review 
these local arrangements and ensure 
an appropriate range of services is 
available and delivery is coordinated.   


All 5 Children's Partnership Boards have adopted CSE as a priority and 
built actions into their work plans to ensure local arrangements are robust. 
 
Burnley and Pendle 
A sub group has been established looking at strategic and operational 
issues around CSE within both districts. The group is chaired by the CSP 
Manager for Burnley and includes representation from the CPB, Police, 
District Councils and Health. The group has met twice to date and will 
report back to the CPB and both district 
CSPs on a regular basis. 
 
Hyndburn, Ribble Valley and Rossendale 
A sub group has been established, covering all three districts, and will 
meet for the first time on 29 September. The group is chaired by a 
representative of the Wellbeing, Prevention and Early Help Service and will 
report back to the CPB and three CSPs on a regular basis. 
A reporting template has been agreed to be completed by partners 
regularly which captures local activity around CSE which can inform future 
plans. 
Lancaster, Fylde and Wyre 
A task and finish group has been established and will meet for the first time 
on15 September. The group will be facilitated by the LSCB Co-ordinator. 
 
Chorley, South Ribble and West Lancashire 
Preston 
A joint approach has been taken in central Lancashire. A multi-agency 
steering group has been established, facilitated by the CSP Manager for 
Preston, with representation from the CPBs, CSPs in the above areas, 
Colleges, District Councils, Lancashire Fire and Rescue, Police, and 
Wellbeing Prevention and Early Help.  The group has met once to date 
with positive discussion taking place. It was reported that CSPs in the area 







have secured funding to develop a 'Train the Trainer' approach to CSE, 
which will create a multi-agency team of trainers. Members of the steering 
group are due to meet on 11 September to review action plans of the CPBs 
and CSPs in central Lancashire to consider how they can be better aligned 
and to address any areas of duplication/gaps.  


11. Inconsistencies in partnership 
arrangements within the specialist 
teams need to be resolved – 
particularly in respect of the role of 
health care services – alongside the 
role of the school nurse in respect of 
young people at medium or low risk.    


 


The issues around role of the health care professional within the teams and 
school nurses has being actively addressed pending re-commissioning. 
 
The core staffing for the teams has now developed more consistency 
across the county but more needs to be done to ensure that some local 
flexibility is achieved alongside the strategic approach.  For example in one 
district a grant has been obtained to increase CSE Training and in another 
additional support in terms of services for drugs and alcohol have been 
acquired. 
 


12. Appropriate police data is collected 
and informs strategic planning.  The 
capture of multiagency data is less 
consistent and less reliable.   The 
integration of the workers re Missing 
from Home in the teams promotes 
good information sharing.   


The data collected is more about 
volume (prevalence) and less about 
outcome – this is a weakness.  


 


LCC are currently developing an Early Help IT system which will link to the 
statutory CSC system.  \this will allow for better analysis of data from CSE 
risk assessments and will provide more consistent and outcome focussed 
data. 
 
The system will be of particular value in making it possible to link incidents 
of children going missing from home with work around CSE.   
 
The capacity for capture and analysis of intelligence via the police systems 
is subject to further discussion. 


13. Leadership on the CSE agenda is a 
strong.  Clarification of the 
complementary and different roles of 
the LSCB and community safety 
forums would be beneficial.      


Work is in progress to develop a paper for the Chief Executives Group to 
clarify county wide responsibilities across strategic partnerships including 
the CYP Trust, Community Safety, Health and Well-being Board and the 
LSCB.  The intention is that this will provide clarity and coherence to local 
CSE activity. 







14. CSE awareness raising and training 
are key components of the existing 
LSCB Learning and Development 
programme.  A significant amount of 
training has been delivered in recent 
years.  It remains the case however 
that the current capacity to ensure 
widespread CSE awareness and 
deliver appropriate training is not 
sufficient. A project approach is 
required to fully assess the training 
requirement and additional capacity 
needs to be developed via training of 
trainers to ensure an increased reach.  


 


All LSCB Partner agencies adopted a policy position that level 1 CSE 
awareness training would be compulsory for staff.  This is being delivered 
via a web-based module and to date has been completed by 10,064 staff 
members across the agencies. 
 
The LSCB Training and Development sub-group have been tasked with 
completion of a specific CSE Training needs analysis. 


 


A number of other actions have commenced since completion of the diagnostic exercise. 


The focus on the potential to prevent and/or disrupt CSE via the licensing and enforcement duties of the District Councils 
has developed a clearer focus and, under the auspices of the Police and Crime Commissioner, a working group has been 
established to promote best practice.  Initially the work is around the licensing of taxis and Private Hire Vehicles with a view 
to establishing common standards and procedures which embed good safeguarding practice across the county. 


Additionally the Police and Crime Commissioner has agreed to fund an interim increase in the availability of therapeutic 
responses to victims of CSE as part of his responsibility as the commissioner of victim support, pending a review. 
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agree and develop a set of performance measures to be reported to the LSCB regularly. There is 
more work to do on this and the current data is not considered to be reliable.  
 
The LSCB has also been progressing work following an audit of cases completed by the Local 
Authority in early 2015 which has informed future planning and developments. And as a result of 
which plans are being taken forward to pilot a different approach to the completion of 
Independent Return Interviews.   
 
In March 2016 a multi-agency conference was held to promote a better understanding of the 
needs of children who go missing and to look at future service development.  This conference 
was developed and the content determined by a group of young people (supported by the 
Children’s society) and the content was informative and challenging.  The methods used by the 
young people to promote learning were innovative and all participants left having made individual 
pledges as to changes they were going to make to support for this group of young people. 
 
Data, although not yet fully reliable, is scrutinised and is currently showing what appears to be a 
reduction in repeat incidents of missing from home from children in residential care.  This may be 
a reflection of pro-active responses from the police in building relationships with the homes and 
their residents.  This will be kept under review. 
 
Children placed in Lancashire from other areas, and in other areas from Lancashire 
 
There are approximately 1,000 children living in accommodation (children’s homes or in fostering 
agency placements) in Lancashire who are looked after by another local authorities.  While 
responsibility for care planning rests with their home authority, they draw on local services, for 
health and education, policing and youth offending support.  They have high levels of need and 
feature significantly in the groups of children who go missing from home and are at risk of CSE. 
The LSCB has carried out an audit in respect of the quality of placement planning which will be 
reported the Board in 2016/17.  Unfortunately the response rate from placing authorities was 
poor and will reduce the value of the audit.  An audit using a similar tool will be completed in 
2016/17 in respect of those children who are the responsibility of LCC and placed out of 
authority. 
 
The LSCB continued to work with the Corporate Parenting Board during 2015/16.  In September, 
a Challenge Panel took place where the Chairs of the two Boards and young people from LINX 
(Lancashire's Children in Care Council) invited placement providers to complete a self-
assessment on safeguarding and attend a challenge event. The Fostering and Adoption Service 
and Residential establishments (both LCC and Private Providers), were scrutinised in respect of 
the quality of placements for CLA and assurances were sought that children looked after are 
adequately safeguarded.  This raised a number of issues, particularly about children who go 
missing from home and about the impact of inspection regimes which are being picked up in 
2016/17.  

 
The Corporate Parenting Board will be invited to present their 2015/16 annual report to the LSCB 
in September2016 
 
Children whose parents are in prison 
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Children with a parent in prison are at risk of experiencing poor outcomes comparable with those 
of looked after children. Following the development of a partnership between the LSCB, the 
Children’s Trust Board and iHOP (DfE funded charity, delivered through Barnardo's, who support 
professionals to work with children and families of offenders) to explore how the LSCB can 
introduce priorities and raise awareness of supporting children with a parent in prison.  In July 
2015, an approach was agreed to deliver an awareness raising conference with county-wide 
multi-agency colleagues.   This took place in November 2015 and provided a picture of the 
issues within Lancashire and prompted initial discussions to consider the current position; 
support mechanisms already in place; and identify possible means of development around this 
vulnerable group.   In addition to this, a number of local workshops were held within the localities 
to allow for further awareness raising in January 2016.   All events were extremely successful 
with high multi-agency attendance, generating positive discussions and this is now a priority for 
the LSCB and a number of the Children's Partnership Boards locally. 
 
Further work will be undertaken during 2016/17 to ensure these children are identified and their 
families offered support. 
 
Children in need of support for emotional and mental health issues 
 
Following a number of concerns arising from Serious Case Reviews, inspection and audit activity 
about access to, and the effectiveness of CAMHS the LSCB Chair presented a report to the 
Health and Well-being Board (HWBB) by way of scrutiny and challenge in 2014. Following this it 
was agreed a full review of current arrangements would be carried out by the HWBB and the 
service re-commissioned and re-structured in line with the findings by end of March 2016 to 
address concerns raised. The LSCB has expressed its frustration at slow progress on this 
agenda and remains concerned about both the quality and equity of access to timely support 
across the county for some of the most vulnerable children. Waiting times for an appointment are 
still too long and spend per capita on these services is well below the national average.  This is 
unacceptable and will continue to be a priority for the LSCB during 2016/17.   
 
Children who are Privately Fostered  
 
The Board receives an annual report about the work undertaken by the Local Authority to ensure 
this group of children are identified and that appropriate support is given.  The number of such 
children being identified has increased slightly since 2015/16 but the report shows poor 
compliance with completion of statutory visits required (seven day visits at 34%, 6 weekly visits at 
57%). 

All the cases have been audited by at least one CSC manager and the LSCB can be reassured 
that no children were left at risk. There are examples where CSC have intervened to take action 
either via child protection procedures, ceasing inappropriate arrangements as they were 
unsuitable or have brought the children into our care due to concerns. 
 
Audits indicate that for the number (and %) of cases where action (including a visit to the young 
person and their carers) was taken within 7 working days but not necessarily recorded in the 
correct pathway, visits were achieved in timescale for 26 (60.5%) of children and young people.  
For the number (and %) of privately fostered CYP whose placements started on or after 1st April 
2015 who were visited the required 6 weekly minimum during the first year, but not necessarily 
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recorded in the correct pathway, visits were achieved in timescale for 34 (83%) of children and 
young people. 
 
The report notes that the data provided to the LSCB has been taken from Lancashire's Electronic 
Social Care Record (LCS) and should be read with some caution due to challenges with 
recording private fostering data in the correct place on the system, despite raising awareness of 
this. 

The LSCB has been given assurances that actions are in place to improve identification and 
compliance at team level.  Additional publicity is planned to encourage notification of placements, 
and additional training to be provided.  Although the numbers of children privately fostered are 
small they do constitute a potentially very vulnerable group and National research and guidance 
evidences links between cases of private fostering and children being victims of trafficking.  

The full annual report regarding children who are Privately Fostered can be viewed at appendix 
2. 

Additional areas of focus: 
 
Children in Custody: 
The Board receives regular reports about safeguarding children in secure settings.  It has 
received reports about placements of children and was provided with assurance by the Youth 
Offending team as to the work undertaken to ensure appropriate safeguards were in place. This 
included assurance that 100% of placements were compliant with national standards with regard 
to assessment and planning.  The Board considered the implications of an inspection of the local 
prison provision which raised significant criticism about safeguarding of young people both on 
remand and serving sentences.  Action taken by the authorities resulted in young people no 
longer being sent to Hindley and as a result most of our young people who are in custody now go 
to Wetherby. Regionally there has been concern about the impact, particularly the difficulties for 
maintaining family contact, but also continuing concerns about safeguarding issue and use of 
restraint.  These are being addressed at a regional level.  The challenge of suitable 
accommodation on discharge continues to be a problem and is still a concern to the Board.  
 
Schools Safeguarding 
Engaging effectively with schools across the county is a challenge for the LSCB.  Schools are 
represented on the Board, as are school governors, and the Chair of the Board has met with both 
primary and secondary heads during the year.  At the year end the On-line Safeguarding 
Coordinator joined the LSCB Business Unit team.  The majority of his work is with schools and 
the internet resource for schools regarding the safeguarding issues around radicalisation has 
been updated. 
  
Innovation Fund Bid – REACh (Routine enquiry into childhood adversity)  
Following an unsuccessful bid to Innovation Fund early in 2015, the LSCB allocated funding to 
support a project looking at improving support and engagement with young people who go 
missing from home or care.  In the long term, the project aims to introduce a model for 
children/young people missing from home which incorporates routine enquiry into adverse 
childhood experiences (ACE)  and to enhance support which will better enable parents and 
families to reduce risk following missing from home incidents.  In the medium term, the aim is to 
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see a reduction in missing from home incidents, and the short term sees professionals trained in 
the Routine Enquiry, systems and process reviewed from an ACE/Trauma informed perspective; 
and the design and implementation of new systems and processes takes ACE into consideration. 
 
Lancashire Care Foundation Trust have been commissioned to develop the pilot, supported by 
The Children's Society.  A project group is currently working towards agreeing the pilot cohort 
and geographical area for roll out and completion during 2016/17. 

Views of Children and Young People  
The LSCB had developed robust arrangements for involving children and young people in 
various aspects of its work and seeking their views as appropriate. Specifically within 2015/16 the 
following: 
 

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 
2015, the following took place: 

• 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 

• A young person spoke at the LSCB/CYP Trust conference led by iHOP about her 
life and how people perceived her as a child of a parent in prison. There were 
around 120 professionals present who received the presentation. 

b) Young Inspectors – a group of young inspectors assisted the LSCB in multi-agency 
practice inspections in order to gain the views of children and young people.  In 2015, the 
Team supported the Preston MASPI by consulting with primary aged children within the 
district to discuss any concerns they have regarding staying and feeling safe, and where 
they would go if they had concerns. 

c) Missing from Home Conference – the event was planned entirely by young people over 
eight evening sessions.  They introduced the day and were heavily involved throughout. 

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) Safeguarding Young People Course review – a group of young people reviewed the aims, 
objectives and content. They then designed an online feedback form, for the young people 
who are clients of the course participants, to check if the course made any difference in 
practice. 

f) Safety Tool – young people designed a tool for professionals to complete with young 
people.  The impetus for this was that a number of SCRs had been focussed around 
young people, who obviously have a part in safeguarding themselves. It was apparent that 
they sometimes did not know what was risky or not, and so the form helps them with 
messages about this and aims to enable conversations with professionals about safety.  
This tool is still in development and yet to be published. 

g) Annual report – a young person's version of this year's annual report is being developed 
 
As part of the SCR process the LSCB routinely consults and seeks the views of family members 
in relation to the review and ensures their views are appropriately reflected 
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Organisational Re-structuring 
Due to the significant reductions in resources for partner agencies in recent years the LSCB 
Chair has asked all agencies to regularly report on their planned restructures and for assurance 
as to mitigating action to prevent an adverse impact on safeguarding. The County Council have 
provided detailed reports, correspondence and assurance in light of their significant restructuring 
which will continue into next year and beyond. 
 
Troubled Families 
The Wellbeing, Prevention and Early Help Service is responsible for delivering Lancashire's 
response to the national Troubled Families Unit agenda and has been developed to transform 
the way in which services are delivered to families that are experiencing multiple complex 
problems.  
 
The long term ambition of the programme is to build resilience in families, reducing the demand 
and dependency on costly high need services within the area and to ensure families are 
supported to achieve the best possible outcomes in life. 
 
Families are eligible to be included within the programme if they meet 2 or more of the six 
criteria, outlined in the Wellbeing, Prevention and Early Help in Lancashire Outcomes Plan. This 
document has been developed to outline the expectations of success that Lancashire has in 
working with families identified as experiencing multiple and complex difficulties in the areas 
below:  

o Parents or children involved in crime or anti-social behaviour 
o Children who have not been attending school regularly 
o Children who need help: children of all ages, who need help, are identified as in need 

or are subject to a child protection plan 
o Adults out of work or at risk of financial exclusion or young people at risk of 

worklessness 
o Families affected by domestic violence and abuse 
o Parents or children with a range of health problems 

 
Lancashire has been set a target of identifying, working with and demonstrating sustained 
improvement in outcomes for 8,660 families over the 5 year period to 2020.  As at 31st March 
2016, Lancashire had "attached" 1,510 families to the programme.  The LSCB Chair is 
represented on the Lancashire CYP Trust Board which is accountable for this work. 
 
Alignment with the Lancashire Safeguarding Adult Board (LSAB) 
 
Following the introduction of statutory obligations for the LSAB in 2014/15, it was agreed that the 
existing LSCB Business Unit would be expanded to manage the functions of both the LSCB and 
the LSAB moving forward.  Additional financial contributions were agreed and assigned by 
partner agencies and a restructure has taken place, establishing a number of new posts.  The 
new Lancashire Safeguarding Business Unit is now operating and will soon be at full capacity. 

LSCB Performance 
The LSCB also has performance indicators which relate to the effectiveness of the LSCB, with 
the year-end returns as follows: 
 

Indicator 2013/14 2014/15 2015/16 Target 
Direction 
of Travel 
(at Q4) 
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Attendance at LSCB Meetings* 75% 69 67 80% Worse 
Percentage of Business Plan Actions 
completed within timescales 90% 95% Under 

review 90% Same 

SCRs referrals considered within 
timescale 100% 100% 100% 100% Same 

Number of cases reviewed by CDOP Not 
Available 84 86 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 LSCB also has in place; a risk management framework and risk register which is reviewed 
twice a year to ensure the appropriate controls are in place to mitigate against key risks to the 
delivery of LSCB business and the effectiveness of the partnership. 
 

5. Key Achievements from LSCB Sub-groups 
 
The work of the Board is delivered through a range of themed sub-groups as illustrated in the 
Board structure. Each sub-group has its own work plan which is drawn from the LSCB Business 
Plan which in turn is based around the Boards strategic priorities. The work plans have been 
reviewed for the year and key achievements are as follows: 

Serious Case Review Group 
Role - To consider referrals for SCRs against the criteria, commission case reviews and monitor 
implementation of single and multi-agency learning from case reviews. 
 
SCR Activity 2015/16 Number of referrals: 14; Number converted to SCR: 8 SCRs (1 MALR) 
 
Key Achievements 2015/16 

• Circulated three case specific learning briefings and commissioned seven minute briefings 
regarding domestic abuse and an annual summary of key lessons. 

• Agreed to utilise the Welsh methodology within Lancashire for SCRs and subsequently 
commissioned and held two training sessions for Board members and partners agencies 
of the LSCB. 

 
Priorities for 2016/17 

• Review the SCR referral process to ensure efficiency and develop a robust, auditable 
tracking system of all referrals and ongoing reviews. 

• Raise awareness if the Welsh methodology to the partners of the LSCB including frontline 
practitioners. 

• Implement Welsh methodology including develop a resources pack which will include: 
Panel Member expectations, learning event briefing, certificate for learning event, seven 
minute briefing on the Welsh methodology. 

• Revise Terms of Reference and core membership for the SCR Review Group. 
• Develop a robust tendering process for recruiting independent reviewers. 
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• Develop a contract for independent reviewers commissioned to complete SCRs on behalf 
of the LSCB. 

• Develop a robust method for monitoring and auditing recommendations and actions 
identified from SCRs. 

• Improve communication, links and feedback mechanisms with other LSCB sub-groups, 
namely CDOP, Quality Assurance, and Learning and Development particularly in relation 
to dissemination of any lessons learnt across all agencies. 

 

Learning & Development 
Role - The principal purpose of LSCB learning & development sub-group is to promote learning 
and development. 
Key Achievements for 2015/16 

• Completion of a training needs analysis around CSE. 
• Monitoring of training uptake for all agencies and challenge non-attendance. 
• Continued development of tolls to measure the impact of training. 
• Missing from Home event planned by and attended by young people. 
• Substance misuse conference held. 
• Issued 13 seven minute briefings. 
• Completed S11 audit of single agency training and challenged low numbers. 
• Ensured awareness training is completed by single agencies. 
• Provided e-learning to 13,420 people, and signposted to external e-learning. 
• Delivered a programme of 78 inter-agency courses for 1,609 people. 

 
Priorities for 2016/17 

• Ensure that an appropriate level of CSE training is available to all professionals in the local 
area 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. 

• Improve practitioner's knowledge of missing from home. 
• Reinforce knowledge of missing from home. 
• Enhance awareness of children placed in Lancashire from other areas, and in other areas 

from Lancashire. 
• Ensure that children who have a parent in prison are safeguarded and raise awareness of 

the impact on children. 
• Ensure practitioners have awareness of children who are privately fostered. 
• Ensure children in need of support for emotional and mental health issues. 
• Ensure practitioners are aware of the need to safeguard children at risk as a result of 

extremism or radicalisation. 
• Enhance inter-agency awareness of safeguarding issues. 
• Maximise professional and community awareness of safeguarding issues. 
• Include the scoping of training requirements regarding a range of complex safeguarding 

concerns in annual training needs analysis. 
• Ensure appropriate level 3 multi-agency training is delivered as part of the LSCB Training 

Plan accordingly. 
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• Ensure appropriate single training is provided to relevant staff. 
 

E-Safeguarding 
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 2015/16 

• E-Safety Live conferences in Lancashire 2016 successfully took place in January 2016 
with related sessions also being held in Liverpool, Blackpool and Blackburn with Darwen 
on successive days as part of a co-ordinated, regional approach.  The Lancashire session 
was again well attended with immensely positive feedback.  A repeat of the children's 
workforce survey was conducted to identify issues and areas requiring support and 
provides an invaluable local evidence base to inform future progression. 

• The Ofsted Inspection in Autumn 2015 referred to the work of the e- Safeguarding Sub 
Group ‘…has introduced some innovative practices to combat the challenges of online 
risks.’ which provides an excellent opportunity to further develop the work of the Group on 
a Pan-Lancashire basis. 

• The move of the Online Safeguarding Adviser to the LSCB during Spring 2016 allows for 
increased stability and commitment, longer-term dedicated development and greater 
scope to progress the Online Safeguarding agenda with a child-centric focus. 

• Continued representation and engagement at the National level has increased in 2015/16 
and allows Lancashire to inform and develop national activities as well as strong 
engagement and collaboration with UK partners and leading organisations. 

• External (non-Lancashire) requests for advice and guidance have continued to increase 
during 2015/16, identifying the Lancashire approach as a source of good practice. 

• Indirectly, the continued involvement and development of the Prevent for Schools (P4S) 
website as a nationally recognised resource continues to provide schools both within and 
beyond Lancashire with valued learning resources and guidance to address the threat of 
radicalisation and extremism, particularly in relation to the growing online aspects. 

 
Priorities for 2016/17 

• Online Radicalisation/Extremism across the spectrum continues to see a rising profile with 
demand for guidance from school-based colleagues anticipated to continue to rise.   

• Sexting is a key area of concern with YP often viewing the activity as mundane (e.g. snap-
for-a-snap).  Raising awareness of the potential dangers of the activity along with 
promoting good practice for handling incidents will be a key area. 

• Online Child Sexual Exploitation (OCSE) remains a core risk area for Online Safety and 
Online Bullying is anticipated to continue to be the area most often flagged as a concern 
by C&YP themselves. 

• As in previous years, Parental/Community Engagement is the foremost area stakeholders 
across the Children’s workforce (particularly schools) wish to see more support with and 
will continue to see a key focus for 2016/17. 

• E-Safeguarding Strategy: The current 2014-2016 e-Safeguarding Strategy and underlying 
Action Plan is under review and will result in a renewed Strategy and associated priorities 
being developed as a core aim for 2016. The Strategy provides a structural, collaborative 
framework against Strategic Objectives without being locally prescriptive. The underlying 
Action Plan will follow the Strategic Objectives with some tasks common on a Pan-
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Lancashire basis whilst also allowing for progression of individual priorities to be the 
responsibility of the respective Board partners at the local level where applicable. 

• Securing and developing school engagement remains a core objective to successfully 
supporting positive outcomes for C&YP.  In addition, the complexity of the risks faced 
continues to evolve and therefore, engagement with national expertise will be essential to 
ensure the group remains informed of the current and emerging threats.   

• Group Development: Review Group membership and extend to reflect engagement 
activity and increasing organisational diversity.  2015 saw the successful inclusion of 
Blackburn with Darwen in the Pan-Lancashire approach.  To further reflect a regional 
approach, it is intended to extend an invitation to colleagues in Cumbria (previously part of 
the original Pan-Lancashire approach) to participate in the Pan-Lancashire approach to 
support sharing of expertise and good practice. 

• Securing commitment to repeat the ESL events across the region for 2017 (to be re-
branded ‘Online Safety Briefings’ to reflect current terminology and best practice).   

• Reviewing and building upon those successes identified in the Autumn 2015 LSCB Ofsted 
Inspection around Online Safety 

• Further embed Online Safety as a key Safeguarding area with related partners 
 

Quality Assurance  
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 2015/16 

• Completion of a further multi-agency safeguarding practice inspection 
• Further development and analysis of the regional framework via a dedicated resource 
• Continued QA of section 11 audits through multi-agency site visits 
• Further developing connectivity and reporting with the CSE and MFH sub-groups so QA 

activities are joined up 
• Continued monitoring of progress with recommendations and actions from audits and 

MASPIs 
• Establishment of arrangements for a virtual multi-agency audit team 
• Completion of an audit of the safeguarding arrangement for CLA placed in Lancashire 

from other areas.  
 

Priorities for 2016/17 
 

• Embed data reporting via QA framework 
• Train virtual audit team 
• Complete four audits focussing on priorities from the Ofsted Inspection 
• Engage children and young people in quality audits/service reviews 
 

 
Multi-agency audit team – work is underway to embed a new multi-agency audit framework 
within the LSCB's quality assurance activity.  The QA and Performance management sub group 
will be will be using a tool developed by Rochdale LSCB to conduct multi-agency themed audits 
according to a timetable of audit activity.  Nominations for Virtual Audit Team have now been 
received from all partner agencies and training dates have been set, with staff visiting from 
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Rochdale LSCB to present the tool and share their auditing experiences.  Progress will be 
reported in next year's annual report. 

Performance Dataset – the LSCB performance dataset is currently under revision. The LSCB 
Business Co-ordinator responsible for performance, quality and audit is liaising with named 
individuals within partner agencies to request additional data and address a list of missing 
performance indicators.  Once the full dataset is agreed it is hoped that this information will be 
presented in its entirety to the QA and Performance management sub group on a quarterly basis 
who will then provide the Board with highlight reports focussing on key performance indicators 
and further analysis and supporting data as applicable from the responsible agency. It is hoped 
that this method of analysing key findings and providing the Board with a targeted exceptions 
report will help to ensure that only key messages are sent to Board. 

Work is underway to develop a members' area on the LSCB website to house our performance 
reports and related data, to allow Board members access to the full dataset and raise any issues 
which may have been missed by the sub-group 

Child Death Overview Panel (CDOP) 
Role - Reviews all child deaths in Lancashire to identify themes and trends to inform preventative 

developments 

Key Achievements 2015/16 

• Safer Sleep Campaign: The Campaign has continued to supply professionals with 
materials to support them in providing consistent messages to parents/carers Pan-
Lancashire. A specific pharmacy campaign was also commissioned Pan-Lancashire in 
November with Public Health colleagues. A bulk order of the Safer Sleep materials was 
placed with regional colleagues buying into the campaign, this significantly reduced the 
cost for Pan-Lancashire and provided regionally consistent messages and reduced cross-
border differences particularly for acute trusts. The materials were developed further with 
a risk assessment tool being produced. This tool encompasses a checklist for risks around 
the home for children up to the age of two. This is being disseminated Pan-Lancashire 
with frontline workers. 

 
• Safer Sleep Guidelines: The Safer Sleep Guidelines were amended and ratified by CDOP 

members and the final guidance was disseminated to the Pan-Lancashire workforce. The 
guidance was recognised by NICE as an example of good practice and shared on their 
learning website. It has automatically been entered into the NICE annual award. 

• Public Health Data Analysis Report: Public Health analysts from the three Lancashire 
authorities undertook a data analysis of CDOP data from April 2008-March 2014. The 
recommendations drawn from the report will be added to the 2016/17 priorities. 

• Development of learning briefs: The CDOP developed several learning briefs including 
one for GPs on prescribing anti-epileptic drugs. This has been circulated Pan-Lancashire. 

It should be noted that in April 2016 the CDOP team went through a period of change with the 
CDOP Chair, Coordinator and BSO being recruited new into post at the same time.  

Priorities for 2016/17: 

• Implementation of CDOP Database 
• ACE Audit 
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• Infection and Trauma Thematic Reviews 
• CDOP Development Day 
• North West Sector-Led Improvement (SLI) self-assessment 
• Implementing actions and recommendations from SUDC Service Review, SUDI Thematic 

Review and Public Health Data Analysis Report 
• CDOP is to ensure that is receiving fully completed AB forms back from practitioners, this 

will be monitored with the implementation of the new CDOP database 
• CDOP is to ensure that there is adequate representation, particularly GPs at End of Case 

Discussion Meetings 
 

Child Sexual Exploitation Strategy Group 
 
 Role: Strategic multi-agency group to ensure a coordinated multi agency response to CSE. 
 
Key achievements for 2015/16 

• Engagement with Education establishments. Challenges still exist in ensuring all children 
and school staff receive the right level of training and support. 

• Greater awareness raising in BME and harder to reach communities and Leisure and 
Hotel industries. Methods and means of engagement with these members of the 
community have been canvassed in order to tailor the correct and most effective approach 
and will be followed up in 2016-17. 

• Pan-Lancashire training delivered to greater numbers of professionals through larger and 
more concise sessions.  

• Continued engagement with Children and Young people to deliver services by, and for, 
them. Participation leads within Authorities to be encouraged to provide cohort and Young 
Peoples conference work to continuing 

• Collaborative work with licensing departments to ensure safeguarding of vulnerable 
people. Enhanced training and application and renewal process for Taxi drivers. 

• Collaborative Pan-Lancashire approach to achieving strategic objectives.  
• Audit of policies and procedures against recommendations of national and regional 

research and publications in the field and to ensure local practice is good 
• Children’s Society have delivered CSE training in Lancashire’s schools.  
• Development of bespoke Problem Profile for each Authority area.  

 
Priorities for 2016/17 

• Ensure coordinated response to CSE, MFH and other complex safeguarding issues e.g. 
Trafficking, FGM, Modern Slavery etc 

• Respond to work re CSE and minority communities and develop Pan-Lancashire 
approach. 

• Profile population changes 
• Add Prevent duties to Section 11 audit 
• Update Prevent for Schools (P4S)  

 
 
Missing From Home (MFH) sub-group  
Role - Strategic multi-agency group to ensure a coordinated multi agency response to MFH. 
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Key Achievements for 2015/16 

• A task and finish group has focussed on effective Return Home Interviews, provision of 
information and Intelligence to underpin a reduction in repeat episodes. 

• Further resourcing was identified for Missing Persons.  
• Scrutiny of Absent and Missing reports to ensure they identify and provide evidence that 

response is appropriate 
• Promotion of relevant information sharing between partners to provide effective support for 

those children regularly missing 
• The highlighting of the possible link between missing from home/school and radicalisation  
• Pan-Lancashire Action plan for Missing Children has been developed to ensure the 

delivery of priorities. 
• Progression of development of Problem Profile of Missing Persons to enable analysis and 

mapping of the missing picture and identify where actions need to be taken 
• Closer working with the CSE Strategic Group to identifying links between missing from 

home and CSE 
 
Priorities for 2016/17 

• Implement actions agreed via Task and Finish Group to improve data collection and 
quality of safe and well checks and independent return interviews.  

• Align local practice with recommendations of the All Party Parliamentary Group on 
Missing people 

• Link into REACh project to develop best practice 

Children's Partnership Boards 
 
These Boards are not sub-groups f the LSCB but do report in quarterly and are supported by the 
attendance of the LSCB team at their meetings on a regular basis to represent the LSCB, provide 
updates and respond to queries. 
 
Key achievements for 2015/16 
 
Burnley and Pendle: 

• A needs assessment undertaken through the Lancashire BME Network to explore 
perceptions around CSE within the BME community. The Board also commissioned 
surveys to ascertain what concerns parents had in relation to grooming, social media and 
relationships. The results have led to a number of actions around awareness and 
promotion of messages. 

• Comprehensive campaign under the Family Learning banner promoting enjoyment of 
reading in communities by engaging partners (Burnley Council, Calico, GPs,) in the 
promotion of reading with books in waiting areas and involvement in national campaigns 
such as World Book Day. A number of activities took part during 17th October–1st 
November 15 under the Family Learning Week national umbrella, including arts and crafts 
sessions, spooky Halloween roller disco and a town centre event.  50 children, from 
Burnley and Pendle primary schools, attended a reading celebratory event at Burnley 
football club on 20th October. Author Steve Hartley delivered a fun session and activities 
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were also provided by Lancashire school library service, Burnley college childcare 
students and the family learning team 

• Around 100 frontline staff attended a very successful full day conference which aimed to 
look at more effective partnership working, as a response to the Burnley MASPI held in 
October 2014.  The conference was an opportunity to gain an insight into child protection 
in Burnley and Pendle; develop a shared understanding of thresholds; consider reflective 
practice; learn about MASH processes. The conference was possible as a result of a small 
grant from the LSCB.  Feedback from delegates will shape the next steps. 

• The LCYPT provided £4k for the coordination of a single point of information for families to 
plan children's engagement in a range of quality activities over the summer holidays.  A 
joint booklet for Burnley and Pendle was produced and 25,000 copies were shared with 
families through children’s centres, schools, GP surgeries and sports centres. 

 
Chorley, South Ribble and West Lancashire: 
Safeguarding: 

• Developed links with LSCB. 
• Increased awareness and understanding of e-Safeguarding issues. 
• Safeguarding information, including the LSCB 7 Minute Briefings, is disseminated across 

all sectors represented on the CPBs via the CPB Coordinators. 
• Awareness of radicalisation and the Prevent Duty has increased. 

CSE: 
• Established a joint CSE steering group with District CSPs, including Preston. The steering 

group has developed a Training-for-Trainers CSE package. 
• All CPB members have completed CSE eLearning and promoted package to their own 

agencies. The eLearning has been made available to all staff in South Ribble and West 
Lancashire Councils and to appropriate front-line staff in Chorley Council. 

• South Ribble Council is planning to provide CSE training for taxi drivers; Chorley Council 
is awaiting the recommendations of the LOG subgroup before delivering training. 

Holiday activities: 
• Summer Fun brochures produced and promoted for each districts, utilising funding from 

LCC (£2k per district). 
Participation: 
• Links developed with Youth Council and Young Members of Parliament. 
Start Well: 
• The CPB has engaged with Young Enterprise to promote aspirations of children and 

young people. 
 

Fylde, Lancaster and Wyre 
Safeguarding 

• Developed links with LSCB. 
• Increased awareness and understanding of e-Safeguarding issues. 
• Safeguarding information, including the LSCB 7 Minute Briefings, is disseminated across 

all sectors represented on the CPBs via the CPB Coordinators. 
• Awareness of radicalisation and the Prevent Duty has increased. 

 
CSE 
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• ‘Chelsey’s Choice’ workshops were delivered in schools across Fylde and Wyre, 
increasing awareness of CSE in Secondary schools. 

• A joint CPB/CSP workshop took place to look at current action plans, share good practice 
and identify gaps. 

• All CPB members completed CSE eLearning and promoted package to their own 
agencies. The eLearning has been made available to all staff in Fylde, Lancaster and 
Wyre Councils. 

• CSE training has been given to taxi drivers in Fylde, Lancaster and Wyre. 
• A CSE awareness raising event for front line workers was held in Lancaster; a similar 

event is being planned for Fylde. 
Holiday activities 
• Summer Stuff Activities brochures were produced and promoted for Fylde, Lancaster and 

Wyre districts (utilising funding from LCC, £2k per district), providing a one stop method 
for families to access information. 

 
Hyndburn, Ribble Valley and Rossendale: 

• Organised Free Preventing Violent Extremism Event for Primary Schools and Early Years 
Providers. 

• Established a joint CSE sub group across all 3 districts.  
• Implemented a monitoring feedback report on district CSE activity. 
• Promoted ‘Together We Can Tackle Child Abuse Campaign’ with partner agencies. 
• Collated, produced and promoted Summer Fun brochure within all three districts. 
• Established a Youth Shadow Board to sit alongside the Children’s Partnership Board. 
• Established links with Domestic Abuse providers and promoted the White Ribbon 

Campaign and Educational Award. 
 

Preston: 
• Completed MASPI action plan in response to findings from the recent practice inspection 

in Preston.   
• Park It events took place over four Fridays throughout the summer period.  A number of 

multi-agency organisations were involved in activity, with over 2,600 children and young 
people attending in total. 

• Strengthened links with district CSP around CSE through November workshop to explore 
actions currently in place, identify duplication and any gaps or barriers in delivering 
actions. 

 
Key priorities for 2016/17: 
Burnley and Pendle CPB 

• Child Sexual Exploitation 
• Family Learning, including Early Years  
• Summer Fun 
• Safeguarding  
• Emotional health  

 
Chorley, South Ribble and West Lancashire 

• Participation 
• Safeguarding (including CSE, Prevent / Radicalisation, eSafeguarding) 
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• Start Well 
 
Fylde, Lancaster and Wyre 

• Emotional Health and Wellbeing 
• Participation  
• Safeguarding (including CSE, Prevent / Radicalisation, eSafeguarding) 
• Wellbeing, Prevention and Early Help (including support for children with a parent in 

prison) 
 
 
Hyndburn, Ribble Valley and Rossendale  

• Child Sexual Exploitation 
• Participation of CYP 
• Summer Fun 

 
Preston 

• Currently under review and awaiting agreement 
 

6. LSCB Budget  
 
The below details the contribution and expenditure against the LSCB budget during 2015/16. 
 
N.B 2015/16 was a transitional year with mid-year increase to agency contributions due to 
new working arrangements and developments of the Business Unit to provide support to 
the Lancashire Safeguarding Adults Board following the introduction of statutory 
obligations. 
 

INCOME Annual Budget 
Contributions to Board   
    
North Lancashire CCG 26,041 
Fylde & Wyre CCG 26,041 
Greater Preston CCG 22,107 
West Lancashire CCG 11,693 
Chorley & South Ribble CCG 18,283 
East Lancashire CCG 52,028 
Police 60,331 
Probation Service 18,377 
Cafcass 550 
Lancashire County Council 148,008 
Transfer funding to Serious Case Reviews -33,367 
  350,146 
  
Serious Case Reviews (Funding from main contributions) 33,367 
  
Child Death Overview Panel  
    
Lancashire County Council 74,000 
Blackpool 9,800 
Blackburn with Darwen 14,700 
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  98,000 
TOTAL LSCB INCOME 14/15 482,013 
    

EXPENDITURE Annual Budget 
Central  
Staffing Costs 186,144 
Transport 1,000 
Printing and Stationery 2,000 
Telephones 1,000 
Panel/Professional Fees 20,000 
Venues (Meetings/Room Bookings & Hospitality) 2,000 
Other Expenses 2,000 
  214,144 
Child Death Overview  
   
Staffing Costs 59,000 
Transport 1,000 
Printing and Stationery 500 
Venues (Meetings/Room Bookings & Hospitality) 1,000 
Other Expenses 35,000 
  97,000 
   
Serious Case Review  
Staffing Costs 23,000 
Professional Fees 45,000 
Venues (Meetings/Room Bookings & Hospitality) 3,000 
Other Expenses 6,000 
  77,000 
   
Training  
Staffing Costs 73.000 
Transport 1,000 
Printing and Stationery 1,000 
Staff Subsistence 1,000 
Professional Fees 30,000 
Venues (Meetings/Room Bookings & Hospitality) 15,000 
General/Other Expenses 15,000 
  136,000 
   
TOTAL LSCB EXPENDITURE 524,144 
  

  
Note:  The LSCB has some reserves which can be used to 
offset the funding deficit and has retained one post vacant 
whilst opportunities for further funding are explored.  
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7. Contact details 
 
@ Email:  lscb@cyp.lancscc.gov.uk 
 
 Address:  
Lancashire Safeguarding Children Board  
Room 503/504  
East Cliff County Offices  
East Cliff JDO  
PRESTON  
PR1 3EA  
 
 Phone: +44 (0)1772 530283  
     
Website: http://www.lancashiresafeguarding.org.uk/  
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Appendices 

Appendix 1 – Preston MASPI 
Summary of Strengths 
The commitment from all professionals involved to safeguard children and young people from the 
Preston area was a strong feature throughout the entire inspection.  It was clear that staff would 
go beyond their call of duty to ensure children and young people were safe, often working long 
hours and with high caseloads.  Effective multi-agency working was evidenced in the cases 
selected and the practice/visits observed.  Agencies were clear that CSE was a priority for 
Preston and worked collectively to try and address the risks associated with this for young 
people. Improvements in accessing CAMHS was commented upon by agencies. Likewise, the 
opportunities that the Children's Partnership could bring in agreeing shared priorities going 
forward.  Children and young people had a voice that was listened and responded to with staff 
adapting their approach to ensure this took place. There were no safeguarding concerns raised 
at any point in the inspection. 
 
A number of recommendations were made as areas for development, and can be found in the 
Inspection report below. 
 

Preston MASPI, 
Final Report.pdf  

The findings from this inspection were presented to the local Children's Partnership Board who 
have developed an action plan to address any areas for improvement and recognise and 
promote areas of achievement. This action plan is overseen by the LSCB QA/PM Sub-group until 
they are completed and signed off.  
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Introduction 


The multi-agency safeguarding practice inspection (MASPI) is part of 


Lancashire's continuous improvement programme and allows partners 


together to review the quality of our frontline safeguarding practice. It is 


intended to identify good practice and any areas for improvement. In order 


to make the multi-agency safeguarding practice inspection manageable it 


has been agreed that we will undertake the inspection in a particular 


District(s), repeating the exercise across a number of Districts over time. 


Following discussion it was agreed that we would undertake this inspection 


in the Preston District. 


The multi-agency safeguarding practice inspection took place over three 


days in total which involved being on site in the Children's Social Care office. 


Key Lines of Enquiry 


The inspection team agreed the key lines of enquiry as part of its preparation 


and set about seeking feedback on the following during the inspection:   


1. Are you able to describe the child/ren and their wishes from what you 


have read and observed? 


2. How effectively are people dealing with CSE and Children Missing in 


the area? 


3. How effectively are people assessing and managing risks to teenagers? 


4. How well do people understand, assess and manage the risks around 


Female Genital Mutilation, Honour Based Violence and the Prevent 


Agenda? 


5. Can you see evidence of 'Early Help' and has it been effective? 


6. Are thresholds and step-up/step-down processes widely understood 


and applied? 


7. Do important decisions involve all relevant agencies (including GPs) 


and is information sharing good enough? 


8. Is there evidence of challenge between agencies? 


9. Are all agencies adequately staffed and managed? 


Methodology 


It was agreed that the multi-agency safeguarding practice inspection will in 


part follow the present Ofsted framework in place for the inspection of 


services for children in need of help and protection, children looked after and 


care leavers. The focus was on the effectiveness of case work, paying 


attention to the journey of the child', reflective practice, the quality of 
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partnership working and the impact this work has on improving outcomes 


and protecting children and young people. 


Unlike the above Ofsted inspection, the multi-agency safeguarding practice 


inspection was announced.  The District was given two weeks' notice of the 


inspection. This is to give the agencies time to undertake their own audit of 


practice for the cases chosen to be scrutinised/tracked during the inspection. 


The inspection comprised of four particular elements: 


 Inspection information and agency readiness health check 


 Case File Scrutiny 


 Observation of frontline practice. 


 Interviews with frontline staff and their managers 


 


The multi-agency safeguarding practice inspection Team 


The inspection team included representatives from the following agencies: 


 Children's Services, Lancashire County Council 


 Lancashire Constabulary 


 NHS Commissioning and Provider Organisations 


 LSCB 


 Young Inspectors 


 Children's Society 


 Probation 


 


All members had extensive skills, knowledge and experience of working within 


the safeguarding arena from across a range of services which assisted in 


making judgements about the expected level of practice and in particular the 


quality of partnership working. 


In addition to the above, a team of Young Inspectors, supported by Hannah 


Peake, Strategy Lead for Participation, visited a primary school as part of the 


inspection and met with a number of children. The findings from the Young 


Inspectors are attached.  


Inspection information and agency readiness health check 


As part of the inspection we wanted to check out the local authority's ability 


to provide the information as outlined by Ofsted and agencies readiness to 


respond to an inspection. 


The Business Intelligence Unit within the Local Authority was asked to produce 


a list of cases from which 14 were selected for case file scrutiny together with 
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additional information as outlined within Annex A of the Ofsted inspection 


framework.  


The Performance Team responded quickly and provided a significant amount 


of the information as outlined in Annex A. There were some inaccuracies with 


the case information data that required refreshing.  


Overall, the inspection team felt that the inspection itself was heavily 


weighted towards Children's Social Care (CSC).  Whilst CSC will naturally be 


heavily involved in the nature of such an inspection, it was felt that more 


observed practice could have been undertaken during the three days within 


other agencies.  Likewise, whilst some partners attended the very first 


meeting on day one to present an overview of their position within the district, 


this was felt to be fragmented and did not include all key agencies, (for 


example, the Police). There seemed to be a lack of demonstrable strategic 


leadership within Preston in respect to this inspection.  The Police failed to 


attend the feedback session which was disappointing.  


Staff spoken to showed a high level of commitment and enthusiasm and 


engaged fully in the process, some at very short notice when inspectors 


requested to observe practice on cases which had just been referred in to the 


CSC team on that particular day.  As stated, observations could have been 


more widely available across agencies.  This is something that will be 


reviewed for future inspections.  


Young Inspectors  


As part of the Preston MASPI it was agreed that the Children's Services 


Inspection (CSI) team would be asked to focus on speaking to other children 


and young people to get a sense of what life is like in Preston for children and 


young people, what concerns they have regarding staying and feeling safe 


and where they would go if they had concerns. It was agreed children outside 


of the child protection process should be the focus. The CSI team agreed that 


they would like to go into a primary school and meet with a cross section of 


pupils to explore these questions. Greenlands primary was identified and 7 


pupils from the school council met with the CSI team. Their findings are 


recorded in this report.  


The CSI team also wanted to include information in their report from 


consultations which have taken place in Preston as well as highlighting work/ 


campaigns being undertaken by participation groups from Preston. The 
consultations included the Children and Young People's Plan (CYPP) and the 


Pupil Attitude Questionnaire.    
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Find attached the findings from this feedback.  


 


Preston MAPSI CSI 


final report.docx  
 


Case File Scrutiny 


From the list provided by the Local Authority 14 cases were randomly chosen 


to track. The makeup of these cases were based on most of the categories 


outlined within the Ofsted inspection framework child protection table. The 


Senior Manager within Children's Social Care in conjunction with her staff and 


other multi agency professionals undertook a review and audit of the cases 


chosen and provided an overview of the case and comments relating to 


practice and/or progress of the case, together with the completed tool for that 


particular case. It did seem that there appeared to be some duplication in that 


some cases were audited three times by different professionals involved with 


the child.  It would have more helpful to have one multi agency audit and a 


brief report on the areas of strength and improvements for each case.  


The following areas were considered within each case file: 


 Risk is identified, responded to and reduced 


 Appropriate involvement of children, young people and families in the 


process 


 Quality of decision-making – effective and timely 


 Quality of assessment and help – timely, comprehensive and 


analytical and identifies risk, needs and protective factors 


 Quality of planning and review – robust scrutiny and challenge, 


quality of plans 


 Quality and timeliness of information sharing 


 Evidence of management oversight and direction 


 Effectiveness of coordination between agencies and quality of joint 


working 


 Consideration of ethnicity, culture, religion, language or disability 


 Quality of case recording – is it clear, reflective and outcome 


focussed 


 Evidence of impact/improved outcome 


 


Findings 


The inspection team made the following findings: 
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Protection 


There were no concerns about the protection of children from the cases 


audited and the practice observed.  Good representation of agencies in core 


group meetings was apparent.  
 


All professionals spoken to as part of the inspection, understood the 


importance of raising awareness of CSE to protect vulnerable young people.  


Child and Family assessments were generally comprehensive and provided 
a good overview of the child and their story. Some inspectors had the 


opportunity to observe the duty system and reported good use of 


unannounced home visits in order to ensure adequate safeguarding 


arrangements were in place as per agreements or plans. Social Workers 


were observed to be asking good probing questions to other professionals 
and families.  


 


As part of the inspection, a visit took place to the Customer Access Service 


where information is initially received about the potential safeguarding 
concerns for both children and adults.  Inspectors reviewed the allocation 


system and then subsequently visited the MASH team to observe how cases 


were being processed and information shared. Concerns were highlighted 


that some cases received into the Customer Access team had not been 
prioritised and allocated for action. In addition within the MASH there 


appeared to be a delay in information sharing from PCs via the PVPs going 


on to the MASH system. The lack of sufficient DS capacity within the PPU 


and MASH was also commented on by Social Workers and managers and 
the impact on decision making. Frontline staff also reported a delay in PPU 


providing safeguarding information due to the fact that staff had to ring 


101 rather than PPU direct. In relation to referrals, some agencies reported 


that it would be useful to receive a written response outlining the outcome 


of their referral. In some but not all, verbal feedback was provided.  
 


GPs are invited to core group meetings or case conferences but do not 


attend. There was a consensus from all professionals that in many cases 


the input from the GP is critical as part of the risk management plan. It was 
recognised that work was taking place with GPs to raise the profile of their 


safeguarding responsibilities, but this had not yet been translated into 


practice. 


 


Management of risk 


From the cases and practice observed, inspectors concluded there was 


strong evidence of good timely risk management.  This was enhanced when 
a case was represented by multi agency input where information could be 


shared and corroborated.  An improved CAMHS and Acute service out of 
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hours response was evidenced through a reduction in the demand on beds.  


Professionals were mindful of CSE, Female Genital Mutilation (FGM) and the 


risk of radicalisation in young people.  These specific areas are discussed 
as part of the risk management strategy where relevant and viewed as 


areas of preventative work.  There was evidence of awareness of 


identification of FGM by midwives and the Emergency Department with an 


understanding of pathways to support.  
 


Whilst it is recognised that the number of children on Child Protection Plans 


is high in Preston, it was found that those cases selected were risk managed 


at the appropriate level.  The CSE team and Community Safety Manager 
had a strong sense of the complexities in managing risk, particularly for 


those young people at risk of CSE.  


 


The inspection team felt there was a need to reinforce to agencies that 
safeguarding transcends all ages, for example, leaving care and transitions.  


The care leavers who we met, albeit only a small number, described feeling 


left vulnerable at the point of having left care with no consideration as to 


how challenging this can be by professionals involved at the time. In 


addition, in cases where the adult is experiencing problems or has a history 
of complex needs as well as the child, adult facing services need to review 


the risk to the family and not just the adult in those circumstances.  


 


 
Early Help 


The Early Help cases we observed, demonstrated good practice with 


appropriate step down support services available to the families.  The 
maintenance of early help resources in children’s centres was observed 


despite budget challenges across organisations. There was good use of 


early support panels in some cases but in others the commissions were not 


being accessed. Universal services demonstrated an understanding of the 


role of lead professional and took on this role where appropriate.  Children's 
centre staff expressed their concern that they were unable to access 


interpreting services due to a lack of funding for this.  


 


Management oversight and decision making 


As reported above, there were no concerns about the protection of children 


from the cases we have audited and the practice observed.  This also means 


that the management oversight in these cases was good. Despite the 
challenges of recruitment to Practice Manager posts, cases had received 


management oversight which showed the appropriate decisions and/or 


recommendations being made.  Social Workers reported they received good 


support, regular informal and formal supervision and were able to access 


peer supervision if needed.  
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Inspectors found the duty system and allocation in CSC to be robust. 


Cases were responded to promptly and dealt with appropriately.  


 
In relation to children's plans, Social Workers need to ensure plans are 


outcome focused and regularly updated to show progress. A number of 


the plans reviewed appeared somewhat general in their actions rather 


than child specific.  
 


Children and young people are listened to and engaged 


This was very apparent during the course of the inspection, within case file 


records, reports and during observed practice.  The views of children and 


young people are sought by agencies and inform service development.  


There was a strong ethos of this particularly within the schools that were 


visited. Positive relationships were observed between professionals, 
children and their parents/carers.  


 


Inspectors observed creative ways of engaging children and young people, 


for example, through the use of the three house model.  There was 
evidence that children and young people were being seen alone during 


statutory visits to obtain their views, wishes and feelings. There was 


evidence of fully engaging with parents within the child protection 


conference and overall process.  
 


Quality of practice/multi agency working 


Overall the quality of practice and multi-agency working across 


organisations has been shown to be good in this inspection.   Preston has 
a committed and confident workforce across all agencies. A good knowledge 


of the continuum of need has been demonstrated by agencies and therefore 


appropriate action taken to escalate or deescalate concerns.  


 
There is good representation of agencies in core group meetings and 


appropriate professional challenge was observed.  There was a clear 


understanding of agency roles and responsibilities in practice. However, the 


responsibility for chairing and minuting core groups seemed to rest with 
the Social Worker in the majority of cases which is contrary to the LSCB 


position and instruction..  This needs to be shared across agencies. Social 


Workers in schools are viewed as a positive resource, preventing escalation 


and increasing staff understanding of safeguarding and there was evidence 
of effective safeguarding systems in schools.  Recording across agencies 


was good, despite the limitations of I.T and different systems.  


 


Agencies acknowledge the diverse challenges for Preston and respond 


appropriately with challenge to cultural norms.  The Children's Partnership 
Board was considered a critical multi agency forum to safeguard children 
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and young people although it was acknowledged given the changes across 


agencies, membership had been inconsistent.  


 
In a small number of cases, inspectors did find a degree of drift in relation 


to child protection plans or child in need plans.  Agencies need to apply a 


clear understanding of thresholds to avoid drift.  Following a visit to Preston 


hospital and in discussion with CSC practitioner and managers, effective 
arrangements need to be put in place to ensure children receive timely CP 


medicals.  One case, in particular was noted where the social worker and 


mother waited much longer than would have been reasonably expected.  


 
Learning from SCRs 


Awareness of the learning from SCRs was evidenced when asked 


specifically, for example, reference to the recently published LSCB 7 minute 


briefings was made.  Some professionals did also raise the importance of 
ensuring the involvement of 'fathers' when assessing and managing cases 


as some SCRs have highlighted this as a significant oversight.  


 


Strategic Leadership/Clear priorities 


Overall there is a reasonably strong sense of strategic leadership in Preston.  


However it was acknowledged that because of the level of structural change 
within organisations and the challenges of this together with competing 


demands, some relationships needed to be revisited in order to strengthen 


the leadership further. Strong leadership was identified in CSC, both at a 


senior management level and by the Head of Service. All agencies appeared 


to demonstrate a strong culture of learning in safeguarding which was 
cascaded across the workforces. This also extended to CSE where the multi-


agency team for CSE has been a dedicated resource from November 


involving staff from the police, CSC, Children's Society and with Health 


joining soon. It was evident that staff had heard strong messages in relation 
to CSE where training has been made mandatory across organisations. 


Positively, emerging links between the Children’s Partnership Board and 


Community Safety Partnership regarding CSE were developing with 


examples of work being undertaken with communities and taxi drivers to 
raise awareness.  


 


The Children’s Partnership Board is seeking to develop a ‘Preston Plan’ for 


children and families and recognises the need to develop a focused 
approach to priorities and outcomes. It would have been useful for the 


Children’s Partnership Board to review previous Children’s Trust and Local 


Safeguarding Children’s Group priorities, actions and outcomes and to have 


had a legacy conversation to agree future needs of children and families.  


 
The challenges of the financial pressures were raised by some professionals 


during the course of the inspection, and by the senior managers who 







10 
 


attended to provide an overview of safeguarding practice in Preston on the 


first morning. Concern was raised regarding the reduction of Team Manager 


posts in CSC and the high caseloads evident across all agencies.  Inspectors 
did not find any evidence on how this was being managed locally or at a 


strategic level. As such, LCC is failing to meet the national standards for 


supervision arrangements for ASYE Social Workers.  


 
Whilst a concerted effort is being undertaken with GPs to increase 


involvement in safeguarding procedures, this does not appear to be 


evidenced in practice.  The direct involvement of medical consultants 


(psychiatrists) also remains a challenge in that as authors of a report on a 
child, being able to influence attendance or involvement in conferences is 


proving unsuccessful.  


 


Evidence of impact 


There is no doubt that the inspection concluded that good outcomes for 


children and young people were being achieved in what are often very 


complex and challenging circumstances for young people.  Inspectors did 


not identify any concerns about the protection of children from the cases 
we have audited and the practice observed.  This is to the credit of all 


professionals involved. The voice of the child was listened to and where 


possible acted upon.  


 
However, there were no strategic priorities in place through the Partnership 


Board that meant Preston could assess itself against.   


 


Summary of strengths 
 


The commitment from all professionals involved to safeguard children and 


young people from the Preston area was a strong feature throughout the 


entire inspection.  It was clear that staff would go beyond their call of duty 


to ensure children and young people were safe, often working long hours 
and with high caseloads.  Effective multi-agency working was evidenced in 


the cases selected and the practice/visits observed.  Agencies were clear 


that CSE was a priority for Preston and worked collectively to try and 


address the risks associated with this for young people. Improvements in 
accessing CAMHS was commented upon by agencies. Likewise, the 


opportunities that the Children's Partnership could bring in agreeing shared 


priorities going forward.  Children and young people had a voice that was 


listened and responded to with staff adapting their approach to ensure this 
took place. There were no safeguarding concerns raised at any point in the 


inspection.   
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Recommendations 


1 Customer Access Service to urgently review, prioritise and 
allocate work in a timely manner to avoid delay 


2 Police to review the effectiveness of the following: 


3 Delay in information sharing from PCs via PVPs going into 


MASH 


4 Delay in PPU in providing safeguarding information (ringing 
101) 


5 Insufficient DS capacity in MASH and PPU 


6 Mobilisation of uniform officers for S47  


7 CART to ensure a written response is submitted to referring 


agencies 


8 Agencies need to communicate changes to internal structures 


with each other 


9 LSCB to consider options for school staff to receive appropriate 


support and supervision 


10 Children’s Services need to review impact of the reduction in 


Team Manager posts and manage the associated risks  


11 Senior Leaders to be aware across all agencies that current 
caseloads are high and pose a potential risk for children, 


families, the workforce and inspection 


12 Senior Leaders in Children’s Services to acknowledge failure to 


meet national standards for supervision arrangements for 


ASYE Social Workers  


13 Social Workers need to ensure plans are outcome focused and 


regularly updated to show progress.  


14 Agencies are asked to ensure consistent and appropriate 


membership of the Children’s Partnership Board 


15 Adult facing services need to review the risk of the family not 
just the adult 


16 Agencies to apply a clear understanding of thresholds to avoid 


drift 


17 GPs to increase involvement in safeguarding procedures and 


practice 


18 For LTHT to deliver effective arrangements to ensure children 
receive timely CP medicals 


19 Need for agencies to have a clear understanding that 


safeguarding transcends all ages, for example, leaving care 


and transitions 


20 Children’s Partnership Board to utilise relevant data and 
evaluations of commissions to inform future delivery, for 


example, early help & CSE 


21 Children’s Partnership Board to review previous Children’s 


Trust and Local Safeguarding Children’s Group priorities, 
actions and outcomes – have a legacy conversation 
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22 The Children’s Trust Board to action how all agency Senior 


Leaders can progress a shared ‘Estate/I.T Strategy’ to achieve 


co located multi agency working and back office support 
functions 


23 CSE team to develop meaningful data to inform future 


resource required 


24 All agencies need to take on responsibility for chairing or 


minuting core groups 


 


Stasia Osiowy 


Head of Safeguarding, Inspection and Audit 


Lancashire County Council 
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Appendix 2 – LSCB Service area annual report summaries 
 
Local Authority Designated Officer for Allegations (LADO)  
2015/16 has experienced further demand on LADO activity, with a 7% increase in initial contacts 
rising to 2,226 from 2,107 in the previous year.  This represents a 93% increase over the past 
five years and is now the main area of work for the LADO on a day to day basis.  The number of 
cases recorded as "allegations" has slightly increased on last year from 491 to 496. 

Despite the challenge of increased demand on the service, performance has remained consistent 
with the two previous years in relation to the LADOs timely response to contacts – sitting at 72% 
in 2015/16 for those 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 81% but is a drop on last year.   

Performance in concluding allegations cases within the suggested target timescales has dipped 
with cases concluded within one month sitting at 65% (69% in 2014/15) and those concluded 
within three months down to 77% (83% in 2014/15) – this reflects the continued rise in LADO 
notifications.  The performance of cases concluded within 12 months, however, remains high and 
mirrors the performance in 2014/15 (93%). 

The Assistant LADO has been effective in progressing the conclusion of cases which has 
supported good performance on the 12 month timescale. However, this post was temporary and 
the longer term plan to support the volume of LADO work whilst maintaining good performance 
needs to be a priority for 2016/17. 

The Ofsted Inspection highlighted the experience and effectiveness of the LADO and the cases 
discussed with inspectors demonstrated suitable decision making. 

The full LADO annual report is available here: 

LADO Annual 
Report 2015 16 FINA 
 
CAF / Early Help 
The total number of CAFs initiated during 2015/16 was 4,185, a slight increase on the previous 
year.  At least 4,175 CAFs were closed during 2015/16, with 2,768 closed with needs met. As at 
31 Marcy 2016, 1,938 CAF records held a 'pending' status on the CAF database. 

A CAF Quality Assurance tool has been developed to support the monitoring of assessments to 
ensure quality.  The tool was developed in Excel and allows for CAFs to be assessed for both 
compliance and quality whilst providing both qualitative and quantitative feedback.  A pilot quality 
assurance exercise identified a number of slight tweaks for the tool, but also allowed for some 
early findings on the quality of the first cohort of CAF assessments that were assessed. 

The CAF eLearning module continues to be a success, and one day classroom based CAF/CON 
training is delivered, training a total of 162 practitioners over 9 courses during 2015/16. 

The CAF annual report is available here: 

 46 
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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.  


 


The Ofsted inspection of Lancashire Children's Services in September 2015 highlighted 


the experience and effectiveness of the LADO and the cases discussed with inspectors 


demonstrated suitable decision making. 


 


In 2015/16 there has been a further increase in demand with a 7% increase in LADO initial 


contacts from 2107 (2014/15) to 2266 (2015/16).  This represents a 93% increase over the 


past five years and 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 slightly increased on last year from 


491 to 496.    


 


Despite the challenge of increased demand on the service performance has remained 


consistent with the two previous years in relation to the LADOs timely response to contacts 


(2015/16: 72% compared to 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 81% but is a drop on last year's 


performance returning to a similar performance of 2013/14.  (2014/15: 91% and 2013/14: 


82%).  


 


However, the performance in 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 dipped with cases concluded within one month down from 69% in 2014/15 to 65% in 


2015/16 and those concluded within three months down from 83% in 2014/15 to 77% in 
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2015/16.  This reflects the continued rise in LADO notifications.  The performance of cases 


concluded within 12 months, however, remains high and mirrors the performance in 


2014/15 (93%).  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 3 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 will now be logged as a consultation and as a resolved matter 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 3 months.   


 


The Assistant LADO has been effective in progressing the conclusion of cases which has 


supported good performance on the 12 month timescale. However, this post was 


temporary and the longer term plan to support the volume of LADO work whilst maintaining 


good performance needs to be a priority for 2016/17.   


 


The clarity on progressing cases as allegations cases is evidenced by the reduction in the 


number of allegations closed as no further action after initial consideration, from 379 


(2013/14), 154 (2014/15), to 79 (2015/16) (Appendix 7, Table 7), and the increase in 


consultations on threshold discussions from 343 (2013/14), 764 (2014/15) to 975 


(2015/16).   


 


     Key Findings 


 


Since 2012 there has been a continued increase in contacts to the LADO for information, 


advice and consultations.  During the period from 2012 to 2015/16 there has been a 220% 


increase and a 65% increase from 2014/15 to 2015/16. This includes: 
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 Requests from agencies and services for data relating to the management of 


allegations;  


 


 The review of Children's Social Care (CSC) records to inform a vetting and barring 


decision (2011/12: 213 requests, 2012/13: 254, 2013/14: 275, 2014/15:359, 2015/16: 


253);  


 


 Providing profiles for Ofsted from LADO records to inform pre-inspection assessments 


and consultations on complaint /allegations. (2012/13: 70 contacts 2013/14: 151; 


2014/15: 147; 2015/16: 162 contacts); 


 


 An increase in consultations from employers. (2011/12: 176, 2012/13: 262, 2013/14: 


343; 2014/15: 764; 2015/16: 975).   


 


As noted in previous LADO annual reports this significant increase may be due to a greater 


awareness of the LADO role by agencies.  Also there is an expectation in sharing 


allegations and concerns with the LADO, (linked to Ofsted inspection requirements and 


expectations) even when the threshold for continued action under the management of 


allegations procedure may not be met. 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.   


 


The impact of the change in definition of regulated activity, co-location in the MASH, and 


change in definition of what constitutes an allegation may account for the significant drop 


in "allegations" cases.  The number of substantiated outcomes, dismissals and referrals to 


the Disclosure and Barring Service has not decreased in line with the drop in allegations 


cases indicating that thresholds remain consistent.  This view was supported by an internal 


business analyst assessment of the LADO process (Appendix: 9 LADO Early Findings 


dated 3 March 2016) which noted, 'despite the huge rise in contacts both the percentage 


of allegations progressed and the number of substantiated allegations are within statistical 


control suggesting that allegations are being progressed appropriately and persons 
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unsuitable to work with children are being removed from regulated activity.  This shows 


both the initial consultation decision and investigation process are working'.   


 


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 and in particular has streamlined the process for information 


sharing with the Police.  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 and 172 in 


2015/16). Of the 172 notifications to the LADO, 29 were in relation to safeguarding adults 


after consideration and 107 were not taken further under the management of allegations 


procedures.  The LADO continues to work with agencies within the MASH in relation to 


notifications that may meet the criteria for LADO involvement.  


 


The provision of a LADO Assistant enabled a review of all open cases to the LADO and 


follow-up of outstanding actions. This was highly effective and led to a reduction in open 


cases from 555 (May 2014) to 220 (May 2015).  This role was noted in the recent Ofsted 


Inspection to provide significant support to the LADO. However, the additional resource 


was only temporary to address the increase in caseload. Currently the LADO caseload is 


424 (March 2016) and with systems developments and case tracking the LADO workload 


will continue to be monitored. A priority for 2016/17 is to undertake a full review of the 


resource needed to support the LADO function as it is clear that one LADO is unable to 


manage the increasing volume of contacts and requests for advice and consultations.  


 


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 1st April 2015 to the 31st March 2016.  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 
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data.  Finally, the report concludes with specific recommendations for Local Authority 


Designated Officer (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 identified within the LADO Annual Report in 


2015/16 


 


There were 12 recommendations identified in the 2014/15 LADO Annual Report as 


priorities for 2015/16: 


  


 Monthly monitoring of performance to ensure a timely response to LADO 


notifications, whilst meeting the challenge of increased demand.  


 


This has been achieved and the data has identified a 7.5% increase in contacts and 


open caseload has remained below 500.  To support the backlog in 2015/16 a LADO 


Assistant was recruited in March 2015 working full-time from March to April and part-


time from September 2015 to March 2016, which significantly reduced the caseload to 


220. However, since the assistant support ceased in March 2016 the caseload has 


increased to 424.  


 


 Monthly monitoring of LADO casework to ensure the timely progression of 


cases. 


This has been achieved.  Tracking is ongoing and is evidenced within the body of this 


report.  Short term targets for concluding cases are not being met at previous levels 


suggesting delay in investigation work.  Whilst short term targets are not being met, the 


same percentage are being closed off within 12 months suggesting that there is a short 


term delay in investigation work. 


 


 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. 
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This has not been achieved. Efforts were made to progress this with another local 


authority within the region. Unfortunately they were unable to assist. This will be raised 


via the Regional LADO Network to progress a peer review and will remain a priority for 


2016/17.  


 


 The co-location of LADO in the MASH will be monitored and reviewed to continue 


the development of effective working.  


 


This has been achieved and the LADO is now co-located in the MASH which facilitates 


the opportunity for effective multi-agency decision making to resolve enquires quickly.   


 


 Further enhancements to the LCS recording system will be developed to enable 


recording of LADO discussions with other agencies within MASH.  Data on 


number of these discussions will be recorded and reported in further LADO 


annual reports.  


 


After an initial pilot of recording contacts within the children's electronic recording 


system (LCS) it was clear this would not provide statistical returns on allegations data 


needed for LADO performance.  Approaches were made to the Regional Network of 


LADOs which led to a review of Trafford's system, which is a specially designed form 


which sits within LCS. This has been reviewed and agreed as a preferred system to log 


future allegations records. The implementation of this recording format will be a priority 


for 2016/17.  


 


 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 


 


This has been achieved and the Lancashire LADO has been an active participant in 


the LADO Regional Network and has contributed to a regional response to the 


Government consultation on out of school education.  As chair of the sub-group on 


Policies and Procedures Lancashire's LADO led the development of a 'LADO 
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Handbook', a reference document for LADOs.  The Handbook will be considered by the 


National LADO Group for consideration as a national resource.  The LADO also 


attended the National Conference for LADOs in March 2016 to ensure practice remains 


consistent and learn of other initiatives to prevent duplication of work.  For example, in 


Birmingham the LADO has developed a toolkit for Madrasahs which was made 


available post conference for other areas to use.  


 


 Quality & Review Managers will undertake quarterly case audit reviews to quality 


assure decision making and the response to LADO notifications.  


 


Whilst quarterly auditing hasn't been achieved, cases (24) have been reviewed by 


Quality and Review Managers to assess decision making and the quality of LADO 


practice. Lancashire's Independent Reviewing Officer Service has during 2015/16 and 


into 2016/17 significantly increased its resource including the recruitment of more 


Quality and Review Managers in 2016. Quarterly LADO case audits will remain a 


priority in 2016/17 alongside the introduction of the new recording system. A random 


audit system will be put in place by August 2016.  


 


 Senior Managers with responsibility for the management of allegations in partner 


agencies should undertake audits within their own organisations to quality 


assure practice and ensure they have a safe workforce.  


 


This is an ongoing expectation and is the responsibility of partner agencies to complete. 


This should be evidenced within agency Section 11 audits.   


 


 LADO to complete an assessment / review of Health Service referrals to LADO to 


determine if the referral rate is consistent with expected national practice.  


 


This has not been fully achieved. From LADO enquiries with the Regional Network 


there is limited data, regionally and nationally to consider what would be the expected 


levels on referrals for the Health Sector.  In 2015 the pan-Lancashire LADOs met with 


Safeguarding Health Leads to discuss levels of referrals and consider strategies to 


research and awareness raise on the need to refer to the LADO.  This work is ongoing 
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but it is of note that the referrals from health doubled and the referrals relating to health 


workers rose from 15 to 23 possibly reflecting the awareness raising aspect of this work.  


 


 Given the low number of referrals to the LADO from health organisations, the 


senior managers with responsibility for the management of allegations within 


health should promote greater awareness and understanding of the LADO role 


and reporting requirements.  


  


This has been achieved. The Pan-Lancashire LADOs met with Health Safeguarding 


Leads to promote the LADO role and review notifications to LADOs.  The leads reported 


that such awareness raising was ongoing and this is reflected in the 35% increase in 


referrals from health professionals in 2015/16. 


 


 To identify and challenge sectors, employers or agencies that do not provide 


information/ responses on the management of allegations casework in a timely 


manner.  This will be reported to the Lancashire Safeguarding Children Board 


(LSCB). 


 


This was achieved with the support of a LADO Assistant. Professionals and 


organisations have been challenged if a response or outcome has not been provided.   


There has been no need to escalate further to the Lancashire Safeguarding Children 


Board (LSCB).  However, there remains the need in many cases for employers to 


provide outcomes without the need for a prompt from the LADO.  On the initial 


consideration, the LADO makes it clear that an outcome is needed but this format will 


be reviewed with the introduction of the new recording system to determine if the 


number of prompts can be reduced. 


 


 LADO will monitor the accuracy of reporting concerns and where the LADO is 


contacted inappropriately these agencies will be contacted.  


 


This has been achieved and is monitored on a monthly basis and employers are 


advised. 
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4. Changes to Service Delivery       


 


In 2015/16 a number of different enhancements have been made to the current system to 


make recording more effective and evidence practice.  The use of a headset when having 


telephone discussions, further questions for the standard template form for consultations, 


use of hyperlinks to case notes on the current LADO system and noting key information 


on the electronic children's recording system (LCS) have all been strategies used to try 


and enhance the process.  Acknowledging that the current system was not fit for purpose, 


the move to full recording on Liquid Logic was postponed as the data reporting could not 


meet requirements for monthly monitoring or annual report statistics.  An enhancement to 


the children's recording system has been identified and approved progressing to 


implementation in the coming months.  This will be introduced as well as "first contacts" / 


consultations being recorded by the Customer Access Service rather than business 


support from the Safeguarding Unit.  This action will mean contacts will be directly logged 


onto the system and shared directly with Children's Social Care if necessary. The need for 


the system was clearly evidenced in the LADO Early Findings report. (Appendix 9: LADO 


Early Findings 3 March 2016). 


                                                          


5. 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', (2013), 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: 
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'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.  


 


Regionally, from the annual dataset completed by the Regional Network of LADOs the rise 


in demand in Lancashire for consultations is mirrored across the region rising from 2581 


in 2013/14 to 3937 in 2014/15.  From a regional review on the LADO role and function, 


completed in May 2015, of the 15 LADOs that responded 8 authorities, (considerably 


smaller than Lancashire) had full-time LADOs with varying levels of business support / 


assistance to enable them to meet the growing demand.  


 


6. 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 


considering whether a multi-agency response is required.  If necessary the LADO will have 


a strategy discussion within the Multi-Agency Safeguarding Hub making sure that 


appropriate referrals are made to Children's Services and the Police.  The LADO monitors 
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the case and advises parties on complex matters including when there is a need to refer 


to the Disclosure and Barring Service.                                                    


 


7. 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: 


 


 Number of referrals / allegations cases: 


 


There has been a slight 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). The drop in number last year was linked to a change 


in how consultations were recorded. This is evidenced in the consistency of allegations 


received in 2015/16.  


 


 Source of referrals: (See Appendix 3) 


 


Social Care remains the major source of referrals to the LADO and the proportion is 


consistent over the past 3 years at around 40%. (2010/11: 48%, 2011/12: 49%, 


2012/13: 50%, 2013/14: 40%, 2014/15:38%, 2015/16:41%).  


 


The number of referrals from health agencies rose by 35% from 7 in 2014/15 to 15 in 


2015/16. This has resulted in an increase in the number of health referrals which now 


totals 3% of all referrals received. (2011/12: 2% 2012/13:1.3% 2012/13: 2% 


2014/15:1.4% 2015/16:3%). This suggests that the work with health agencies in 


2014/15 to look at referrals has had a positive impact.  Further work locally and 


regionally will consider what the expected referral rate to LADO from this sector should 


be.  


 


The number of referrals from Education is consistent with the previous year. (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).  
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The number of direct referrals from the Police (CID, Public Protection Units and 


Custody Sergeant's) dropped from 67 in 2013/14 to 48 in 2014/15.  This year the figure 


is consistent with the preceding year (46) suggesting that multi-agency working within 


MASH is now consistent in making notifications to LADO.  This is also confirmed in that 


there were the same number of notifications to LADO from the MASH in 2014/15 (172) 


as there were in 2015/16 (172).  


 


Although there is a slight rise in allegation cases from, 491(2014/15) to 496 (2015/16) 


these numbers are significantly lower than the previous years (2013/14: 779, 2012/13: 


715, 2011/12: 636). The past two year 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). Non regulated work has been 


identified as needing further review during 2016/17 and is included as a 


recommendation in this report. 


 


Concerns relating to suitability, (domestic abuse, alcohol misuse, drug misuse), where 


children are not involved are closed following an initial consideration, as the employer 


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.  
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Whilst there has been a decrease in the number of cases meeting the criteria to 


progress as an allegations case there has been a 185% increase in consultations on 


threshold discussions from 343 in 2013/14, to 975 in 2015/16 and a 28% increase from 


764 in 2014/15 to 975 in 2015/16, highlighting 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) 


 


The largest group of staff subject to concerns/allegations remains within Education at 


30% which remains consistent with previous years. (2015/16 30%, 2014/15: 32%, 


2013/14: 29%, 2012/13: 28%, 2011/12: 29% and 2010/11: 25%). Following a 19% 


decrease in the number of allegations cases relating to the Social Care sector last year, 


from 154 in 2013/14 to 125 in 2014/15 this has stabilised at 120 referrals which is 25% 


of the overall referrals. As expected the residential sector allegations cases account for 


the largest number in the Social Care sector 95%, 114 of the 120 cases (2015/16).  


 


The number of cases relating to Police staff has continued to decline in line with the 


change of definition of regulated activity. (2010/11: 3%, 2011/12: 1%, 2012/13: 0.8%, 


2013/14: 1%, 2014/15; 0.8%, 2015/16:0.4%). This would be expected to stabilise in the 


next few years.   


 


The number of allegations against staff working in the third sector has dropped by 65% 


from 29 in 2014/15 to 10 in 2015/16 and there has been 78% decrease since 2013/14 


when there were 45 referrals. This is to be expected as some supervised volunteers 


are no longer considered to be in regulated activity requiring ongoing tracking.  


However, this reduction is significant and will continue to be monitored.  
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 Timescales for the completion of cases: (See Appendix 8) 


 


Performance in relation to the completion of cases within 1 month has fallen by 6.5% 


when compared to 2014/15. (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).   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 


don't 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 to 16% in 2016.  The 


proportion of cases completed within 3 months has also dropped to 77% from 83% in 


2014/15.  This is below the target of 90% identified in "Keeping Children Safe in 


Education" (DfE, 2015) but the proportion completed within 12 months has remained 


consistent with the previous year at 93%. Further analysis is required in respect of the 


conclusion of allegations cases within the 3 month timescale to gain a fuller 


understanding of the reason for this drop in performance. 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 7% increase 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, and 2016: 58).  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) 
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As noted in the LADO Annual Report 2014/2015, there has been an expected rise in 


the 'False' category of allegation outcomes. This was a new category introduced in 


2013, relating to LADO investigations which concluded that the allegation was false. 


(2013/14: 8, 2014/15: 18, to 2015/16: 35).  This rise accounts for the drop in outcomes 


that were deemed to be 'unfounded' and resulting in 'no further action'.  


 


The number of cases considered by Children's Social Care rose from 125 in 2013/14 


to 147 in 2014/15, a 5% increase.  The number of cases considered by the Police also 


rose from 158 in 2013/14 to 168 in 2014/15, a 2% increase.  This evidences that a 


greater number of initial considerations involve a multi-agency approach to decision 


making.   


 


In 2015/16 the LADO received 172 notifications direct from the MASH which is 


consistent with the number of notifications in 2014/15 (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.  However, the number of child protection investigations / 


enquiries has increased by 35% from 37 in 2014/15, to 50 in 2015/16 suggesting that 


initial screening is not precluding such enquiries. It may also explain why there is an 


increased number of contacts and assessments completed by Children's Social Care 


which has increased by 10% (2014/15: 88; 2015/16: 97).                


 


 Final Outcomes (See Appendix 2) 


Despite the fall in cases being progressed for onward tracking in recent years (2014: 


779, 2015: 491, 2016: 496) the numbers of those being removed from regulated activity 


and referred to the Disclosure and Barring Service have not dropped suggesting that 


there remains an appropriate focus on cases.  
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It is significant that although there was an increase in Police involvement in cases there 


was a 66% drop in convictions from 12 in 2014/15 to 4 in 2015/16. This may be 


accounted for by the length of time it can take for investigations and court processes to 


conclude.            


 


8. Key Themes    


 


  Increase in Level of Consultations and Allegations Cases  


 


The number of consultations with the LADO has continued to increase compared to 


previous years. (Appendix 1)  There has been a 220% increase in contacts for 


information, advice and consultations which rose from 538 in 2012 to 1616 in 2015/16.  


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. It is of note that despite this increase in contacts the number progressed for 


onward tracking dropped by 36% from 779 in 2013/14 to 496 in 2015/16.  This reduction 


was anticipated in the LADO Annual Report 2013/14:  


 


'In future MASH and Ofsted notifications will be logged as threshold considerations and 


only defined as an allegations case if they are progressed under the management of 


allegations procedure'. (Previously they were logged as "allegations cases" but closed 


to no further action after consideration).   


 


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 that immediate 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.                                          
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9. Successes  in 2015/16 


 


 Safeguarding Children and the Workforce 


 


During 2015/16 the LADO has continued the positive work of completing accurate, 


timely, concise information sharing on Criminal Records Bureau / Disclosure and 


Barring queries to ensured relevant disclosures. Thereby promoting safer 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.  


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.  In 2015/16 whilst the number of convictions was lower than 


the previous year, the number of individuals being removed from the workforce by 


employers rose from 21 (2014/15) to 29 (2015/16) suggesting that whilst a threshold 


for criminal proceedings may not be met employers are continuing to investigate, 


assess and determine if the individual is suitable to remain in the role.  The consistent 


number of referrals to the Disclosure and Barring Service (26: 2014/15, 27:2015/16) 


also suggests that employers will fully investigate and take appropriate action to remove 


employees from the workforce.  


 


In 2016, the LADO was approached by a cluster group of Madrasah leaders in Preston 


to carry out a joint initiative assessing procedures, management of allegations and 


multi-agency working. It was noted that 2500 children attend Madrasahs in Preston 


every week.  This positive approach has already led to proposed designated person 


training and an inter-agency briefing to develop greater understanding between 


agencies on the work in Madrasahs.  It has also established a key network of contacts 


for agencies involved in child and family assessment work. The learning from this 
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initiative will be used to share with other organisations and Madrasah cluster groups in 


other areas of Lancashire. 


 


A piece of research completed by the Core Business Systems Team Lancashire County 


Council (Appendix 9: LADO Early Findings 3 March 2016) reviewed the LADO process 


and system.  A number of recommendations have been made including, recording 


system development, development of a webpage on the Board website and review of 


initial point of contact with the Customer Access Service.  These have been 


incorporated into the recommendations for this report.  


 


 Ofsted inspection of Lancashire Children's Services 


 


During the Ofsted inspection of Lancashire Children's Services in September 2015, the 


LADO was interviewed by an inspector, explained current practice and shared 


casework. The report published on the 27 November 2015 highlighted the experience 


and effectiveness of the LADO and casework demonstrated suitable decision making.  


 


'An experienced designated officer, supported by an experienced social worker, 


manages allegations against adults working with children.  The designated officer is co-


located with social care and the police, which enhances communications. Effective 


management systems track the progress of all cases from the point of initial 


consultation, ensuring that actions are completed promptly. While the number of 


allegations is high – 491 during 2014–15 – the local authority’s own regional 


benchmarking shows that the referral rate of less than 19 cases per 10,000 of 


population is well within the range for North West authorities. Cases seen and 


discussed with inspectors demonstrated suitable decision-making'. ('Inspection of 


services for children in need of help and protection, children looked after and care 


leavers', (Page 16), Ofsted. Published 25 November 2015). 


 


10.  Challenges     


 


The significant challenge facing the LADO is the increasing workload linked to the rise in 


contacts for information, advice and consultations.  The increase in workload has been 
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consistently reported in previous years and although performance remains high, it has 


impacted on the capacity of the LADO to respond to contacts and initial considerations 


within one working day. (From 75% contacts responded to in one working day to 69% and 


from 91% initial considerations completed in one working day to 81%).  A key priority for 


2016/17 is to undertake a full review of the resource needed to support the LADO service 


delivery going forward.  


 


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 was effective in addressing the volume of 


open cases and progressing cases to a conclusion.  Since this support ceased there has 


been an increase in the number of open cases to the LADO reflecting capacity issues 


within the service. This is addressed in the recommendations of this report. 


 


A priority for 2016/17 is to fully transfer 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, 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.  


 


LADO performance will continue to be monitored and the impact of any further increase in 


service demand considered. The capacity of the LADO and processes for the management 


of allegations will be subject to scrutiny and challenge in the proposed peer review. This 


will enable practice to be benchmarked against other local authorities and is welcomed as 


an opportunity to inform the future development of the service.   


 


Following the recent reporting in the media of concerns relating to the licencing of taxi 


drivers, the LADO will consider any implications in terms of the management of allegations 


and in particular, the status of a driver, as to whether they are working with children and in 
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'regulated activity'. The change in regulated activity has been highlighted in previous 


annual reports.  Given the issues raised and the change in guidance, work is needed to 


ensure agencies are aware of the definitions and requirement to notify LADO on allegations 


cases (recommendation 10). This will be a priority area of work undertaken in conjunction 


with the Regional LADO Network to determine best practice and then provide a briefing to 


senior managers on any recommendations. The briefing will be completed within 3 months. 


                                                             
11. Recommendations for 2015/16    
 
     3 Key Priorities have been identified for 2015/16:  


 
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. 


 
2. Full review of the resource needed to support to the LADO function (July 2016). 
 
3.  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.  


 


Other Recommendations  
 


 Strategic developments to inform best practice with key partners.   


 
 Monthly monitoring of performance to ensure a timely response to LADO notifications, 


whilst meeting the challenge of increased demand.  
 


 Monthly monitoring of LADO casework to ensure the timely progression of cases. 
(Specifically the conclusion of allegations cases with 3 months). 
 


 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.  
 


 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. 
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 Quality & Review Managers will undertake quarterly case audit reviews to quality 
assure decision making and the response to LADO notifications.  
 


 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.  
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Appendix 1: LADO Activity  
 
LADO Activity  2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
(Criminal Records 
Bureau) / Disclosure and 
Barring Queries 


147 213 254 275 359 253  


Information Sharing  167 149 244 458 493 542   
 


Consultations on 
procedures and threshold 
for notification to LADO  


(Recorded 
within 
information 
sharing in 
2011) 


176 262 343 764 975 


Contacts taken as 
allegations cases  


652 636 715 779 491 496 


Total new contacts 966 1174 1475 1855 2107 2266 
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Appendix 2: Initial Considerations / Referrals to LADO – Outcomes of Initial Considerations  
 
Outcome of 
Initial 
Consideration 
by LADO  
(new categories 2 and 6 
for 2012) 


2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 


Employer's action 
after initial 
consideration  


72 213 199 177 104 120 95 124 


Conduct matter for 
the employer to 
conclude 


- - - 10 66 94 45 20 


Allocated to IRO to 
chair strategy 
meeting 


167 149 85 63 56 49 28 32 


Allocated to LADO 
for action 


38 54 139 172 247 233 201 248 


No further action 90 86 229 194 232 243 119 71 
 


Ofsted action  - - - 20 10 23 3 1 
 


Total Cases 367 502 652 636 715 779 491 496 
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Appendix 3: Allegation Cases - Source of Referrals (shaded areas are subsets of category above) 
 


 Number of 
Referrals by 


Agency 
2008/2009 


Number of 
Referrals 


by Agency 
2009/2010 


 


Number of 
Referrals 


by Agency 
2010/2011 


 


Number of 
Referrals 


by Agency 
2011/2012 


Number of 
Referrals 


by Agency 
2012/2013 


Number of 
Referrals 


by Agency 
2013/2014 


Number of 
Referrals 


by Agency 
2014/2015 


Number of 
Referrals 


by Agency  
2015/16 


Social Care 219 248 312 309 359 315 186 206 
Local Authority   235 248 284 237 101 118 
Independent 
Residential Care 


  49 56 67 76 82 86 


Local Authority 
Residential 


   5 8 2 3 2 


Health 2 12 13 13 9 16 7 15 
Education 82 128 105 98 123 98 99 95 
Local Authority Education   76 81 102 75 70 64 
Independent Education   7 17 21 23 29 31 
Foster Care 0 6 8 18 11 14 14 22 
Local Authority Fostering    10 6 9 1 0 
Independent Foster 
Care  


   8 5 5 13 22 


Police 9 36 72 87 89 67 48 46 
YOT 1 1 2 0 0 0 0 0 
Probation 0 1 0 0 0 0 0 1 
CAFCASS 1 0 0 0 0 0 0 0 
Secure Estate 6 0 2 0 0 1 0 0 
NSPCC 1 1 0 0 4 20 12 3 
Voluntary 
Organisations 


2 2 17 8 7 17 17 10 


Faith Groups 0 2 6 7 6 4 2 4 
Armed Forces 0 0 0 0 0 1 2 2 
Immigration/Asylum 
Support Services 


1 0 0 0 0 0 0 0 


Ofsted / Early years 0 20 30 51 65 88 42 38 
         
Other 43 45 85 45 42 138 62 54 
Transport    15 12 7 11 4 4 







28 
 


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 
Social Care 57 80 107 128 158 154 125 120 
Local Authority   21 36 31 32 13 6 
Independent 
Residential Care 


  69 82 115 117 103 109 


Local Authority 
Residential 


  17 10 12 5 9 5 


Health 4 12 32 24 30 32 14 23 
Education 137 186 163 183 198 223 155 150 
Local Authority 
Education  


  132 144 135 169 95 86 


Independent 
Education 


  31 39 63 54 60 64 


Foster Care 59 61 65 68 62 71 43 54 
Local Authority 
Fostering 


  44 32 30 33 19 13 


Independent Foster 
Care  


  21 36 32 38 24 41 


Police 8 14 17 8 6 9 4 2 
YOT 0 0  1 0 0 0 0 
Probation 0 1  0 0 1 0 0 
Secure Estate 7 0 4 1 2 2 0 0 
Voluntary 
Organisations 


5 9 40 19 24 45 29 10 


Faith Groups 7 15 29 34 39 (30 
Islamic) 


23 (16 
Islamic) 


21 (15 
Islamic) 


17 (11Islamic) 


Armed Forces 0 1 1 0 3 2 2 2 
Immigration/Asylum 
Support Services 


0 0  0 0 0 0 0 


Ofsted / Early years 0 52 81 56 62 80 36 33 
Other 83 71 113 114 131 137 62 85 
Transport    37 29 24 25 10 8 
Total number of 
referrals 


367 502 652 636 715 779 491 496 
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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 
Burnley Pendle and Rossendale 98 127 154 147 146 155 103 99 
Hynburn and Ribble Valley 44 48 84 75 88 94 48 39 
South Lancashire 64 122 106 100 105 114 80 82 
Lancaster Fylde and Wyre 80 93 124 100 119 144 94 102 
Preston 65 103 92 86 85 115 63 55 
Referrals relating to other areas 
/ not identified 


16 9 92 128 172 157 103 119 


Total number of referrals 367 502 652 636 715 779 491 496 
 


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 


Sexual 105 120 123 101 68 87 76 61 
Physical 198 252 285 245 248 218 169 212 
Neglect 32 80 29 15 5 9 6 1 
Emotional 26 42 27 21 16 8 4 9 
*Conduct (new category for 2011 figures)   151 177 241 319 184 136 
Other/Not categorised 6 8 37 77 137 138 52 77 
Cases involving social media (new for 
2012) 


   (10) (46) (46) (33) (27) 


 
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 


 







30 
 


Appendix 7: Allegations Cases – Outcomes / Nature of Investigations  
 


Outcomes on the Management Allegations 


Outcomes: (on the 496 
cases) 


2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16


Total number Substantiated 46 56 77 63 79 86 78 64 
 Unsubstantiated 94 67 127 127 135 144 123 154 
 Unfounded 23 17 39 41 28 25 13 11 
 False      8 18 35 
 Malicious 2 1 4 7 5 8 5 7 
 NFA after 


consideration 
88 83 232 232 308 379 154 79 


 Awaiting 
outcome on 
year's cases 


  215 166 160 129 100 146 


Number of Police Investigations 
(e) enquiries 


(i) investigations 


89 129 172 197 
117 (e) 
80 (i) 


232 
131 (e) 
101 (i) 


171 
82 (e) 
89 (i) 


158 
49 (e) 
109 (i) 


168 
65 (e) 
103 (i) 


Number of Section 47/CP 
Investigations 


139 88 93 71 84 53 37 50 


Number of initial assessments 
only (new category for 2012) 


   29 49 29 11 30 


Number of cases subject to a 
basic assessment by CSC (new 


category for 2012) 


   81 94 72 77 67 


Number of Dismissals / 
Cessations of Use 


30 24 33 33 27 25 21 29 


Number of Resignations 10 24 29 16 9 20 17 8 
Number of referrals to POCA/List 


99/ISA/DBS 
7 22 27 24 29 28 26 27 


Number of Convictions 6 23 27 12 19 (7 
cautions) 


16 (7 
cautions) 


12 (8 
cautions) 


4 (3 
cautions) 
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Appendix 8: Allegations Cases - Timescales for concluding Management of Allegations 
 


Concluded cases from the 1/04/2015 to the 31/03/2016  
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
5% 


2016 2016
% 


Aim 


1 month (28 
days) 


132 66 109 71 343 70.5 336 71 419 71 518 77 303 69 251 64.5 80% 


3 months 
(84days) 


47 90 31 91.5 59 83 50 81.5 71 83 67 88 58 83 49 77 90% 


12 months 
(336 days) 


18 99 12 99 61 95 55 93 45 91 49 95 44 93 61 93  


Beyond 12 
months 


1  1  23  32  53  31  32  28   


Total 
Concluded 


cases reported 
to LADO 


198  153  486  473  589  665  437  389   


 
 
 
Appendix 9: LADO Early Findings (3 March 2016)    
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Counter Terrorism 
The Counter-Terrorism and Security Act 2015 (CTSA 2015) came into effect on 1st July 2015. 
Lancashire reconstituted the Contest Board (strategic level) in September 2015, to support both 
the implementation of the CTSA and the Prevent Delivery Manager’s group (tactical level) that 
meet quarterly. Both groups are responsible for reporting back through the Chief Executive’s 
Group and to the Safeguarding Boards. All LA’s and statutory partner agencies are represented 
and are aware of their obligations under the CTSA.  A number of training resources are available 
around Channel and Prevent, including a recent refresh of the 'Prevent for Schools' website. 
 
Issues around travel to Syria have lessened nationally but a small number of people are still 
travelling including females and families. The 2013 Lancashire information sharing protocol to 
and from Family Court proceedings (https://www.lancashire.police.uk/media/345256/family-court-
lancs-protocol.pdf)  is helping to navigate this complicated area and further work will be 
progressed with NWCTU leadership and partners around capturing learning within the region 
around similar cases, with the aim of producing a framework to share with partners. 

Available resources: 

• Hate crime. http://www.educateagainsthate.com  
• ‘Run, Hide, Tell’ campaign 

http://www.npcc.police.uk/NPCCBusinessAreas/WeaponAttacksStaySafe.aspx 
• ‘Taking charge of personal security’ 

https://www.cpni.gov.uk/Documents/Publications/2015/Employee Vigilance Asset 
Library/I2IR0044_Your Personal Security_ONLINE_FAW_LR.pdf 

 

The Counter Terrorism annual report is available here:  

Prevent and 
Channel.pdf  

Domestic Abuse 
A Pan-Lancashire Domestic Abuse Strategy has been completed and is awaiting agreement.  
Once agreed a robust delivery plan will be drawn up, with an expectation that the Pan-Lancashire 
Strategic Group will then deliver against the strategic priorities set. A focus will be improving 
tangible outcomes for domestic abuse. 

The MARAC and 'So-called' HBV/FM/FGM steering groups have made significant progress 
within these aspects of domestic abuse.  The MARAC steering group, sees an increase in 
agency representation and has focussed on looking at ‘the success of MARAC’. This piece of 
work is on-going and findings will be presented to the next steering group in July 2016. A Pan-
Lancashire MARAC protocol has been completed awaiting sign off from all agencies. MARAC 
pre-screening has reduced the number of MARAC’S from 13 a month Pan-Lancashire to 11 per 
month.  
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CAF Annual Report for LSCB – 2015/16 


 
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 2015/16 a total of 4,152 CAFs were initiated on the CAF database following 
contact being made with the CAF administration team. 


 


2015/16 2014/15 2013/14 


No. of 
CAFs 


% of 
County 
Total 


No. of 
CAFs 


% of 
County 
Total 


No. of 
CAFs 


% of 
County 
Total 


Burnley 559 13% 535 12.9% 376 13.1% 
Chorley 441 11% 483 11.6% 294 10.2% 
Fylde 209 5% 204 4.9% 106 3.7% 
Hyndburn 312 7% 440 10.6% 262 9.1% 
Lancaster 404 10% 424 10.2% 272 9.5% 
Out of county 8 0% 14 0.3% 21 0.7% 
Pendle 416 10% 314 7.6% 311 10.8% 
Preston 612 15% 544 13.1% 351 12.2% 
Ribble Valley 132 3% 138 3.3% 115 4.0% 
Rossendale 188 4% 200 4.8% 182 6.3% 
South Ribble 273 7% 255 6.1% 153 5.3% 
West Lancashire 291 7% 299 7.2% 254 8.9% 
Wyre 340 8% 302 7.3% 173 6.0% 
Grand Total 4,185 100% 4,152 100% 2,870 100% 


 


As the table above illustrates, during 2015/16 Preston (612) saw the highest number of CAFs 
initiated, followed by Burnley (559). These two districts also saw the highest number of CAFs 
initiated during 2014/15 and 2013/14. There are no real surprises in the data, 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 2015/16 was Education 
(including Early Years settings). Given that there are more than 600 schools and a significant 
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number of nursery school settings this isn't a surprise. Almost 1 in 3 CAFs initiated were 
requested 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 expectation within the service is 
that a CAF should be in place for every family being worked with who is receiving targeted 
support. 


Agency No. of CAFs % of County 
Total 


Education (incl. Early Years) 1,764 42% 
Health 577 14% 
LCC - Other 138 3% 
LCC - WPEHS 1,317 31% 
Other 18 0% 
Police 20 0% 
VCFS 351 8% 
Grand Total 4,185 100% 


 


CAFs Closed 


At least 4,175 CAFs were closed during 2015/16. 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. 


 


C
lo


se
d 


(C
A


F 
no


t 
co


m
pl


et
ed


) 


C
lo


se
d 


(D
ec


ea
se


d)
 


C
lo


se
d 


(M
ov


ed
 


O
ut


 o
f 


A
re


a)
 


C
lo


se
d 


(N
ee


ds
 


M
et


) 


C
lo


se
d 


(N
o 


C
on


se
nt


) 


C
lo


se
d 


(S
ta


tu
to


ry
 


A
ss


es
sm


en
t)


 


G
ra


nd
 T


ot
al


 


Burnley 38 1 20 344 44 105 552 
Chorley 25  9 289 21 76 420 
Fylde 19  6 116 17 30 188 
Hyndburn 25 2 20 291 37 70 445 
Lancaster 24  7 248 58 49 386 
Out of county   1 13 1  15 
Pendle 21 1 16 268 35 76 417 
Preston 43 1 20 335 64 91 554 
Ribble Valley 8  1 128 5 4 146 
Rossendale 6  5 147 22 39 219 
South Ribble 19  6 186 19 24 254 
West Lancashire 19 1 18 221 18 34 311 
Wyre 16 2 5 182 22 41 268 
Grand Total 263 8 134 2,768 363 639 4,175 
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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 31st March 2016 there was a total of 1,938 CAF records with a Pending status on the 
database. 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. 1,466 of the records, equivalent to 76% of pending records, had been 
pending for more than 6 months, as at 31st March 2016. The longest length of a 'pending' 
record is 2,624 days (over 7 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 


A CAF Quality Assurance (QA) tool has been developed to support the monitoring of 
assessments to ensure quality. The tool was developed in Excel and allows for CAFs to be 
assessed for both compliance and quality whilst providing both qualitative and quantitative 
feedback. A pilot quality assurance exercise identified a number of slight tweaks for the tool, 
but also allowed for some early findings on the quality of the first batch of CAF assessments 
that were assessed.  


Since April 2015 CAF QA activity has been undertaken by the Wellbeing, Prevention and Early 
Help District Coordinators who quality assure 2 CAFs per calendar month. This information is 
reported on a quarterly basis alongside some basic information relating to the number of CAF 
assessments completed/closed each quarter. 


A feedback process has also been developed to ensure professionals receive the results of 
the QA exercise for CAFs they have completed. District coordinators are undertaking quality 
assurance on CAFs for their area where they are likely to already have links to agencies. 
There is a feedback form template that is to be completed for each CAF checked and the QA 
tool allows for printing out of the summary findings. This is also to be shared with the 
professional who completed the CAF. Where necessary, the coordinator can escalate to the 
professional's line manager/CAF champion. 
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CAF QA Data – 2015/16 


During 2015/16 a total of 145 CAFs were quality assured by the WPEHS district coordinators: 


  
Inadequate 


CAF/TAF 


CAF/TAF 
Requires 


Improvement 


Good 
CAF/TAF 


Outstanding 
CAF/TAF Grand 


Total 
Num % Num % Num % Num % 


Burnley 2 11% 6 32% 7 37% 4 21% 19 
Chorley 0 0% 5 56% 4 44% 0 0% 9 
Fylde 5 38% 4 31% 2 15% 2 15% 13 
Hyndburn 2 13% 5 31% 7 44% 2 13% 16 
Lancaster 0 0% 8 42% 11 58% 0 0% 19 
Pendle 2 15% 10 77% 1 8% 0 0% 13 
Preston 2 12% 8 47% 7 41% 0 0% 17 
Ribble Valley 1 8% 7 54% 5 38% 0 0% 13 
Rossendale 2 13% 4 25% 7 44% 3 19% 16 
South Ribble 1 9% 7 64% 3 27% 0 0% 11 
West Lancashire 0 0% 4 25% 12 75% 0 0% 16 
Wyre 3 25% 4 33% 4 33% 1 8% 12 
Grand Total 20 11% 72 41% 70 40% 12 7% 174 


 
Whilst 40% of the assessments quality assured were rated as 'good', over 50% of the CAFs 
quality assured fell into the 'inadequate' or 'requires improvement' bandings. The 
practitioners who under took these assessments have received feedback from the WPEHS 
coordinator on how the assessment could have been improved. 
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Num % Num % Num % Num % 
Children's centres 6 15% 13 33% 16 40% 5 13% 40 
De-escalation from Children's 
Social Care 0 0% 0 0% 2 67% 1 33% 3 


Early Years Setting 2 14% 6 43% 5 36% 1 7% 14 
Education (PRU/Short Stay) 0 0% 1 100% 0 0% 0 0% 1 
Education (Independent) 0 0% 4 100% 0 0% 0 0% 4 
Education (Primary) 4 14% 12 43% 11 39% 1 4% 28 
Education (Secondary) 1 3% 16 41% 20 51% 2 5% 39 
Health 2 10% 9 45% 8 40% 1 5% 20 
Other 1 50% 0 0% 1 50% 0 0% 2 
Police/YOT 0 0% 1 50% 1 50% 0 0% 2 
VCFS organisation 4 24% 7 41% 6 35% 0 0% 17 
Young People's Service 0 0% 3 75% 0 0% 1 25% 4 
Grand Total 20 11% 72 41% 70 40% 12 7% 174 
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There is considerable variation across agencies in the quality of the assessments that were 
quality assured. Over 56% of secondary school assessments were rated 'good' or 
'outstanding' compared with 43% of primary school assessments. 45% of CAF assessments 
completed by health colleagues were rated 'good' or 'outstanding'. 


During the 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 
2015/16 figures, 4% of the CAFs initiated over the course of the year were subject to quality 
assurance.  


CAF Training 


CAF training has been provided to the children's workforce across Lancashire. There are two 
elements to the CAF training: 


1. CAF eLearning module – this is an online training module that provides a basic 
overview of the CAF process and the Continuum of Need (CoN) and is recommended 
to all staff working in a service that supports children, young people and families. 


2. 1 day classroom based CAF and CoN training. During 2015/16 a total of 162 
practitioners completed the CAF classroom based training, across a total of 9 courses 
delivered throughout the year. 


LiquidLogic 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 hoped that roadshows/demos of the system will be available across county this 
summer.  


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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Item Number: XX 
 


Report to the Lancashire Safeguarding Children Board 
 
To be held on 7/6/16 
 
Report from: Insp Andrea Bradbury 
 


Date:23/5/16 


Subject: CONTEST Update 
 
Purpose:  For information 
 
Summary of Key Points / Findings: 
 


1) The Counter-Terrorism and Security Act 2015 (CTSA 2015) came into effect on 1st July 2015. 


Lancashire reconstituted the Contest Board (strategic level) in September 2015, to support both the 


implementation of the CTSA and the Prevent Delivery Manager’s group (tactical level) that meet 


quarterly. Both groups are responsible for reporting back through the Chief Executive’s Group and to the 


Safeguarding Boards. All LA’s and statutory partner agencies are represented and are aware of their 


obligations under the CTSA. 


Since the legislation has been enacted, two significant ‘train the trainer’ events have been run in the 


County. This has been for partners to get staff accredited to deliver the National WRAP training package 


(around vulnerability to extremism and the Channel project within each organisation. The Police Prevent 


team will still support schools but increasingly this is moving to local authorities as prevent police officers 


have been instructed Nationally to do less engagement/training to release the capacity needed for more 


focussed case work. 


In addition to the existing on-line Channel training:- 


http://course.ncalt.com/Channel_General_Awareness/01/index.html  - a new National resource  aimed at 


those with responsibilities under the Prevent duty (particularly front line staff in schools and colleges) has 


been released. This is similarly designed to help raise awareness of radicalisation, help staff to identify 


the signs that someone may be at risk and know where to go for support:- 


https://www.elearning.prevent.homeoffice.gov.uk. There is a wider Prevent training cataologue 


available:-. https://www.gov.uk/government/publications/prevent-duty-catalogue-of-training-courses 


All these are on the LCSB website:- http://www.lscb.org.uk/training 


The Lancashire Prevent for Schools website www.preventforschools.org has also been refreshed 


including the SCARF 2 resource. This is a Lancashire programme of work that can be incorporated into 


British Values, SMSC and PSHE areas of the curriculum, to tackle prejudice across Key Stages 2, 3 and 



http://course.ncalt.com/Channel_General_Awareness/01/index.html

https://www.elearning.prevent.homeoffice.gov.uk/

https://www.gov.uk/government/publications/prevent-duty-catalogue-of-training-courses





4. The new Childnet 'Trust Me' resource has just been launched Nationally but supported and piloted in 


Lancashire. It is available in both Primary and Secondary versions and aims to support addressing 


online extremism and propaganda through Digital Literacy with associated lesson plans and is on our 


website.   


 A Counter terrorism Local profile Day was held at Hutton in April 2016. It was attended by colleagues 


from LA’s, Health, Education, Youth Justice, Early Action, Legal, Comms Teams, Hate Crime etc. 


Favourable feedback was received and a number of actions arose. E.g. two LA’s have received been in 


for a detailed briefing on extreme right wing activity.  


2.) Issues around travel to Syria have lessened Nationally but a small number of people are still 


travelling including females and families. 


The 2013 Lancashire information sharing protocol to and from Family Court proceedings 


(https://www.lancashire.police.uk/media/345256/family-court-lancs-protocol.pdf)  is helping to navigate 


this complicated area and further work will be progressed with NWCTU leadership and partners around 


capturing learning within the region around similar cases, with the aim of producing a framework to share 


with partners.  


3.) An overview of current and proposed Channel processes and panel cases was highlighted. Paul Lee 


remains the local chair of the Lancashire Panel. Vice chairs are now Victoria Gent (LCC) and Peter 


Charlesworth (Blackpool).  Schools/ young people remain the biggest source/ number of referrals locally 


with a variety of forms of extremism International, Right wing and other ideologies coming to the fore in 


information sharing. There has undoubtedly been a trend for schools and other agencies to lower the 


reporting threshold since the CTSA duty came in (and more recently with events in Europe).  Each case 


gets a proportionate response considered by a wide range of partners with strict confidentiality 


arrangements in place. Since the last report, the 15 year old Lancashire boy has now been convicted re 


the Anzac plot in Australia.  The Blackburn teenager will serve at least five years for inciting terrorism 


and will only be released once he is no longer considered to be dangerous. He sent thousands of online 


messages to an alleged Australian jihadist and was planning "a massacre", the court was told. He is 


believed to be the youngest Briton found guilty of a terror offence. The Home Office conducted a review 


of the case which had been referred to Channel.  Channel is a National scheme and any details are 


published centrally. 


Proposed Recommendations: 


1. Note activity under the Counter Terrorism and Security Act 2015, in particular the training update 


and the new resources available. 
2. Note the Operational impact of Syria and wards of court issues. 
3. Note the LA Channel Pilot and the conviction/ review into the Anzac Attack Plot (Paul Lee, BwD 



https://www.lancashire.police.uk/media/345256/family-court-lancs-protocol.pdf





& Lancs Panel Chair is to brief all SB boards, in person).  
 
Wider resources now available:  
Hate crime. http://www.educateagainsthate.com  


 ‘Run, Hide, Tell’ campaign 
http://www.npcc.police.uk/NPCCBusinessAreas/WeaponAttacksStaySafe.aspx 


‘ Taking charge of personal security’ 
https://www.cpni.gov.uk/Documents/Publications/2015/Employee%20Vigilance%20Asset%20Library/I2IR0044_Y
our%20Personal%20Security_ONLINE_FAW_LR.pdf 


 
 



http://www.educateagainsthate.com/

http://www.npcc.police.uk/NPCCBusinessAreas/WeaponAttacksStaySafe.aspx

https://www.cpni.gov.uk/Documents/Publications/2015/Employee%20Vigilance%20Asset%20Library/I2IR0044_Your%20Personal%20Security_ONLINE_FAW_LR.pdf

https://www.cpni.gov.uk/Documents/Publications/2015/Employee%20Vigilance%20Asset%20Library/I2IR0044_Your%20Personal%20Security_ONLINE_FAW_LR.pdf



Prevent and Channel.pdf



The 'So-called' HBV/FM/FGM steering group has focussed on community engagement and 
community mapping. Local events have taken place to understand from practitioners and 
specialist provisions how we can improve community engagement and seek to further appreciate 
and understand what the issues are for victims and their families, where are the gaps, how do we 
fill these gaps and engage with all communities. 

The Domestic Abuse annual report is available here: 

LSCB Report DA.pdf

 
Independent Reviewing Officers 
In 2015/16 the IRO Service operated with 30 full-time equivalent (FTE) IROs. Despite some 
additional investment in the service IRO caseloads remained high with an average caseload of 
109, which was significantly higher than the number recommended in the IRO handbook (50-70). 
In September 2015, Lancashire's inspection into services for children in need of help and 
protection, children looked after and care leavers highlighted that IRO caseloads were high and a 
recommendation was made that the IRO Service undertakes consistent, regular oversight of 
practice and care planning. As part of the Improvement Plan there has been further significant 
investment in the IRO Service, including 15 additional permanent IROs and 3.5 additional 
permanent Quality & Review Managers. Agency staff have been appointed pending permanent 
recruitment to these posts. This has had a positive impact in reducing IRO caseloads to an 
average of 92 at the end of March 2016 followed by a further reduction to 82 in April 2016. Once 
fully staffed it is anticipated that the average caseload will be below 75.  

Performance in relation to child protection conferences held within the requisite timescale 
improved in 2015/16 despite a significant increase in the number of children subject to child 
protection plans. At the end of March 2015, 956 children were subject to a child protection plan. 
However, in March 2016 this had increased by 55% to 1,443. Performance in relation to children 
looked after reviews being held in timescale has dipped slightly to 93.9%. When considered in 
the context of the additional workload of the team this still represents good performance.  

The reduction in caseloads since the recruitment of additional IROs to the service has led to a 
significant increase in the completion of mid-point checks. This is strengthening IRO oversight of 
practice and care planning in line with the Improvement Plan.   

The IRO annual report is available here: 

IRO Annual Report 
2015-16.pdf  

Multi Agency Safeguarding Hub (MASH) 
The MASH was established in 2013 when a two stage approach was adopted. Phase one related 
to referrals which were generated by police officers in the course of their duties.  The original 
estimate for police referrals was in the region of 30,000 but the reality in 2015/16 has been 
around 50,000.  The multi-agency team has a as result faced significant challenge and, while 
there is clear evidence of improved information sharing resulting in better decision making and 
improved safeguarding responses, there is also evidence of unproductive and duplicated activity.  
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Item Number: XX 
Report to the Lancashire Safeguarding Children Board 
 
 
Report from:   


DCI 2053 Vicki Evans 
 


Date:  
20/5/16 


Subject:  
DOMESTIC ABUSE 


 
Purpose:   


FOR INFORMATION 


 
Summary of Key Points / Findings: 
 
INTRODUCTION 
 
In October 2014 the Pan-Lancashire Domestic Abuse Strategic Group was formed following the 
decision that the LADA (Lancashire Against Domestic Abuse) was no longer fit for purpose.  
The group has strategic and senior representation across all relevant statutory and third sector 
agencies responsible for the delivery of front line services across the county. 
 
Under the strategic board are a number of sub groups all whom report to the DA strategic 
board. Work plans exist for all of the sub groups and the meetings are well attended.  
 
The groups are  : 
• MARAC Steering group 
• ‘So called’ HBV/FM/FGM Steering group 
• SDVC Steering group 
 
Agreement has been reached that the strategic board itself signs up to a Pan Lancashire 
Domestic Abuse strategy with an overarching vision to ensure equitable service delivery for 
victims and their families across the county and to reduce the instances of abuse occurring as 
well as developing work with non-statutory perpetrators to help them address their offending 
behaviour. Particular emphasis will be placed on measurable outcomes for children affected by 
domestic abuse. 
 
The Pan-Lancashire Domestic Abuse Strategy has been completed and is to be presented to 
the next meeting of the Lancashire Chief Executives by Angela Harrison from the OPCC on 
Friday 20th May 2016. Once agreed a robust delivery / improvement plan will be drawn up, with 
an expectation that the pan-Lancashire strategic group will then deliver against the strategic 
priorities set. A focus will be improving tangible outcomes for domestic abuse. 
 
As chair of the MARAC and ‘So-called’ HBV/FM/FGM steering groups I can report that 
significant progress has been made within these aspects of domestic abuse.  
 
In respect of the MARAC steering group, we have seen increase in agency representation. The 
focus has been looking at ‘the success of MARAC’. This piece of work is on-going, out of area 
visits have been conducted to look at ‘what does good look like’. These findings will be 
presented to the next steering group in July 2016. A pan-Lancashire MARAC protocol has been 







completed awaiting sign off from all agencies. MARAC pre-screening has reduced the number 
of MARAC’S from 13 a month pan-Lancashire to 11 per month. There is an increase in MARAC 
numbers nationally, which is borne out locally. As part of the review of MARAC, consideration 
will be given to a more effective service to domestic abuse and outcome through MASH. There 
is an on-going review of MASH and these possibilities will be considered.  
 
In respect of the ‘So-called’ HBV/FM/FGM steering group, the focus has been community 
engagement and community mapping. Recently there have been three local events to 
understand from practitioners and specialist provisions how we can improve community 
engagement and seek to further appreciate and understand what the issues are for victims and 
their families, where are the gaps, how do we fill these gaps and engage with all communities.  
 
Additional work in respect of domestic abuse, Lancashire Constabulary hosted a Domestic 
Abuse Business Event for local businesses across pan-Lancashire in November 2015. The 
aims and objective were to raise awareness of domestic abuse in the workplace and their 
obligation to support victims. Further development is on-going around businesses having an 
internal DA policy and staff able to offer support and signpost victims. 
 
Victims Support is working with Lancashire Police in a pilot to deliver support services to 
standard risk domestic abuse victims. Staff from victim support are working within the MASH to 
engage with standard risk victims early to offer support and improve outcome for these 
vulnerable people and their families. Evaluation will be undertaken over the coming months.    
 
Proposed Recommendations: 
 
A described in the sections above, development work continues. 
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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 1st April 2015 to the 31st March 2016. 


The statutory requirement for this report is found in the Children and Young Person’s 


Act, 2008 and subsequent statutory guidance published by the Department for 


Children, Schools and Families, 2010 (The IRO Handbook). The report will be 


presented to the Senior Leadership Team, Corporate Parenting Board and the 


Lancashire Safeguarding Children Board (LSCB) and will be available as a public 


document.  


In 2014/15 the IRO Service operated with 30 full-time equivalent (FTE) IROs. Despite 


some additional investment in the service IRO caseloads remained high with an 


average caseload of 109, which was significantly higher than the number 


recommended in the IRO handbook (50-70). In September 2015, Lancashire's 


services for children in need of help and protection, children looked after and care 


leavers were inspected by Ofsted. The report published on the 27 November 2015 


judged children's services to be "inadequate".  It was highlighted that IRO caseloads 


were high and a recommendation was made that the IRO Service undertakes 


consistent, regular oversight of practice and care planning. As part of the Improvement 


Plan there has been further significant investment in the IRO Service, including 15 


additional permanent IROs and 3.5 additional permanent Quality & Review Managers. 


Agency staff have been appointed pending permanent recruitment to these posts. This 


has had a positive impact in reducing IRO caseloads to an average of 92 at the end 


of March 2016 followed by a further reduction to 82 in April 2016. Once fully staffed it 


is anticipated that the average caseload will be below 75. This is a significant 


achievement and will greatly increase IRO capacity. Prior to the recruitment of 


additional IROs high caseloads presented many challenges for the service and 


impacted upon the IROs ability to fulfil many aspects of their role.  This has included 


the completion of mid-point checks, seeing all children separately and in addition to 


their statutory review meetings and tracking of problem resolution issues.   


Performance in relation to child protection conferences held within the requisite 


timescale improved in 2015/16 despite a significant increase in the number of children 


subject to child protection plans. At the end of March 2015, 956 children were subject 


to a child protection plan. However, in March 2016 this had increased by 55% to 1,443. 
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Performance in relation to children looked after reviews being held in timescale has 


dipped slightly from 95.3% in 2014/15 to 93.9% in 2015/16. When considered in the 


context of the additional workload of the team this still represents good performance.  


The reduction in caseloads since the recruitment of additional IROs to the service has 


led to a significant increase in the completion of mid-point checks. (March 2016: 899 


mid-point checks were completed with only 95% of staff being in post). This is 


strengthening IRO oversight of practice and care planning in line with the Improvement 


Plan.   


There have been elements of success with formal and informal problem resolution.  A 


review of the informal and formal resolution system has taken place and a new 


protocol was implemented on the 01/04/16. This has simplified the process and joins 


both informal and formal resolution within the same process. IRO challenge can now 


be evidenced and tracked using both forms of resolution. Data available covering 


informal resolution indicates that IROs have provided 432 challenges during 


2015/2016. It is acknowledged that the factors that enable IROs to adopt a position of 


positive independent challenge are complex; it has been accepted by the IRO Service 


that the level of challenge needs to be stronger.  


 


IROs have worked to develop strong positive relationships with children's services and 


quarterly liaison meetings take place in the 3 locality areas to look at themes, good 


practice and deficits.  IROs have highlighted areas of learning and development in 


relation to chronologies, child and family assessments, quality assurance audits of 


S.47 enquiries and case recordings.  IROs have worked alongside CSC to improve 


the completion of social work pre-meeting reports for looked after children review 


meetings and where necessary have used an escalation process to identify when the 


report has not been available prior to the review. This has led to considerable 


improvements in this area. 


 


IROs have also supported improvements in the completion of quality assurance audits 


of S.47 enquiries. 
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2. Recommendations from the IRO Annual Report 2015/16 


 Managers of the IRO Service must continue to monitor IRO caseloads and the 


impact on delivery of the IRO responsibilities as detailed in the IRO handbook.  


 


Update:  Quality and Review managers have monitored IRO caseloads on a monthly 


basis.  The Ofsted inspection identified that caseloads were too high. This has been 


addressed in the Improvement Plan with Management Team approval of an additional 


15 IROs and 3.5 Quality & Review Managers.  The average IRO caseload in April 


2016 was 82 compared with 109 at the end of March 2015. 


 


 To improve the effectiveness and efficiency of the IRO Service, from the 1st 


June 2015, a locality management model will be introduced. This will replace 


the current cross county structure and will align IROs in three teams which 


mirror the locality footprints for Children's Social Care (CSC). To support the 


new arrangements changes will also be made to the arrangements for IRO 


team meetings and development days.  


 


Update:  The locality model has been implemented which involves IRO locality 


meetings being held on a monthly basis and full service development days taking 


place quarterly.  This is proving to be effective in supporting IRO involvement, 


participation and contribution to service development. 


 


 Managers of the IRO Service will continue to monitor performance in respect of 


the proportion of looked after children reviews and child protection conferences 


held within the required timescales to further improve performance against 


these indicators.  


 


Update:  Quality & Review Managers have continued to monitor performance in 


respect of looked after children reviews and child protection conferences through IRO 


supervision. Whilst good performance has been maintained in child protection 


conferences reviewed within timescale, it is acknowledged that there has been a slight 


dip in performance in respect of looked after children reviews. This will be a priority for 


improvement in the coming year.  
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 IROs to undertake robust quality assurance of practice to ensure that statutory 


requirements are met, including children having an up-to-date child & family 


assessment, personal education plan, health assessment and that visits to 


children are undertaken within required timescales. IROs need to make a 


review recommendation where this is not evidenced and escalate if necessary 


to ensure timely completion.     


 


Update:  There is some evidence of IRO quality assurance of practice within informal 


and formal resolution.  However, the service recognises this is still an area of 


improvement. Alongside a revised Audit Framework, a new IRO quality assurance 


checklist is being introduced which will be embedded in practice in the forthcoming 


months. A supervision audit tool has also been introduced in 2015/2016. 


 Additional training is to be provided to the IROs in relation to the problem 


resolution process, thresholds and appropriate timescales for resolution to 


ensure greater consistency of practice across the service. 


 


Update:  Additional training was provided to IROs during a service development day 


and this will continue to be included in future training to support thresholds and 


appropriate timescales for resolution to ensure greater consistency.  This is also a 


standard agenda item for IRO supervision, locality meetings and quarterly liaison 


meetings. 


 Evidence of informal resolution of issues by the IRO needs to be captured more 


effectively.  


 


Update: There is evidence of informal resolution by IROs and changes to the 


children's electronic recording system (LCS) have been introduced to capture this 


data. There is evidence that some children's cases have been escalated from informal 


to formal resolution. Issues have been identified and addressed in a timely manner, 


capturing the impact of IRO involvement.  This has been supported by the 


implementation of a new problem resolution protocol bringing together both informal 


and formal resolution. 


 Quality and Review Managers should work more closely with the newly 


centralised case support services for looked after children and safeguarding to 
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ensure the timely distribution of documentation in respect of looked after 


children reviews and child protection conferences. 


 


Update:  The Centralised administration teams provide a monthly report in relation to 


their performance and deficits in performance are reviewed by senior managers on a 


regular basis. Due to capacity issues within the Minute Taking Service compounded 


by the significant increase in the number of child protection conferences held, there 


are delays in minutes being transcribed. This will continue to be monitored and a 


review will be undertaken of the way in which meetings are minuted to improve 


efficiency.  


 


 Where an agency that has been identified as part of the core group does not 


attend / submit a report for a child protection conference the IRO should 


escalate this to the appropriate safeguarding lead for that agency.   


 


Update:  The IRO Service has implemented a standard letter of escalation in relation 


to non-attendance/where a report is not submitted for child protection conferences.  


The Quality & Review Managers will analyse this information as part of their audit 


activity in 2016/17. 


 When the core group is being agreed at a child protection conference the IRO 


should ensure that explicit consideration is given to any areas of need that are 


not adequately addressed (particularly parental mental health, substance 


misuse or domestic abuse) within the proposed core group and the child 


protection plan should include actions to address such areas. 


 


Update:  This is addressed by IROs within the conference to ensure appropriate 


membership of core group meetings. IROs also continue to reinforce the requirement 


of agencies to contribute to a final core group report rather than providing individual 


agency reports to review child protection conferences.  


 


 The Principal Social Worker should consider the development and support 


needs of Social Workers attending child protection conferences and take this 


forward.  
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Update:  Up-skilling training for practice managers has been provided to ensure social 


workers are equipped and understand their role around decisions to proceed to an 


initial child protection conference.  Back to basics social work training has also 


commenced and will be undertaken throughout 2016/2017.  Child centred and SMART 


plans training is currently underway across children's services.  A 'risk sensible' model 


will also be launched in July 2016 which will improve the quality of child protection 


plans, ensuring a clear focus on the high risk indicators and the changes required to 


reduce the risk to the child.  


 


Foreword 


The IRO Annual Report provides a review of the work and findings of the IRO Service 


during the period from the 1 April 2015 to the 31 March 2016.  The report will consider 


the findings and recommendations made by Ofsted in respect of the IRO Service 


during their inspection of children's services in September 2015.  


A key recommendation for the IRO Service was to "ensure the Independent Reviewing 


Service undertakes consistent regular oversight of practice and care planning in 


children's cases in line with the Care Planning, Placement and Case Review 


Regulations, 2010."    


Ofsted found that IROs do not consistently monitor children's cases to ensure they are 


receiving the services they need and that their plans are progressing as agreed.  The 


authority's performance in achieving permanence for children looked after was found 


to be variable. It was also highlighted that the IRO Service did not collect information 


on how well permanence was being promoted at children's review meetings or through 


wider monitoring by IROs. The report acknowledged that IRO caseloads were too high 


with some IROs holding 130 cases compared with the recommended level of between 


50 - 70.  


At the time of the inspection the service operated with 30 FTE IROs and there were 


three vacant IRO posts due to recruitment difficulties. Ofsted concluded that "Overall 


performance in this service has improved, but is still not meeting the authority's own 


targets and improvements are further hampered by the lack of timely information 


available to IRO managers." 


This report will address how the service has responded to the findings of Ofsted and 







Independent Reviewing Officers Annual Report 2015 - 2016
 


• 9 • 
 


will highlight areas of good practice, areas of innovation and improvement and sets 


out key elements needed for continuous development. 


The report will be presented to the Senior Leadership Team, Start-Well Senior 


Management Team, Corporate Parenting Board and the Lancashire Safeguarding 


Children Board (LSCB). 


4. 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 Illness, child sexual exploitation, 


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.  


Since January 2016 the IRO Service has undertaken Regulation 44 visits for 


Lancashire's residential establishments for children and young people ensuring 


greater independence within this process.  


4.1 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. It is 


independent of the line management structure of the locality social work teams, 


therefore retaining the independence of the IROs.  


During 2015/2016 the service has increased its IROs by 50% from 30 to 45 FTE posts.  


Forty-four of these posts have responsibility for chairing children looked after reviews, 


child protection conferences and specialist strategy meetings, whilst the remaining 


post reviews the local authority's approved foster carers.  The IRO posts are held by 


47 members of staff and the team have recently appointed to the last two vacancies. 


Eleven of the posts are held by male staff and eight 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, 3 teams in the East and 1.5 teams in the North. This 
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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. 


4.2 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 as IRO managers and IROs in Lancashire can be 


found in Appendix 2. 


4.3 Staff Recruitment and Retention 


Following the agreement to increase the number of IRO posts from 30 to 45 and 


Quality and Review Managers from 3 to 6.5 recruitment has been extremely 


challenging. Agency staff have been appointed pending permanent recruitment. 


During 2015/16 four permanent IROs left the service: one retired, one left to take up 


an IRO post in another local authority and two secured internal promotion to 


managerial positions.    


 


 


Lancashire has struggled to attract a good pool of suitably experienced candidates 


when recruiting for Independent Reviewing Officers within the regional 'market 


workforce'. Lancashire's recruitment difficulties are compounded by higher pay rates 


for IROs regionally and in neighboring local authorities. Currently from the structure of 


45 IROs 48% are agency staff. This has been recognised and senior managers within 


the service are looking at a resolution to address this, making Lancashire more 


competitive within the regional market place.     


 


4.4 Caseloads 


 


The investment of additional IROs has had a significant impact in reducing caseloads 


which have gone down from an average of 109 in March 2015 to 82 in April 2016. 


Once fully staffed it is anticipated that the average will be under 75 which is close to 


the recommended caseload in the IRO Handbook (50 – 70 children for a full-time 
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equivalent IRO). However, the continued rise in initial child protection conferences and 


the number of children subject to child protection plans has placed additional demands 


on the IRO Service. (Child protection plans: March 2015 – 948, compared to March 


2016: 1,469. This represents a 55% increase). The rate in Lancashire is now at 59 per 


10,000 child population, above the average trends for the region (49.9) and our 


statistical neighbours (48.2) and far above the national average of (42.9).    


 


The number of children looked after has increased by 3% from 1,626 in March 2015 


to 1,674 in March 2016. Lancashire's rate of children looked after per 10,000 


population (March 2016: 69.1) is lower than the regional rate (March 2014: 81) but is 


higher than our statistical neighbours (March 2014: 61.2) and the national average 


(March 2014: 60).  


 


Whilst IRO capacity remains a significant challenge the reduction of caseloads is a 


priority for the service and now that IROs (currently agency staff) have been appointed 


to posts there will be a focus over the coming weeks to reduce caseloads below an 


average of 75 to enable IROs to improve the quality of all aspects of their role.  


 


4.5 Fostering IRO 


Foster carers are reviewed by a dedicated Fostering IRO within the IRO Service. 


Whilst the Ofsted inspection found that foster carers are reviewed regularly, some of 


the reviews seen by inspectors lacked detail and rigour. This has been addressed in 


conjunction with the Fostering Service. Attendance at foster carer review meetings 


now includes the foster carer, Social Worker for the carer, Practice Manager and 


Fostering IRO. Reviews are also undertaken in more venues across the county to 


enable foster carers to attend. The review follows a clear and consistent agenda, 


giving consideration to the placements a foster carer has had over the previous year, 


looking at what has been successful but also where there has been areas of difficulty 


or where the foster carer has required additional support. The actions from the foster 


carer's professional development portfolio are also reviewed and the 


recommendations are based on the needs of the foster carer and what is required to 


develop their skills/confidence in fostering. A process is in place to seek the views of 


all children who have been in placement during the review period and views of the 


child's Social Worker for any child in placement and those of birth parents. The process 







Independent Reviewing Officers Annual Report 2015 - 2016
 


• 12 • 
 


and agreed timescales ensure that the reviews are completed and shared in a timely 


manner. 


 


5. Performance 


5.1 Looked After Children 


5.1.1 Reviews in Timescale (NI66) 


 


Performance has decreased from 95.3% in 2014–15 to 93.9% in 2015 -16. Out of the 


cohort of 1,608 children who had a review during the period, 98 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  


 Changes in Social Worker 


 Transfer of cases to new IROs 


 


When taken as a proportion of the total number of reviews held (3449) performance 
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rises to 97.1%. 


 


Note: this data is subject to confirmation once the CIN census has been finalised. 


5.1.2 Children Looked After Placed outside of Lancashire 


There are a total of 331 children placed outside of the local authority area.  This figure 


represents 19.8% of the looked after children population.   


Of this population there are 100 (6%) "truly" distant placements, an increase from 


March 2015 (4.4%).  Truly distant placements are defined as placements "outside of 


the local authority area or one of its neighbouring authorities" (Out of Authority 


Placement of Looked After Children: supplement to The Children Act 1989 Volume 2: 


care planning, placement and case review (England) Regulations 2014). 


5.1.3 Placements of Children Looked After 


Of the 1674 children looked after by Lancashire County Council: 


66.9% are placed within an alternate family setting (1068 with foster carers, 52 


with prospective adopters).   This rate has decreased slightly from 70% in 2014-


15.   


14.7% (247 children) are placed within residential settings (including 


Lancashire's residential settings, external residential settings, residential 


schools, secure units, hospitals and prisons).   


2.6% (43 children) are placed in other community settings such as supported 


accommodation projects, supported tenancies and supported lodgings.    


15.7% (264 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 an increase from 217 home placements in 2014-15.  


5.1.4 Placement Stability 


The percentage of children having three or more placements within 2015/16 was 6.7% 


which is comparable with 6.8% in 2014-15.  Performance compares favourably with 
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both national (11%) and statistical neighbour (10.5%) averages (March 2014).    


The percentage of children living in the same placement for at least two years was 


66.1% in 2015–16 compared to 69.4% in 2014-15.  However, performance remains in 


line with our statistical neighbours (65.6%) and the national average (67%) (March 


2014). 


5.1.5 Achieving Permanence  


The legal status of looked after children by Lancashire is as follows:  


 


The proportion of children subject to Interim Care Orders, Care Orders, Section 20 


Accommodation, Remanded to the Care of the Local Authority and subject to 


Emergency or Police Protection has increased.  However, there has been a decrease 


in the proportion of children subject to Placement Orders compared to 2014/15.   


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 


% of CLA population


Interim Care Order 19.6% Care Order 60.5%


Placement Order 5.8% Section 20 Accomodation 13.4%


Remanded to Local Authority care 0.2% Emergency or Police Protections 0.4%
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this group of children.  Performance in this area can be summarised as below:  


2013/14 2014/15 2015/16 


Number of Placement Orders 219 222 97 


Placed with adopters 64 92 52 


Not yet placed with adopters 155 130 45 


 


The figures demonstrate that fewer children have become subject of Placement 


Orders in 2015/16.  This could be attributed to the increase in the use of alternative 


family placements under other orders such as Special Guardianship or Child 


Arrangement Orders.   


5.1.6 Participation 


Performance in relation to participation has increased over the last 12 months; the 


majority of looked after children in Lancashire either attend or contribute to their 


review.  In 2014/15 the participation of children looked after was 92.5%. This has 


increased to 95.9% during 2015-16.  Out of the cohort of 1608 children only 66 did not 


participate or contribute to their review.  When considered as a proportion of the total 


reviews held (3449) performance rises to 98%. 


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. 


Note: this data is subject to confirmation once the CIN census has been finalised. 


5.1.7 Health Assessments 


There has been a significant improvement in the proportion of children looked after 


with an up-to-date health assessment which has risen from 86.5% in March 2015 to 
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94.4% in March 2016. This can be attributed to the collaborative work undertaken by 


CSC and Health colleagues. Performance is favourable compared with statistical 


neighbours (87%), national (88.3%) and regional (90.8%) rates (March 2014).  


5.1.8 Personal Education Plans 


Significant progress has been made in relation to the proportion of children looked 


after with a Personal Education Plan (PEP). In March 2016 this was 99.8%.  


5.2. Performance related to Safeguarding 


5.2.1 Child Protection Plans Reviewed in Timescale (NI67) 


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


Lancashire 100% 98.90% 96.5% 94.3% 95.8% 98.9% 


SN's 96.4 98% 97.4% 96.8% 96.3% N/A 


North West 95.2% 95.7% 91.7% 96.1% 94.00% N/A 


England 97.1% 96.7% 96.2% 94.6% 94.00% N/A 


 


There has been an increase in performance in respect of review child protection 


conferences held within timescale from 95.8% in 2014–15 to 98.9% in 2015–16. 


Performance is 4.9% above the national average of 94% for 2013/14 and is also above 


that of regional and statistical neighbours (2013/14 data). In respect of individual 


children and young people, this performance means that 11 children did not have a 


review child protection conference within the required timescale. This equates to 8 


meetings as 3 of the conferences considered siblings within the same meeting.  


The reasons for conferences being held outside of the statutory timescale include: 


changes in dates to accommodate family attendance, capacity issues of the 


IRO/Social Worker when rearranging an adjourned meeting and staff sickness.  The 


increase in performance can be attributed mainly to: the increased capacity within the 


service but also that the Quality and Review Managers have been closely monitoring 


timescales and continually improving performance through IRO supervision and 


locality meetings. It is anticipated that, with a reduction in IRO caseloads and an 


increase in management capacity, the service will continue to achieve good 
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performance in this area and so contribute to safeguarding children appropriately.  


5.2.2 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) 


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


Lancashire 4.8% 4.4% 2.6% 3.7% 3.0% 3.7% 


SN's 7.5% 6.0% 5.2% 4.5% 4.9% N/A 


England    
National Average 


6.0% 5.6% 4.3% 4.5% 3.7% N/A 


 


The table illustrates a slight drop in performance in relation to the duration of child 


protection plans. (2014/15: 3.0% compared to 2015/16: 3.7%). This equates to 44 


children.  Performance is in line with the national average in 2014/15 and continues to 


be above that of our Statistical Neighbour averages of 4.9%. This illustrates that there 


is effective monitoring of child protection plans by IROs and managers within 


Children's Social Care, ensuring appropriate outcomes for children, either through a 


step-down with continuing support as a child in need or escalation to care proceedings. 


Strengthening IRO oversight of practice will ensure tighter monitoring of children's 


cases and prevention of drift. The implementation of the risk sensible model will also 


ensure tighter and more focused child protection plans which set out clear 


expectations for parents in relation to the changes required.  


In order to improve performance the Quality and Review Managers will 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 twelve month's duration are also subject to review by the 


IRO and Team Manager and are monitored within IRO supervision.   


5.2.3 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 
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Plan regardless of how long ago (NI65) 


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


Lancashire  13.7% 10.8% 12.3% 12.6% 13.9% 17.9% 


SN's 12.5% 15.6% 15.2% 16.1% 18.1% N/A 


England    
National Average 


13.3% 13.8% 14.9% 15.8% 16.6% N/A 


 


During 2015/16, 303 children subject to a child protection plan had previously (at any 


time) been subject to a child protection plan. This represents a 29% increase 


compared to 2014/15 but is slightly below that of our statistical neighbours, but is 


higher than the national average performance of 16.6% in 2014/15. The increase in 


the number of repeat child protection plans may be attributable to a number of factors: 


 An increase in the number of children entering the child protection system. This 


is reflected in a rise in the number of S47 enquiries undertaken which has 


increased from a rate of 13.5 per 10,000 population (March 2015) to 17.9 per 


10,000 population (March 2016). There has been a corresponding rise in the 


number of children subject to a child protection plan which increased from 956 


or a rate of 39.2 per 10,000 population (March 2015) to 1443 or a rate of 59.0 


per 10,000 population (March 2016). This increase is particularly notable since 


the Ofsted inspection in September 2015 when the number of children subject 


to a child protection plan was 1064 (rate per 10,000 population: 43.5).  This 


may be due to a heightened awareness of agency safeguarding responsibilities 


and the identification of children at risk of significant harm. This may include 


children previously subject to a child protection plan.   


 The audit and reassessment of child in need cases following the Ofsted 


inspection in September 2015. In some cases this resulted in an escalation to 


child protection. 


 Children subject to a child protection plan moving across local authority 


boundaries. A child moving back into Lancashire whilst still subject to a child 


protection plan will be classed as a repeat child protection plan.  


 The child protection plan being ceased prematurely or a change in the family's 







Independent Reviewing Officers Annual Report 2015 - 2016
 


• 19 • 
 


circumstances meaning that a child became subject to a repeat child protection 


plan due to an unrelated safeguarding concern.   


As identified above a number of factors may impact on performance against this 


indicator. 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 where the child protection plan has been ceased at the first review child 


protection conference. IROs will also be trained in the risk sensible model ensuring 


consistency of practice in respect of the identification of high risk indicators and the 


role of the conference in reviewing the child protection plan.   


5.2.4 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. Although 


there has been a slight drop in performance against this indicator from 5.1% in 2014/15 


to 5.9% in 2015/16 this still represents good performance.  


6.  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 
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IRO foot-print and challenge by IROs in relation to care planning issues. Positively this 


was recognised by Ofsted during a recent monitoring visit.  


Quality assurance is also undertaken of the performance of the IRO Service by 


managers undertaking shadowing of IROs to observe their practice, supervision and 


audits.  


6.1   IRO Feedback in Relation to Quality of Practice  


The issues highlighted by IROs and Quality & Review Managers in supervision and 


locality meetings are as follows:  


 The sharing of child protection conference Social Work reports with parents in a 


timely manner prior to conference.  This has been highlighted as a concern with 


CSC in the Locality/IRO liaison meetings and has been included in the CSC weekly 


brief to promote best practice.   


 The lack of chronologies at initial child protection conferences and how this impacts 


on the quality and outcome of the decision making and the implications for 


safeguarding children. Given the increased capacity within the service IROs are 


undertaking more robust preparation prior to the conference with a focus on 


ensuring chronologies are included within the report.  


 Social work reports are not always completed and shared prior to looked after 


children review meetings which results in the longer duration of meetings. The child 


where age appropriate should have sight of the report to support their participation 


in the meeting and the service has a clear escalation process by IROs prior to the 


review. This has been one of the main areas for IROs entering into in-formal 


resolution during 2014-2015 and has resulted in an improvement over recent 


months. 


 The standard of child protection conference requests. The number of conference 


requests that are being challenged by IROs and Quality and Review Managers has 


increased in recent months.  The evidence to demonstrate how threshold has been 


met to move into the child protection arena at times is unclear. This requires greater 


oversight by Quality & Review Managers to ensure that requests for a conference 
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are appropriate.     


 In April 2015 Children's Social Care (CSC) changed its model of working to generic 


social work and this appears to have impacted on the quality of practice, in some 


cases causing drift and delay in the progression of care plans and child protection 


plans.  Staff turnover and a high number of inexperienced staff within CSC have 


also been highlighted as contributory factors affecting the quality of practice. Re-


modelling of services within CSC has taken place with a move to specialist teams 


for safeguarding and assessment, children in our care, children in need hubs and 


professional personal advisor teams. This will improve practice and achieve better 


outcomes for children and young people. IROs are aware of the need to ensure 


timely progression of care plans through the use of mid-point checks and problem 


resolution.  


 Concerns in respect of the quality of Pathway Plans and practitioners not fully 


understanding the local authority's responsibilities towards young people preparing 


for and leaving local authority care. This is a priority within the Improvement Plan 


and training has been commissioned for Social Workers and managers on support 


for care leavers and their entitlements. The creation of specialist teams including 


the development of professional personal advisor hubs will also support 


improvements in practice.  


 Requests for initial child protection conferences (ICPCs) are not always being 


received in a timely manner resulting in a number of ICPC's not being held within 


the statutory timescale. A contributing factor to this is likely to be the 55% increase 


in ICPCs held. (March 2015: 956 compared to 1,443 in March 2016). This has been 


addressed via the CSC weekly brief and has been discussed with Team Managers 


in the quarterly IRO/Locality liaison meetings.  IROs have also delivered briefings 


as part of CSC development days to ensure there is a clear understanding of the 


process and importance of ICPC's being held within statutory timescales. 


 In a small number of children's cases there has been inconsistency in the 


application of thresholds, such as where children are living in the same household 


and one child is the subject of a Care Order and a sibling is the subject of a child 


in need plan where safeguarding concerns have been identified. This learning from 


this has been shared at an IRO development day and with Children's Social Care 
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to promote consistency of practice.   


 The quality of child protection plans and care plans for children looked after has 


been highlighted as an error of concern. This includes timescales, who is 


responsible for actions and contingency planning. Training is being provided to 


Social Worker's and has already been delivered to IROs. IROs will also be trained 


in the risk sensible model and they will have a key role in quality assuring child 


protection plans to ensure they are SMART and address the high risk indicators 


identified in the assessment. The quality of plans will be monitored via case file 


audits and the Audit Framework has recently been revised and relaunched.  


 IROs have acknowledged the enthusiasm and commitment within CSC and their 


passion to improve services for children and families.   


 IROs have seen evidence of positive outcomes for children and timely progression 


to secure permanence through the use of contingency fostering placements which 


have been effective in avoiding the need for changes of placement.  


 There is good evidence of Social Worker's gaining and recording children and 


young people's views, wishes and feelings and children feeling listened to as a 


result.  


6.2 Case File Audits 


The completion of case file audits by IROs continues to be an integral part of their 


quality assurance role.  The IRO Service completed 88% of all case file audits 


allocated during April 2015–October 2015, despite very high caseloads. From October 


2015 Quality & Review Managers were involved in the auditing of child in need cases 


and Section 47 enquiries that hadn't progressed to an initial child protection 


conference when the concerns were substantiated.  


Following feedback from the Ofsted Inspection in September 2015 the Audit 


Framework has been updated and relaunched. The audit tool has now been revised 


and training is being delivered. This will be implemented from the 1 June 2016.  All 


managers within the service will be required to complete 1 case file audit per month 


whilst 10 audits per month will be undertaken by IROs. The audit will consider 


compliance issues but will have a greater emphasis on qualitative analysis. 
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6.3 IRO Quality Assurance of S.47 Enquiries 


 


IROs undertake the quality assurance of S.47 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 audit is to ensure that all children who may be at 


continuing risk of significant harm are considered at a child protection conference.  If 


there is disagreement about the decision made not to proceed with a child protection 


conference, the problem resolution process is used.   


 


Historically a limited number of S.47 enquiries have been shared with IROs for them 


to quality assure. In recent months this has increased but there is still a short-fall in 


the number of requests received. In March 2016 there were 76 S.47 enquiries which 


were substantiated but did not progress to a conference. However, the IRO Service 


only received 37 of these to quality assure.  


This is recognised as an area for improvement. The importance of S.47 enquiry audits 


has been highlighted in IRO team briefs, the CSC weekly brief and through discussion 


at the IRO/Locality quarterly liaison meetings.   In order to monitor this more closely, 


new systems are being considered, such as S. 47 enquiries requiring review being 


sent to the Quality and Review Managers' duty box prior to distribution to IROs.  In this 


way any differences between the total numbers received requiring an audit and the 


actual number completed by IROs can be monitored and addressed. 


 


6.4 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 looked 


after children reviews and child protection conferences: 


 


6.4.1 Strengths: 


 


 IROs have a good understanding of the child's case. 


 IROs have a wealth of knowledge and experience in relation to safeguarding 


and children looked after. 


 Meetings are well managed, in terms of securing good participation and 
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managing conflict.  


 IROs meet with parents prior to child protection conferences and support their 


participation in the meeting. 


 There is a clear focus on the child and the progress being made in both child 


protection conferences and children looked after reviews.  


 IROs recognise the importance of children participating in their review and 


endeavour to achieve this through good preparation. More recently this has 


included checks to ensure that the child has been prepared for the review and 


that the IRO has seen the child prior to the meeting and they were clear as to 


their wishes and feelings and participation preference.  


 Previous review recommendations were checked and the care plan reviewed. 


 Good engagement of parents by the IRO.  


 IROs are challenging non-attendance by individual agencies at child protection 


conferences by contacting them and reminding them of their responsibilities for 


safeguarding children under "Working Together". 


 Since the relaunch of the Problem Resolution Protocol in March 2016 there is   


good evidence of the effective use of informal and formal resolution.  


 


6.4.2 Areas for Development: 


 Develop IRO confidence and ability to appropriately and consistently challenge 


and evidence the IRO footprint within the child's case record. 


 IROs to ensure that chronologies are available for all child protection 


conferences 


 Ensure mid-point checks are completed on all children's cases. 


 IROs to ensure all children have an up to date Child & Family Assessment that 


provides an analysis of risk and informs outcomes and decision making. 


 Plans for children to be specific, measurable, achievable, and realistic and to 


have clear timescales.  


 Ensure that thresholds are in line with the revised Continuum of Need and risk 


sensible model and that both are embedded within the IRO Service.   


 Embed the File Audit Framework within the service and ensure that audits 


completed are of a good standard and that actions arising from audits are 


completed in a timely manner.   


 Ensure robust challenge by IROs at the child's second looked after children 
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review where there isn't a clear plan for permanence. 


6.5 Audit of Multi-Agency Attendance at Child Protection Conferences 


On average 230 child protection conferences are held each month.  The IRO and 


Minute Taking Service captures data in respect of attendance by agencies, parents 


and children and young people at initial and review child protection conferences.   


6.5.1 Key Themes:  


After Children's Social Care, Education (schools and early years) are the most 


consistent attenders at both initial and review conferences (90%), with Health Visitors 


and School Nurses also being consistent attenders (88%).   


Attendance by non-statutory agencies continues to be low with only 32% of 


conferences having staff from this sector. The low attendance of non-statutory 


agencies highlights a risk that all relevant information regarding the welfare of children 


may not be available for the conference.    


To strengthen practice in relation to the participation of children and young people it is 


important that their voice is heard in the process of decisions being made about their 


lives. From April 2015 – March 2016, 5167 children were the subject of either an Initial 


or review child protection conference. Out of this number 677 children (13%) attended 


the conference and gave their views either themselves or through an advocate.  


Furthermore, 1653 (32%) children who did not attend the conference, did express their 


views through facilitative means, for example via a Social Worker/Support Worker or 


parent. Improving the participation of children in child protection conferences remains 


a priority. The strengthening family's model may assist in this process. 


There was very limited attendance at conference from substance misuse services 


(17%) and Probation/YOT (29%) of all conferences.  The attendance of adult and child 


mental health services was also extremely low with only 86 professionals attending a 


possible 2762 meetings.   


A more detailed audit will be undertaken of multi-agency attendance at child protection 


conferences across Lancashire over a two week period to gain a better understanding 







Independent Reviewing Officers Annual Report 2015 - 2016
 


• 26 • 
 


of multi-agency attendance and participation in child protection conferences.  


6.6 Themes arising from Parent/Carer Questionnaires 


Parents and carers of children subject to a child protection conference are encouraged 


to complete a questionnaire following the meeting to gain a better understanding of 


their experience of Lancashire's child protection processes.  


During 2015/2016 there was sixty-nine questionnaires received which is extremely low 


and represents a 30% decrease when compared to 2014/2015 when 99 


questionnaires were completed. This equates to 5.3% of questionnaires returned from 


the total number of initial or review child protection conferences.  


From the returns 30 related to initial child protection conferences (ICPCs) and 36 


related to review child protection conferences (RCPCs) with only 3 questionnaires 


relating to looked after children reviews. A review of this process will be undertaken 


and consideration given to other mechanisms by which the views of parents/carers 


can be sought.  


6.6.1 Parent/Carer Feedback from Initial Child Protection Conferences 


Of the questionnaires returned from the ICPCs, 18 (60%) indicated they had seen the 


Social Worker's report 24 hrs before the conference.  Two participants chose to make 


an additional comment that they had seen the report either the evening before or the 


morning of the conference, but were content with this. 


Generally, participant feedback was positive.  On 17 of the 18 questionnaires (94%), 


the participants reported that, having had sight of the Social Worker's  report in 


advance, they were well prepared for the conference, the IRO had provided help and 


support and had chaired the meeting appropriately. 


In 16 of the 18 (88%) questionnaires returned, participants also noted that they had 


met with the IRO prior to the meeting and had found this to be helpful. 


94% 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 
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Child Protection Plan. 


In many cases, individual participants had made reflective and thoughtful comments 


about their experience of the conference, for example: 


"Yes, I fully understand the concerns....I welcome the support" 


"It was fully explained and I agree with what was said things don't always go 


well, but only because of my pride" 


"I understand the plan and what will happen next"  


"We are going to work very hard as we want the best for our child so we will do 


what it takes" 


As previously noted, there were 12 questionnaires (40%) returned from ICPC where 


the participant had not received the Social Worker's report until the morning of the 


meeting.  They found this unacceptable and went on to report further dissatisfaction 


with the conference as a whole.  


For this group, it would seem that from the outset, they felt disadvantaged by the lack 


of preparation afforded them and were not able to regain sufficient confidence to be 


positive or accepting of the issues under scrutiny. As a result, their experience of the 


conference was 'negative' and they came away without a clear understanding of the 


plan to safeguard their child. 


Some examples of this are as follows: 


"Was not prepared and only received what allegations have been made on the 


day of the meeting". 


"No help or support, was not aware of anything in the meeting, wasn’t even 


aware there would be other professionals there". 


"Given report 5 minutes before conference"  


"I felt victimised as I wasn’t given an opportunity to have my opinions heard. It 
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was all very one sided" 


"I had been kept in the dark"…Didn’t expect it to be as brutal as it was" 


6.6.2 Parent/Carer Feedback from Review Child Protection Conferences 


There were 36 questionnaires returned for RCPCs;  of these, 20 (55%) of participants 


reported that they had seen the Social Worker's report at least 24 hours before the 


review. 17 (47%) of the participants indicated that they had seen the reports of other 


professionals prior to the review. This represents a small increase from the 2014/2015 


figures. 


A very high proportion 97% (all but one of the participants) reported that they were 


invited to core group meetings. Indeed, this is an increase on the previous year and 


continues to indicate that once a Child Protection Plan has commenced, a large 


proportion of participants are invited to core groups.  


With regards to the conduct of the meeting itself, 27 (75%) of the participants reported 


that the review conference was well conducted and chaired by the IRO.  Of these, 


most participants made additional comments that they felt comfortable and that they 


understood the issues and the process.  


In terms of the Child Protection Plan and an understanding of the concerns of the local 


authority, 30 of the 36 participants (86 %) reported that they came away with a good 


understanding of the issues of concern and the Child Protection Plan. 


6.6.3 Analysis of Feedback 


Despite this low return, the responses would seem to indicate the following: 


 All conference participants would like to have sight of the Social Workers report 


and the other professionals' reports at least prior to the start of the conference 


and preferably, the day before.  


 Those participants who did see the Social Worker's report prior to the meeting 


stated that they felt better prepared for the conference and their experience of 


it was generally more positive. 


 Those participants who did not see any reports felt disadvantaged and found 
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their experience of the conference to be negative. 


 Although the number of Social Worker's reports seen before the conference 


stands at 60%, there is still much room for improvement. 


 Overall, the majority of participants who returned the questionnaire reported 


that the conference had been well managed by the IRO.  


 In turn, this appears to have the helped the participants to come away from the 


conference with a good understanding of the issues and the Child Protection 


Plan itself. 


 


7.  Good Practice & Problem Resolution 


The following are examples of the positive impact that IROs have had in improving 


situations for children and young people who are looked after by the local authority. 


Example 1 


A young person wrote a letter to an IRO who was leaving the service expressing her 


appreciation for the support she had been given.  She said: 


"When I found out you were leaving I had to hold back my tears. I just can't 


imagine my meetings without you in them. You have done so much for me and 


for that I am forever grateful."  


Another IRO was able to support a young person's participation in their review by 


personalising her review agenda through the inclusion of photographs of her before 


the agenda items. 


Example 2 


During the IROs discussion with the parents prior to the child protection conference 


they became aware that they were not prepared for the meeting. The mother lacked 


understanding of what was happening or the severity of the situation and the family 


had not received support identified as necessary in the pre-birth assessment. The IRO 


adjourned the conference to allow this work to be undertaken. 


At the reconvened conference the family had legal representation to support them and 


had a better understanding of the issues and the process. The IRO was open with 
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both parents about their learning needs and their possible impact.  The IRO made sure 


that the language used in conference was conducive to their understanding and that 


they were fully involved. 


The outcome of conference was a child protection plan, but parents were able to see 


this as supportive and articulated their willingness to work with it. They were positively 


engaged with the process. 


Example 3 


There were a number of concerns raised about a family, that constituted neglect, but 


the legal department had indicated that the threshold for proceedings was not met. 


The child had a diagnosis of diabetes and the parents were not managing this 


condition.  Health professionals regarded this as potentially life threatening due to the 


child's young age.  Home conditions were poor and parental control of the older child 


was limited. Mother had been diagnosed with depression and father was aggressive. 


Following further consultation with the legal department by the social worker, with the 


support of the IRO, an Interim Care Order was applied for and granted. 


7.1 Problem Resolution Processes 


7.1.1 Use of the Problem Resolution Process for Looked After Children  


In 2015/16 51 starred recommendations were made compared to 50 in the preceding 


year. The breakdown by locality is as follows: East Locality: 28, North Locality: 17 and 


Central Locality: 3. Over the last twelve months the largest increase has been seen in 


the North (2014/15: 6). There has been a reduction in Central Locality. (2014/15: 17) 


and the East Locality has remained at a similar level (2014/15: 27).   


The majority of starred recommendations were resolved at Stage Two in all three 


localities.  In the East four were escalated to stage three and two of these escalated 


to Stage 4 prior to resolution. The need for escalation was mainly due to delays in 


response from relevant managers. No starred recommendations escalated to Stage 5 


over this review period.   


Starred recommendations have frequently focused on compliance issues. A common 
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theme in the East and North relates to case recording not being up to date on the LCS 


electronic children's social care recording system and there being considerable delay 


in the completion of the social work pre-meeting report. This issue does not seem to 


have arisen in the Central Locality which may account for the low number of starred 


recommendations made in that area.  


7.1.2 Themes from Starred Recommendations: 


 Delay in the application to revoke the Care Order. 


 Delay in application for an Interim Care Order. 


 Statutory visits not taking place within required timescales. 


 IRO requesting a placement freeze due to concerns about a proposed 


placement move or the IRO requesting additional information to consider a 


proposed placement move or change of care plan. 


 Direct work not completed with a child. 


 Delay in following up actions to progress the care plan for the child. 


 Child sporadically receiving education and requiring a school placement. 


 Child needing placement nearer to family members. 


 Delay in identifying a school placement. 


 Provision of Personal Education Plan Support Allowance (PEPSA) funding for 


equipment to support a young person complete their homework. 


 Funding for a school trip and to participate in the Duke of Edinburgh award 


scheme. 


 No pathway plan. 


 No missing from home meeting held - stage three meeting requested. 


 CLA review recommendations not completed. 


 CLA paperwork not completed on LCS. 


  


7.1.3 Use of the Problem Resolution Process for Children Subject to Child 


Protection Plans 


Very few starred recommendations have been made in relation to children subject to 


child protection plans: Central Locality: 2, East Locality: 1 and in the North Locality no 


starred recommendations have been made.  


The East case related to concerns that the children were not safeguarded within the 
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child protection plan; further actions were identified and timescales met. The Central 


starred recommendations related to concerns about a delay in multi-agency 


information sharing and lack of risk assessment undertaken.  In the second case there 


was no social work report and a lack of police information to fully review and consider 


the existing child protection plan.   All three recommendations have been addressed 


and are closed. 


7.1.4 Analysis of Findings 


In all cases the issues raised by the IRO were accepted by managers.  In most cases 


prompt resolution followed, with improvements over this review period being seen in 


required actions being completed within agreed timescales. This is reflected in the 


small number of cases that were escalated to stage three and four compared with the 


previous year and none have thus far been escalated to stage five for resolution. A 


few have remained open for a longer time period to enable the IRO to track the 


completion of missing CLA reports to ensure the system is fully updated. The starred 


recommendations issued have successfully addressed outstanding pre-meeting 


social work reports ensuring that the case record (LCS) was brought up to date. 


The responsibility for ensuring starred recommendations are progressed in a timely 


manner sits with the IRO and their manager. There is evidence of the IRO Managers 


tracking and having involvement in moving forward starred recommendations.  It is 


important to ensure the escalation process is instigated at an early stage to avoid drift.  


There are variations across the localities in the number of starred recommendations 


made.  A possible explanation for this is differences in IRO practice and lack of 


consistency in their application of the problem resolution protocol. There are members 


of the team that have not issued any starred recommendations with some IROs issuing 


several. There is a need to consider the informal resolution process, research supports 


that IROs prefer to try and resolve issues informally in the first instance. Data supports 


that the East and Central are comparable regarding the use of informal resolution, with 


the North being less. However, there are fewer IROs in the North which may account 


for this.  


Informal resolution is recorded by the IRO using LCS case notes. During the period 


from the 1/04/15 to the 31/03/16, 432 case notes were recorded on children's records 


regarding informal resolution by the IRO. In some cases children have multiple case 
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notes recording informal resolution. Further analysis is required to consider practice 


themes and to evidence the impact of informal resolution in achieving better outcomes 


for the child.   


The following case examples illustrate how starred recommendations have achieved 


positive outcomes for children and young people. 


Case Example 1: 


The IRO, when completing a mid-way check had identified delay in a recommendation 


that the long term care plan was presented to the Permanence Panel.  A timescale of 


two months had been agreed for preparation and planning.  The impact on the young 


person of this drift was highlighted and it was recognised that this had prevented her 


benefitting from the security and re-assurance that ratification of her care plan would 


have provided. 


Case Example 2: 


The IRO identified, within a CLA Review that a child was to leave their placement.  The 


IRO requested a "freeze" on this proposed move due to the lack of a full risk 


assessment.  The young person wished to remain in the placement and to be able to 


finish their schooling there.  The outcome was that it was considered to be in the young 


person's best interests to remain in the same placement. 


Case Example 3: 


The IRO adjourned a review child protection conference due to the social work report 


not being completed.  Neither the allocated Social Worker nor their manager were 


available to attend and another Social Worker attended the conference.  No update 


was available from the police regarding their investigation.  The outcome was the 


Police Officer was invited to attend the review conference where an update was 


provided regarding the police investigation.  The social Work report and core group 


meetings were completed and the report shared with family members. 


7.1.5 Review of Informal and Formal Resolution Protocol 


A review of the informal and formal resolution protocol took place in February 2016 so 


that timescales could be standardised and accurate information about the challenges 
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made by IROs could be collated. This brought together formal and informal resolution 


processes. Criteria for the use of informal/formal resolution processes has also been 


developed to ensure greater consistency of practice within the IRO Service. The 


revised protocol was implemented on the 1 April 2016.  


The new criteria list and forms have been well received by CSC managers. The 


protocol will be reviewed after three months. This will include consideration of themes, 


whether all IROs are fulfilling their responsibilities in the use of the protocol and 


evaluating the impact of the IRO role in achieving better outcomes for children and 


young people.  


7.1.6 Aims of the New Protocol: 


 Ensure the IRO Service undertakes regular consistent oversight of practice and 


care planning in children's cases. 


 Evidence the impact and difference IRO involvement has made to children's 


lives and outcomes. 


 To highlight practice themes – support effective ways of organisational learning 


from individual cases. 


 To ensure that children receive a good quality service and that their needs are 


met. 


 


8.  Challenges 


8.1 Workforce Development 


Positively, there has been significant investment in the IRO Service since November 


2015, with an additional 15 IROs and 3.5 Quality & Review Managers. However, as 


detailed in Section 4.3 of this report, there have been difficulties recruiting to IRO posts 


on a permanent basis resulting in the use of agency staff. The challenge going forward 


is two-fold: to recruit permanent staff to posts and to ensure that the service provides 


a consistent, effective and quality service. To improve staff recruitment and retention, 


the service is looking at ways in which to make Lancashire's IRO Service more 


competitive in the regional 'market workforce'. Lancashire Children's Services are also 


hosting a recruitment event on the 15 June 2016 which includes vacancies within the 
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IRO Service. 


8.2 Implementation of Revised Problem Resolution Protocol 


The Problem Resolution Protocol has been updated and became operational on the 


1st April 2016. Its successful implementation will be crucial in evidencing that IROs 


are undertaking consistent, regular oversight of practice.  A review is planned after 


three months and there will be oversight by Quality & Review Managers in tracking 


and monitoring cases through IRO supervision and at IRO/Locality Meetings to 


support all team members' involvement and commitment. 


8.3 Quality Assurance of Practice 


IROs play an important role in the quality assurance of practice as highlighted by 


Ofsted in their recent inspection of children's services. Considerable work has been 


undertaken within the service to strengthen this function and to ensure the IRO 


footprint is visible within children's case records. Feedback from Ofsted in a recent 


monitoring visit confirmed that there was regular IRO input on the cases audited which 


was having a positive impact in checking progress of care plans to prevent drift. In 


terms of next steps there needs to be a greater focus by IROs on the quality of practice.  


Lancashire's Audit Framework has been updated and was launched on the 13 May 


2016. Quality & Review Managers will be expected to complete one audit each per 


month and the IROs as a group 10 per month. A programme of monthly and quarterly 


reporting will provide feedback on the quality of practice using the Ofsted grading 


judgements. Quality and Review Managers will also attend the three monthly Locality 


Practice Improvement Meetings where performance is reviewed to provide feedback 


from the IRO Service on performance and the quality of practice.    


A challenge for the IRO Service is to ensure that audits are of a consistent high quality 


and clearly identify strengths as well as areas where practice needs to improve. 


Training is being delivered to all staff undertaking audits.   


8.4 Improving the Quality of Plans 


Feedback from Ofsted and our own 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 
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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 


will be trained in the risk sensible model and will play a key role in its implementation.  


9. Priorities for 2016-17 


The following priorities have been identified for the IRO Service in 2016/17:  


 Recruit appropriately skilled and experienced staff on a permanent basis to all 


IRO and Quality & Review Manager vacancies.  


 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 foot print in the child's 


case record and that the impact of the IRO in improving outcomes for the child 


is clearly visible.  


 Quality & Review Managers to ensure caseloads are equitable across the IRO 


Service. 


 IROs to undertake robust quality assurance of practice to ensure there is a 


chronology, up to date child & family assessment that provides an analysis of 


risk and that plans are specific, measurable, achievable, realistic and have 


clear timescales.   


 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.  


 Enhancement to be made to LCS to improve the quality of recording of mid-


point checks and to ensure a consistent approach.    


 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 
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Meetings.  


 Develop IRO practice standards to ensure consistency within the service.   


 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. 


 Embed the Audit Framework within the IRO Service and ensure audits are of a 


consistently high standard to promote learning.  


 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.   


 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.   


 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.  


 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. 


 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.   


 Quality & Review Managers to ensure a consistent approach across the IRO 


Service in the completion of Regulation 44 visits of Lancashire's in-house 
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residential children's homes. 


10. Conclusion 


This report covers a period of significant change for the IRO Service where it has been 


recognised that improvement is required to ensure that IROs are effective in achieving 


better outcomes for children and young people. Whilst the challenges ahead appear 


substantial there is a commitment and determination from senior managers within the 


service to ensure that IROs can fulfil their responsibilities as identified within the IRO 


handbook.  There has already been a significant reduction in caseloads as a result of 


increased capacity and there is increasing evidence of the positive impact of this in 


strengthening IRO oversight of practice. However, further work is required to ensure 


the service works to consistent standards and there is a stronger focus on the quality 


of practice rather than compliance. Priorities for the coming year are clear and will take 


the IRO Service forward in line with the Improvement Plan.  


Eileen Brown              Interim Quality & Review Manager 


Margaret Challenor    Interim Quality & Review Manager 


Pam Cope                  Quality & Review Manager 


Susan Morley    Interim Quality & Review Manager (PT) 


Joanne O'Neill    Quality & Review Manager 


Lesley Sheridan         Quality & Review Manager 


Frances Widdop    Interim Quality & Review Manager 


Andy Smith     Interim 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 
Qualification 


Years as an IRO Years as an IRO 
Manager 


Eileen Brown 
 


1996 2010 - 2016 2016 


Margaret Challenor 
 


1991 2010 - 2016 2016 


Pam Cope 
 


1996 2011 - 2016 2016 


Susan Morley 
 


1979 N/A 2016 


Joanne O'Neill 1995 N/A 2015 - 2016 
 


Lesley Sheridan 
 


2004 2010 - 2013 2013 – 2016 


Frances Widdop 
 


1995 2001 - 2015 2015 – 2016 
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Independent Reviewing Officers 


 


Name Year began as IRO Year of qualification 
IRO 1 2004 1995 
IRO 2 2007 2000 
IRO 3 2009 2003 
IRO 4 2009 1993 
IRO 5 2010 2005 
IRO 6 2011 1982 
IRO 7 2011 2000 
IRO 8 2011 1989 
IRO 9 2011 2000 
IRO 10 2012 1987 
IRO 11 2012 2007 
IRO 12 2012 2004 
IRO 13 2012 2007 
IRO 14 2013 2006 
IRO 15 2013 2001 
IRO 16 2013 1979 
IRO 17 2013 1998 
IRO 18 2014 2001 
IRO 19 2014 2004 
IRO 20 2014 2006 
IRO 21 2015 1970 
IRO 22 2015 2008 
IRO 23 2015 2002 
IRO 24 2015 2006 
IRO 25 2015 2008 
IRO 26 2015 2006 
IRO 27 2015 1981 
IRO 28  2015 1994 
IRO 29 2015 2010 
IRO 30 2015 1987 
IRO 31 2015 1996 
IRO 32 2015 2009 
IRO 33 2016 1995 
IRO 34 2016 2005 
IRO 35 2016 2010 
IRO 36 2016 1997 
IRO 37 2016 2009 
IRO 38 2016 2001 
IRO 39 2016 1997 
IRO 40 2016 1992 
IRO 41 2016 1988 
IRO 42 2016 2006 
IRO 43 2016 1999 
IRO 44 2016 2009 
IRO 45 2016 2010 
IRO 46 2016 2011 
IRO 47 Vacant  





IRO Annual Report 2015-16.pdf



Phase two, the processing of all agency referrals was put on hold and the LSCB has been 
undertaking a diagnostic exercise which will report during July 2016. 

The MASH annual report is available here: 

LSCB Report 
MASH.pdf  

MAPPA 

Lancashire Multi-Agency Public Protection Arrangements (MAPPA) Strategic Management Board 
continues in its statutory duty to undertake public accountability for the delivery and performance 
of MAPPA activity across Lancashire. The Board comprises of senior managers from Police. 
Probation, Youth Justice, Child  & Adult Safeguarding, Housing, Health and two Lay Advisors. 

From Lancashire Children’s Services, the Head of Safeguarding, Inspection and Audit sits on the 
Lancashire MAPPA Strategic Management Board and in this way, there is a direct link between 
MAPPA in Lancashire and Lancashire Safeguarding Children’s Board to facilitate the required 
strategic links. 

The Lancashire MAPPA SMB has a number of statutory duties amongst which is the publication 
of  an MAPPA Annual Report in October each year which provided details of MAPPA 
performance in Lancashire including statistical data on the numbers of MAPPA eligible offenders 
in the community being managed through MAPPA multi-agency panels. 

The Criminal Justice Act 2003 provided for the establishment of MAPPA in each of the 42 
criminal justice areas in England and Wales. These are designed to protect the public, including 
previous victims of crime from serious harm by violent and sexual offenders. 

MAPPA requires local criminal justice agencies and other statutory agencies such as Housing, 
Health, Youth Justice and Children's Social Care to work together in partnership in dealing with 
these offenders. 

The Responsible Authority is the primary agency for MAPPA and this is the Police, Prison and 
Probation in each local area working together. These agencies have a duty to ensure that the 
risks posed by violent and sexual offenders are assessed and appropriately managed. 

Other agencies such as Children's Social Care have a duty to co-operate in this work with the 
Responsible Authority. Each duty to co-operate agency will work on particular aspects of an 
offender's life e.g. child safeguarding to manage the risk posed to children by a particular 
dangerous offender(s).  Colleagues from Lancashire Children's Social Care teams regularly 
attend MAPPA meetings to share information and to take away actions to supplement the lead 
agency's risk management plan.  

 

One MAPPA Key Performance Target which every MAPPA area reports on quarterly to the 
Ministry of Justice is the number of MAPPA meetings attended by Children's Social Care where 
the offender under discussion is managed by Youth Offending Services and is under 18 years of 
age. This joint attendance ensures that both the needs of the child and also the offending risks 
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Item Number: XX 
Report to the Lancashire Safeguarding Children Board 
 
 
Report from:   


DCI 2053 Vicki Evans 
 


Date:  
6/5/16 


Subject:  
MULTI AGENCY SAFEGUARDING HUB - MASH 


 
Purpose:   


FOR INFORMATION 


 
Summary of Key Points / Findings: 
 
INTRODUCTION 
 
The Pan Lancashire Multi Agency Safeguarding Hubs (MASH) for the authority areas of 
Lancashire, Blackburn with Darwen and Blackpool were devised 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. 
 
The MASH'S commenced in April 2013, initially there were 2 MASH'S but Blackpool separated 
from Lancashire to form its own unitary MASH. 
 
The vision for 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 will assist the decision making about whether 
and at what level a service should be offered. Ultimately, the MASH model will be 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 related to referrals which were 
generated by police officers in the course of their duties - phase 1. 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 for a safeguarding 
assessment phase 2.  
 
The need for multi-agency approaches to sharing information in order to secure better 
outcomes for children and families is well-documented. The three common principles are:-  
 
• Information sharing 
• Joint decision making 
• Coordinated interventions 
 
OBJECTIVES FOR MASH 
 
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 appropriate service. 







 
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.  
 
Improved Interface with Early Intervention Services -the MASH will provide a close interface 
with Early Intervention Services for children and adults with care and support needs 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. 
 
OVERVIEW OF DEMAND 
 
Pan Lancashire MASH data  
 
• Number of referrals 1/4/13 to 31/3/14 = 49821 
• Number of referrals 1/4/14 to 31/3/15 = 46960 
• Number of referrals 1/4/15 to 31/3/16 = 47264 
• Number of daily referrals varies between 100 to 140  
 
The estimate for police referrals at the commencement of MASH was 34000, clearly this had 
been drastically underestimated and the first year of MASH saw a total of almost 50000 
referrals.  
 
The demand for phase 2 is estimated to double the number of referrals. 
 
FUTURE OF MASH  
 
The level of resourcing in MASH had not been designed to accommodate the high levels of 
referrals that were actually received. This can be seen from the figures above. MASH referrals 
assistants have been processing up to 50% more referrals than anticipated with no additional 
resource.  
 
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.   
 
The review recommendations above were made at the height of MASH demand, and as a result 
progress to phase 2 could not be achieved and unfortunately not been realised to date. There 
are a number of factors that have contributed to this demand, operational processes and 
technology.  
 
A review of MASH'S across pan-Lancashire has been commenced 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. It is anticipated that this multi-agency 
review will identify development opportunities and improve performance for all. Ultimately and 
most importantly the correct risk assessment and the safeguarding of the most vulnerable within 
our communities. This has been supported by a formal MASH diagnostic for Lancashire 
Authority area on behalf of the LSCB. This "diagnostic" exercise is the basis for future 
development of the MASH seeking to compare developments here with models which exist 







elsewhere and which have been part of effectiveness reviews. The purpose of this MASH 
diagnostic was to assess – “how do we know what good looks like?” this would draw upon what 
research and good practice tell us. As part of the MASH diagnostic numerous MASH visits 
across the country were conducted, there has been no ‘off the shelf’ product found for 
implementation in Lancashire. It is evident that a MASH has to be tailor made to meet local 
requirements of its communities and partners.  
 
On the 1st and 7th April 2016 Lancashire Constabulary hosted two MASH Practitioner and 
Manager events at Police Headquarters to explore and understand 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 reality picture was presented at these events from the brief work already undertaken from a 
systems thinking perspective. This was presented in order to trigger and activate a change in 
our partner’s perceptions. A number of cases were tracked (vulnerable adult, vulnerable 
children and domestic abuse referrals) from the commencement of police involvement which 
would be contact management to the end of the process having travelled through MASH and 
onto a partner agency. As highlighted this tracking process has been done with a systems 
thinking approach to unpick duplication, waste, failure, trigger points and seek to inform the 
development of a new enhanced MASH. 
 
The reality picture for MASH is that we only MASH police referrals; we have 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. As a result of this work, Lancashire Constabulary 
has commissioned a MASH Systems Thinking Review. This is an approach to understanding 
how our organisations work. The MASH Systems Thinking Review commenced on 25th July 
2016. The methodology is used in different ways, but this process will utilise the Vanguard 
Method, which starts with gaining a true understanding of what matters to the customer. From 
here, we use this knowledge to establish measures that let us identify how well we are 
performing against our overall purpose. This is a clear move away from arbitrary targets to 
understanding how the system works and re-designing against our demand. This will be 
achieved by following three steps: 
 
CHECK - Understand the organisation as a system 
PLAN - Identify levels for change 
DO -Take direct action on the system 
 
The aim of this intervention is to gain clear evidence to support a re-design process that is 
inclusive of partnership working and build a system that works for all partners involved within 
MASH. In doing this, we can improve service delivery and the outcome for the customer. The 
MASH review is being supported by partners from Children’s Social Care, Health and Probation 
on a part-time basis. From experience of this methodology, effective change comes from having 
practitioners that do the work involved in changing it. They know how the work ‘works’ and they 
know what needs to change to improve it. This work will build additional capacity into the future 
MASH and help us deal with the needs of the customer much more effectively. By initial 
investment in staffing we will create a Check Team that brings different skills and ability and by 
working together help re-design the current system to make it inclusive; give it purpose; provide 







measures that define success; and deliver better outcomes to the most vulnerable members of 
our communities. It is anticipated that the Check and Re-design phases of MASH is likely to 
take approximately 6 months, the check phase of reviewing cases is anticipated to take up to 8 
weeks. 
 


Proposed Recommendations: 
 
A described in the sections above. 
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are fully considered. This target is regularly achieved and in Lancashire MAPPA SMB's role is to 
keep all such targets under review. 

Children who are privately fostered: 

Private 
Fostering.pdf  

 

Appendix 3 – LSCB Attendance 2015/16 
 
Agency % Atn 
Independent Chair 100 
LCC (DCS) 100 
LCC (Lead Member) 50 
LCC – CSC 33 
LCC – Safeguarding, Inspection & Audit 50 
Chorley &South Ribble, West Lancashire and Preston 
CCG 100 
Fylde & Wyre and Lancashire North CCG 83 
East Lancashire CCG 83 
Blackpool Teaching Hospital NHS Foundation Trust 100 
East Lancashire Hospital Trust 100 
Lancashire Care Foundation Trust 100 
Lancashire Teaching Hospital Trust NHS 100 
Lancashire Teaching Hospital Trust NHS 50 
Southport and Ormskirk Hospital Trust 17 
University Hospital of Morecambe Bay 67 
CDOP Chair 67 
NHS England 33 
Cumbria and Lancashire CRC 83 
Probation 67 
Lancashire Constabulary 83 
District Councils 50 
Cafcass 100 
VCFS - Childrens Society 83 
VCFS – HARV 33 
Primary Schools 67 
Secondary Schools 50 
Colleges 50 
Governor Services 100 
OVERALL % 67 
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Report to the Lancashire Safeguarding Children Board  
 
To be held in July 2015 
 
 
Report From:   Tony Morrissey   Date:  22 June 2016 


Deputy Director for Children's Services 
 
 
Subject:   Private Fostering – Annual Report 2015/16 
 
 


The General Background & Definition- What Private Fostering is 
 
The definition of what constitutes private fostering has not changed for many years - private 
fostering is a private arrangement made between a child’s parents or those persons with parental 
responsibility for a child or young person, and someone who is not a close relative to care for the 
child or young person and have them living with them for a period of 28 days or more with an 
intention for it to continue (and not always consecutively).   
 
It applies to young children and young people under the age of 16, or under the age of 18 if they 
have a disability. 
 
When you are considering whether a child or young person is privately fostered – 'close relatives' 
would be defined as an aunt, uncle, brother, sister or grandparent, but not a great aunt, great 
uncle or great grandparent or cousin.    
 
In an amendment to the Children Act from the 1st of April 2011 further clarification was made to 
confirm that step children via marriage are not privately fostered.  
 
Legal advice has been sought by Children's Social Care (CSC) on some cases to check whether 
the private fostering regulations apply. The legal response has assisted the clarification around 
step parents - where there is no marriage but a long term relationship – and confirmed these are 
usually not private fostering.  
 
During 2013 – in order to provide further legal clarity to assist CSC with their response - legal 
advice was taken by Lancashire County Council from Senior Lead Counsel Mr Paul Hart to clarify 
the position of cultural or language exchange school students on trips which exceeded 28 days – 
the numbers of those children being referred to CSC had increased and there was no intention 
that any of the students were to remain in the UK.  
 
This advice from Mr Hart confirmed that under schedule 8 paragraph 2 of The Children Act 1989 
(where the exemptions to what is private fostering is outlined) it confirms that 'A child is not a 
privately fostered child while he is in the care of any person…(d) in any school in which he is 
receiving full time education…'.  
 
The advice went onto confirm that the type of school premises were not an affecting factor within 
this. 







 
 
It also confirmed that the parents clearly saw their children as in the care of those teachers 
accompanying their child when they left to go on the trip. Neither did it matter the staff were not 
sleeping under the same roof as their children – they were living in premises with those approved 
by the school. Although delegating the care to those host families nevertheless the schools 
remained responsible for those visiting children.  
 
Mr Hart suggested that the schools in Lancashire which were arranging these exchange trips 
undertake DBS clearance on those adult family members they were suggesting visiting pupils 
stayed with - as a matter of good safeguarding practice as part of their host assessments.  
 
As national judgements are made and legal advice updated Team Managers in CSC have been 
taking legal advice at the onset of any private fostering case where matters need legal 
clarification.  
 
All children living in the UK who have no one in the country with parental responsibility always 
need legal advice as they may be deemed statutory orphans depending on how easy or frequent 
it is to be able to contact an adult with parental responsibility to facilitate the private fostering 
arrangement. For example a parent living in Europe may be able to be contacted by telephone, 
email or skype and visit their child regularly, a parent living in Syria or Afghanistan or China may 
have much greater difficulty. 
 
Child trafficking must always be in the forefront of any assessing social workers with regard to 
private fostering when considering who the child or children are and how they came to be in the 
UK with adults they don’t know. National research and guidance evidences a direct link between 
cases of private fostering and children being the victims of trafficking. 
 
There is extensive information available to professionals now to guide them including Working 
Together and subsidiary guidance, and also information from 'ECPAT UK' which stands for end 
child prostitution child pornography & the trafficking of children. Some London based authorities 
for example always take DNA tests now for all privately fostered children so they can check a 
specific link to those who say they are extended family members. During 2014 this 
recommendation was added to the Lancashire children's social care procedures. 
 
A privately fostered child is not considered to be 'Looked After' by the local authority but there is 
a duty to safeguard the welfare of the child through supervision and support.   Adults and children 
involved in private fostering arrangements must receive advice and support to assist them to 
meet the needs of a child or children who are, or are proposed to be, privately fostered.   
 
Children and young people, their families, and their private foster carers, should therefore be 
provided with a comparable standard of service to children who are Looked After.  Such a 
standard is required by legislation (Schedule 8 of the Children Act 1989 as amended by the 
Children Act 2004 and The Children (private arrangements for fostering) Regulations 2005).   
 
Private Fostering has often been known as a “hidden” arrangement because the Local Authority 
which has a duty to safeguard and promote the welfare of children who are privately fostered is 
often not aware of the arrangements. Hence the statutory duty placed on Lancashire County 
Council to publicise private fostering and the need for notification. 
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Arrangements within Lancashire 
 
From 1st July 2005 all local authorities had to appoint or designate a member of staff to monitor 
the discharge of their private fostering functions.  From the 1st of November 2010 this has been 
the Head of Children's Social Care, who is Diane Booth and which she has delegated to the 3 
Senior Managers, of whom Penny Hindle, Senior Manager CSC Central has had the lead 
portfolio. Since 2016 Tony Morrissey, Deputy Director for Children's Services has taken lead 
responsibility for Private Fostering, with delegation being given to Senior Managers , with Penny 
Hindle retaining lead portfolio in this area. 
 
All assessments of potentially privately fostered children and young people and their carers must 
be undertaken by a Qualified Social Worker using the national assessment tool called the 'Private 
Fostering Assessment and Action Record' known as a 'PFAAR'. In Lancashire they are recorded 
on the Lancashire Children's System (LCS). 
 
Within Lancashire when the assessment is complete - and DBS checks have been received on 
all those age 16 and over in the household or who have regular staying contact - the Practice 
Manager chairs a 'suitability meeting' with all those involved.  
 
The documents then go to the Team Manager electronically for formal agreement. Longer term 
support for the privately fostered child or young person and their carer or carers is then offered 
by a social worker or support worker in CSC dependent on the needs of the child or children.  
 
If there are no needs other than general support they do not have to be considered as 'children 
in need', if they are then the guidance for children in need is followed as regards reviewing the 
case, and if they are not in need there is still a statutory requirement to visit within the private 
fostering national guidance for minimum support visits. 
 
All privately fostered children must be visited within 7 days of notification to the authority and the 
PFAAR completed within 42 days. Thereafter visits in the first year should take place at a 
minimum of 6 weekly and 12 weekly as a minimum in any subsequent years. 
 
CSC coordinates and chairs a 'Private Fostering Champions' County group meeting bi monthly 
with a representative from each geographical area.  
 
Data about privately fostered children was required annually for statutory returns; the last return 
was the 31 May 2015. All data in respect to private fostering will now be part of the LA CiN Census 
due in July 2016 
 
Lancashire is a participant in the BAAF Private Fostering Northern Regional Group. Toni Harrison, 
Chris Coyle and Lisa Dunkerley, Team Managers with Lead responsibility in their areas: Central, 
East and North attend. 
 
Annual reports about private fostering are required to be submitted annually to the Executive 
Director for Children and Young People and to the Local Safeguarding Children Board. 


Development Plan 
 
The Private Fostering Champions Group has continued to take the work forward by the 
development of plans in each area, which have included:  
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• Identification of Private Fostering Leads in each area 
• Raising awareness internally and externally with partners 
• Raising awareness of e learning available and this being mandatory for all LCC CYP 


workforce 
• Guides to private fostering have been developed and shared with staff 
• Additional Private Fostering training has been commissioned for Leads and Champions 


in each area 
• Review of procedures continue and any areas amended and updated 
• Promotion in each area and with partners has taken place during Private Fostering Week 


in July 2015 
• Auditing of private fostering cases continues to take place to identify themes. Future 


auditing will also focus on more qualitative information on children and young peoples 
experiences 


• Work has continued on appropriate recording on LCS 
• We have a current web page on the Lancashire County Council website accessible to all 


http://www.lancashire.gov.uk/children-education-families/keeping-children-safe/private-
fostering.aspx 


Publicity 


• Lancashire County Council updated booklets and posters to publicise private fostering in 
2014 and had them printed. No printing has taken place in 2015/16 but they can be 
printed off when needed and are currently available in an electronic version. 


• An annual budget has been identified to use to publicise private fostering.  


• Information is shared on the portal for schools. 
 


• Private Fostering has now been added to LCC school admission forms. Admissions staff 
have been made aware of the need to notify CSC.  
 


• Direct discussions has taken place with LCC Corporate Communications and the 
Customer Care Service to ensure that the Customer Care Officers give correct advice 
from the Contact and Referral Team (CART). 


Training  
 


• There is an e learning module that can be used internally or externally. It is recognised as 
mentioned that Leads and Champions in each area do need more extensive training and 
this has been provided. 
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Private Fostering Web Pages 
.  


• Web pages are improved and updated as required (LCC internet, intranet, and school 
portal). These now reflect the ability to access information in all the main languages 
spoken in Lancashire with the ability to get them translated. 


• The Lancashire Children's Social Care Procedures private fostering page was updated in 
2016 to reflect changes in the recording systems and also social work practice.  


British Association for Adoption and Fostering (BAAF) 
 


• Regional links are made for Lancashire in terms of private fostering through attendance 
of the BAAF Northern Regional Group at which Toni Harrison, Chris Coyle and Lisa 
Dunkerley, Team Managers with Lead responsibility in their areas are attending. 
Attendance has enabled Lancashire to access resources for the County via this group. 


• Information is received from BAAF through membership of the group. This has proven 
most useful in terms of providing the national picture of Private Fostering and information 
about Ofsted inspections. 


• We have been able to share Lancashire's private fostering practice. 
• There are books available from BAAF – 'Private fostering what is it and what it means' by 


Henrietta Bond (2005); 'Private fostering in England and Wales' BAAF 2009;'A very 
private practice' by Terry Philpot 2001, 


• BAAF have published a private fostering website – 'Somebody Else's Child'. It is 
www.privatefostering.org.uk and they also have a Facebook site and twitter which is 
@BAAFadoption 


County Private Fostering Group 
 
The County Private Fostering Group has been refreshed given the remodelling that has taken 
place within Children's Social Care. The Deputy Director for Children's Services has taken over 
the Chair of this Group and Leads and Champions have been refreshed. The following has 
been agreed: 
 


• Monthly Private Fostering data to be part of CSC Practice Improvement meetings. The 
Private Fostering dataset to include: timeliness of visits, assessment, DBS etc. 


• Additional training commissioned for Private Fostering Leads and Champions 
• Leads within each teams being progressed via Locality Leads 
• Agreed to pursue checks via MASH, due to delays in DBS returning 
• Laminated Private Fostering information pack being developed to be held in each team 
• All Private Fostering cases to be audited on a quarterly basis 
• An Advanced Practitioner to be identified as a specialist in Private Fostering 
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Current Performance 
 
During 1/4/2015 to 31/3/2016 we have the following data recorded for Lancashire: 
 


 2015/16 2014/15 2013/14 2012/13 2011/12 
1 Number of private fostering notifications 49 44 69 35 47 


2 Number of new private fostering 
arrangements started during the year 


      44 45 64 35 47 


3 
Number (and %) of cases where Lancashire 
CC Children's Social Care followed the 2005 


regulations 


42 
   (95%) 40  


(90%) 
64 


(100%) 
35 


(100%) 
47 


(100%) 


4 


Number (and %) of cases where action 
(including a visit to the young person and 
their carers) was taken within 7 working days 
as required 


 
15 


(34%) 
28 


(63%) 
56 


(87%) 
26 


(74%) 
35 


(75%) 


5 


Number (and %) of privately fostered CYP 
whose placements started on or after  1st 
April 2015 who were visited the required 6 
weekly minimum during the first year 


 
25 


(57%) 
17 


(37%) 
23 


(41%) 
24 


(69%) 
36 


(77%) 


6 
Number of private fostering arrangements 
that began before 1st April 2015 that were 
continuing on 1st April 2016 


 
30 36 25 8 6 


7 
The number (and %) of children in the cohort 
for indicator 6 above who were visited within 
the required timescales 


13 
   (43%) 12 


(33%) 
13 


(52%) 
8 


(100%) 
4 


(67%) 


8 The number of private fostering 
arrangements that ended within the year 


 
49 53 67 41 41 


9 The number of children and young people 
privately fostered at year end (31st March) 


 
26 28 32 25 33 


 


 
NB: The above 2015/16 data is not using the new timescale definition which came into effect on 
the 1 April 2015 which now takes into account the existence of a PFAAR (completed within 42 
days) – but enables year on year comparisons to be made with previous year's figures. 
Data source: PF1 statutory report LCS. 
 
The data for 2015/2016 has been taken from Lancashire's Electronic Social Care Record (LCS) 
and should be read with some caution as we have continued despite raising awareness 
experienced challenges with recording private fostering data in the correct place on the system.  
 
All the cases have been audited by at least one CSC manager and the LSCB can be reassured 
that no children were left at risk. There are examples where we have intervened to take action 
either via child protection procedures, ceasing inappropriate arrangements as they were 
unsuitable or have brought the children into our care due to concerns. 
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Audits indicate that for the number (and %) of cases where action (including a visit to the young 
person and their carers) was taken within 7 working days but not necessarily recorded in the 
correct pathway, visits were achieved in timescale for 26 (60.5%) of children and young people. 
 
For the number (and %) of privately fostered CYP whose placements started on or after  1st 
April 2015 who were visited the required 6 weekly minimum during the first year but not 
necessarily recorded in the correct pathway, visits were achieved in timescale for 34 (83%) of 
children and young people. 
 
Recording within the correct private fostering pathway within LCS has remained an issue. This 
in part is due to the infrequency of private fostering cases being dealt with, quite often children 
and young people have been visited but it is not recorded in the private fostering pathway. 
Issues around LCS are already on the County's risk log and further training has been provided 
to Private Fostering Leads and Champions.  
 
As outlined above we have refreshed County Private Fostering Group meetings which take 
place bi monthly where representatives from each locality meet and share expertise and Private 
Fostering Leads and Champions have been identified. These meetings are now chaired by the 
Deputy Director for Children's Services. In addition Locality Private Fostering meetings are 
taking place chaired by the Team Manager Private Fostering Lead. These focus on their 
Locality Action Plan, including publicity and social worker and support worker practice learning 
and development. A laminated Private Fostering Information practice pack is being developed to 
further provide guidance to social workers and support workers. 
 
There still continues to be the theme of a delay in getting DBS checks back. Often they only 
come back after a private fostering arrangement has ended. This causes difficulties in respect to 
recording as LCS only allows recording on open cases. So if the case is closed there is no way 
of recording its arrival without making a new referral and this would be wholly inappropriate. The 
electronic holding area for data – documentum – is linked to LCS. 


 
In order to improve the monitoring of private fostering cases all private fostering cases will be 
audited on a quarterly basis to ensure compliance and quality of practice. The results and 
themes will be reported to the County Private Fostering Group meetings. 
 
The themes that challenge us are as follows and each has an action to address these: 


 
• Numbers of private fostering notifications remains low 


Publicity will continue to raise awareness of private fostering and it is important that other 
agencies have an understanding of what private fostering is. The LSCB is asked to assist 
in raising awareness of private fostering with partner organisations. Partner organisations 
are asked to ensure their staff undertake the private fostering e learning to provide a 
greater understanding of private fostering which would increase the identification of 
private fostering arrangements and increase notifications. 


• Understanding of Private Fostering procedures and recording within LCS 
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There has been a refresh of CSC Private Fostering Leads and Champions within each 
Locality and dedicated private fostering training has been provided. The Workforce 
Development Group is to ensure frontline staff have training on how to use the private 
fostering pathway within LCS. In addition a Private Fostering Information pack is being 
developed which will be held in CSC each team 
 
 


• Recording of DBS and difficulty getting timely returns of DBS checks.  
Deputy Director for Children's Services to continue to keep this high on the agenda 
between CSC, HR & DBS and timeliness to be monitored via quarterly private fostering 
audits and reported to the County Private Fostering Group 


• Children and Young People being informed of advocacy services 
This remains an area of work we are continuing to publicise and address and Children's 
Rights are actively supporting this. All privately fostered children and young people have 
the right to be referred to children's rights. Private Fostering Leads will continue to 
communicate this to the staff in the locality. Future auditing will include capturing more 
qualitative information from children and young people about their experiences and the 
quality of services they receive. 


• Performance and compliance monitoring 
Senior managers and Private Fostering Leads to continue to remain informed and aware 
of the service being delivered to all privately fostered children in their locality. Private 
fostering performance data will form part of monthly Locality Performance Improvement 
meetings.  


Recommendation(s):  
  
• The Board is asked to receive and consider this report and highlight any actions it may want 


children's social care and agencies to take. 
• The Board is asked to encourage partner organisations to ensure their staff complete the 


Private Fostering e learning to raise awareness and identification of private fostering 
arrangements. 


• As in previous years the Board is asked to associate itself with the further rounds of DfE/BAAF 
publicity & to confirm arrangements for the circulation of publicity by partner agencies (CCGs, 
Schools, and Police etc). 


• The Board is asked to consider what further initiatives it may wish to take linked to private 
fostering. 
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		The General Background & Definition- What Private Fostering is

		Arrangements within Lancashire

		Development Plan

		Publicity

		 Lancashire County Council updated booklets and posters to publicise private fostering in 2014 and had them printed. No printing has taken place in 2015/16 but they can be printed off when needed and are currently available in an electronic version.

		 An annual budget has been identified to use to publicise private fostering.

		 Information is shared on the portal for schools.

		Training



Private Fostering.pdf



 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
This report has been prepared by Jane Booth, Independent Chair of the Board with 

support from the LSCB Business Manager and Co-ordinators. 
 

Approved by LSCB on: 9 September 2016 
 

Date of Publication: 9 September 2016 
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