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London Safeguarding Children Board: 
First submission to Munro Review call for evidence

Introduction

The London Safeguarding Children Board (the London Board) has prepared this submission in order to bring together learning at a pan London level to support multi agency improvements in safeguarding as well as to highlight emerging positive practice from local authorities, partners and Local Safeguarding Children Boards (LSCBs) across London in line with the Munro Review themes. The submission focuses on the key priority areas of the review which impact on the safeguarding children agenda of the London Board.
The position set out in the submission below has been agreed by the partner agencies of the London Board.
1. Performance and inspection of the system

What was the problem or challenge?
The London Board supports the need to move away from a burdensome, centrally driven performance regime which stifles local flexibilities and is too distant from improvement support. Different agencies’ inspection processes are currently not always fully joined up, with insufficient focus on the crucial role of local safeguarding partnerships and the need to communicate messages across the range of local partner agencies. 
What would the solution look like?
There is a need to move to approaches which support strong local governance and accountability and allow local solutions to improving outcomes based on collaborative practice, robust evidence and value for money.
Inspection should be proportionate to risk, i.e. areas performing strongly should be subject to less inspection than those with a record of poor practice. Inspectors should inform improvement activity through dialogue with local authorities at the outset of inspection and on an ongoing basis.
Improvement support should be more clearly separated from inspection and monitoring and should be delivered through peer support models focusing on the development and sharing of best practice.
The London Board feels that there is a particular need to ensure that a strong local governance framework is in place to oversee local performance and drive local improvement priorities.
How has the London Board addressed this?

To this end, the Board has organised a series of development sessions with elected Members to strengthen their understanding of their role in safeguarding and their engagement in LSCBs. The Board has also worked closely with Council Leaders to develop a set of key triggers of potential safeguarding issues for elected Members. The triggers evidence the need for lead Members to have regular access to information that will help them to challenge and be satisfied on matters of local performance measurement and quality. This includes:
· national and local indicators;
· annual reports and annual performance data; 

· formal service inspection reports and related action plans;
· SCRs and management reviews, where appropriate;
· information from statutory complaints procedures;
· information from local audit programmes, including casework;
· contributions to NHS annual health checks;
· resource data, both financial and workforce; 

· information from research and best practice;
· evidence of effective multi-agency partnership working; 
· key lines of accountability evidenced across the LSCB to ensure that a robust accountability framework is in place.
The Board is supporting LSCBs to develop effective quality assurance arrangements to inform and evidence improvements in local safeguarding arrangements. This includes key indicators from the London safeguarding dataset and designing multi-agency case audit tools. Many London LSCBs have also developed quality standards for multi-agency child protection activity and are undertaking multi-agency audits to evaluate current practice and drive improvement activity using the pan London tools. 
In addition, the London Board is currently working with IDeA to develop a safeguarding quality assurance framework for LSCBs to enable them to monitor the effectiveness of partnership approaches to safeguarding locally in a way which informs local improvement. This work will be piloted in London later in the year.
2. Strategies for shared learning from practice experience; Serious Case Reviews (SCRs) – how we learn lessons
What was the problem or challenge?

Closer monitoring of SCRs by Ofsted and the DfE (DCSF) has driven up the quality of the process and an awareness of the level of repeat lessons emerging. However, the approach to evaluation introduced by Ofsted, coupled with the local authority performance framework and the introduction of increased independence to the process, has proved disproportionately costly and also detrimental to local engagement in the process. The decision to publish SCRs in full could further undermine their potential as opportunities for learning locally.

What would the solution look like?
Greater local flexibility should be introduced into the SCR process to allow models of review methodology to be designed to meet local requirements and ensure that lessons can be learned locally. To reduce bureaucracy, any process must introduce improved linkage to other serious and untoward incident review processes (such as those used by the NHS and YJB) to tie these more closely in with the processes already operating in health settings, which rely strongly on root cause analysis and a systems approach.

There is potential to develop a systems-based approach, allowing a better analysis of interactions between agencies and extending the focus of SCRs to examine good practice and near misses alongside the high profile cases – helping to foster an ongoing culture of review and analysis. The Board would be keen to support the learning from early pilots of the SCIE methodology which have been carried out in relation to ‘near misses’ and explore how this approach could inform a review of the Chapter 8 methodology. We would be keen to support a London pilot.
There should be more focus on disseminating and implementing learning nationally and regionally, with reviews analysed centrally and shared themes highlighted to the LSCBs concerned. The London Board plays a key role in sharing learning from SCRs widely across the region and would welcome a dialogue with Ofsted on how to do this more comprehensively. A stronger focus is needed on addressing some of the common learning themes arising from these reviews at a central government level, such as the engagement of universal and tier 2 services in identifying safeguarding concerns in relation to specific children with whom they are in contact.
More thought needs to be given to how best to support the effective engagement of the third sector in reviews; many smaller organisations are unlikely to have been involved in an SCR before and often lack the capacity to contribute fully to the review process. Their contribution can be crucial and needs to be more effectively drawn out.

If evaluation continues, it should focus more closely on the identification and learning of lessons. SCRs should either be categorised as ‘satisfactory’ or not; the current emphasis on achieving ‘good’ or ‘outstanding’ becomes less important when budgets are stretched. 

How has the London Board addressed this?

The London Board is supporting a number of pieces of pan London work to address the learning from SCRs through:
· Training for Designated Professionals to strengthen their ability to influence commissioning processes in PCTs around safeguarding;
· Training for Named and Designated Professionals on good practice in undertaking SCRs;
· Work with mental health trusts to ensure engagement in safeguarding through ‘Think Family’ agendas;
· Supporting networks of key safeguarding leads across organisations to share learning from SCRs and emerging positive practice, including designated and named health professionals;
· Strengthening safeguarding approaches with different faith communities;
· Strengthening care pathways in specific areas identified in SCRs;
· Working with GOL to pilot training and accreditation for independent chairs and authors of SCRs, delivered through the Tavistock and Portman NHS Trust. The first cohort has now completed and the London Board will consider an evaluation of this approach;
· Develop multi-agency audit approaches to learn from practice on an ongoing basis.

3. Identifying and helping children and young people in need
What was the problem or challenge?
The London Board is very aware that to deliver effective safeguarding services, local authorities rely heavily on universal and targeted services to engage in the identification and delivery of early support to families and to identify where there are indicators that children may come to be at risk of harm or family breakdown and specialist services may be required. A revised process is needed to reduce bureaucracy and duplication. 
The review team will be aware of the high volume of referrals to social care being made by all partners and that many do not require social work input but require time-consuming screening and information sharing in order to ensure their support needs are met.  

In addition, London has been experiencing significant increased demand for intervention by social care over the past 18 months, including an increased volume of referrals, assessments, child protection cases and care proceedings. 
Local authorities are expending considerable time and resources in developing early information sharing and effective screening arrangements in order to identify those children who are in urgent need of safeguarding and intensive support, as well as to enable services to provide families with the appropriate level of support. A particular problem for London which highlights this is how to determine the appropriate multi-agency response to the high volume of police ‘Merlins’. These record MPS officer involvement in any situation where a child is present and are sent to social care regardless of whether there is an ongoing safeguarding issue requiring the intervention of a social worker. 
A further challenge is that there are often gaps in targeted support for children with complex needs. This provision is essential in preventing them from being at risk of accommodation or significant harm. 
In addition, significant delays experienced in the care proceedings process is having a detrimental effect on children’s outcomes, increases costs considerably and places additional pressure on an already overstretched system.
What would the solution look like? 

Many London local authorities are establishing multi-agency screening or ‘triage’ arrangements to facilitate early information sharing where there may be concerns about a child and determine the appropriate response. Models vary from full co-location to cross agency joint approaches, e.g. social workers meeting with police public protection desks to make joint decisions on referrals. Many concerns have not met the threshold for social work intervention and the initial information sharing process is used to agree a lead professional to co-ordinate a response through a CAF.
Where the concern about a child requires social work involvement (where the child is at risk of harm or family breakdown) a detailed family assessment should be undertaken led by a social worker with a clear focus on preventing a risk of harm to the child.
The solution rests upon all agencies being able to make judgements about need and risk and being clear about their role in delivering preventative support to families where there may be significant needs but not yet a need for social care to become involved. Social care should not be responsible for enforcing local eligibility for services.
The overarching principles of the CAF (early co-ordination of services and the role of a Lead Professional) are correct, but there needs to be stronger leadership of expectations on all agencies to engage in this nationally and through Children’s Trusts. 
Many London local authorities are moving their Children’s Centres away from universal provision to provide more services targeted at hard to reach families and at safeguarding needs and to provide a ‘step up’ and ‘step down’ service around the need for a protection plan, e.g. Tower Hamlets, Wandsworth and Brent, where social workers are in Children’s Centres and take direct referrals from schools. 
The third sector is becoming increasingly aware of the expectation that they will be commissioned to provide services to children and families where there are complex factors and risk emerging, e.g. domestic violence, mental health issues and substance abuse. There are many examples of where they are doing this well in London and the London Board is supporting the sector to build capacity and capability to meet these demands safely. However, it is important that the third sector is not regarded as a cost-neutral resource. It is also vital that strong commissioning arrangements are in place locally to ensure that small organisations are not expected to manage inappropriate levels of risk.
How has the London Board addressed this?
London Regional Safeguarding Advisers are identifying and sharing emerging practice in this area which is demonstrating effective multi-agency information sharing, impact on outcomes and value for money.
In London a cross agency group (Courts, local authorities, CAFCASS and family solicitors) has been set up to collate data across the London courts to better understand delay and lead on addressing delay. A LRSA is bringing together local analysis of performance and reasons for delay as well as emerging local solutions e.g. local authority collaborations to provide robust and independent assessments. 
In addition, Multi Agency Critical Incident Training (MACIE) has been delivered to all 32 London Boroughs. This incorporates lessons from SCRs and follows a number of cases, from the initial referral stage through to multi agency intervention of a critical high risk case. A cyclical training programme and evaluation model have been developed to ensure that lessons are built on and the training refreshed.  
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Appendix 1

London practice examples with emerging outcomes; 
London Regional Safeguarding Adviser’s are paying close attention to these developments with a view to providing evidence of this work delivering improved outcomes for children and offering value for money solutions. Some early emerging practice includes;
Added value of VCS: 
· Barnardo's working with boroughs and the police to prevent and help sexual exploitation, particularly effective in Croydon; Parental Mental health Service with NSPCC/Community Mental health Teams/ RBKC (award winning project), Family Action provision of preventative services in Hackney.
Use of CAF to support early intervention/prevention by all agencies: 
· Barnet are seeing a real reduction in referrals to children’s social care since implementation; CAF Advisers placed across all partner agencies. Kingston long established use of CAF with 100 lead professionals at any one time and is considering withdrawing CAF co-ordinator support on basis CAF/lead professional well enough embedded.
· Greenwich also – use of TAC and LP as a genuine multi-agency approach for children with additional needs rather than as a pre-referral tool
· Waltham Forest ‘Better Together’ culture change programme to support multi-agency engagement in early intervention/prevention.
· Think Family approaches – Islington have three projects; one developed by bringing the Adult Mental Health and children’s practitioners together with Health professionals to provide assessment and family intervention for parents with mental illnesses; a multi-agency team targeting 13-17 year olds, particularly those who are at risk of, or actually homeless; thirdly a social work practitioner that is linked to all 16 children’s centres in the borough providing outreach, consultation and joint assessments with health visitors.  Each of the projects has been submitted to C4EO for external validation.   
Improved targeting of interventions;
· Use of multi-agency panels to address priority areas together, e.g. to consider referrals which don’t proceed to initial assessments, Havering, and a ‘becoming looked after’ panel to bring together agencies resources to avoid accommodating a child, Waltham Forest.
· Many examples emerging of multi-agency screening and triage systems to ensure children in need of safeguarding are identified whilst at the same time promoting early intervention with families, e.g. Haringey Multi-Agency First Response.
Reducing delays;

· Lambeth have established a multi-disciplinary court team that handles all care applications and PLOs.  Has seen a marked improvement in reducing delays.
· Lewisham have established a pre-birth assessment and planning team of social work and health practitioners and several boroughs are establishing or commissioning bespoke arrangements for independent assessments.  
· Islington and Westminster Drug & Alcohol Court Pilot has proved effective and has been extended.     
Effective models of social work intervention;

· Developing models of social work which can work intensively with families where there are complex needs, e.g. Havering intensive FIP (iFIP) works with families on the borders of care proceedings linked to a PLO letter of intent. Experienced social workers work closely with drug and alcohol, DV and mental health workers to intensively assess families and address issues such as attachment and addiction. In 7 of the 9 families worked with so far the children will remain with the parents and changes are sustainable to such as level that intensive services withdraw. Negative costing tool shows considerable value for money benefits – successes have been achieved in large families which typically would have ended up in care as a result of long term neglect.
· Through bespoke models of FIPs which local areas are designing around families at risk. E.g. Havering has developed a ‘Baby FIP’ bringing together drug and alcohol, mental health, perinatal services and children’s centre workers around a family to provide intensive early support packages.
Improving the child protection process;
· A number of local authorities are developing models of child protection conferences which reduce bureaucracy, improve the focus on risk and safety/strengths and better engage families and professionals together in making more effective and outcome focused protection plans for reducing risk of harm 

· Established, effective and cost effective approaches to intensive working with children and young people at risk of coming into public care linked to referral and assessment teams and EDT in Hillingdon.
Appendix 2
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The Protection of Children in England: Leaders’ Responsibilities 
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1. Introduction

1.1 
This report focuses on the implications of Lord Laming’s recent report The Protection of Children in England: A Progress Report and the Government’s response to it for local political leadership. The report draws on new statutory guidance from DCSF: The roles and responsibilities of the Lead Member for Children’s Services and Director of Children’s Services which was launched on 9 July 2009. This report provides guidance on the way in which Council Leaders may be best able to hold local safeguarding arrangements to account.

2.
Background 

2.1
Whilst the Children Act clearly sets out the role of Lead Members for Children’s Services (Lead Members), emphasising particular responsibilities to both safeguarding and effective partnership working, there is little information available to guide the role of Council Leaders in this regard.

2.2
However Lord Laming’s recent report makes reference to the importance of Local Political Leadership (section 2.7) referring to:

‘….the sustained commitment from both the Council Leader and Lead Member for Children’s Services is essential if the profile and importance of safeguarding and promoting the welfare of children is to be understood throughout the Authority and Children’s Trust. However, it appears that the degree of focus of Council Leaders and Lead Members on safeguarding children from harm is variable.’
2.3
The report goes on to refer more specifically to the role of Lead Member and their responsibility to adopt a proactive approach to more fully understand the safeguarding needs of children in the locality.

2.4
In May 2009 the Government published a paper in response to Lord Laming’s report which sets out a detailed action plan covering 58 themes.  Whilst the thrust of the Government response is more clearly aimed at the role of Lead Member, the commentary makes the following references:

‘..Lord Laming’s report rightly underlines the crucial importance of strong leadership nationally and locally with clear accountabilities and effective working between children’s services , police, health and other agencies  involved in the safety of children. We agree there needs to be a sustained commitment to child protection and promoting the welfare of children at every level of government and in every one of the local services ‘- para 13

‘…Local Authority Chief Executives and Council Leaders also have a critical role to play……‘Every year as part of the Children’s Trust Annual Report, the Chief Executive and the Leader of the Council should make an assessment of the effectiveness of local governance and partnership arrangements for improving outcomes for children and supporting the best possible standards for safeguarding children’ - para 47

2.5
It seems therefore that whilst there is a clear recognition of the need for Council Leaders to play an influential role in safeguarding children and young people, the intentions are not specific in the same way that they are for Directors and Lead Members for Children Services. The expectation is a strategic influence at the level of Local Strategic Partnerships. 

3.
Moving Forward 

3.1
Despite the lack of specific detail about the expected role of Council Leaders there is strong emphasis on national and local leadership, being a key determinant of good safeguarding practice. Lead Members are politically and specifically accountable for ensuring good safeguarding practice, but they need to be supported and held to account by the Leader, who will have wider ranging influence with partners, over resources and over the organisational effectiveness of the authority as a whole. 

3.2
New statutory guidance states that the Lead Member for Children’s Services should be a ‘participant observer’ of the LSCB. In practice this means:

‘…routinely attending meetings as an observer and receiving all its written reports. LMs [Lead Members] should engage in discussions, ask questions and seek clarity, but not be part of the decision making process. This will provide the LM with the independence to challenge when necessary from a well informed position’ - para 2.17.  

3.3
The new guidance refers to the relationship between the Lead Member and Director of Children’s Services (DCS):

‘LMs should negotiate a productive relationship with the DCS and, based on their own experience, challenge constructively as appropriate. That relationship is likely to be subject to creative tension.’ – para 2.3

‘It is part of Lead Members’ leadership role to satisfy themselves that the discharge of the authority’s statutory children’s services’ functions is effective. The LM will have access to inspection reports and the findings of the Overview and Scrutiny Committee to raise particular issues. The LM should use that intelligence to help ensure that the DCS and other senior officers in the local authority are held to account for their contribution to improving children’s well-being. For example, the LM may receive and read substantial amounts of management data, have regular meetings with the DCS, including specifically on safeguarding and promoting the welfare of children and follow up on any complaints received. The LM will need to work closely with the DCS, and if necessary work through the Council’s normal processes and procedures to raise any issues relating to the DCS or other officers with the Chief Executive.’ – para 2.9

3.4 
The Government will need to make specific provision for these developments in the revisions to Working Together to Safeguard Children. Once Lead Members are formally part of LSCBs, this will have the effect of drawing them much closer to the detailed performance framework covering safeguarding, which should operate through all Children’s Trusts and LSCBs. 

3.5
Being formally part of LSCBs will give Lead Members regular access to information that will help them to challenge and be satisfied on matters of performance measurement and quality, typically covering:

· national and local indicators 

· annual performance assessment (APA) data 

· formal service inspection reports and related action plans * 

· serious case (and management ) reviews{SCR} where appropriate *

· information from statutory complaints procedure * 

· information from local audit programmes, including casework  * 

· contributions to NHS annual health checks * 

· resource data, both financial and workforce 

· information from research and best practice 

Those marked * will have a particular emphasis on quality of service provision and outcome.

3.6
It will be a key part of the new role for Lead Members to actively seek out this information. It follows that Leaders should hold Lead Members to account by ensuring Lead Members regularly update the Leader on their analysis of this information and intelligence, identifying risks in the system that need attention and their plans to address these.  

3.7 In relation to the respective roles and responsibilities of Lead Member and Leader, the new DCSF guidance emphasises the following:

‘…the LM [Lead Member] and DCS have specific statutory responsibilities for providing political and professional leadership for promoting children and young people’s wellbeing. These arrangements sit within the overall responsibilities of Leaders and Chief Executives to ensure that local authorities are well led, managed, accountable and effective. In this respect Leaders and Chief Executives should:

· monitor the performance respectively of the LM and DCS in securing better outcomes for children and young people;

· at least once a year report formally on their assessment of arrangements for safeguarding children;

· provide support to the LM and DCS in the discharge of their responsibilities; and

· support the LM and DCS in ensuring that children and young people’s well-being is reflected in corporate and partnership working.’ - para 4.5
3.8 This report proposes that Leaders adopt a strategic position in holding safeguarding arrangements to account, in respect of:

· ensuring the Lead Member is fulfilling their accountabilities;

· ensuring the organisational management arrangements are robust with respect to safeguarding through the Chief Executive;

· holding partners to account where necessary;

· ensuring appropriate action is taken in respect of a child death.

Areas Leaders may wish to cover are set out in Appendix 1.

Appendix 2 attempts to place the proposed activity involving Council Leader in context with other regular contributors.
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                                                                                                                 APPENDIX A
Safeguarding triggers – Advice to Leaders

Set out below are areas of questioning Leaders may want to follow to ensure a robust accountability framework.  It is suggested that this level of scrutiny by Council Leaders could routinely take place on a quarterly basis.  

SECTION ONE 

Ensuring the Lead Member is fulfilling their accountabilities  

This section is designed to help Leaders understand how Lead Members are overseeing the volume, range of activity and the pressure on the system likely to be present at any given time. Leaders will want to hear from Lead Members that they have effective plans in place around capacity, effective management and whether or not services are coping with current needs.

The Lead Member has accountability for ensuring there is sufficient staff in place within local authorities.  Indirectly they also have responsibility to ensure resources are in place in the NHS and Police to deliver effective safe services for children.

The Lead Member will have access to a range of information to interrogate, such as:

EMPLOYMENT

· Is there an agreed establishment? 

· Levels of absence and vacancy 

· Sickness statistics and predominant reasons for sickness absence 

· Are safer recruitment practices in place and effective?

· Do all relevant staff access child protection training?

· Are supervision and appraisal arrangements in place and effective?

· Are caseloads sensible, manageable and regularly reviewed (note this should not rely on a simple numerical response but needs to show evidence that there is a weighting system in place which allows caseloads to be reviewed through regular supervision clearly distinguishing those cases which may be especially demanding **) 

CASEWORK 

· Are referrals dealt with promptly? Are there any backlogs? If so, why and what action is being taken 
· Are initial and core assessments completed within required timescales? 
· Are cases promptly reviewed?
· Are placements appropriate and stable?
· Do all Children in Care, Children in Need and those with Child Protection Plans have an allocated social worker?
· Are there good communications with Accident & Emergency Departments?

· How many child protection plans are currently in place?

· Is the number of child protection plans increasing or decreasing, and why? 

· How does the number of plans compare with comparator authorities? 

· Are cases with child protection plans subject to regular visits?

· What arrangements are in place to identify particularly high risk cases 

Leaders’ suggested role

The Leader will want the Lead Member to report on any key risks and action plans that they have identified from their work in reviewing this data in detail. Leaders should expect the Lead Member to provide a sufficient detailed explanation of pressures, risks and risk mitigation plans to reassure them that a comprehensive performance framework is exercised by the Lead Member.  

Where significant issues have emerged, such as high numbers of agency staff, the Leader should seek to understand what plans have been put in place to address this and what further corporate support and resources may be required.

Leaders should seek to ascertain a clear picture of the resources being deployed into safeguarding and the benefits/ disbenefits of investment and disinvestment in the service. They should ensure value for money but not at the expense of safeguarding children.

Leaders should also seek to understand what risks are inherent in policies, structures and practices. Leaders should reassure themselves that the Lead Member is satisfied with the performance of the Chair of the Safeguarding Board, whether they are independent or a local authority officer. Under current guidance it is clear that an independent chair is accountable to the local authority through the Director of Children’s Services. 

SECTION TWO

Brokering arrangements with partners

Leader should be mindful that they will have significant influence on other key agencies.  They should therefore seek to identify with the Lead Member, Chief Executive and other appropriate sources any blockages or key issues in respect of staff, practices, resources from key partners such as Health and Police. The Leader should raise any such issues directly with relevant partners to ensure these issues are on partnership agendas and seek to resolve and escalate such issues if they feel this is necessary to remove barriers to ensuring the safeguarding of children.   

SECTION THREE
Accountability of the Chief Executive

The Chief Executive holds the accountability for the effective management of the Council.  The Leader should ensure safeguarding is effectively resourced and managed by:

· satisfying themselves that overall managerial structures are robust

· seeking information from the Chief Executive on the effectiveness of managers and management processes

· requiring information on any key risk areas, such as staffing matters 

Leaders should also seek a periodic commentary report in the form of an impact assessment based on key themes affecting the local area which represent risks to safeguarding. It will be important to ensure that these themes accord with locally determined concerns, though currently typical lines of reporting may cover the following:

· bullying ( perhaps using evidence from NI 69)

· poverty ( perhaps using evidence  from NI 116)

· access to childcare by low income working families ( perhaps using       evidence from NI 118)

· reported incidents of domestic violence

· adult mental health cases where there are children in the direct family 

These are all key triggers of potential safeguarding issues and the Leaders should satisfy themselves that safeguarding is being thought of and built into all of the council’s strategies in these areas. They should seek reassurance from the Chief Executive on this point. 

Child Deaths and Serious Case Reviews (SCRs)

While it is the responsibility of the LSCB and the ultimate decision of the Chair to convene (or otherwise) a SCR, the Leader should be asked to be made aware of any child deaths as soon as is practically possible. The Leader should reassure themselves through the Lead Member and the Chief Executive that an appropriately skilled, experienced and independent person has been appointed to undertake the review. Once a SCR has been completed the Leader should seek reassurance from the Lead Member and Chief Executive that the review is sufficiently robust and independent and that an appropriate action plan has been prepared and is being implemented.                                                            

APPENDIX B
SUMMARY OF ACTIVITY TO OVERVIEW SAFEGUARDING ARRANGEMENTS 

	Theme        
	Children’s 

Trust 
	LSCB 
	Overview

&Scrutiny
	LSP
	Council Leader

	National and local indicators 
	     X
	   X
	     X
	     X
	      X

	APA data
	     X
	   X
	     X
	     X
	

	Inspection data
	     X
	   X
	     X
	
	       X

	SCR data
	
	   X
	     X
	
	       X

	Complaints 
	     X
	
	     X
	
	

	Audit
	     X
	   X
	     X
	
	      

	NHS health check
	
	   X
	
	
	

	Resources 
	     X
	   X
	
	     X
	       X  

	Research
	     X
	   X
	
	
	      

	Annual reports
	     X
	   X
	     X
	     X
	       X

	Robust whole organisational response to safeguarding 
	     
	   
	
	
	       X  

	Partnership challenge
	     X
	    X
	
	X
	       X

	Holding Lead Member to account
	
	
	
	
	       X

	Holding Chief  Executive to account
	
	
	
	
	       X
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