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Introduction 

Chapter 1: The Safeguarding framework ~ The effectiveness of the overall safeguarding systems and frameworks that are in place 
	1.1
	Local Safeguarding Children Boards (LSCBs)
	· More independent chairpersons (34% of LSCBs surveyed).
· Heavy reliance on local authorities for chairing LSCBs.

· Problems persist in a few areas in securing regular or consistent attendance at a sufficiently senior level from all member agencies with a duty to co-operate.

· Nearly all LSCBs noted concerns about securing sufficient financial resources and staffing to carry out the range of work planned.

· Fewer than one in 10 have given high priority to targeted activities to safeguard specific vulnerable groups.
· At an early stage of developing strategies or practice guidance to respond to locally identified issues such as gang or violent street culture.
· Very few LSCBs have set themselves measurable success criteria or targets that are distinct from national or key performance indicators. Most are dependent on local authority children’s services data, which provides limited information on the wider safeguarding agenda.

· Need to consult more regularly with children.
· Unacceptably wide variation in both the frequency and effectiveness of serious case reviews.

	1.2
	Duty to co-operate  
	· Strategic partnerships and LSCBs in determining safeguarding policy and procedure had become less

· Development of services through joint working, especially preventive services, is inhibited by the wide range of funding streams and the fact that much funding is time-limited.

· More widespread information-sharing and better use of data to identify gaps in service provision and poor performance.

	1.3
	Multi-agency Public Protection Arrangements (MAPPA)  
	· LSCB in monitoring the impact of MAPPA on outcomes for children and the co-ordination of children protection processes with offender management programmes.


	1.4
	Safe recruitment and vetting  
	· Widespread concerns from inspections about the extent to which agencies had undertaken checks on staff who were in place before the CRB was established in 2002 and who have remained in the same post.


See figure 1.1.11 LSCBs’ local priorities (page 5)
Chapter 2: The wider safeguarding role of public services ~ The wider safeguarding role of public services
	
	Safeguarding
	· Concerns remain about the priority given to children’s issues by some trust boards and independent providers, which reflect the findings in the second Safeguarding children (2005) report.
· A shared understanding of what safeguarding means in practice has not yet been established between all agencies. This is particularly apparent in the different approaches to children’s welfare applied by social care services and parts of the criminal justice system.



	2.1
	Regulated services  
	· Seven percent of independent and 10% of local authority fostering agencies were judged to be inadequate in relation to staying safe. There were similar concerns about children’s homes.
· In childcare provision, around 800 providers (3%) were considered to be inadequate.
· With bullying a third of the children who responded to the tellus2 (2007) survey were less positive about the way schools dealt with such incidents.

· Independent schools 12% inadequate - suitability of proprietors and staff and written policies to safeguard and promote the welfare of pupils.
· Colleges and learning and skills provision other than colleges 2% in both groups were considered inadequate.

· Providing adequate housing for families (i.e. Not bed and breakfast accommodation) remains a significant problem in some local authority areas.


	2.2
	Preventing accidents  
	· There are persistent and widening differences in accidents between socio-economic groups.
· Local initiatives to help prevent accidents to children were often ad hoc and unco-ordinated.

	2.3
	Secure settings  
	· HM Inspectorate of Prisons has described the juvenile prisons estate as ‘over-used, under-resourced and increasingly tired’.

	2.4
	Promoting health and wellbeing  
	· A shortage of health visitors and school nurses has an impact on the promotion of health and well-being by reducing possibilities for early intervention.
· Low numbers of specialist paediatric nurses in accident & emergency departments.

· Primary care and child and adolescent mental health services (CAMHS), are failing to follow up on those children who miss clinical appointments.

	2.5
	Reducing teenage pregnancy  
	· Rates of teenage pregnancy are increasing in about 10% of areas, national targets will not be achieved at current rates of progress.

	1.6
	Tackling substance misuse  
	· Owing to a lack of suitable community care, some areas continue to hospitalise more young people than the national average.

· YOTs links with their local drug and alcohol abuse services, these links vary in their quality and effectiveness.

	2.7
	Improving CAMHS  
	· Adolescent mental health services (CAMHS) few areas have comprehensive coverage.
· YOT case files show that 41% of children had emotional or mental health needs. For those in custody, this rose to 60%.

· There is frequently a delay in getting approval for funding to make assessments for transfers from youth offender institutions to mental health secure beds.

[ the Government has commissioned a review of CAMHS to report in 2008 on how universal, mainstream and specialist support services can be improved for children with mental health needs.]

	2.8
	Dealing with domestic violence  
	· Most children’s plans and one in five LSCBs have identified domestic violence as a priority for action, however Most LSCBs have yet to demonstrate the impact of such initiatives.
· Delays by the police in making referrals to children’s services or by children’s services in responding effectively, often arising from staffing capacity and workload issues.

· Multi-agency risk assessment conferences (MARACs) are still a developing area, coverage is often not comprehensive.
· Domestic violence was a feature in 18% of all cases, however the co-ordination of inter-agency responses to domestic abuse was not well supported; three out of 10 cases did not demonstrate effective communication between probation and the police about subsequent call-outs.

· Two Cafcass regions have found continuing unacceptable variation in front-line practice. (East Midlands and the South East regions).

	2.9
	Preventing bullying, racism and harassment  
	· Bullying and the fear of bullying 25% of children said it was one of the things they worried about most (TellUs2 (2007)).
· From the Children’s Rights Director survey 41% of children thought bullying was getting ‘a lot worse’ while 23% thought it was getting ‘a bit worse’. Electronic bullying increasingly preoccupies children.
· In youth offender institutions Levels of bullying, assaults and victimisation remain high. For boys 20& & 26% claimed to have been bullied by staff and peers respectively (girls figures lower in both cases).


[ Section to be completed ]

Chapter 3: Vulnerable Children ~ The targeted activity carried out to safeguard vulnerable groups of children
	3.1
	Looked after children   
	

	3.2
	Care leavers   
	

	3.3
	Missing children (runaways)  
	

	3.4
	Young carers  
	

	3.5
	Children in the family justice system  
	

	3.6
	Children who are victims and/or child witnesses  
	

	3.7
	Children who commit offences
	

	3.8
	Children using health services  
	

	3.9
	Children with learning difficulties/ disabilities  
	

	3.10
	Asylum seeking children  
	

	3.11
	Children from minority ethnic groups  
	

	3.12
	Children in the armed forces 
	


Chapter 4: Child Protection ~ The identification of and response to child protection concerns by relevant agencies
	4.1
	Compliance with Working Together  
	Procedures
· Lack sufficient practice guidance for staff, particularly for safeguarding vulnerable children such as those with learning difficulties and/or disabilities and compliance with the Bichard recommendations.
Police
· Working Together arrangements were well incorporated into force policies and procedures. Gaps related primarily to staffing and workload issues.
Health 
· Despite the evidence of progress, inspections continue to raise concerns that some practitioners show less understanding of child protection and welfare needs than others.
· Not all staff in NHS trusts had received basic child protection training. There were particular shortfalls in training in services where staff should be trained to intermediate level, such as accident & emergency and inpatient services. 
· Difficulties in recruiting designated doctors for child protection work.
Cafcass
· Despite introducing an overarching child protection policy (2004) and updated child protection procedures (2007), there remains considerable variation in front-line practice and serious concern that front-line child protection practice is not sufficiently robust particularly in the East Midlands and South East region.

CPS
· There has been no national, overarching guidance for practitioners on child abuse.

· There is no central collation of information on child abuse cases; arrangements for the sharing of information between child abuse specialists and the analysis of casework are dependent on individual area practices and a policy-led practitioners group with restricted membership.

· Inspectors found that child abuse cases were not allocated to CPS child abuse specialists in all cases.

· Shortcomings include:

· inadequate guidance to prosecuting advocates with instructions
· insufficient consideration of victims’ views when discontinuing a case
· lack of proper handling of sensitive material, and
· some files inspected had not been endorsed to show that the prosecution lawyer had reviewed child witness video evidence where it was available.
YOTs 
· There were a small number of cases where child protection referrals should have been made but had not been adequately identified before the inspection itself.
· The YJB provides limited guidance on YOTs’ statutory obligations and there is no ‘best practice’ guidance in relation to vulnerability and safeguarding.
YOIs
· There is inconsistency about what constitutes a child protection referral and therefore the threshold for referral to the local authority. Very few referrals are considered to reach the threshold for a section 47 investigation.
· The threshold for investigation into what LA children’s social care sees as a legitimate procedure in a prison appears to be higher than in other settings where children make allegations about adults caring for them. Consequently, LA children’s social care services frequently make a recommendation that the youth offender institutions should carry out an internal investigation. Such investigations are frequently limited to the legitimacy of the procedure and in some cases had not been carried out as recommended. 
· Guidelines to prisons about internal investigations are based on an adult Prison Service Order and do not include child protection considerations. 
· Few youth offending institution policies contain detailed guidance on whistle-blowing that ensures that staff know they have a duty to report ill-treatment by other staff, how to do so and that they will be protected from reprisals.
· The quality of management information about child protection varies from excellent to very poor.
· Injuries arising from the use of force are not consistently monitored for patterns or trends. With a few noteworthy exceptions, the use of force is not usually part of the safeguarding agenda but is instead regarded as a separate security issue.

	4.2
	Serious case reviews  
	See figure 4.2.2 Notifications of serious incidents by local authorities between 1 April 2007 and 31 March 2008 (page 26)

Prisons and probation
· Although the Prisons and Probation Ombudsman and serious case review investigators make contact with each other, there is no guidance setting out how they should be co-ordinated.
LSCBs

· There are considerable variations between LSCBs in the number of serious case reviews they have carried out, 25% carried out any at all compared with the 5% that had completed five or more in 2007.
· Some LSCBs that had not carried out any serious case reviews had used alternative methods, including individual management reviews or case file audits. One area with no serious case reviews had four ‘lessons learned’ reviews in progress. Comments emerged from the survey about resource implications, potential media interest and the lack of a ‘critical incident culture’ in one area affecting the number of serious case reviews commissioned. 
See figure 4.2.5 Frequency of serious case reviews (SCR) carried out by LSCBs between 1 April 2006 and 1 October 2007 (page 27)
· There are serious delays in the production of serious case reviews in most cases.
· The quality of serious case review reports varies considerably, including both overview and individual management reports. Since 1 April 2007, Ofsted has received 36 serious case reviews. Of those, 12 (33%) were judged good, 15 (42%) adequate and nine (25%) inadequate. The main characteristics of those that have been conducted well include: 
· Open and critical review of agency involvement 
· Clear analysis of actions
· Well-constructed action plans to support lessons learned
· SMART recommendations for future action. 
· Of those judged inadequate, significant weaknesses include: 
· Vague or over-general terms of reference 
· Failures to identify or address gaps in information
· Lack of rigour in challenging shortcomings in practice
· Insufficient focus on the child 
· Inadequate critical analysis of the involvement of partner agencies 
· Failure to secure the cooperation of partner agencies in three cases, including a mental health trust, another local authority and the coroner 
· Insufficient clarity about the lessons learned
· Action plans unsupported by monitoring to ensure their implementation. 
· Concerns about the involvement and commitment of all agencies to SCRs:

· Lack of priority given to serious case reviews by some local authorities

· LSCBs failing to secure co-operation from all relevant agencies 

· Variability in the quality of individual management reports (e.g. police)

· Healthcare Commission doubts about whether trusts contribute effectively
Lessons learned from serious case reviews 

· Importance of sharing information and communication, accurate chronologies of events, clarity of planning and roles, overcoming the problems of hard to reach or potentially more resistant families, and the quality of assessment. 

· Early recognition of children in need of protection by mainstream services such as schools or health services is identified a frequent failure. 

· Difficulties in communication and the planning of intervention between adult or mental health services and core teams implementing child protection plans.
Independent authors for overview reports 

· LSCBs can introduce greater rigour and objectivity through use of external or independent chairs of case review panels, the use of external expertise on individual management reviews and independent authors for overview reports.
Health services
· Common themes emerging about professional practice included shortcomings in the assessment of children’s needs, failure to act on safeguarding concerns and poor communication between agencies and professionals.

	4.3
	Identification, assessment and management of children at risk or in need
	· The second Safeguarding children (2005) report raised concerns that not all staff in all agencies providing services to children were equipped to do this. It also noted that most social services departments were applying inappropriately high thresholds and that lack of staff capacity meant that children and families in need might not be receiving the services they needed.
· LA children’s social care in most areas has established clearer thresholds for accessing services. However, in some areas thresholds for referring children to social care services remain high and a good understanding of thresholds across all agencies, while improving, is not yet fully established.

Initial assessments

· There has been an increase in the number of referrals leading to initial assessments, which indicates that clarity about thresholds is improving. Initial assessments are completed nationally within timescales in 68% of cases, and core assessments in 78% of cases, but both figures conceal considerable variation between authorities. The quality of assessments varies between outstanding and inadequate.
Section 47 investigations 

· Section 47 investigations into allegations of abuse or neglect are timely in most areas. However, following interventions, some cases are closed without the necessary, or effective, communication with partner agencies.

Preventive services 

preventive services are not well co-ordinated in some areas and access to these services is particularly difficult for children and young people and their families in rural areas.

YOTs and probation
· Concerns remain about the identification and management of children and young people in the criminal justice system who might be at risk or in need:
· Child protection and safeguarding policies and procedures policies are applied inconsistently

· Home visiting only forms part of the assessment process in two thirds of all YOT and probation cases

· There is a lack of consistent communication with parents and carers
· Vulnerability plans do not exist in many cases and where they do, they do not always reflect the actual levels of vulnerability or the actions taken
· 20% of pre-sentence reports by YOTs were poor in assessing vulnerability
· 20% of probation cases were insufficient in assessing safeguarding issues
· 37% of probation risk assessments were insufficient in risk management planning for victim safety. 

· Of those at risk of harm in custody, inspections judged that 91% had received appropriate action from YOTs. When surveyed during YOT inspections, young people themselves showed less confidence in the interventions they had received.
YOIs

· Vulnerability assessment: are completed for each new arrival but their quality is affected by the time of the young person’s arrival and the extent of the information which accompanies them. Vulnerability assessments in youth offender institutions are generally not part of a process of continuous review and re-assessment and care plans for managing vulnerability are seldom drawn up, even when risks are identified.

· Strategies for addressing different types of vulnerability rarely exist.

	4.4
	Common Assessment Framework and information sharing 
	· Many areas were not confident about implementing ContactPoint. Concerns of children about the information held being incorrect or not held securely enough to prevent unauthorised access.

· Acceptance of responsibility for completing assessments by staff in agencies other than social care varies considerably. 

· Community health centres, schools and children’s centres are making most progress. 

· In some places there is also a perceived blurring of the distinctions between the assessment processes for children in need and those for children in need of protection. This has resulted in delays in recognising child protection issues. 

· Assessment processes in other services, such as Asset in YOTs, which were developed separately, have not been updated to align with CAF. The lack of alignment does not promote effective communication or information-sharing when assessing a child’s eligibility for a range of targeted or specialist services. It is also a potential barrier to the effective operation of the Integrated Children’s System. 

· YOT information is not shared well.

· Health information is not effectively shared. 

[The General Medical Council is reviewing its current general guidance on confidentiality.]

	4.5
	Management and accountability 
	· LA children’s social care: there remain variations in social work resources, which are limited in some areas, and the retention of skilled and experienced staff remains a problem.
· Health: concerns remain about the priority given to children’s issues by some NHS trust and PCT boards and independent healthcare providers.
· Cafcass: inspections of Cafcass have criticised the lack of clear accountability for and lack of supervision of front-line practice.
· YOTs: there are clear systems of supervision and appraisal of staff and satisfactory spans of control but boards vary in their level of oversight of performance management. There is limited reporting of vulnerability and safeguarding issues to senior management.
· Police: while all forces have accountability frameworks in place, they were not always effectively documented or communicated and some gaps in the chain of accountability were identified at senior management level, most notably at BCU Commander level.
[ ACPO is developing a national performance indicator set for the investigation of child abuse.]
· YOIs: there are examples of a lack of oversight of child protection by key managers in some establishments and an absence of clear accountability. There is no system of supervision and support of individual front-line staff by managers within an accountability framework for staff in youth offender institutions. The responsibility of the LSCB for scrutiny of individual practice or overall monitoring has not yet been fully developed in this aspect.

	4.6
	Training  
	· The second Safeguarding children (2005) report found that the frequency and quality of training vary considerably. This remains the case.
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