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Safeguards Review 2008:
Summarised for discussion
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Introduction

This is the third report of the joint chief inspectors’ review of arrangements to safeguard children. The two previous reports were published in 2002 and 2005
The second Safeguarding children (2005) report had three main findings: 
· The priority given to safeguarding across agencies had increased since 2002 and children’s views were being taken into account more widely. Agencies were also working together better to identify and act on welfare concerns
· Policy commitments to safeguarding were not always reflected in practice and some agencies, especially in the justice system, did not give sufficient priority to safeguarding children
· There were specific concerns about arrangements for particular groups of children, including looked after children, children with disabilities and some children in health and secure settings
Definition of ‘safeguarding’

The definition of safeguarding itself has developed since the first review was published in 2002. At that time, many services saw safeguarding as commensurate with child protection. Since then, there has been a discernible shift to a wider view of safeguarding and of the role of public services in promoting the welfare of children 

The Government has defined the term ‘safeguarding children’ as:
‘The process of protecting children from abuse or neglect, preventing impairment of their health and development, and ensuring they are growing up in circumstances consistent with the provision of safe and effective care that enables children to have optimum life chances and enter adulthood successfully’
Key areas for the report

Adopting this wider definition, this report looks at arrangements for safeguarding children in four key areas: 
· The effectiveness of the overall safeguarding systems and frameworks that are in place n the wider safeguarding role of public services
· The targeted activity carried out to safeguard vulnerable groups of children; this includes updated evidence on the groups considered in the previous report, including asylum-seeking children, children in secure settings, looked after children and children treated by health services

· The identification of and response to child protection concerns by relevant agencies
Chapter 1: The safeguarding framework
1.1 Local Safeguarding Children Boards
1.1.1 The key features of the current safeguarding children framework are: 
· The duty to cooperate to improve the well-being of children
· The duty for the key agencies that work with children to make arrangements to safeguard and promote the welfare of children
· The replacement of non-statutory area child protection committees with local safeguarding children boards (LSCBs) to coordinate and monitor safeguarding at a strategic level in local areas
· The appointment of local directors of children’s services and the establishment of multi-agency children’s trusts 
· The development of a children’s plan in every area, with at least annual evaluation by partner organizations
· The planned introduction of a new scheme for vetting people whose jobs bring them into contact with children
1.1.2 LSCB’s role includes: 
· Carrying out responsive work to protect particular children
· Being proactive in working for children in need and vulnerable groups
· Promoting the safety and welfare of all children living in their area
1.1.3 The guidance indicates that LSCBs have a specific focus on the staying safe outcome, whilst children’s trusts have the wider responsibility for planning and delivering services. LSCBs contribute to commissioning and delivery through the children’s plan and the children’s trust. 
Structure, membership & participation

1.1.4 LSCBs are appointing more independent chairpersons (34% of LSCBs surveyed) and fewer directors of children’s services as chairpersons, although the latter remains the most common arrangement (40%). Other local authority officer (33%). There remains a heavy reliance on local authorities for chairing LSCBs.
1.1.5 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 cooperate.

1.1.6 Eight LSCBs have no representation from Connexions, three have no representation from Cafcass, and nine have no Youth Offending Service representation.
1.1.7 More than 90% of LSCBs have representation from voluntary and community services.
1.1.8 Education establishment representation was found to be particularly variable, with state schools being represented on 89%, independent schools on 18% and further education (FE) colleges on 42%, of LSCBs.
1.1.9 The CPS, which prosecutes people accused of an offence, encourages CPS Areas to work with LSCBs, but they were represented on only 19 LSCBs (16%).
1.1.10 Nearly all LSCBs noted concerns about securing sufficient financial resources and staffing to carry out the range of work planned.
Priorities

1.1.11 LSCBs’ local priorities

	
	Priority
	Frequency

	1
	Establish a safe workforce practice
	47%

	2
	Maintain an effective child protection service
	31%

	3
	Establish a child death review panel
	28%

	4
	Raise awareness of the wider safeguarding agenda
	26%

	5
	Establish quality assurance and performance monitoring
	26%

	6
	Increase the effectiveness of LSCB
	

	7
	Reduce the incidence of bullying
	23%

	8
	Reduce the incidence of domestic violence
	20%

	9
	Deliver training programme
	18%

	10
	Review multi-agency safeguarding procedures
	15%


Source: Ofsted, LSCB survey 2007
1.1.12 Nearly all areas face challenges in developing adequate provision for working with perpetrators and in providing emotional and psychological support for children who experience domestic violence.
1.1.13 Despite the emphasis on safeguarding vulnerable groups in the guidance to LSCBs, fewer than one in 10 have given high priority to targeted activities to safeguard specific vulnerable groups (looked after children; those in private fostering arrangements; asylum seeking children in the community and in short-term holding centres and immigration removal centres; children in mental health settings; and those in secure settings). 
1.1.14 LSCBs are at an early stage of developing strategies or practice guidance to respond to locally identified issues such as gang or violent street culture.
Monitoring

1.1.15 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.
Participation

1.1.16 Most LSCBs also acknowledge that they need to consult more regularly with children to ensure that policy and service delivery reflect their views wherever possible.
Serious case reviews

1.1.17 There is unacceptably wide variation in both the frequency and effectiveness of serious case reviews.
1.2
Duty to co-operate
1.2.1
Some LSCB chairpersons expressed concern that the roles and responsibilities of the children’s trust, strategic partnerships and LSCBs in determining safeguarding policy and procedure had become less clear. LSCBs have a key role in the strategic co-ordination of safeguarding activity, yet some found that this responsibility duplicated that of the local children and young people’s strategic partnership (CYPSP) and the children’s trust.
2.1.2
The 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.
2.1.3
Inspections highlighted common areas where improvement in strategic partnership working is needed: 
· More widespread information-sharing and better use of data to identify gaps in service provision and poor performance
· The need to ensure that joint services are planned and provided across the full range of vulnerable groups of children.
1.3
Multi-agency Public Protection Arrangements 
1.3.1
Although LSCBs are generally represented on multi-agency public protection arrangements (MAPPA) strategic management boards, the role of the LSCB in monitoring the impact of MAPPA on outcomes for children and the co-ordination of children protection processes with offender management programmes in the area is not always evident or well-understood.
1.4
Safe recruitment & vetting

1.4.1
There were 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. Similar concerns arise about staff who had been CRB checked on appointment but who have not been re-checked after three years. While this is not mandatory, it is accepted good practice.
Recommendations
All agencies 

All agencies that have a statutory duty to co-operate in safeguarding children (local authorities, district councils, police, primary care trusts (PCTs), NHS trusts, Connexions, probation, youth offending service, Cafcass, secure training centres and prisons) should ensure that they are fully compliant in respect of statutory membership of LSCBs by 1 September 2008.
Government 

The DCSF, the Home Office and the Ministry of Justice should clarify the roles, functions and responsibilities of agencies contributing to multi-agency public protection arrangements (MAPPA) and ensure that relevant agencies meet them fully. 

Local Safeguarding Children Boards 

LSCBs should ensure that robust quality assurance processes are in place to monitor compliance by relevant agencies within their area with requirements to support safe recruitment practices. These processes should include regular audits of vetting practice and random sampling of compliance with CRB checks.
Chapter 2: The wider safeguarding role of public services
Definition: Safeguarding children goes much wider than simply protecting them from neglect and abuse, as Every Child Matters and the Staying Safe: Action Plan emphasise. It is also about keeping them safe from accidents, crime and bullying and actively promoting their welfare in a healthy and safe environment.
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

2.1.1
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. Although 61% of all inspections conducted within the same period judged provision for helping children to stay safe as good or better, 29% were judged to be adequate and 10% inadequate. The most common failings identified were in the level of compliance with health and safety regulations, adequacy of staffing and the management and administration of medication.
2.1.2
In childcare provision, around 800 providers (3%) were considered to be inadequate in supporting children to stay safe, many of them related to knowledge and understanding of safeguarding procedures, staff training on child protection and supervision of staff.

Maintained schools
2.1.3
School inspections do not generally inspect bullying and harassment in depth. Most inspections judge that, at the minimum, pupils have confidence that such concerns will receive an appropriate response from staff. However, when asked directly about how well their school deals 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

2.1.4
Just under 60% of the independent schools inspected by Ofsted are judged to offer good or outstanding provision for pupils’ welfare, health and safety, with around 12% inadequate.
2.1.5
A significant minority of schools are found to be non-compliant with some aspects of the regulations relating to the suitability of proprietors and staff for working with children at the time of inspection and to written policies to safeguard and promote the welfare of pupils.
Further education

2.1.6
Colleges and providers of work-based learning, apprenticeships, learndirect, adult and community learning, and education: are inspected in accordance with the Safeguarding Vulnerable Groups Act 2006. Inspectors grade the care, advice, guidance and other support provided to young people to safeguard their welfare, promote their personal development and help them achieve high standards. 
2.1.7
Twenty percent of colleges and 9% of and learning and skills provision other than colleges were rated outstanding in safeguarding children’s welfare and promoting their personal development. However, 2% in both groups were considered inadequate.
Other local authority services

2.1.8
Youth services: health & safety and risk assessments were good in the vast majority of the local authority youth services inspected.
2.1.9
Housing: 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

2.2.1
There are persistent and widening differences in accidents between socio-economic groups. For children whose parents have never worked or who have been unemployed for a long time, the incidence of death from unintentional injury is 13 times higher than for children whose parents are in managerial and professional occupations.
2.2.2
The Audit Commission and Healthcare Commission’s review found that local initiatives to help prevent accidents to children were often ad hoc and unco-ordinated, relying on committed individuals working in isolation.

2.3
Secure settings

2.3.1
Secure training centres where children who offend are housed were found to offer satisfactory and safe accommodation.
2.3.2
There are concerns about standards of safety and comfort in prisons. Thirty-two percent (an improvement on 38%) of boys across the entire juvenile prisons estate reported feeling unsafe at some point during their time in custody. Thirty percent of girls reported having felt unsafe (an improvement on 63% in the previous survey period).

2.3.4
HM Inspectorate of Prisons has described the juvenile prisons estate as ‘over-used, under-resourced and increasingly tired’.
2.4
Promoting health & well-being

2.4.1
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. Action has been taken by some NHS trusts to address low numbers of specialist paediatric nurses in accident & emergency departments.

2.4.2
There is evidence that some health services, including primary care and child and adolescent mental health services (CAMHS), are failing to meet the National Service Framework recommendation to follow up on those children who miss clinical appointments. This is important in determining whether there are underlying reasons for non-attendance relating to parental neglect, mental ill health or other safeguarding factors.
2.5
Reducing teenage pregnancy

2.5.1
The UK has the highest rate of teenage pregnancy in Western Europe. 

2.5.2
The Government’s Teenage Pregnancy Strategy aims to tackle both the causes and the consequences of teenage pregnancy. It contains two targets: 
· To halve the under-18 conception rate by 2010 (from the baseline year of 1998) and establish a firm downward trend in the under-16 rate 
· To increase the proportion of teenage parents in education, training or employment to 60% by 2010, to reduce their risk of long-term social exclusion
2.6
Tackling substance misuse
2.6.1
Misuse of substances (including alcohol, drugs and solvents) by children is a factor contributing to behavioural and associated problems. In terms of drug misuse among children, 17% of children aged 11–15 had taken illicit drugs in the last year (19% in 2005); 24.8% of young people aged 16–19 had taken drugs in the last year. According to the TellUs2 (2007) survey 80% of children in Years 8 and 10 (secondary school) had never taken drugs, but this means that one in five may have done so. Nineteen percent overall admitted to having been drunk at least once during the previous four weeks. 
2.6.2
Children are at risk not only from their own misuse of substances but also from that of their parents and other adults. Substance misuse is often a factor in domestic violence and sexual abuse. Children who experience abuse and neglect because of parental substance misuse are likely to suffer long-term developmental problems and poor outcomes. There may be around 250,000 children of problematic drug users in the UK, while up to 1.3 million may live with a parent who misuses alcohol.
2.6.3
Owing to a lack of suitable community care, some areas continue to hospitalise more young people than the national average.
2.6.4
Misuse of alcohol was a major factor in 35% and misuse of drugs in 39% of cases. Young people in youth offending teams (YOTs) should be screened for substance misuse within five days and receive an intervention within 10 days. While many YOTs have established links with their local drug and alcohol abuse services, these links vary in their quality and effectiveness.

2.7
Improving child and adolescent mental health services
2.7.1
The previous Safeguarding children reports highlighted child and adolescent mental health services (CAMHS) as an area where there was considerable scope for improvement. Most areas consider that they are making progress towards the development of CAMHS, but few have comprehensive coverage, which is the aim of the Government’s Public Service Agreement target.
2.7.2
Provision for children with learning difficulties and/or disabilities is slow to develop in most areas.

2.7.3
YOT case files show that 41% of children had emotional or mental health needs. For those in custody, this rose to 60%.
2.7.4
Prisons and secure training centres are still holding children with mental health problems whose needs should be catered for either in secure or semi-secure specialist provision.

2.7.5
There is frequently a delay in getting approval for funding to make assessments for transfers from youth offender institutions to mental health secure beds. This is mainly because mental health services are commissioned by the PCT, but individual children are often placed in a youth offender institution that is outside the boundary of their local authority and PCT.
[ 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

Police service

2.8.1
Most children’s plans and one in five LSCBs have identified domestic violence as a priority for action. Probation inspections found that there was a background of domestic violence in 23% (1,500) of all the cases reviewed in 16 probation areas.
2.8.2
Most LSCBs have yet to demonstrate the impact of such initiatives, particularly with regard to earlier intervention for children who witness domestic violence.

2.8.3
Joint area reviews (JARs) found evidence of 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. There is also a shortage of refuge accommodation for victims of domestic violence.

2.8.4
Specialist domestic officer/abuse investigator balance investigation and a growing administrative commitment with the requirement to deliver an effective service to victims. some forces were managing workforce and capacity issues relating to these changes better than others.
2.8.5
Multi-agency risk assessment conferences (MARACs) are still a developing area, coverage is often not comprehensive across all individual basic command units (BCUs) in the same police force.

2.8.6
No two forces use the same model or tool based on commonly understood risk factors and indicators. Since there is no national risk assessment model
Crown prosecution service

2.8.7
The CPS violence against women strategy, implemented from April 2008, draws together all the strands relating to violence against women, and includes child-related matters such as sexual exploitation and related categories of child abuse – FGM? 

National probation service

2.8.8
Domestic violence was a feature in 18% of all cases seen in national probation service inspections; in nine out of 10 cases, the offender was the main risk. 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. There were examples of outstanding individual practice in supporting victims. Inspections also noted delays in the delivery of the Integrated Domestic Abuse Programme and the use of the Spouse Assault Risk Assessment (SARA) tool.
Cafcass 

2.8.9
Despite these initiatives by Cafcass centrally, recent inspections of two Cafcass regions have found continuing unacceptable variation in front-line practice. Performance was inadequate in the East Midlands and the South East regions. Domestic violence issues were alleged in 14 of the reports inspected, but its impact on children was assessed adequately in only three of those cases. In one case inspectors found serious mistakes and alerted the region, which took immediate action.
2.9
Preventing bullying, racism and harassment
2.9.1
Bullying and the fear of bullying are major preoccupations for many children. In the TellUs2 (2007) survey, 25% of children said it was one of the things they worried about most.
2.9.2
Seventy percent of children said they had never been bullied, 5% (one in 20) said they had been bullied most days. Almost a third of respondents said incidents of bullying in schools were not dealt with well. JARs have also raised concerns about the bullying of children with learning difficulties and/or disabilities.

2.9.3
The Children’s Rights Director has surveyed children’s views on bullying. His findings reflect many of those in the TellUs2 (2007) survey. In his 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; this includes sending threatening mobile texts, messages and emails and posting unpleasant comments and pictures on social websites. Forty percent of children surveyed had experienced this form of bullying. Children who said they had been bullied felt depressed, unhappy and sometimes suicidal and had low self-esteem. More than half of children (57%) thought that adult intervention had helped to stop the bullying, but 24% thought it had made no difference and 19% said it had made it worse.
Youth offender institutions
2.9.4 Most youth offender institutions have comprehensive anti-bullying and violence reduction policies. However, important aspects of the policies are not always implemented, such as the provision of support for victims or the delivery of programmes and/or individually targeted interventions for those who have bullied. Levels of bullying, assaults and victimisation remain high. The results of surveys carried out by HM Inspectorate of Prisons indicate that the commonest type of victimisation is through verbally insulting remarks. They also show that:
· Twenty percent of boys and 13% of girls reported that they have been victimised by staff
· Twenty-six percent of boys and 20% of girls reported victimisation by other young people 
· In three out of 14 youth offender institutions, victimisation was reported as higher by staff than by other young people 
· Only 39% of boys and 56% of girls said that they thought they would be taken seriously if they told a member of staff they were being victimised
Recommendations

Government

The DCSF, the Department of Health and the Ministry of Justice should increase and better target CAMHS in order to improve access to these services for children and young people with learning diffi culties and/or disabilities and those who are in the criminal justice system. 

Government, agencies providing services to children and young people and relevant inspectorates

All government departments, agencies and relevant inspectorates should specifically include the impact of domestic violence on children and young people within their risk assessments for planning, delivering, evaluating or inspecting safeguarding services.
Chapter 3: Safeguarding groups of vulnerable children
This chapter considers the following groups of children who are particularly vulnerable and/or need targeted interventions or special services: looked after children; care leavers; missing children; young carers; children in the family justice system; children who are victims of, or witnesses to, crime; children who commit offences; children in secure settings; children using health services; children with learning difficulties and/or disabilities; asylum-seeking children; children from minority ethnic groups and children in the armed forces.
3.1 Looked after children
3.1.1
The number of children and young people admitted to care has reduced from 61,000 (2004/5) to 60,000 (2006/7), but they are staying longer in care. Numbers of looked after children and young people from black and minority ethnic groups are increasing but remain under-represented compared with the profile of the total population. The north west, West Midlands and outer London regions have shown significant increases in numbers of children in care. The rate within inner London is reducing but remains significantly higher than elsewhere.

3.1.2
Targeted family support has an impact on reducing numbers of looked after children e.g. Family conferences, children’s centres for assessing parenting skills and rapid response teams for family breakdown.
3.1.3
One in 10 children’s homes and fostering services are judged to be providing an inadequate service for the children in their care.
3.1.4
The role of the corporate parent is not yet fully understood by all members and officers and its impact varies considerably. The most effective boards have strong leadership and rigorously challenge performance in all aspects of care.

3.1.5
Promotional activities have (information about private fostering, multi agency training and clear processes for the monitoring of arrangements) have often made little impact on the overall rate of notifications and the number of children known to be in private fostering remains an unknown in nearly all local authority areas.

3.1.6
Care planning: the quality of individual care plans and supporting plans for health and education arrangements is also very variable and nearly a quarter of local authorities are performing below an acceptable level for completing reviews on time.

3.1.7
Fast-tracking arrangements to specialist CAMHS and therapeutic services are effective in nearly all areas for children with high levels of needs, such as risk of self-harm. Children with lower levels of need, such as behavioural difficulties, often have to wait long periods before receiving an assessment or treatment.
3.1.8
School attendance by looked after children is also a matter of concern. The proportion of looked after children who missed at least 25 days of schooling rose from 12.6% in 2004/5 to 13.0% in 2006/7. Looked after children who go missing also account for most of the cases of missing children that are reported to the police.

3.1.9
Complaints procedures are still not promoted or managed well in all local authorities.

3.1.10
Children and young people in most areas continue to experience frequent changes of social workers, often arising from staff turnover.
3.1.11
Some children surveyed found it difficult to contact their social worker directly.53 others found it difficult to raise problems or concerns in the setting where the problems arise, and 87% said their social worker normally visited them in their care setting.

3.1.12
Inspections of regulated services that are judged to be only adequate or inadequate frequently drew attention to the lack of experienced and competent staff and poor compliance with requirements for supervising staff in children’s homes. Areas for improvement most frequently noted in inspections were training in child protection procedures and behaviour management.

3.1.13
Looked after children are more likely to enter the criminal justice system than other children. In YOT cases 17% in custody were looked after at the point of sentence. In surveys carried out in youth offender institutions 29% of boys and 44% of girls reported that they had been looked after at some point in their lives.

3.1.14
25% of social care services did not provide an adequate service for their looked after children and young people in custody. In addition, one in six YOTs experienced a reduction in social worker contact with looked after children who had been sentenced to custody (incl. LA children’s social care inappropriately transferring social care duties to the YOT).
3.1.15
All youth offender institutions now have dedicated social work posts whose remit includes ensuring that the needs of looked after children and care leavers are met, but uncertainty about the ongoing funding of these posts, has had an adverse effect on the development of the posts and on raising the profile of youth offender institutions with LSCBs.
3.2 Care leavers
3.2.1
Rates of educational attainment for care leavers have increased between 2004/5 and 2006/7 although the level of attainment is still poor.
3.2.2
The Children (Leaving Care) Act 2000 places a number of duties on local authorities, including:
· To assess and meet the needs of young people aged 16 and 17 who are in care or are care leavers; local authorities should keep in touch with care leavers until they are at least 21 
· To provide a comprehensive pathway plan for every eligible young person in care when they reach 16; this should set out a clear route to independence
· To provide a young person’s adviser to coordinate the provision of support and assistance, with particular emphasis on education, training and employment
3.2.3
The proportion of eligible young people with a pathway plan rose from 79.6% to 86.1%.the proportion of eligible young people with an allocated personal adviser rose from 93.9% to 95.5%.

3.2.4
Lack of suitable housing remains the area of greatest concern. Thirteen percent of young people were not in suitable accommodation. Lack of safe accommodation is a particular issue for young people who have been in the criminal justice system, particularly those who have been in custody. The use of bed and breakfast accommodation for care leavers still remains too high.
3.3 Missing children (runaways)
3.3.1
No single agency has responsibility for maintaining reliable statistics on the numbers of missing/runaway children. LA children’s social care, the police and the voluntary sector collect different information. There is considerable variation across LSCBs in the extent to which they monitor the incidence of missing children.
3.3.2
Looked after children account for the greatest proportion of the missing person reports received by the police.

3.3.3
In most local authority areas, operational protocols are yet to be supported by clear over-arching approaches to collecting and recording date to ensure that the whereabouts of all children and young people in the area – and particularly those who are not of school age or on school rolls – are known. Arrangements for communicating the movement of children across local authority borders have also improved, although the responsible authorities still do not always inform the host authorities when looked after children move into their area.

3.3.4
Police: lack of or ineffective it in around a third of forces was hindering: 
· Consistency in recording information and, consequently, the quality of risk assessment
· The timeliness of missing person reviews
· The ability to supervise effectively and audit the quality of investigations and reviews and test policy compliance
· The ability to produce management information to develop problem profiles
3.3.5
Some suggested that there should be safe places to go if children and young people felt they had to run away, so that they would not be in danger on the streets. Children also felt strongly that they should have the opportunity to discuss their reasons for running away with an independent person to help address the underlying problems.

3.4 Young carers
3.4.1
Good-quality services are in place in most areas for young carers, often delivered in partnership with the voluntary sector. Services are tailored to support young people to attend schools and leisure services, however, processes for identifying young carers are less well-developed in most areas
3.5 Children in the family justice system
3.5.1
Cafcass: issued a Safeguarding Framework in 2007 to inform practitioners’ work relating to its duty to safeguard and promote the welfare of children. This is yet to make a significant impact on front-line practice.

3.5.2
There have been reductions in the duration of care proceedings, to which Cafcass has contributed, although they are still considered too long.

3.5.3
There remain considerable weaknesses in private law reporting, where the available options are not always fully analysed or considered.

3.5.4
Cafcass continues to experience difficulties in ensuring compliance with policies and procedures at front-line level. Inspections in late 2007 found practice to be inadequate: it was often poor, and insufficient attention was given to safeguarding children by front-line staff. Specific issues included poor risk assessment, case recording which widely failed to comply with Cafcass requirements and lack of proper recording of assessments in a number of cases. These failings were compounded by lack of clarity about managerial accountability and poor quality assurance arrangements.

3.5.5
Children’s guardians: the quality of their work in care-related proceedings was inconsistent. Insufficient guidance from Cafcass about how the task should be carried out had led to an over-reliance on practice experience and personal working styles. There is confusion about the respective function of children’s guardians and local authority social workers.
3.6 Children who are victims &/or witnesses of crime
3.6.1
YOTs: There are few clear, targeted services for children as victims of crime mediation and restorative justice but it relies very much on local initiatives.
3.6.2
Probation: in addition, inspections of probation services found that children’s safeguarding or the needs of victims arising from specific offenders required greater attention in over one third of relevant cases (37%).

3.6.3
Crown prosecution service: in making any charging decision comprehensive consideration of needs was not evident in every instance e.g. the need for special measures or the likelihood of a child’s attendance at court. 

3.6.4
Witness issues were considered in only 35% of cases at the first review of the file and where they were considered this was not done effectively.
3.6.5
Under the direct communication with victims scheme, the cps communicates any decision to drop or substantially alter a charge directly to the victim. The less satisfactory letters lacked sufficient explanations and showed a lack of empathy with the victim, including in some child abuse cases. It was also of concern that cases involving vulnerable and intimidated victims were not always accurately identified as requiring a letter, including sensitive cases with child victims.

3.6.6
Special measures for attending court: there was variable performance in relation to special measures (e.g. giving evidence over a live video link or behind a screen, using a witness intermediary, giving evidence in private or the removal of gowns and wigs in the crown court).
3.6.7
Where special measures were considered they were limited to the standard special measures procedures of video links or screens.

3.6.8
Courts: courts generally treated child witnesses with care and sensitivity and had developed innovative practices to help children, however crown courts were found generally to provide more child-friendly facilities, even though many trials in magistrates’ courts involve child victims and witnesses. There was variation between court service areas about the respective roles of witness service volunteers and court ushers when accompanying children into a video link room. This meant that a suitably trained person did not always accompany child.
3.7 Children who commit offences
Young people prosecuted for an offence 

3.7.1
For persistent young offenders, the government target for the average time from arrest to sentence is 71 days, this target was not met for 2006.
3.7.2
Custody facilities at court range from good to unacceptable.

3.7.3
Children could spend several hours in court custody while awaiting escort. In addition, there is widespread confusion about who is responsible for young people remanded or sentenced to local authority secure accommodation while they are still on court premises, despite clear guidance that it is a local authority’s children’s service responsibility.

3.7.4
There is also confusion about responsibility for ensuring that key documents accompany the young person to a secure establishment. Consequently, custodial staff can lack the necessary information to carry out initial assessments. These were also findings in the second Safeguarding children (2005) report.
Preventing offending and managing children and young people who offend
3.7.5
Only 54% of YOTs inspected had sufficient or better joint working and co-ordination arrangements with LA children’s social care. Shortcomings were noted in communication, the definition of roles and responsibilities, agreement about thresholds for access to services, the implementation of protocols and information-sharing.
3.7.6
While many LA children’s social care services are providing funding for YOTs, decreasing numbers are seconding currently experienced social workers to YOTs reducing safeguarding expertise and liaison between the services.

3.7.7
There are increasingly fewer secondment arrangements with probation services, whose input is progressively delivered through funding instead.

3.7.8
YOTs did not address safeguarding sufficiently in 29% of cases (in some areas this was as high as 45%). 
3.7.9
Increasing proportions of children and young people are considered a risk to themselves (31%), while proportions of those at risk from others are also increasing (17% overall). However, in 27 out of 31 YOT inspections there were examples of poor attention to safeguarding or vulnerability issues in the pre-sentence reports that YOTs produce for the courts. 

3.7.10
Only half (51%) of cases needing home visits received sufficient attention.

3.7.11
One third of children involved with the YOTs did not receive home visits.

3.7.12
Accommodation: almost 25% of YOT areas inspected had recommendations relating to the lack of safe accommodation for vulnerable and homeless children. lack of community-based accommodation for those remanded to local authority accommodation and accommodation for young people transferring to the community following a custodial sentence.
3.7.13
Probation: in probation services inspections fewer than half the cases involving safeguarding issues showed evidence of managerial involvement.

Health and education services for children and young people who offend
3.7.14
Health: children who offend have difficulties in gaining access to mainstream health services because of a lack of parental support. 41% of these children and young people had mental or emotional health needs, which rose to 60% of those in custody.

3.7.15
Children who offend have insufficient access to healthcare despite improvements, especially in access to CAMHS and substance misuse services. One in six YOTs did not have a healthcare worker, even though PCTs have a statutory duty to provide one, and one third of YOTs did not have a mental health worker despite the obvious need for them. More recent inspections found that, at the point of imposition of a custodial sentence, only about half of young people were the subject of planned healthcare, and that healthcare planning was poor in one in five cases.

3.7.16
Few young people who have been convicted of a sexual offence have access to the assessment and/or treatment services they need while in custody and there are no accredited sex offender treatment programmes for young people. As a consequence, some young people are released into the community without having had their risk assessed or addressed. And from start to end of sentence, only 10% of young people recorded within MAPPA had their level of risk reduced.
3.7.17
Education: Children who commit offences rarely have formal statements of educational need but many are not receiving appropriate levels of educational provision –  29% of girls and 34% of boys felt they needed help with reading, writing and maths.
3.7.18
Significant numbers were excluded either on a fixed term or permanent basis from statutory education. 
3.7.19
There are also concerns about the extent to which the needs of children with learning difficulties in the criminal justice system are catered for – 14% of children in the criminal justice system have learning difficulties (28% in custody). YOTs do identify and address these needs.

3.7.20
Only one youth offending institution addressed attention deficit hyperactivity disorder (ADHD) adequately. 
Children in secure settings
3.7.21
At any one time there are around 2,700 children in secure settings, but the annual turnover is around 7,000 since many of them serve short sentences or are on remand.
3.7.22
There is continuing concern in all settings about certain behavioural management techniques (physical control, strip-searching and single separation). The Government has commissioned an independent review of this area.
Children in local authority secure children’s homes
3.7.23
The demand for places often exceeds the availability and provision overall is reducing.

3.7.24
All were judged to be adequate or better. The most common requirements for improvement were in behaviour management (15%) – inadequate recording of incidents of restraint; the management of medicines (10%) and awareness of child protection procedures (10%).

The adequacy and supervision of staff remain areas for concern.

Children in secure training centres

3.7.25
Three of the four secure training centres provide a service that is geared to the needs of the young people housed there, the fourth centre was judged to be inadequate overall and had 3.7.particular problems with behaviour management and control.
3.7.26
Recruitment and retention of staff have been problematic for at least two of the centres.

3.7.27
The recording of incidents of restraint did not make the reason for restraint clear in every case.

3.7.28
Three out of the four centres need to do more to prepare young people for independence and found that accommodation was a particular preoccupation for young people. 

Children in prison
3.7.29
Many children still travel with adult offenders on long and distressing journeys (41% are more than 100 miles from home, particularly girls because there are only 4 dedicated units). 
3.7.30
Many children arrive at the prison too late at night, after waiting and traveling for many hours, they often arrive after 7pm and after 9pm, and have to wait till the following day for a briefing from the staff responsible for reception and first night procedures.
3.7.31
70% of children arriving at prison felt they had problems such as drug and alcohol dependency; loss of property; housing problems; contacting family; health problems; needing protection from other young people; and feelings of depression. However, essential information such as Asset, vulnerability assessments and pre- and post-court reports does not always accompany children to help inform initial assessments.
3.7.32
Being placed a long way from home jeopardises family relationships and planning for and monitoring of children placed outside their area is weak. YOTs could only evidence effective communication with secure establishments in two out of three cases. This fell to 50% of cases where vulnerability or safeguarding issues were present.
Personal support

3.7.33
Some prison officers act as personal officers or key workers. This function remains seriously underdeveloped.
3.7.34
On average, 30% of boys and 47% of girls said that staff had checked on them personally in the last week.
Control
3.7.35
Strip searches: prisons are failing to balance security with the welfare of children. Adult models of control which have not been adapted to suit the needs of children.

There are ongoing concerns about routine strip searches, sometimes using force.
3.7.36
Restraint: there is a wide variation in restraint techniques. Very few youth offender institutions comply with the Youth Justice Board’s Code of Practice for Behaviour Management and staff training in managing conflict is limited.

3.7.37
Methods of restraint and all behaviour management procedures for all children in prisons need to be reconsidered. This is particularly the case for the management of children with severe mental health problems, learning difficulties and/or disabilities, attention deficit hyperactivity disorder, autism, personality disorders or a history of abuse. These are all commonly present in youth offender institutions. More needs to be done to determine how good-quality individual care can be provided for a population of challenging young people with very diverse needs within the constraints of a prison environment. 

3.7.38
Special cells: youth offender institutions still use special cells for children who have lost control, and anti-ligature clothing. This is not an acceptable substitute for proper monitoring and individual care for children at risk of self-harm. Monitoring of the use of anti-ligature clothing is often inadequate and safeguarding committees do not oversee the use of this extreme procedure. 
3.7.39
Care and separation units: most care and separation units still operate as traditional adult segregation units and the emphasis is on separation not care, the children rarely have care plans. Cells in care and separation units are often in poor condition.
3.7.40
Formal discipline hearings: these remain overly formal and are used too frequently. There is little use of mediation or restorative justice.
3.741
Transition planning (resettlement): there are concerns that:
· Continuing education and healthcare arrangements for young people leaving secure establishments range from good to inadequate. 
· Not all young people leave prison with their accommodation needs organised prior to their discharge. 
· The lack of good personal officer schemes undermines good transition planning and personal officers rarely attend community reviews.
3.8
Children using health services
3.8.1
Inspected against the National Service Framework (NSF) for Children, Young People and Maternity Services and Standards for better health, Core standard 2, the safeguarding children standard. In 2006–07, 95% of trusts (377) declared compliance with Core standard 2. Four trusts declared non-compliance.
3.8.2
In 2006, the Healthcare Commission published a review of 157 NHS and foundation hospital trusts assessing progress against key requirements of the hospital standard (standard 7) of the NSF.70 These include the treatment of children in child-specifi c and child-friendly environments, the provision of sufficient numbers of staff trained in the care of children, and the organisation of services to ensure that staff maintain their skills in treating children. Twenty-five percent of trusts received an overall score of excellent or good, but 70% scored fair and needed to make a range of improvements. Areas of concern were raised by five percent of trusts scored as weak, which did not meet a significant number of standards.
3.8.3
Children were admitted to child-only wards, with 99% meeting this standard. This level of achievement did not extend to other services such as accident & emergency (38%) and outpatients’ departments (46%). Some boards of trusts were still not recognising children’s care as a matter for the board or for the trust as a whole. Furthermore, some trusts in the review found difficulties in identifying all the services used by children, all the staff working with children and their level of training. 

3.8.4
Staff coming into contact with children need appropriate training and should work with enough children every year to maintain their skills in treating them. In most trusts appropriate arrangements were in place. However, in 8% of trusts surgeons did not carry out enough work with children to maintain their skills to carry out surgery on very young children. In addition, 16% of paediatric inpatient units carried out less work with children than the recommended minimum professional level. The review also raised concerns about the levels of cover for emergency care and surgery, especially out of hours. Research by the Confidential Enquiry into Maternal and Child Health also shows that some health services are still not ensuring that staff assessing children have sufficient paediatric training to recognise serious illness and refer appropriately. In some cases, poor communication between health professionals has meant that important mental health problems or chronic illness have not been recognised soon enough for effective treatment to be put in place.
3.8.5
Communicating with children: Only 24% of nurses and 7–9% of surgeons and anaesthetists were formally trained in communicating with children.
3.8.6
Child protection: In any one service where children are treated 95% of nurses should be trained in child protection, but 58% of services reviewed did not meet this standard; reflecting ongoing concerns about child protection and, in particular, whether staff always know how to identify and refer children at risk.
3.9
Children with learning difficulties and/or disabilities

3.9.1
Services are inadequately co-ordinated in some areas, especially for older children, the use of the lead professional role has been slow to develop in some areas.
3.9.2
Services normally support children with the most complex needs well but high thresholds restrict access to services for children with moderate levels of learning difficulty and/or disability in many areas. 
· There is particularly limited service provision in:
· Specialist therapeutic services
· Respite services (despite increased provision of the latter), 
· Speech and language therapy, and
· CAMHS and special equipment. 
3.9.3
There is a high dependency on out-of-area placements to meet complex needs. 
3.9.4
Only 18% of areas are delivering CAMHS for children with learning difficulties and/or disabilities (an increase from 3%).
3.9.5
Service provision for children with attention deficit hyperactivity disorder or autism is particularly variable.
3.9.6
Education provision for children with learning difficulties and/or disabilities is overall adequate of better. However, in some areas, transition planning is not fully embedded and hindered by ineffective joint working arrangements with adult social care and health services. Furthermore, choice of further education and employment is limited..
3.9.7
Achieving the participation of children and young people in the planning of services and consultation varies greatly between areas.

3.9.8
Specialist units: there are concerns about adolescents with learning difficulties who were accommodated in adult facilities.
3.9.9
Residential special schools: overall compliance with national minimum standards has improved considerably however significant concerns remain in the areas of health, safety and security (75% met or exceeded the NMS in 2006–07); vetting of staff and visitors (74%); and staff supervision and support (77%). 
3.10
Asylum seeking children

3.10.1
Services for unaccompanied asylum-seeking children aged 16–18 and support for over-18s not previously in care were inconsistent. The report also raised substantial concerns about the welfare of children held with their families in immigration removal centres.
3.10.2
Most asylum seekers, including unaccompanied asylum-seeking children, arrive in the south of England, either at airports near London or at south coast ports.

3.10.3
In 2006, 3,245 applications for asylum were from unaccompanied asylum-seeking children aged 17 or under. 

3.10.4
The number of asylum seeking children looked after by local authorities varies considerably. However, the highest numbers are in Croydon, Hillingdon, Manchester, Birmingham and Solihull, which are all close to some of the main entry points into the country. In some authorities, unaccompanied refugees and asylum seekers account for a significant proportion of the total number of looked after children, particularly in areas such as Croydon and Solihull.

3.10.5
The quality of provision for asylum-seeking children who are looked after is more variable than for other looked after children in the same area. 

3.10.6
Their options for accommodation are often more limited, and 

3.10.7
They are frequently placed outside their host areas. Where this occurs, social care services comply less well with care planning requirements and they receive poorer support and safeguarding  than for other looked after children.
3.10.8
Some councils are inappropriately using section 17 of the Children Act 1989 to provide limited support, such as temporary accommodation, instead of providing care and accommodation for looked after children under section 20.80 (as per the Hillingdon judgement that asylum-seeking children who have been in care are also eligible to receive appropriate leaving care support post-18.) 
3.10.9
Short-term holding facilities (used to hold children who are arriving or being removed with their families or unaccompanied asylum-seeking children pending their transition to local authority care): Arrangements for the protection and care of children are inadequate in all the short-term holding facilities. At the Heathrow holding centre:

· Child protection procedures on display did not address the specific circumstances of this group of children.
· Staff were not trained in child protection and had only a limited understanding of child protection procedures.
· There was no contact with the LSCB.
· The LSCB was unaware of the fact that children were held there.
· Statistics produced by the UK Border Agency do not include the number of children who have been held.
3.10.10
The Government did not accept the substantial concerns about the welfare of detained children in the second Safeguarding report, whilst there has been some improvement in safeguarding, welfare remains an issue. 

· Short stay children staying over 72 hours and some for over 28 days. Welfare assessments only carried out after 21 days; and
· Long stay 450 children over a 6 month period, just less than a fifth of whom were held for longer than 28 days.
3.10.11
The childrens’ needs are not taken into account when decisions were taken to detain families, and the documentation which would inform assessment of personal needs frequently does not accompany the child to the detention centre.
3.10.12
Short stay: there is a lack of child healthcare expertise in health services.
3.10.13
Long stay: there are concerns about lack of child-friendly facilities, child healthcare expertise and any emotional or mental health services for children.

3.11
Children from minority ethnic groups

3.11.1
Child protection plans: in some areas there is limited monitoring of the effects of safeguarding activity on incidents of harm or abuse of children from minority ethnic groups. The proportion of these children who have a child protection plan remains lower than their overall proportion in the national population. 
3.11.2
Mapping need: audits of need within and across areas do not always reflect the diversity of need. 
3.11.3
Needs assessments: in some areas assessments of the needs of individual children and young people sometimes fail to address specific needs relating to ethnicity.
3.11.4
Children from black and minority ethnic groups continue to be over-represented in the criminal justice system. In 25% of areas (in the big cities) they were over-represented by more than 5% - London accounted for two thirds of these areas.

3.11.5
The extent to which other criminal justice agencies are alert to and respond to the needs of children and young people from black and minority ethnic groups varies.

3.11.6
Race Equality Action Teams operate efficiently overall and some establishments involve young people in them. There is less involvement of local race equality councils or community groups.

3.11.6
Prisons make insufficient efforts to promote diversity and race equality, children raise issues in relation to respect from staff, control and restraint, and complaints handling.

3.12
Children and the armed forces

3.12.1
Improvements are still needed in several aspects of service:

· Some overseas command units do not have a social work presence and arrangements for safeguarding children are not clear
· There is no clear process for overseas command units to notify the Secretary of State for Children, Schools and Families of serious incidents in accordance with Chapter 8 of Working Together to safeguard children and child death review processes are not yet in place
· The military and SSAFA acknowledge that the development of a clear MAPPA procedure, which is not currently in place, is a priority
· There is a lack of consistency in inspection arrangements for services for children e.g. there is currently no process for inspecting either safeguarding arrangements overall or the SSAFA Forces Help Fostering Service.
3.12.2
General support services for recruits under 18 are well-organised, highly effective and integrated with the military chain of command.

Recommendations

Local authorities 

· Local authorities should make adequate provision of safe, sustainable and supported accommodation and stop the use of bed and breakfast accommodation for care leavers and young people both at risk of custodial remand or returning to communities from custodial settings. 
Government 

· The DCSF and the Home Office should monitor at a national level the incidence of children missing from home. 
· The DCSF and the YJB should provide guidance to staff working in custodial and residential settings on the behaviour management of children and young people. Such guidance should include a model behaviour management strategy and emphasise that restraint should only be used as a last resort and should not be used solely to gain compliance. The guidance should make clear that methods of restraint should not rely on pain compliance.

· The DCSF and the YJB should issue a requirement that all incidences when restraint is used in custodial settings and which result in an injury to a young person are notified to, and monitored and publicly reported by, the LSCB. 
· The DCSF and the YJB should issue a requirement that all incidents of strip-searching of young people in custodial settings are risk assessed and recorded and that this data should be monitored by prison safeguarding committees. The YJB should monitor the aggregated data nationally across the secure estate. 
· The DCSF and the Ministry of Justice/YJB should provide long term funding for social work input into youth offender institutions. 
· The DCSF, DH and the YJB should make the necessary provision to ensure that all children who display, or are convicted of, sexually harmful behaviours are assessed and their needs for treatment are met. 
· The DCSF, the DH and the Ministry of Justice/ YJB should ensure continuity in the provision of mainstream services, particularly health and education, when young people return from a secure setting into the community. 
· The UK Border Agency should ensure that children are detained only in exceptional circumstances and for no more than a few days. The individual welfare needs of children should be taken into account, and that process documented, in any decision to detain and throughout the detention process. 
· The DCSF should issue guidance to local councils to ensure that children whose detention continues for more than seven days are subject to an independent welfare assessment of their health, welfare, educational and developmental needs and have an individual care plan. The welfare assessment and care plan should inform weekly reviews of the continued detention of children.84
Chapter 4: Child protection
The second Safeguarding children (2005) report noted that agencies were working together better and there was greater clarity about roles and responsibilities. However, there remained significant concerns about the ability of staff in some agencies to recognise the signs of abuse or neglect, the application of inappropriately high thresholds by certain social services departments in their child protection and family support work, and the capacity of local authorities to respond to all the children and families needing support. 

Since 2005, the provisions of the Children Act 2004 have come fully into force. These include the integration of children’s services, the establishment of LSCBs with guidance to focus on making their child protection work effective, and a new CAF to assist agencies in identifying welfare needs and revised arrangements for sharing information. 
4.1 Compliance with Working Together 2006
4.1.1
Nearly all areas have revised their child protection procedures in line with Working Together. However, in some areas, procedures lack sufficient practice guidance for staff. There are also gaps relating to particularly vulnerable children such as those with learning difficulties and/or disabilities and compliance with the Bichard recommendations.
4.1.2
Designated members of staff: are in place across most agencies, however, some areas report difficulties in recruiting designated doctors for child protection work.

Police

4.1.3
Working Together arrangements were well incorporated into force policies and procedures. Gaps related primarily to staffing and workload issues in individual forces or borough command units (BCUs). In particular, where cases were initially assessed as low risk, under-resourcing could lead to decisions about whether or not to carry out a criminal investigation being based on the availability of staff as opposed to established criteria.
Health

4.1.4
Despite the evidence of progress, inspections continue to raise concerns that some practitioners show less understanding of child protection and welfare needs than others. The second Safeguarding children (2005) report included evidence that not all NHS staff working with children knew how to recognise the signs of abuse or neglect. The Healthcare Commission’s review of hospital services for children, published in 2007, showed that not all staff in NHS trusts had received basic child protection training.90 There were particular shortfalls in training in services where staff should be trained to intermediate level, such as accident & emergency and inpatient services. 
Cafcass
4.1.5
Recent inspections of Cafcass regions have been highly critical of aspects of practice. 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.
Crown prosecution service

4.1.6
The CPS has established national networks to act as links between headquarters and CPS Areas for youth, rape and domestic violence related offences. However, there is no similar network for child abuse. There has been no national, overarching guidance for practitioners on child abuse.

4.1.7
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.

4.1.8
Inspectors found that child abuse cases were not allocated to CPS child abuse specialists in all cases.

4.1.9
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.
Youth offending teams

4.1.10
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. 

4.1.11
The YJB provides limited guidance on YOTs’ statutory obligations and there is no ‘best practice’ guidance in relation to vulnerability and safeguarding.

Youth offender institutions

4.1.12
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. 
4.1.13
Most establishments refer allegations arising from the use of force to LA children’s social care for investigation as a child protection concern. 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. 
4.1.14
Guidelines to prisons about internal investigations are based on an adult Prison Service Order and do not include child protection considerations. 
4.1.15
New national procedures, whereby all allegations against adults who work with or care for children are yet to be tested with regard to youth offender institutions.
4.1.16
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. This is especially important within a closed institution.
4.1.17
The quality of management information about child protection varies from excellent to very poor. Some establishments do not collect and analyse numbers and types of child protection referrals at all while others produce detailed trend analysis for the safeguarding committee. Safeguarding committees rarely have an oversight of reports of unexplained injuries. 
4.1.18
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
4.2.1
Between 1 April 2007 and 31 March 2008, 281 serious incidents were recorded, which related to 189 deaths, 87 incidents of significant harm or injuries and five incidents where the outcome for the child was not known, for example where a child was reported to be missing following a serious incident.

4.2.2
Notifications of serious incidents by local authorities between 1 April 2007 and 31 March 2008

	Government Office region
	Death of child
	Serious incident involving child
	Other

	North West 
	38
	18
	1

	Yorkshire & The Humber 
	34
	13
	1

	South East 
	28
	9
	2

	North East 
	19
	11
	

	London 
	21
	9
	

	East 
	12
	8
	1

	West Midlands 
	16
	4
	

	South West 
	10
	9
	

	East Midlands 
	11
	6
	

	Total 
	189
	87
	5


Source: Ofsted.

Prisons and probation

4.2.3
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 coordinated.
Local Safeguarding Children Boards
4.2.4 There are considerable variations between local safeguarding children boards (LSCBs) in the number of serious case reviews they have carried out. Ofsted’s survey of 118 LSCBs in 2007 showed that around a quarter had not carried out any at all compared with the 5% that had completed five or more. While there are bound to be some variations, owing to the differing numbers of serious incidents and deaths of children and young people between local authority areas, they do not fully account for the extent of the discrepancy. It is also partly due to inconsistent interpretation by LSCBs of the guidance in Working Together. 
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. 
4.2.5
Frequency of serious case reviews (SCR) carried out by LSCBs between 1 April 2006 and 1 October 2007 
	Number of SCRs
	% of LSCBs

	0
	24%

	1
	31%

	2
	24%

	3
	12%

	4
	4%

	5
	3%

	6
	1%

	7
	1%


Source: Ofsted survey of LSCBs 2007
4.2.6
There are serious delays in the production of serious case reviews in most cases. They should normally be completed within four months of the decision to carry one out but nearly all take much longer. This is unavoidable where criminal cases are conducted simultaneously and there are associated subjudice issues. However, there is evidence that some of the delays are avoidable and the agencies involved have not given them sufficient priority. 
4.2.7
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. 
4.2.8
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. 
4.2.9
The results of Ofsted’s evaluation of serious case reviews and the 2007 survey of LSCBs raise issues about the involvement and commitment of other agencies. Some services have issued guidance about involvement in serious case reviews, for example the CPS in its guidance on LSCBs and ACPO in its guidance on the investigation of child abuse cases and safeguarding children. However, there is evidence of a lack of priority given to serious case reviews by some local authorities and LSCBs have failed to secure cooperation from all relevant agencies in a few cases. Inspections of police forces also noted variability in the quality of individual management reports. In addition, the Healthcare Commission’s audit of LSCBs raised doubts about whether trusts contributed effectively.94 These related specifically to delays in producing individual management reviews and lack of monitoring of action plans.

4.2.10
Lessons learned from serious case reviews highlight the 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. Several also highlight difficulties in communication and the planning of intervention between adult or mental health services and core teams implementing child protection plans.
4.2.11
Health services: Commission for Social Care Inspection to review five serious case reviews where common themes emerged about professional practice relating to children in healthcare organisations. These included shortcomings in the assessment of children’s needs, failure to act on safeguarding concerns and poor communication between agencies and professionals.
4.2.12
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.

4.3 Identification, assessment & management of children at risk or in need
4.3.1
Despite the guidance available in this field, 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.
4.3.2
Working Together requires LSCBs to clarify the action to be taken where there are concerns about a child’s safety or welfare, including thresholds for intervention. 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.
4.3.3
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. Where there is good practice, assessments are timely; carried out in partnership with the child, family and relevant agencies; address holistic needs; provide a rigorous analysis of the available information; and properly consider the views of the child and parents or carer. 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.
4.3.4
In relation to child protection plans:
· There has been a slight increase in the numbers of children subject to a child protection plan, but re-registrations have not increased. 
· The proportion of children subject to a child protection plan for more than two years has fallen slightly
· Timescales for reviews of children subject to child protection plans has improved and nearly all take account of the views of children and parents.
· The allocation of child protection cases was nearly 100% in almost all areas
· There is generally good compliance with social worker visiting requirements, particularly for seeing children alone
· There is increasing provision of more effective earlier intervention services
· Services to prevent family breakdown are reducing the numbers of looked after children
4.3.5
However, preventive services are not well coordinated in some areas and access to these services is particularly difficult for children and young people and their families in rural areas.

Youth offending teams 
4.3.5
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. Young people who commit offences are often among the most vulnerable children in the community. Youth offednign team (YOT) inspections found that 2% of children in YOTs and 3% of those in custody are on the CPR, which is higher than average. In the community 18% of children and young people who offend were assessed as a risk to themselves while 16% were at risk from others (family and peers). In custody these figures rise to 37% at risk of self-harm and 35% at risk from others. 

4.3.6
YOTs have good child protection and safeguarding policies and procedures in place and there are many examples of effective inter-agency outcomes-focused work. However, policies are sometimes applied inconsistently. Home visiting only forms part of the assessment process in two thirds of all YOT and probation cases and 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. Inspections revealed that one in five of all pre-sentence reports by YOTs were poor in assessing vulnerability and one in five probation cases were insufficient in assessing safeguarding issues. In addition, 37% of probation risk assessments were insufficient in risk management planning for victim safety. 

4.3.7
In terms of outcomes, YOT inspections judged that 82% of young people in the community who offend and who were assessed as at risk were the subjects of appropriate action. While this is commendable, it does mean that one in five assessed as at risk did not receive an adequate response. 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.98 Of those in the community, 14% had felt unsafe and 75% of those said they had received the help they needed to be safe. In custody, 16% had felt unsafe and 70% of those thought they had received appropriate help.

4.3.8
Staff in youth offender institutions always complete initial vulnerability assessments 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 reassessment and care plans for managing vulnerability are seldom drawn up, even when risks are identified. There are good examples of effective systems to identify the most vulnerable young people and strategy meetings take place in some establishments to plan for the care of the most vulnerable. However, this practice is not consistent throughout youth offender institutions and caters for a small minority of the total youth offending institution population. Strategies for addressing different types of vulnerability rarely exist.

4.4 Common Assessment Framework and information sharing
4.4.1
Most areas are on target to implement Common Assessment framework (CAF) and the Integrated Children’s System, which is a case management and practice system for supporting children in need.
4.4.2
Many areas were not confident about implementing ContactPoint (formerly known as the Information-sharing Index), which will make basic information about all children and young people up to 18 in England available to authorised staff across agencies. The main concerns of children consulted by the Children’s Rights Director about the planned database were about the information held being incorrect or not held securely enough to prevent unauthorised access.
4.4.3
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. Also, 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. 

4.4.4
Health information is less effectively shared, despite respect among health practitioners for the ethos of information-sharing between professionals. Inspectors also noted this in YOT inspections. This is partly because good practice in healthcare indicates that consent should be sought from a competent child or parent, which may sometimes conflict with safeguarding issues. The General Medical Council is reviewing its current general guidance on confidentiality.
4.5 Management &  accountability
4.5.1
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. This results in lack of continuity for children and young people and delays in transferring cases between teams. There is also evidence that it has an impact on the application of referral thresholds in practice.
4.5.2
Health: many NHS trusts and PCTs have worked hard to raise the profile of children’s services. Despite this, concerns remain about the priority given to children’s issues by some NHS trust and PCT boards and independent healthcare providers.
4.5.3
Cafcass: inspections of Cafcass have criticised the lack of clear accountability for and lack of supervision of front-line practice.
4.5.4
YOTs: in 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.
4.5.5
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.

4.5.6
Key strengths which reinforce the links between good performance and effective accountability: the linking of accountability with performance management frameworks; effective governance and lines of communication; robust internal scrutiny arrangements (such as regular audit, review or ‘health checks’ to test compliance with policy and consistency in service delivery); and active monitoring of performance where areas for improvement have been identified.

4.5.7
The Association of Chief Police Officers (ACPO) is developing a national performance indicator set for the investigation of child abuse.
4.5.8
YOIs: However, there are also examples of a lack of oversight of child protection by key managers in some establishments and an absence of clear accountability.
4.5.9
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

4.6.1
The second Safeguarding children (2005) report found that the frequency and quality of training vary considerably. This remains the case, 

4.6.2
Prisons: roll-out of its national Juvenile Awareness Staff Programme (JASP), which includes modules on basic child protection awareness and safeguarding. four smaller girls’ units. 90% of staff are trained, however, three out of 14 had significant numbers of staff not trained at all.

4.6.3
It lacks the benefit of multi-disciplinary training. The programme has not been evaluated but the short modules covering child protection and safeguarding within it are unlikely fully to address the needs of staff in prisons working with some of the most difficult children in the criminal justice system. By contrast, training in secure training centres is more targeted and looks at issues such as autism and special needs.

4.6.4
Some prisons have ceased to make joint training available to staff now that training is available through JASP. Specialist training for safeguarding children with complex needs is generally good but it is often provided on a single rather than a multi-agency basis.

4.6.5
Secure training centres: by contrast, training in secure training centres is more targeted and looks at issues such as autism and special needs.

4.6.6
YOTs: there is sometimes an over-emphasis on training courses instead of in-house support for staff development, for example by seconded social workers in YOTs.

4.6.7
Police: Electronic learning and self-briefing can be effective learning methods, but this type of training needs to be followed up to determine its impact. Where training issues were identified for police forces, this was one of the commonest areas for improvement.

4.6.8
Other agencies: Access to training for certain groups of staff continues to be limited, as noted in the second Safeguarding children (2005) report. Reasons for this include workload and staff shortages. Some LSCBs also reported financing difficulties. These groups include staff in schools, youth services and children’s homes, GPs, prison staff and some YOTs staff.
4.6.9
Health: the Healthcare Commission found that the absence of training for some staff was a significant area of risk for NHS trusts. All trust staff should receive training in basic (level one) child protection training. Recognised good practice is for 95% of nurses in any one service to receive this training, but 58% of services (632) nationally did not achieve this. Nationally, low numbers of hospital specialists including surgeons and anaesthetists had received basic child protection training, although this varied considerably between trusts. Intermediate level (level two) training enables staff working with children to identify the signs of abuse. Good practice is for 95% of nurses in accident & emergency and inpatient services to receive this training, and one nurse on each shift in day case and outpatients should be trained to level two. Only 70% of services (769) achieved this level of training. Where training is well-planned and managed, there are common trends. For example, evidence from HM Inspectorate of Constabulary’s programmed inspections in 2007 shows that the better police forces use succession planning to inform training needs, identify mandatory training needs for individual roles, incorporate learning from reviews and audits into training, and take up opportunities for joint training with partners.
Recommendations

Government and Local Safeguarding Children Boards 

The DCSF and LSCBs should ensure greater consistency in decision-making about when a serious case review should be commissioned. 

Government and inspectorates 

Ofsted should report annually on the outcome of evaluations of serious case reviews. 

The DCSF should ensure that the national dissemination of biennial reports on the lessons learned is timely. Government 

The DCSF and the YJB should ensure that the assessment tools used within the youth offending service and secure settings are robust in addressing the safeguarding needs of children and young people. 

The DCSF, the DH, the Home Office and the Ministry of Justice should ensure that information-sharing arrangements between healthcare professionals and other professionals providing services for children are in place and monitored to ensure informed and coordinated service provision. 

The DCSF, supported by other relevant government departments, should provide an annual update of progress made on the recommendations in this report. 
All agencies providing services to children and young people 

All agencies that have a statutory duty to cooperate on safeguarding children (local authority children’s services, district councils, police, PCTs, NHS trusts, Connexions, probation, youth offending service, Cafcass, secure training centres and prisons) should clarify the chain of accountability and responsibilities for child protection from the front line through to their most senior level.
______________________________________________________________________________________________
Christine Christie, London Safeguarding Children Board Manager, Oct 2008
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