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Introduction
The Apprenticeships, Skills, Children and Learning Act 2009 provided for the appointment of two representatives from the community to sit on Local Safeguarding Children Boards. The aim of this booklet is to give new Lay Members advice, information and guidance on how to become full, active members of the LSCB.
To facilitate this, the booklet will cover:
· Safeguarding context – historical overview

· Why we have LSCBs

· Statutory framework

· The role of LSCBs in safeguarding
· The role of Lay Members

· Practical support and issues

There will be suggestions for further reading identified by the symbol, (. A Board Member will be available for further discussion as and when required.  A self evaluation framework is added at the end to assist lay members in satisfying themselves that they have all the information, tools and assistance to help them fulfil their role on the board.
Induction Process
As a new lay member you will be ‘buddied’ up with an experienced board member.  Your ‘buddy’ will discuss the topics in this booklet to quality assure your understanding of the issues and thereby ensure your effectiveness as a Board member.  
Meeting schedule

It is suggested your ‘buddy’ meets with you after your appointment to discuss the use of this booklet explain how they will support you during this vital induction period.  You may also want to meet with other members of the Board to get an understanding of how they safeguard children and young people in their particular agency.  This can be discussed and decided with your ‘buddy’.

It is suggested your ‘buddy’ meet up with you immediately prior to each of the next two board meetings to discuss the papers on the agenda. A phone conversation will take place following these meetings to explore how you felt the board meeting went and to discuss any issues raised. Other meetings will be arranged as required. 
The LSCB Chair will have a formal meeting with you after you have been serving for six months to discuss your contribution and any future direction your role could take.

The LSCB Business Manager will also be available at any time to discuss any practical issues.

If you have any concerns or issues which have not been suitably answered by either your ‘buddy’ or the business manager you should contact the LSCB Chair.
Contact details

Your Buddy is:

Name………………………………………………………………….………………Contact Details………………………………………..……………………………..

LSCB Business Manager is:

Name…………………………………………………………………………………..Contact Details………………………………………………………………………..

LSCB Chair is:

Name…………………………………………………………………………………..Contact Details………………………………………………………………………..

Historical Safeguarding Context

There have been a number of high profile cases over the last 30 years which have had an impact on national policy and the way in which agencies currently work together to keep children safe in the UK. It is useful for anyone working in safeguarding to have at least a brief understanding of the context of current working practices.
1973 Maria Colwell (26 March 1965 - 6 January 1973) 
Maria was a young girl who was killed by her stepfather in 1973. ‘The subsequent inquiry was the first of the modern child abuse inquiries, and in many respects had the impact of establishing child abuse as a social problem about which we as a society, and certain organisations and professionals in particular, had a responsibility to do something about. As a result the issue of child abuse in the subsequent thirty years has received considerable attention...’ Nigel Parton 2004. It led to the development of Area Child Protection Committees as a severe lack of co-ordination was identified in the inquiry.
( 
FROM MARIA COLWELL TO VICTORIA CLIMBIE: REFLECTIONS ON

A GENERATION OF PUBLIC INQUIRIES INTO CHILD ABUSE Plenary paper by Professor Nigel Parton for the BASPCAN conference, July 2003 (published in Child Abuse Review (2004), 13 (2), pp80-94)
1987 The Cleveland Enquiry - The Cleveland child abuse scandal occurred in 1987, where 121 cases of suspected child sexual abuse were diagnosed by pediatricians at a Middleborough hospital. After a number of court cases, 26 children from twelve families were found by judges to have been wrongly diagnosed, and cases involving 96 of the 121 children alleged to be victims of sexual abuse were dismissed by the courts.
(  http://www.davidlane.org/children/choct2002/choct2002/pragnell%20cleveland%20abuse.html
1987 Broxtowe Case -In October 1987 7 children of an extended family in Nottinghamshire were allegedly sexually abused by their parents and relatives. In February 1989 10 adults, were charged with 53 offences of incest, indecent assault and cruelty against 21 of the children of their extended family and extensive terms of imprisonment were imposed.  
The children's foster parents were asked to keep diaries of anything they said or did that might be relevant to their future welfare.  The disclosures made in these diaries indicated extensive sexual abuse. They also appeared to suggest that the children had been subjected to organised ritualistic, satanic abuse. 
The Police set up a separate unilateral investigation into these revelations. Social workers were not invited or encouraged to take part in this investigation, in fact they had little idea as to what, if anything, was actually being investigated. The Police reported that they did not consider satanic abuse or witchcraft was involved or that there were any other perpetrators. This was not accepted by Social Services staff.

Findings from the joint review concluded that there was no evidence of organised or satanic abuse of the children.  It made recommendations that any future investigations should all be undertaken jointly.
( http://www.users.globalnet.co.uk/~dlheb/introduc.htm
1989 Children Act -The Children Act 1989, (implemented for the most part on 14 October 1991) introduced comprehensive changes to legislation in England and Wales affecting the welfare of children. It gave every child the right to protection from abuse and exploitation and the right to enquiries to safeguard their welfare.
The Act:

• reinforced the autonomy of families through the definition of parental responsibility;

• provided support from local authorities, in particular for families whose children were in need; and

• legislated to protect children who were suffering or were likely to suffer significant harm.
(  -  An Overview of the Children Act 1989
http://www.rcpsych.ac.uk/files/samplechapter/102_0.pdf
1991 Working Together -  Staff guidance on working together under the Children Act required ACPCs to conduct an investigation to establish whether child protection procedures were followed when child abuse was suspected or confirmed to be the cause of a child's death, (updated in 1999). 
· Emphasises need to work with families

· Created Area Child Protection Committees

· Guidance on abuse and neglect investigations

· Encouraged Joint Training

· Introduced the Child Protection Register and Case Conferences

· Created Part 8 Reviews
1995 Messages from Research 
This was the third in a series of UK government publications summarising and disseminating the results of child care research between 1975 and 1995. The most significant change in UK child care practice was the move from looking after children in foster care and residential care to supporting them at home.    This publication indicated that family support ought to be the preferred option to protect the majority of children at risk of abuse and neglect. It was part of the government and research community’s response to the problems raised by a series of inquiries tackling emerging anxieties about child sexual abuse, physical maltreatment and neglect.
Working Together 1999

· Revision of Children’s Act 1989

· Clarified definition of referrals and Section 47

· Membership, roles and responsibilities of ACPC’s established

· Sharing information, disclosure re sex offending
· Joint training

· Part 8 – serious case reviews
2000 - Framework for the assessment of children in need

A framework which provided practitioners with a systematic way of analysing, understanding and recording what is happening to children and young people within their families and the wider context of the community in which they live.
2000 - Victoria Climbie 
Victoria Adjo Climbié (2 November 1991 – 25 February 2000) was abused and murdered by her guardians in 2000. The public outrage at her death led to a public inquiry led by Lord Laming (2003) which produced major changes in child protection policies in the United Kingdom.
( http://image.guardian.co.uk/sys-files/Society/documents/2003/01/28/climbiereport.pdf
2004 Children Act
The Children Act 2004 provided the legislative spine on which the reform of children’s services was based. It aimed to improve and integrate children’s services, promote early intervention, provide strong leadership and bring together different professionals in multi-disciplinary teams in order achieve positive outcomes for children, young people and their families. Local authorities were given a lead role in securing the co-operation of partners in setting up children’s trust arrangements and the Act allowed some flexibility in how these were structured and organised.
The Children Act established:

· Duty to cooperate (April 2005)

· Duty to safeguard and promote welfare of children

· Duty to set up Local Safeguarding Children Boards

· Statutory financial contributions

· Provision for indexes or databases to enable better sharing of information

· Director / Lead Member for Children’s Services 

· Joint Inspection Framework / Joint Area Reviews

· Duty to promote the educational achievement of looked after children

Section 11 of the Children’s Act 2004 defined the standards to which agencies must work to in safeguarding children.  LSCB agency compliance is assessed against these standards. 

http://www.dcsf.gov.uk/everychildmatters/resources-and-practice/IG00042/
2003 Every child matters In 2003 the Government published a Green Paper called Every Child Matters. This was published alongside the formal response to the report into the death of Victoria Climbié. The Green Paper built on existing plans to strengthen preventative services by focusing on four key themes:

· Increasing the focus on supporting families and carers – the most critical influence on children's lives. 

· Ensuring necessary intervention takes place before children reach crisis point and protecting children from falling through the net. 

· Addressing the underlying problems identified in the report into the death of Victoria Climbié – weak accountability and poor integration. 

· Ensuring that the people working with children are valued, rewarded and trained. 

The Green Paper prompted an unprecedented debate about services for children, young people and families. 

Following the consultation, the Government published Every Child Matters: The next steps, and passed the Children Act 2004, providing the legislative spine for developing more effective and accessible services focused around the needs of children, young people and families.

( Every child matters summary document http://www.hertsdirect.org/infobase/docs/pdfstore/ECMCFCsummary.pdf
Working Together 2006
Set out how organisations and individuals should work together. 

Determines revised statutory guidance based on Safeguarding Children 2002, Climbie 2003, ECM 2004 and Children Act 2004.
Set out roles and responsibilities of individuals and organisations.
Defined LSCBs.
Defined interagency training.
Child Death Reviews.
Serious Case Reviews.
Non Statutory Practice Guidance included lessons from research, working with families, promoting the welfare of children.
2007 Baby Peter 

Peter Connelly also known as, ‘Baby Peter’ was a 17-month old boy who died in London after suffering more than 50 injuries over an 8 month period, during which he was repeatedly seen by Harringey Children’s Services and NHS health professionals.
The child protection services of Harringey and other agencies were widely criticised. Following the conviction, 3 inquiries and a nationwide review of social services care were launched and the Head of Children's Services at Harringey was removed by direction of the Government minister. Another nationwide review was conducted by Lord Laming into his own recommendations concerning Victoria Climbié's killing in 2000.

2009 Lord Laming – progress report 

Following the case of ‘Baby P’, the Secretary of State for Children,

Schools and Families, commissioned Lord Laming to provide an urgent report on the progress being made across the country to implement effective arrangements for safeguarding children. 

There were 53 recommendations. One of these recommendations was for LSCBs to have lay members on their Boards.
( - Lord Laming’s report

http://publications.education.gov.uk/default.aspx?PageFunction=productdetails&PageMode=publications&ProductId=DCSF-00311-2010
Local Context

A basic understanding of child protection procedures is advisable and it may be prudent for you to attend some of the LSCB training in your first six months, which will give you a understanding of child protection issues in your area. You should discuss this with your ‘buddy’ who will define what is available and suitable for you to attend.
Role of Local Safeguarding Children Boards

Local Safeguarding Children Boards were established under Section 13 of the Children Act 2004.  Detailed guidance, issued under Section 7 of the Local Authority Social Services Act 1970, is contained in Working Together to Safeguard Children 2010, Chapter 3.

Purpose 

The primary function is to:

1. Co-ordinate what is done by each person or body on the board for the purpose of safeguarding and promoting the welfare of children and young people.
2. Ensure the effectiveness of what is done by each such person or body for that purpose.

( Further information on local governance arrangements and how the LSCB aims to fulfil its requirements can be found at www.oscb.org.uk 
Role of Lay Members

Section 3.75 of ‘Working Together 2010’ states the role of lay members should in particular relate to:

· Supporting stronger public engagement in local child safety issues and

contributing to an improved understanding of the LSCB’s child protection work in the wider community
· Challenging the LSCB on the accessibility for the public, children and young people to its plans and procedures
· Helping to make links between the LSCB and community groups
How can you as the new lay member do this?

Challenge -The intention is for LSCB arrangements to be opened up to further public scrutiny. This is with the aim of supporting stronger public engagement in, and understanding of, children’s safety issues. It is also motivated by awareness that sometimes, local representatives can add a great deal of value to otherwise exclusively professional discussions, helping everyone to stay in touch with local realities. 

Taking the above into account you will be encouraged to challenge and scrutinise members, reports or issues raised at the LSCB in particular relating to fulfilling the above expectations. This of course doesn’t preclude challenge in relation to other areas of concern.
Involvement -It is important that lay members are involved appropriately in the work of the LSCB, with due regard to the confidentiality, sensitivity, and distressing nature of some of the issues that Boards have to consider. 
Exactly how you believe you can add most value to the work of the Board will be discussed with you during your induction period and at your 6 month review meeting with the Chair, once you have had some experience of how the Board operates. 
It may be that you can fulfil a particularly useful role by forging links with other organisations and community representatives, explaining the role of the LSCB and promoting a wider understanding and awareness in respect of safeguarding.
However, it should not be assumed that this is the full extent of your potential contribution: you may many want to offer much more and this should be discussed with your ‘buddy’ or the Board Business Manager. 
You should operate as a full member of the LSCB, participating in the Board itself and on relevant committees. You are therefore accountable, as all board members are, for board decisions and activities.
Expectations -The LSCB has set out the expectations for your role in your job description and contract, particularly in relation to length of appointment, confidentiality, conduct and recompense, which you should have already been made aware of.
Conclusion

We hope that this induction book has assisted you in gaining an understanding of the wider safeguarding agenda; the LSCB role within that and your role within your local Board.

The booklet was not to give you a full understanding of all safeguarding issues but enough information to start you off in becoming an active member of your local Board.

We would request that you now complete the self assessment checklist which will help you satisfy that you have all the support in place and information required to enable you to fulfil your role. 
Lay Members Jargon Buster

A&E

Accident and Emergency

ABG

Area based grant

AD

Assistant Director

BECTA
British Educational Communications and Technology Agency

BMG

Business Management Group

BSO

Business Support Officer

CAF

Common Assessment Framework

Cafcass
Children and Family Court Advisory and Support Service

CAIU

Child Abuse Investigation Unit
CAMHS
Child and Adolescent Mental Health Services 

CDOP

Child Death Overview Panel

CEOP

Child Exploitation and On-Line Protection Service

CLO

Customer Liaison Officer

CME

Children Missing Education

CP

Child Protection

CQC

Care Quality Commission

CRB

Criminal Record Bureau

CPS

Crown Prosecution Service

CSC 

Children’s Social Care

CSO

Child Safety Order

CT

Children’s Trust

CTB

Children’s Trust Board

CWDC
Children’s Workforce Development Council

CYPP

Children and Young People’s Plan

CYPS

Children and Young People’s Services

DASH
Domestic Abuse, Stalking and Harassment and Honour Based Violence Risk Assessment
DCPs

Dental Practitioners and Dental Care Professionals

DCS

Director of Children’s Services

DCSF

Department for Children, Schools and Families

DfE

Department for Education

DoH

Department of Health

DPA

Data Protection Acts

EPO

Emergency Protection Order

EYFS

Early Years Foundation Stage

FAS

Foetal Alcohol Syndrome

FAST 

Family Advice and Support Team

FCO

Foreign and Commonwealth Office

FE

Further Education

FGCs

Family Group Conferences

FGM

Female Genital Mutilation

FII

Fabricated or Induced Illness

FIPs

Family Intervention Projects

GMC

General Medical Council

GO

Government Office

GOSE 
Government Office of the South East

GP

General Practitioner

ICS

Integrated Children’s System

ICT

Information Communication Technology

IDVA

Individual Domestic Violence Advisor

IMR

Individual Management Review

IRO

Independent Reviewing Officer

ISA

Independent Safeguarding Authority

JAR 

Joint Area Review



LAC

Looked After Children 

LADO

Local Authority Designated Officer

LL/LT

Life Limiting or Life Threatening

LSCB

Local Safeguarding Children Board

MAPPA
Multi Agency Public Protection Arrangements

MARAC
Multi Agency Risk Assessment Conference

ME

Medical Examiner
MKSCB
Milton Keynes Safeguarding Children Board 

MSCR

MAPPA Serious Case Review

NAI

Non Accidental Injury

NICE

The National Institute for Health and Clinical Excellence

NPIA

National Police Improvement Agency

NRM

National Referral Mechanism

NSF

National Service Framework

NSM

Named Senior Managers

PACE

Police and Criminal Evidence Act

PCT 

Primary Care Trust

PDUs

Problem Drug Users

PND

Police National Database

PPO

Probation and Prisons Ombudsman

PSA

Parental Support Advisers

PSHE

Personal, Social and Health Education

CAFAT
Children and Families Assessment Team 

RSHO

Risk of Sexual Harm Orders

S.47 
A section 47 enquiry is an investigation carried out by Children's Services when they have reasonable cause to believe that a child living in their area has suffered or is likely to suffer significant harm.

SARC

Sexual Assault Referral Centre
SARS

Sexual Assault Referral Services

SCH

Secure Children’s Homes

SCRs

Serious Case Reviews

SEN

Special Education Needs

SFO

Serious Further Offence

SHA

Strategic Health Authority 
SOPO

Sexual Offences Prevention Order
STC

Secure Training Centre
SUDI

Sudden Unexpected Deaths in Infancy

SUI

Serious Untoward Incident

UASC

Unaccompanied Asylum Seeking Child

UKBA

United Kingdom Border Agency

UKHTC
UK Human Trafficking Centre

VBS

Vetting and Barring Scheme

VISOR
Violent and Sexual Offenders Register

VOO

Violent Offender Order

WT

Working Together 2010

YJB

Youth Justice Board

YJS

Youth Justice System

YOI

Young Offender Institution
YOT

Youth Offending Team
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