London Health Safeguarding Children Professionals’ Network

Meeting

Notes from meeting of March 21 2007

The new London Strategic Health Authority, together with the London Safeguarding Children Board, CSIP and the Government Office for London, organised this half day event as the first stage in getting a London Health Safeguarding Professionals’ network in operation. All health representatives from London’s 32 Local Safeguarding Children Boards were invited, and there was a final turnout of around 80 practitioners. 
Introductory comments – Andrew Turnbull (CSIP)

· Andrew welcomed the practitioners, and did a quick straw poll to establish the level of experience in the room:

· The vast majority of attendees had over twenty years experience of working in the NHS

· The majority also had around five years experience in safeguarding children. Only a handful had fewer than two years experience, while a sizeable minority had over 10 years safeguarding experience.

Working Together: The London SHA’s Role in Safeguarding Children – Trish Morris-Thompson (London SHA) 

· Trish Morris-Thompson’s full presentation is available online, at http://www.londoncpc.gov.uk/Healthnetworkresourcepage.htm
 

· Trish began by outlining the role of the SHA in London, and the difficulties in taking on the same functions as five former SHAs while operating on a fifth of the budget.

· The SHA are therefore very reliant on practitioner experience when carrying out their safeguarding role.

· Trish went on to outline the specific circumstances of children in London, highlighting the large child population, and high levels of lone parent families and poverty. 

· A recent independent study into Serious Case Reviews in London made a number of recommendations to ensure that learning is embedded in practice, including:

· The need for better systems of feedback and ownership from those involved;

· More effective systems and procedures, especially around child death review systems;

· Improved training and development;

· Continuing to raise the profile of domestic violence;

· Making sure safeguarding children remains a priority area for strategic working.

· There are a number of must dos for safeguarding children – this is core business of the NHS. NHS London will meet its responsibilities by:
· Ensuring appropriate representation on Local Safeguarding Children Boards – including the London Board, which will have representation from Trish Morris-Thompson and also a PCT Director of Children’s Services;
· Performance managing and supporting the development of NHS and Primary Care Trusts’ arrangements to safeguard and promote the welfare of children and young people;
· Performance managing the implementation of actions arising from Serious Case Reviews;
· Agreeing communication plans and handling strategies for the publication of Serious Case Reviews.
Questions for Trish Morris-Thompson

· What is happening with regard to Child Death Review Panels across London? Many acute trusts cover more than one area, and are keen not to be dealing with too many different Panels.
· Christine Christie outlined the work of the London Board on this issue – a Child Death Review Panel sub-group has been set up to consider the alternatives, and will present an options paper to the LSCB Chairs once all considerations have been discussed.

· There are currently a number of options to consider, including one to group boroughs according to the Met Police regions, another to group according to “natural neighbours” and even one to have a whole London Panel.
· Trish-Morris Thompson also reminded the group that the SHA has an SUI policy that requires health agencies and LSCBs to notify the SHA of all child deaths and Serious Case Reviews – this does not always happen, so feedback to Chief Executives and LSCB chairs would be appreciated.
· Has the SHA considered linking CPAs, APAs and JARs to SHA performance management processes - timing, datasets etc?

· Trish agreed that practice based commissioning needs standardised input to prevent safeguarding becoming marginalised (private providers have the same standards).
· A commissioning template is planned for PCT Chief Executives.
· Trish deals with all of this for the SHA, so links will be made there.
Department of Health Policy Update – Chris Humphrey (Department of Health)

· Chris Humphrey’s full briefing is available online, at http://www.londoncpc.gov.uk/Healthnetworkresourcepage.htm
LSCB Health Representative Perspective: A personal reflection since 1996 - Briony Ladbury (Croydon PCT)

· Briony Ladbury’s full presentation is available online, at http://www.londoncpc.gov.uk/Healthnetworkresourcepage.htm
· Briony took the group through her 10 year personal experiences of working in safeguarding, starting with the fragmented and intimidating ‘child protection’ role that Working Together 1991 had laid out.
· Moving into the 2000, the role was less intimidating but still felt isolated – relationships within the ACPC were often more solid and supportive that those with senior NHS managers.

· “Safeguarding” was now embedded in guidance, but Jackie Smith’s 2002 letter of instruction about locating the management line for designated practitioners at PCT Director level, was largely ignored and represented a missed opportunity to raise the profile.

· The changes implemented in 2004 and then 2006 brought mixed blessings, but were an opportunity to raise safeguarding as a major strategic and practice priority and an opportunity for pan London Safeguarding Health service practice standards.

· Briony then outlined some of the main challenges to current effectiveness:

· A feeling that the DfES and social services have forged ahead, often leaving health services unheard / unseen and multi-agency initiatives slow to materialise.

· Safeguarding slips in priority for NHS, assuming a lower profile during NHS reorganisation and suffering poor investment due to funding difficulties.

· Very different operational structures have emerged – safeguarding placed in various directorates, there is the danger of losing the overarching responsibilities.
· Indirect and /or reduced access to Board members, reducing the ability to influence and change at right level.

· Movement, retirement and recruitment difficulties.

· Poor support and supervision, and training difficult to access.

· However, there are also reasons to be cheerful:

· Safeguarding now has a higher profile, with some stability from Statutory functions.

· Recognition (statutory responsibilities) of highly qualified, experienced practitioners

· Supported professionals should pre-empt supported career structures

· Recognition of ‘specialist’ competencies being represented in KSF profiles

· Authority with responsibility / accountability is being recognised
· Reporting lines to Directors supported in Working Together
· Strengthened multi-agency working 

· Full engagement on LSCB’s expected (performance and competency frameworks)

· Supported Leadership at LHA level
· London SHA considering a network for shared learning and development  

Group Discussion 1: How engaged are health agencies in your Local Safeguarding Children Board? Are there any potential barriers to greater engagement? What works well?
· The consensus seemed to be that health agencies are very well engaged on LSCBs – both on the main Board and also on various sub-groups. 

· In Westminster, the Director of Nursing chairs one of only two subgroups (quality and training), giving good access to senior levels as they also sit on the PCT Board.

· Around a fifth of those present chair subgroups on their LSCB, the vast majority of which are not specific to health – examples included training and policy & procedures.

· Potential barriers to greater engagement included the variation in LSCB structures, and particularly in the expertise / competence of the Chair.

· PCT Chief Executives need to have safeguarding (core business) services at Board level and at points below within the service.

· Getting named GPs in post and paediatricians to deliver in safeguarding is also a big challenge.

· Having Executive Directors on the LSCB makes all the difference in influencing others and making change happen. Other examples of good practice included:

· A Communications sub-group to the LSCB, which includes the PCT Communications Officer (Waltham Forest).

· The integration of Quality Assurance PCT and Social Services, managed by LA Children’s Social Care but responsible to the PCT (Southwark). Worked well, but LA Education and Children’s Social Care have since been moved out into Children’s Trust.

· Having a health commissioner on the Board has also proved invaluable (Westminster)
Group Discussion 2: How could health agencies be more effectively engaged in the safeguarding children agenda? How could the SHA or London Board help/what would you like to see us doing more of?
· It would be useful for the SHA to help designated / named practitioners to get other staff mobilised – need buy-in from named individuals in other directorates.

· There is a problem that designated / named professionals are still taking the bulk of child protection work – there needs to be greater input from other practitioners, and also stronger support at executive level.

· The London Safeguarding Children Board should set up a health sub-group.

· There needs to be a greater strategic direction – initiatives should be taken to professional groups before going to national conferences. A London Board health sub-group would be one way, bringing initiatives to this network is another.

Group Discussion 3: What are the main issues for safeguarding children health professionals in terms of training or supervision? 
· There should be ring-fenced money for the training and development of named professionals.

· There needs to be clarity over lines of supervision for designated professionals.

· Greater clarity is also needed over the whole system of supervision for designated professionals, which can be extremely patchy. Could the SHA create a regional pool for this?

· The reflective element of supervision is being lost – this needs to be addressed by a greater investment of time and money.
· Higher Education institutions need to be brought into the new agenda – issues such as CAF and safeguarding not always fully included.
· CAF training should be incorporated into wider LSCB training rather than being treated as an add-on.

Group Discussion 4: Are there topics which could be addressed in a series of seminars?
· Suggestions included:

· Equalities – but not just focussed on colour, needs to look at groups such as Southern and Eastern Europeans, as well as issues such as age, gender, sexuality etc.

· The link between animal abuse and child abuse.

· Working with neglectful parents
· Obesity and safeguarding
· Alcohol abuse in teenagers
· Community cohesion – guns / knife crime as part of the wider safeguarding agenda

· Allegations and recruitment
· Engagement with adult leads (vulnerable adults) in the SHA
· GPs training, supervision etc - because they will soon have a lot of autonomy and need to be monitored. 
Closing remarks – Trish Morris-Thompson (SHA)

· The London Safeguarding Children Board should set up a Health Sub-group, and that this should be chaired by a PCT Director of Children’s Services.
· The SHA will consider inconsistencies of status for links to Boards, along the lines on Working Together 2006.
· Supervision appears to be a key gap in effective safeguarding, and the SHA will look into creating pan-London provision.

· Regarding a pre and post-registration strategy for Higher Education institutions:

· The SHA will ensure that pre-registration has a safeguarding element;

· The SHA will push for prioritisation of the safeguarding element;

· The London Board health sub-group will manage this budget.

Next meeting: June 2007 (date to be announced – will be forwarded via email and also posted online at http://www.londoncpc.gov.uk/Healthnetworkresourcepage.htm.

This seminar will outline the findings from Serious Case Reviews, and discussion will focus on what this means for health services in London, and how we can ensure that learning is embedded in practice.
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