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Purpose of the report:
 Annual Report to Trust Board 2006 - 2007
Action required:

To receive for information
Recommendations to the Board:

To note
Relationship with Risk and Assurance Frameworks:

· Trust and directorate Risk and Assurance Frameworks

· SfBH C2. Health care organisations protect children by following national child protection guidance within their own activities and in their dealings with other organisations

· Statutory Guidance on Making Arrangements to Safeguard & Promote the Welfare of Children under s 11 of the Children Act 2004 
· CNST standard 8
Summary of Financial and Legal Implications:

Area of clinical risk. 

Funding to increase training capacity. £4,000 / eight core days.

Equality, Diversity & Public & Patient Involvement Implications:

Requirement to listen to the views of children and make a clear statement of the agency’s responsibilities towards children available to the public and to service users, including children, young people and parents.

Annual Report 

Safeguarding Children

2006 – 2007
1.
Arrangements 

Trust structures and arrangements are unchanged. The committee met five times in the year with an average attendance of 14 of 26 members. There has been one escalation to the Trust risk management committee. Governance has improved with regular review of action plans and tracking implementation of recommendations.
Improvements
There is increased awareness of safeguarding requirements across Trust directorates. This is reflected in business plans, SfBH returns and activities of some borough safeguarding groups and leads.

Participation in Local Safeguarding Children Board [LSCB] work increased resulting in delivery of some excellent joint programmes of work, and improvements in local arrangements. Notwithstanding some significant gaps in involvement remain.
A Trust safeguarding children strategy [attached with the report] and action plan is in place.

Serious Case Reviews 
Eight multi-agency serious case reviews were instigated last year with five notified to CSCI. Five involved children age 16 to 17 with three cases of suicide. Findings included sexual exploitation of already vulnerable teenagers. This has been addressed in training, information and presentations this year.
This year there have only been two serious case reviews notified to CSCI. This is significantly less than previous years. One related to a mother and baby and the other a teenager from Bromley seen briefly in A&E. Both have highlighted themes of working across boroughs, interagency communication and in one case, international transfer issues. 
Three other cases were considered but did not reach criteria and were subject of other forms of multiagency review. Two of these involved teenagers which resulted in a fatal and near fatal injury.
Action on implementing recommendations

SLaM has implemented new guidance on integration of serious case review processes with Trust procedures to meet Trust and external terms of reference and ensure recommendations are implemented and tracked. [Appendix G SLaM Incident Policy]
Child death reviews

Implementation of child death review processes under chapter 7 of Working Together to Safeguard Children 2006 has resulted in greater scrutiny of all child deaths by LSCB’s. This will provide an overview and identify local patterns and trends in future years.
We are in the process of confirming SLaM membership of these review panels. 
Assurance

The safeguarding risk and assurance register is complete, regularly updated and reviewed by the Trust safeguarding children committee and nursing directorate. 
A new risk related to managing individuals who pose a risk of harm to children has been added. This includes risks arising from the mix of adults and children on large Trust sites and clarifying arrangements across the Trust for interfacing with Multi Agency Protection Arrangements [MAPPA]. Joint work is underway on this with forensic and directorate services.

External inspections

A 2005 serious case review resulted in a Health Care Commission request for information which was met. The outcome has not been received.
Internal audit

The audit of serious case reviews reported in 2006. Findings with Trust wide implications have been escalated to the Trust risk management committee.
Training and induction
A full annual training report was completed also showing attendance by borough and professional group and recommendations for action. 
The report is available on request.

Thirty five SLaM certificated training events were delivered in addition to monthly Trust induction. Nine hundred and six staff trained. 20% [114] places were wasted. [Table below]
[image: image1.emf]Completions  Unsucces s ful  -     SC Programmes     To tal  App.  C anc e l led .  (DNA)  Not  Sp ecified   Induction   478 (100%)  0  0  0  0   Core day  196 (79%)  51 (21%)  29  22  0   Core day Southwark  68 (82%)  15 (18%)  8  7  0   Non - Cl inical intr o .  86 (82%)  19 (18%)  14  5  0   Parental & Perinatal  104 (78%)  29 (22%)  18  10  1                      Total  906  114  69  44  1    

 The Trust programme requiring three yearly updating, is supplemented by comprehensive Local Safeguarding Children Board programmes which are under utilised in some areas.[Table below]

Local Safeguarding Children Board training attendances:
	Croydon SB
	29

	Lambeth SB
	68

	Southwark  
	93 plus 16 DNA

	Lewisham 
	Figures not available

	Bromley
	Figures not available

	TOTAL
	190


Some directorates have robust systems for monitoring uptake of training. For example CAMHS and Southwark directorates have central registers. Specialist directorate receives a quarterly nursing report. Percentage of attendance is very variable between services and teams ranging from evidence that up to 75% of some teams are trained and 0% in others.
There is a need for SLaM to commission eight more core days assuming that staff continue to make use of Local Safeguarding Children Board programmes. Increase of six introductory training events will be provided by the safeguarding team.
While increased SLaM provision and wastage reduction is required this lack of capacity does not account for such low levels of uptake in some areas. This is a significant gap and concern.
2007 – 2008
Focus for next year will include:
· Children who provide care for parents 

· Family strategy for the Trust
· Managing individuals who pose a risk of harm to children. This includes risks arising from the mix of adults and children on large Trust sites
· Child visiting arrangements and facilities
