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	Background

1. One of the primary functions of Local Safeguarding Children Boards is to ensure the effectiveness of local work to safeguard and promote the welfare of children. This involves ensuring the effectiveness of what their member organisations do individually and together to safeguard and promote the welfare of children. 

2. It is fair to say that the quality assurance element of LSCBs’ responsibilities has, nationally, not had the same focus of attention as, for example, their responsibilities in respect of training, the development of policies and procedures etc. This is now changing. In Ealing, the quality assurance function is in the process of being strengthened and developed to ensure that it is adequately robust and in-depth.

3. There are various ways in which LSCBs can fulfil their quality assurance responsibilities.  One of the ways that has been adopted in Ealing is the completion of a Safeguarding Profile for the borough, which is one of the objectives in the ESCB’s Business Plan 2009/2010. The aim is to build an overall picture of some aspects of safeguarding (which will identify areas of strength and good practice, and areas that require development) by exploring and evaluating the safeguarding arrangements of the individual main Board partners. The profile does not provide a complete picture of safeguarding in the borough; rather it is a snap-shot of some key areas. 

4. The attached report sets out the main themes and findings from the profiles undertaken in respect of seven Board partners to give an overall profile.



	Purpose of report

1. The Children’s Trust Board and the Local Safeguarding Children Board have an important relationship. The new (draft) statutory guidance on safeguarding (Working Together) describes it thus:

“The Children’s Trust and the LSCB have important but distinctive roles in keeping children safe. The Children’s Trust is intended to promote co-operation between the partners to improve outcomes for children with the Children’s Trust Board being specifically responsible for producing, publishing and monitoring the implementation of the Children and Young People’s Plan by the Children’s Trust Board partners. The LSCB should be responsible for challenging every partner of the Children’s Trust, through the Children’s Trust Board, on their success in ensuring that children and young people are safe.

The Children’s Trust Board – drawing on support and challenge from the LSCB – will ensure that the Children and Young People’s Plan covers strengths and weaknesses in the area and what needs to be done by each partner to improve outcomes in safeguarding.

The LSCB and the wider Children’s Trust partners need to establish and maintain an ongoing and direct relationship, communicating regularly through the Children’s Trust Board.” Chapter 3.

	2. In bringing this report the LSCB is:

· fulfilling its responsibility to provide constructive challenge to Children’s Trust Board partners on safeguarding issues

· ensuring that the Children’s Trust Board is aware of some key safeguarding issues in the borough

· enabling the Children’s Trust Board to incorporate the issues identified into the Children and Young People’s Plan

Contribution to LSP objectives 

This report contributes to the following themes in the Ealing Sustainable Community Strategy:

· Create a great place for every child and young person to grow up.

· Work together to achieve the best possible outcomes for Ealing residents.



	Action required from the Children’s Trust

· To note the main issues identified in this report. 

· To incorporate the main findings from the report into the development of the Children and Young People’s Plan. 

· To maintain an overview of the actions taken by Board partners to address the issues identified through the presentation of the ESCB’s Annual Review Report / Business Plan in April 2011. 
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1. Background

5. One of the primary functions of Local Safeguarding Children Boards is to ensure the effectiveness of local work to safeguard and promote the welfare of children. This involves ensuring the effectiveness of what their member organisations do individually and together to safeguard and promote the welfare of children. 

6. It is fair to say that the quality assurance element of LSCBs’ responsibilities has, nationally, not had the same focus of attention as, for example, their responsibilities in respect of training, the development of policies and procedures etc. This is now changing. In Ealing, the quality assurance function is in the process of being strengthened and developed to ensure that it is adequately robust and in-depth.

7. There are various ways in which LSCBs can fulfil their quality assurance responsibilities.  One of the ways that has been adopted in Ealing is the completion of a Safeguarding Profile for the borough. The aim is to build an overall picture of safeguarding (which will identify areas of strength and good practice, and areas that require development) by exploring and evaluating the safeguarding arrangements of the individual main Board partners.

8. This report sets out the main themes and findings from the profiles undertaken in respect of seven Board partners to give an overall profile.

2. Methodology

1. The following Board partners were profiled:

i. Ealing Council:  Children’s Social Care (CSC)

ii. Ealing Council:  Schools Service (ESS)

iii. Ealing Primary Care Trust (EPCT)

iv. West London Mental Health Trust (WLMHT)

v. Ealing Hospital Trust (EHT)

vi. Metropolitan Police: Northwood Child Abuse Investigation Team (CAIT)

vii. Metropolitan Police: Ealing Borough Police (EBP) 

2. The single-agency profile covered six lines of enquiry:

i. Staffing related issues 

ii. Safeguarding training

iii. Management oversight arrangements

iv. Quality assurance

v. Partnership working

vi. Governance arrangements.

3. Work on developing the single-agency profiles commenced in the autumn of 2009 and was completed in February 2010. 

4. The exercise was undertaken by the Independent Chair of Ealing Safeguarding Children Board

5. The methodology comprised:

i. Drawing up a list of key questions to be asked of Board partners in respect of the six lines of enquiry. These were then sent to the partner agency in advance to prepare for the profile meeting. 

ii. Drawing up a list of information to be provided by the Board partner to evidence responses to the questions.

iii. Analysis of the information provided

iv. Meeting with lead managers from each Board partner in the exercise to hear and discuss their response to the questions. 

v. Completion of draft profile report based on the above steps, sent to the lead managers for comment.

vi. Final report produced.

vii. Final report used as the basis for meeting with the lead managers and Chief Executive, or equivalent, of the relevant partner agency, to consider the findings.. 

viii. Completion of an overview report, bringing together the themes and main messages from the exercise.

3.  Understanding this report

It is important to understand the following about the profiling process:

i. It is not an inspection. LSCBs are not statutory inspection bodies. However, they do have a role in confirming and restating standards of good safeguarding practice as set out in legislation, statutory guidance and research evidence, and a responsibility to provide constructive challenge to Board partners in respect of their carrying out of their safeguarding responsibilities.    

ii. The exercise does not look in detail at the quality of practice in agencies: it does not, for example, involve looking at client case records, observation of practice or collating the views of staff and service users. It should therefore be seen as one element of a developing total approach to quality assurance, rather than a comprehensive picture in its own right.

iii. What it does is explore and probe areas which are known to have an impact on the achievement of good safeguarding practice.

iv. It is taking a snap-shot (in October / November 2009) of what is a constantly evolving and dynamic process; progress will have already been made on some of the issues raised in the exercise.

4.  Next Steps

The profiling exercise is not a “one-off” event but part of developing and continuous quality assurance process being developed by ESCB. Specifically:

i. Each Board partner involved in the exercise will be reviewing the findings in detail and drawing up a written response to the recommendations made in individual profiling reports. This should inform the safeguarding strategic and operational planning of the partners.

ii. Each partner agency will be asked to decide to which governance body in their organisation the key issues / actions arising for the exercise need to be reported.

iii. The Independent Chair of the ESCB will meet with the lead managers and Chief Executives of Board partners each year to review safeguarding developments in their agency – drawing on this profile and the resultant actions, but being enriched by new developments and issues, and the outcome of other quality assurance activity.

iv. The profiling exercise will be extended to include other Board partners e.g. Probation, CAFCASS, Housing, Adult Social Care.

5. Legal Context: Agencies’ Safeguarding Responsibilities

The context for this exercise is provided by Board partners’ statutory responsibilities for safeguarding – as set out in Section 11 of the Children Act 2004.  

 “The support and protection of children cannot be achieved by a single agency… Every Service has to play its part. All staff must have placed upon them the clear expectation that their primary responsibility is to the child and his or her family.” (Lord Laming in the Victoria Climbié Inquiry Report, paragraphs 17.92 and 17.93). Improving the way key people and bodies safeguard and promote the welfare of children is crucial to improving outcomes for children. In his report into the death of Victoria Climbié, Lord Laming concluded that “the suffering and death of Victoria was a gross failure of the system”.

Section 11 of the Children Act 2004, therefore, places a duty on key persons and bodies to make arrangements to ensure that in discharging their functions, they have regard to the need to safeguard and promote the welfare of children.

The statutory guidance accompanying the legislation is directed at Chief Executives and senior managers in all the bodies concerned.  The guidance states that “there are some key features of effective arrangements to safeguard and promote the welfare of children which all agencies will need to take account of...... These arrangements will help agencies to create and maintain an organisational culture and ethos that reflects the importance of safeguarding and promoting the welfare of children. At an organisational or strategic level, these key features are having:

· senior management commitment to the importance of safeguarding and promoting

            children’s welfare;

· a clear statement of the agency’s responsibilities towards children available for all staff;

· a clear line of accountability within the organisation for work on safeguarding and promoting

            the welfare of children;

· service development that takes account of the need to safeguard and promote welfare and is informed, where appropriate, by the views of children and families;

· staff training on safeguarding and promoting the welfare of children for all staff working with

            or (depending on the agency’s primary functions) in contact with children and families;

· safe recruitment procedures in place;

· effective inter-agency working to safeguard and promote the welfare of children; and

· effective information sharing”.

These statutory obligations remain, but the understanding of what arrangements Board partners need to have in place has become more sophisticated and extensive, based in part on the learning arising from the death of Baby Peter, the second Laming report and the consistent messages from Serious Case Reviews. 

OVERVIEW

1. Openness and Commitment

The death of Baby Peter and the subsequent developments have required all agencies which impact on the safety and well-being of children to review in depth the effectiveness of their own arrangements. What we know about safeguarding is that no agency will have ever have it completely right; effective safeguarding involves processes of continuous challenge and learning. One of the very positive findings of this profiling process has been the willingness of so many individuals and partner agencies to be open about the areas where they know development is needed.  Many of the findings in this report are not new to partner agencies, as they had already identified them and, in several cases, initiated action to address them. 

2. Partnership

A major strength of Ealing agencies that has become apparent during the profiling process is the quality of partnership relationships. Whilst specific operational areas of partnership working were identified that could be improved, the agencies consistently spoke in positive terms about their core relationships with each other.  

3. Balancing Priorities

There are particular challenges for some agencies for which the safeguarding of children is one of many priorities they have to manage rather than their core business. The danger for such organisations is that safeguarding can be seen – in practice - as the responsibility of a few individuals with a safeguarding brief; the challenge is how to get safeguarding into the heart and soul of the organisation in a way that is sustainable. Hence the need for these agencies in particular to have clear safeguarding strategies, work plans, change management and governance arrangements in place. This will enable development to be approached in a proportionate and systematic way, with clear priorities, deliverables and time-scales. 
4. Challenges Ahead

The Ealing Children’s Trust Board and the Ealing Safeguarding Children Board will need to maintain a critical oversight of the following developments that could impact on the safeguarding of children:

· The impact of public sector budget reductions. These are inevitable and will affect all services that have a responsibility for the safeguarding of children.  Both Boards will need to ensure they are informed about proposed and actual service reductions and changes, so that the impact on the safeguarding of children is fully evaluated and transparent.

· Changes within partner organisations.  One of the biggest changes is likely to be the creation of the Integrated Care Organisation in health from April 2010. This brings together EHT and the community provider services which are currently part of Ealing and Harrow PCTs into a single organisation. NHS Harrow will be the lead commissioner.

1.  STAFFING RELATED ISSUES

1.1  SAFE  RECRUITMENT

Context / Standards
There are some basic good standards that one would expect to see in place in any organisation with a safeguarding children responsibility:

· A recruitment policy which addresses the range of safe recruitment issues 

· Arrangements to audit whether the safe recruitment policy is being implemented in practice

· Clarity about which posts are eligible for CRB checks and at what level

· All staff in posts which are eligible for CRB checks have had them, and CRB checks are refreshed every three years

1.1.1 CRB Disclosures

There was considerable variation in policy and practice with respect to CRBs which does leave a number of agencies vulnerable.

CSC

The most straightforward area was CSC where social work staff and others working with children are required to have an Enhanced CRB check which is repeated every three years. Compliance with this is monitored through monthly HR audits.

ESS

For the ESS, CRB checks only became mandatory nationally for new appointments for the entire schools’ workforce from May 2006. Schools were not required to ask existing staff to have a CRB. Moreover, “new appointment” has a limited definition and would not include someone moving to a post in another school / authority provided they had continuous service. In addition, there is no mandatory requirement to re-check staff every three years in schools (unless the person has had a break in service); though some schools might do this of their own volition. This means there will be staff in Ealing schools and children’s centres who have never had a CRB check, or whose CRB check will be more than three years old.  There is no mandatory requirement for school governors to have a CRB check so coverage will not be comprehensive.

WLMHT

For West London Mental Health Trust all new staff appointed since 2002 have been required to have an Enhanced CRB check. There has been a programme to complete CRB checks on staff appointed before 2002; this has been achieved in respect of staff in the borough Service Delivery Units. However, staff have not been re-checked at three yearly intervals. There is a plan to do three-yearly checks on staff who have direct patient contact and five yearly checks on other staff. This is not yet in place. 

EPCT

For EPCT, directly employed staff appointed to posts after April 2002 that involve direct access to vulnerable adults and children have to have a CRB check at the appropriate level. This is refreshed every three years. Staff appointed prior to April 2002 are “invited” to complete a CRB and are then asked to refresh every three years. EPCT has now confirmed that all staff in provider services appointed pre-2002 have had a CRB check.

With regard to Primary Care Performers (GPs, dentists and opticians), EPCT policy dated October 2007 is that they must have a CRB check before being allowed to join the Primary Care Performers list. However:

· There will be performers who joined the list before the requirement to have a CRB

· There is no requirement for three-yearly updates.

EPCT is planning to introduce a programme of three-yearly CRB re-checks for GPs. This change will not cover dentists, opticians, locum GPs or staff employed in GP practices.

Executive Directors have a CRB check, but non-Executive Directors do not.

EHT

With regard to EHT, staff who have contact with children appointed from 2004 will have had a CRB check; staff appointed before that date will not. Staff do not receive three-yearly re-checks. Non-executive Directors do not have a CRB check.

CAIT

CRBs are not completed for CAIT staff. The view is that the vetting process undertaken before someone joins the service is more comprehensive than the CRB process.

EBP

Those joining the police service will have had a criminal record check at the time they joined. If they subsequently do not move they are not checked again. Staff on the Public Protection Desk have to have an Enhanced CRB check.

Comment / Recommendations for Partner Agencies

	i. There are many professionals who have direct contact with children, or sensitive information about children, in Ealing who have never had a CRB check or who do not have an up-to-date CRB check. This is the case in all partner agencies with the exception of CSC. Partner agencies with staff in this position might be compliant with current statutory requirements, but this is not the same as having safe recruitment and checking processes and as such they are vulnerable.  (For example, the statutory requirements to do CRBs on staff from a certain date was based on the then capacity of the CRB system, not on safe practice).

ii. It is therefore recommended that these agencies review their policies on CRB checks on the basis of what is accepted safe / good practice, rather that minimum statutory guidance, with the aim of ensuring all staff / contractors deemed to be eligible having CRB checks at the appropriate level, and repeated every three years.




   1.1.2  Safe Recruitment Policy

The new (draft) Working Together 2009 is clear about expectations in respect of safe recruitment policies: “All organisations must ensure that they have in place policies and practices, including Enhanced Criminal Record Bureau checks, for all staff including agency staff, students and volunteers, working with children.” Para. 2.9 

Agency recruitment policies for posts that involve access to children would need to cover a range of safe recruitment issues; for example, requirements for CRB and other checks, examination of employment history (exploring gaps), exploration of motivation to work with children in the interview process, clear statements in adverts and documentation about the agency’s commitment to safeguarding, how references are approached, training requirements for panel members / appointing officers etc.. The Ealing Council policy is an example of how safe recruitment practice is weaved throughout the whole recruitment policy, so it is never an “add-on”. 

In some other agency recruitment policies, the safeguarding dimension is less in evidence.  The EPCT recruitment and selection policy does not mention safeguarding, and the only reference to safe recruitment is CRBs. WLMHT has recognised that its policy needs revision having completed an evaluation of its current policy; it is now in the process of doing this. The EHT policy makes reference to some elements of safe recruitment practice: CRBs and asking relevant questions. With regard to ESS, it has produced safe recruitment guidelines for schools. However, schools cannot be required to adopt these, and a number will use a different Human Resources provider; the position in schools is therefore not clear.  

The recruitment policy in CAIT is comprehensive, and involves a psychological screening interview which looks at those real life factors which can impact on people in this line of work, such as bereavements, family circumstances. These psychological interviews are repeated each year; they consider changes in personal / family circumstances which might impact on work, management of stress etc. Whilst such an intensive approach will not be necessary for the wide-range of roles that work with children, one wonders if there is not some learning form this approach that could be usefully transferred to some other areas of activity.

As well as the issue of the existence /quality of safe recruitment policies in agencies, there is the question – even if they exist – of whether the operation of these policies is monitored by the agency to measure actual compliance. Apart from the monthly auditing of CRBs in CSS and audits of CRB compliance for new staff in EHT, there does not appear to be evidence of systematic monitoring of safe recruitment policy by agencies – which would involve more than just looking at CRBs. Working Together (draft, 2009) states: “ 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”. Para. 3.29

Comment / Recommendations for Partner Agencies

	i. Board partners are recommended to review their recruitment policies to ensure that they adequately address the range of safe recruitment issues (i.e. not just CRBs).

ii. Board partners are recommended to set in place an arrangement to audit compliance with their policy.

iii. The Safe Workforce Sub-Group of the ESCB should review the quality of each partner agency’s policy and the robustness of their quality assurance processes in respect of the policy.

 


1.2  WORKFORCE PROFILE, CAPACITY, WORK LOAD

Context and Standards

Good quality safeguarding work is promoted by:

· Having a settled and experienced work force comprising permanent staff (the skills of which can then be developed further through supervision and training).

· That work force having case / work loads set at a level which enables effective practice to take place.

1.2.1 Areas of recruitment and retention challenge

Most partner agencies experience some degree of difficulty in recruitment and retention to key posts. The pattern in Ealing is similar to many other local authorities, with the most challenging areas being social workers, health visitors and school health advisors (school nurses).

· October 2009: the average vacancy rate for health visitors was 22% - ranging from 33.8% in Central Ealing to 10.1% in North Northolt and Greenford (74.8 full time equivalent – FTE - staff in post out of a FTE establishment of 95.9). There was a similar vacancy rate of school nurses – 17 FTE staff in post out of a FTE establishment of 21.61.

· January 2010: of the 85 social work posts in front-line teams, 56 (66%) were filled by permanent staff; of the 29 senior social worker posts in front-line teams, 20 (69%) were filled by permanent staff. The profile of staff in the Referral and Assessment and Children in Need Teams (i.e. those dealing with the core child protection work) is that they tend to be less experienced and younger compared with other teams.

It can still be difficult to get officers to join CAIT (there were two detective constable vacancies out of an establishment of 11); however, once they join they tend to stay. The profile of CAIT staff is different to that CSC: most are aged in their late 30s and 40s.

With regard to the EBP, it is getting harder to get people to become detectives; this means those becoming detectives are younger and less experienced. Policing is no longer seen as a life-long career, so people leave earlier. There have been recruitment difficulties in the Public Protection Desk (it has taken 18 months to reach the required staffing level) and the schools service.

With regard to WLMHT, Community Psychiatric Nurses, Assertive Outreach and Early Intervention staff are difficult to recruit to. There is a high number of agency consultants across Ealing Service Delivery Unit – though some are long-standing.

Comment / Recommendations for Partner Agencies

	i. It is not difficult to see how recruitment and retention difficulties across several agencies would combine to have a detrimental effect on the overall quality of safeguarding; in particular,  the mixture of young, relatively inexperienced staff; turn-over of agency staff and just vacant posts. This position reinforces the need to have high quality arrangements in place for training, supervision and management oversight.

ii. Securing a stable, experienced social work workforce is a constant challenge for most authorities, and the CSC gives high priority to addressing this.  There are authorities which have achieved high levels of permanent staffing (87% of social work posts filled with permanent staff in one authority), and there would be value in exploring their approach to see of there are transferable lessons for the Ealing context. As part of this Ealing Council should consider the issue of the quality of working environment for social work staff.

iii. Provider services in EPCT are giving high priority to addressing the shortfall in health visitor and school nurse advisors and are undertaking a comprehensive review to address issues of recruitment and skill mix. 


1.2.2  Work Loads / Capacity

The issue of social work case loads has been one of considerable debate nationally post-Laming 2. This has been addressed in Ealing though additional investment, which aims to achieve average case loads of 15; fluctuations in staff coming and going means that at times it will be higher than this e.g. 17. 

With regard to health visitors, the view of the profession’s own organisation CPHVA / Unite is that 400 children should be the absolute maximum caseload – but the more normal caseload should be 250. In April 2009 a national study by the Family and Parenting Institute on health visitor caseloads found Ealing to have a ratio of 1:467. Such figures are difficult to interpret as they don’t take into account the model of multi-disciplinary / mixed-skill teams that are being developed in many areas, in part to address the national shortage of health visitors. In Ealing the PCT will be commissioning on service outcomes, rather than number of health visitor posts, and it will be for the providers to determine how they will achieve these in terms of staffing arrangements. The aim is to recruit more non-health visitor roles such as staff and nursery nurses.

With regard to CAIT, the Metropolitan Police undertook a review of capacity and staffing requirements in 2009; as a result seven additional posts were allocated to Northwood CAIT. The result is that case loads are now manageable.

The WLMHT had been doing work on the case loads of Community Mental Health Teams; however, it is now reviewing the roles and remit of CMHTs with a view to a possible major reconfiguration. 

A key capacity issue in EHT (though a PCT post) appears to be the Liaison Health Visitor in A&E  - responsible for checking cases that come through A&E. There is only one post for the 25,000 children’s cases that come through A&E each year. Also, for 8 hours each day there is no paediatric nurse in A&E. EHT has recognised both these issues and will be reviewing both areas. Their view is that as one third of A&E attendances are children, then one third of A&E nursing staff should have had paediatric training. 

EPCT, WLMHT, EHT and ESS all have what might be called “core safeguarding” teams i.e. roles which have a specific responsibility for the safeguarding of children. 

· ESS has one just post with this function;

· EHT has a Named Doctor Role comprising 4-6 hours per week, Named Nurse (0.6 of a post) and a Named Midwife (0.5 of a post);

· WLMHT has a Named Doctor (0.2 of a post), a Named Nurse (1.0 of a post) and a Training Officer (1.0 of a post), plus some additional resource in the SDUs; 

· EPCT has a Designated Doctor (0.4 of a post), a Designated Nurse (1.0 of a post), a Named Nurse (1.0 of a post), Child Protection Advisor (1.0 of a post) and Named Doctor and GP roles.

Comment / Recommendations for Partner Agencies

	i. The demands on, and expectations of, agencies in respect of safeguarding have increased significantly over the past two years.  This increase will continue with the introduction of the new requirements in the revised Working Together in March 2010. As the report notes later, there will be a need for agencies to strengthen many aspects of their performance, in areas such as supervision and quality assurance. There therefore has to be a question about whether the capacity of the existing “core safeguarding teams” outlined above is adequate to meet these requirements to a satisfactory level. It is therefore recommended that ESS, WLMHT, EPCT and EHT complete an analysis of the expectations of these roles and review whether the capacity is adequate to meet them effectively or needs to be increased.

ii. The new ICO which will provide community health services will still need to develop a model of appropriate “case loads” in its mixed skill teams, as will the WLMHT in its service re-configuration. These are areas which the Children’s Trust Board and ESCB should receive reports on once decided.

iii. The above changes to services in A&E that the EHT is planning should also be reported to the ESCB when finalised because of the critical role of A&E in children’s safeguarding. 




2.  SAFEGUARDING TRAINING

Context and Standards

Good safeguarding training practice would have the following characteristics:

Each agency having a clear, up-to-date training strategy which comprises the following elements, which are then put into operation:

· An analysis of learning needs to be addressed and the learning outcomes to be achieved (based on evidence from research, local need and demographic factors, the profile and experience of staff; the configuration of services provided).

· An annual learning programme

· Expectations and targets – who needs to be trained to what level at what frequency.

· Arrangements for the tracking of individuals’ training

· Clarity about the relationship between single-agency and multi-agency safeguarding training.

· The range of evidence-based learning methods to be used.

· Arrangements for evaluating the impact of training on practice and outcomes for children.

· The contribution to learning of parents and children.

2.1 EPCT

Safeguarding training has been identified by EPCT as an area requiring significant development. It does have a training strategy but it is significantly out-of-date. It has recently produced the “Interim Training Matrix for Mandatory / Statutory Training” which addresses the training requirements in respect of employed staff: frequency of child protection training for the different levels. However, this makes no reference to annual refresher training for Level 1 and Level 2 staff. 

All PCTs and health trusts have had to report on and meet new training targets. A report to the Trust Board in October 2009 reported 29.7 % of those eligible for Level A training having received it, 19.4% of Level B (e.g. district nurses) and 40.5% of Level C (clinical staff holding particular responsibilities for safeguarding children e.g. health visitors). In its report to the Health Care Commission regarding the position at 31/12/08, it reported that only 36 out of 319 GPs were up-to-date with their Level 2 training. 

EPCT’s response to this has been impressive.  It had set a target for the provider organisation to achieve 80% of staff being up-to-date with their safeguarding training in Levels 1, 2 and 3 by March 2010. In fact, it had exceeded these targets, achieving 90 – 95% in all Levels by January 2010. The provider service (as part of the ICO) is planning to update its training strategy during 2010 – this will include agency and locum staff.

2.2  WLMHT

WLMHT had already identified training as a major development area, and accordingly established a dedicated training post. According to its submission to the Health Care Commission regarding the position at 31/12/08, 43% of its 3110 staff eligible for Level 1 training were up-to-date; 41% of the 1858 staff working in adult mental health services eligible for Level 2 training were up-to-date; it was unable to report on Level 3 training as records were not routinely kept. The situation has improved over the past year and the Trust is expecting to achieve 80% of staff in all three levels being up-to-date by June 2010 (it achieved 83% for Level 3 by November 2009).

WLMHT does have an up-to-date training strategy which address some of the elements of the model training strategy described above.  It recognises that it does not have a robust central management information system in place to track individuals’ safeguarding training.

2.3 EHT

EHT has a basic training strategy (that sets out the different training levels) and a training programme. The Named Nurse has the lead responsibility for training. This focus by the Named Nurse has meant that EHT has been able to achieve impressive figures for staff being up-to-date with safeguarding training; at December 2009: Level 1 69%, Level 2 89% and Level 3 88%.

2.4  CAIT

CAIT is part of a central police Command; there does not appear to be an up-to-date central safeguarding training strategy or programme.

Officers joining the CAIT undertake a very comprehensive programme: the “Specialist Child Abuse Investigators’ Development Programme”. The programme comprises different learning methods and inputs and can take two years to complete. Unlike other agencies, there is no model of required refresher safeguarding training at set intervals. The training required for individual officers is decided at their Personal Development Reviews. However, the CAIT does have two training days each year, together with team building days. The Command’s Central Training Unit also puts on training.

2.5  EBP

New recruits to the police will receive mandatory training about “Every Child Matters” issues as part of their initial training - including spotting signs of abuse, and issues such as DV and mental illness. However, they do not receive further training on these issues in a systematic way thereafter.

At the Borough level, additional training is provided by a police sergeant in the Public Protection Desk – this tends to focus on the work of the Public Protection Desk. All officers will have training days at set intervals, but the training on these days will cover a range of things depending on developments in the borough, so safeguarding has to compete with other demands. Ad hoc safeguarding training is also provided e.g. a recent training event delivered by Southall Black Sisters.  All new sergeants have one-to-one training form the PPD sergeant.

2.6  ESS

There is no safeguarding children training strategy for staff in Ealing schools or in the Schools Service. There is, however, a training programme. There is statutory guidance for safeguarding training in the education context (Safeguarding Children and Safer Recruitment in Education, January 2007): local authorities are required to ensure that induction training on safeguarding takes place for all new staff in schools, that there is refresher training every three years and training for staff with designated safeguarding responsibilities every two years. It is not known whether new staff in schools do receive induction safeguarding training as this is not monitored centrally. Three-yearly refresher training for schools staff is not systematically monitored – from existing records of the 14 High Schools, the date of the last whole school child protection training for 10 is not known; there is no record for 18 of the 67 primary schools. The Schools Service does have a list of child protection training received by Designated Teachers, but it is not up-to-date. From those records it would appear that 28 Designated Teachers in primary schools are overdue with their CP training or there is no record. The Schools Service recently identified 25 schools which had not trained their governors on safeguarding  

2.7 CSC

CSC has an officer with lead responsibility for training. There is no safeguarding training strategy as described above. However:

· There is a comprehensive safeguarding training programme containing several safeguarding / child protection courses.

· There are Child Protection Training standards setting out training requirements for all staff.

· There is a comprehensive Senior Social Work training programme (this is an Advanced Child Protection Programme for Practitioners)

· The Service has implemented the CWDC Programme for newly qualified social workers during 2009 and will be providing the follow-on Early Professional Development Programme in 2010.

· The service is able to monitor and report on centrally the safeguarding training of all individual members of staff.

Comment / Recommendations for Partner Agencies

	i. There is clearly a significant amount of activity taking place in respect of safeguarding training. Health partners, in particular, have been under considerable pressure to increase the volume of training delivered and take-up achieved. This, understandably, has been their priority.

ii. However, it is recognised that there is a difference between “training activity” and “learning outcomes”, and one of the main challenges for all partner agencies (and the LSCB in respect of multi-disciplinary training) is to find ways to evaluate their safeguarding training in terms of its impact on practice and ultimately outcomes for children. Currently very little is known about the actual impact of the safeguarding training taking place, and all agencies will need to consider how to evaluate what they do in this respect.

iii. There would be real value in all agencies developing training strategies of the type described above. The process of doing this would allow for reflection to ensure key learning needs were being identified, and for consideration of whether different methodologies for achieving learning outcomes should be introduced (for example, shadowing of professionals in other agencies, involving children and parents in the delivery of training) – there is currently a very heavy focus on traditional taught models of learning in all agencies.

iv. There are some areas which will need particular focus: these include schools and GPs. 




3.  Management Oversight Arrangements

This line of enquiry explored the arrangements that agencies had in place to ensure that managers have a strong and continuous grip of the quality of safeguarding practice in their service areas, and were able to use this oversight to strengthen and develop the quality of practice.

3.1 Safeguarding Supervision

Context and Standards

“Safeguarding supervision” refers to the process by which professionals in the different agencies receive advice, support and oversight on their safeguarding activity from someone with relevant expertise. It is increasingly being recognised as needing to be a process which not only looks at whether certain tasks have been done, but also provides constructive challenge and the opportunity to stand back and reflect on the practitioner’s work, to consider alternative perspectives and possibilities. Good safeguarding supervision will be regular, planned and take place at a frequency relevant to the safeguarding role of the person being supervised. Those providing the supervision need to be trained in how to provide reflective supervision. There is no set model of supervision that will fit every agency or work situation; what matters is that each agency has in place a “fit-for-purpose” model of supervision for the nature of its work, which is then monitored for quality as well as quantity.   

EHT

EHT does not have a model or policy for safeguarding supervision and recognises this as an area of vulnerability. This has also been highlighted in a recent Serious Case Review. Some work has started on this, but there is a need to identify with some urgency which the different staff groups are that require supervision, and what is an appropriate model for them. Midwifery services and A&E are obvious priorities.

WLMHT

WLMHT does not have a policy / model for safeguarding supervision, and recognises this as something that needs to be developed. Its Safeguarding Children Strategy 2009/2011 contains references to improving supervision, but has too long an implementation time-scale for some groups (2011 for Named and Lead professionals) and no deadline for CAMHS, CMHT and in-patient staff.

EPCT

EPCT does have some policy documents which are a few years old that address safeguarding supervision. These state, for example, that all staff working with priority families, including children on the CP register, must receive planned child protection supervision every four months and a minimum of two group supervision sessions each year.  Records of supervision monitoring showed that many health visitors and school health advisors were not receiving the level of safeguarding supervision the policies indicate they should be. The PCT estimated that 65% of staff who required it were not accessing it to the required standard. There also has to be a question about whether the level of supervision set out in the policy documents are actually adequate in the light of current knowledge. A further are of vulnerability is the question of safeguarding supervision for GPs, where there is no framework currently. 

EPCT provider services had recognised the importance of supervision for health visitors and school health advisors. It has taken immediate steps to increase supervision capacity for health visitors. It is restructuring children’s clinical services, and child protection supervision will be embedded into the new structure. Eight additional Band 7 Team Leader posts have been established who will provide the supervision for school nurse advisors and health visitors – overseen by the named and designated nurses. New arrangements for the monitoring of supervision have been introduced.

Ensuring GPs receive appropriate safeguarding supervsion is now the main challenge, and EPCT will be exploring how to do this.

ESS

There is no model of safeguarding supervision within the Schools Service / schools. The people who most critically need it will be the Designated Teachers for Child Protection. They currently have access to immediate advice on specific cases from CSC’s child protection advisors; they welcome this. However, they do not have the planned reflective supervision described above, and this is a significant vulnerability

CSC

The CSC does have an up-to-date policy on supervision which is clear and comprehensive. The Service also provides training for supervisors on analytical supervision skills. Supervision is monitored through the Service’s case record auditing system. However, this will not provide a comprehensive picture of whether supervision is taking place at the frequency or quality required. Analysis of audit returns in three quarters of 2009 found that supervision was found not to be of a satisfactory standard in 45 of 61 cases. An audit of 33 child protection/ child in need cases conducted in 2009 also raised concerns about the quality of supervision. The new case loads levels and supervision training could impact on this picture. 

EBP

The Metropolitan Police Service has a Standard Operating Procedure for the ECM and Public Protection Desks which covers safeguarding. This includes the expectations for supervisors. The SOP states that police supervisors are responsible for ensuring that staff have taken all necessary steps to ensure that a child is not at risk and they evaluate their reports.

Crime reports are entered onto the police computer system and should be supervised; supervision is therefore also electronic, with the supervisor reviewing the reports and actions on computer, and setting tasks: the model is more one of supervising the work rather than the person. In CID most supervision is electronic. One DS supervises between 4 and 9 staff. Supervision can take place within two hours, and more serious cases have to be reviewed at set intervals and involve senior managers.

This does raise the question of whether there needs to be more “face-to-face” supervision- to allow for greater reflection and challenge; in particular when dealing with the more serious cases 

As noted above, the profile of staff becoming supervisors is changing it that they are younger and less experienced; this will impact on the quality of supervision. There has been a shortfall in uniformed sergeants which has affected supervision. To address this, Detective Sergeants have taken on this role – five response teams have a detective sergeant which will improve the quality of supervision for them.

CAIT

The central Command, SCD5, has a clear statement about supervision. Supervision takes the form of structured, time-tabled, 1:1, face-to-face meetings rather than supervision by computer. Supervision of Detective Constables must take place at least fortnightly. The Detective Inspector is informed of any one who has not received supervision in rthe required time-scale. 

Comment / Recommendations for Partner Agencies

	i. The provision of good quality supervision as described above is essential for all professionals who have a safeguarding responsibility, and it is a feature of Serious Case Reviews. There is therefore a particular urgency for agencies without safeguarding supervision frameworks and arrangements in place (WLMHT, EHT and ESS; plus EPCT for GPs) to introduce them.

ii. Delivery of supervision to the required level is a key performance indicator and agencies should have arrangements in place to monitor and report on this.

iii. Quality of supervision should also be audited by agencies through surveying staff specifically about their experience of supervision, and observation of supervision sessions to determine if it is providing reflection and challenge. Currently no agencies have such quality assurance arrangements in place.

iv. Agencies will need to ensure that those providing supervision are adequately trained to do so.


3.2  Auditing of case records / files

Context and Standards

Auditing of case records – be they electronic or paper – against clear quality criteria is a recognised means by which managers can maintain oversight of service and practice quality. Good systems would involve regularity, expectations for managers at all levels to participate and feedback loops that translate findings into service improvement.

WLMHT has no arrangements for the regular and routine auditing of case records by managers, though it is considering introducing such an arrangements. 

EPCT has no arrangements for the regular and routine auditing of case records by managers in provider services.

EHT has no arrangements for the regular auditing of case records by managers (though ad hoc central audits do take place – see next section)

There are no arrangements in ESS / schools for the regular auditing of case records (nb: Ofsted’s review of 50 SCRs in 2007/08 found concerns about the adequacy of school records in 15 of the cases). 

EBP: because of the police supervision model being computer based, then the actual record is being reviewed. In addition to the supervisor quality assuring the work, cases involving children that reach a certain threshold of concern require the completion of a report called a MERLIN PAC; these are sent to the Public Protection Desk. The police sergeant in the Public Protection Desk quality assures these reports prior to them being sent out to partner agencies. These reports are also “dip sampled” by the Detective Inspector in the Public Protection Group. This auditing by the police sergeant did identify concerns about the quality of MERLIN PACS for children who had been arrested; through training performance was improved. 

CAIT supervisors, in addition to 1:1 supervision sessions, scrutinise the electronic investigation records. The Detective Inspector also looks at records on the electronic system. The CPS provides a second level of quality assurance for the cases that go to them.

The CSC has a very clear policy on the auditing of case records; every manager audits five per quarter; cases are allocated randomly to managers. A standard audit template is used. The audit information is sent to a central quality assurance officer for analysis. There is a meeting of all managers at the end of every quarter to give feedback on the themes emerging. In addition, every case coming up to being 18 months being subject to a child protection plan is audited. In practice, managers have not all been completing the number they should do, and it is not evident what practice improvements have resulted from this process.  

Comment / Recommendations for Partner Agencies

	i. For those agencies which do not have them, it is recommended that they set in place case record auditing arrangements appropriate to their service area.

ii. For all agencies it is recommended that there are robust arrangements in place to ensure that issues that emerge do translate into practice improvement   


3.3  Other systematic methods for management oversight

Whilst supervision and case record audit are perhaps the main methods of management oversight, there are others e.g. managers directly observing practice – sitting in on referral/duty points; “real time” supervision which involves going out with staff to observe them with service users “in situ” a couple of times per annum – which enables the supervisor to observe the supervisee, and the supervisee to observe and learn from the supervisor. 

In CAIT, there are new opportunities for direct observation of practice. Detective Sergeants will be going out with Detective Constables on arrest enquiries and interviews. This is possible because of the new staff allocation. In the EBP, the patrol sergeant is meant to patrol with their PCs a number of times each year; in more serious situations that police are called to the supervisor will attend; the police have daily Public Protection meetings and Daily Management Meetings to review current cases.  EBP have an aspiration for supervisors to attend all domestic violence incidents as matter of routine. 

ESS, EPCT and WLMHT have no other systematic arrangements for management oversight of practice (though direct observation of practice happens to some extent in CAMHS). With EHT there are some opportunities for direct observation of practice (e.g. registrars are with consultants; registrars and nurses are present at ward rounds; student nurses on a paediatric ward would have a mentor; there would be shift leaders on the ward). It is not clear if these opportunities are used systematically to strengthen safeguarding practice. CSC has some other sources of feedback e.g. complaint monitoring, comments from Independent Reviewing Officers for looked after children.  

Comment / Recommendations for Partner Agencies

	i. Agencies are recommended to consider if there are forms of management oversight, such as periodic direct observation of staff in practice, that could be introduced to strengthen the quality of their management oversight. 


4.  Quality Assurance

Context and Standards

“Safeguarding children” comprises complex human activity and relationships. Quality assuring safeguarding arrangements is therefore not simple. It will involve bringing together a wide range of different types of information into a systematic framework.

Traditionally and nationally, most agencies will have collated some pieces of information   – often set by Government or inspection bodies – which throw some light on some aspect of safeguarding. Some authorities have concluded, wrongly, that if they are doing well in these few area, then their safeguarding arrangements are sound.  

What agencies need is a thought-through “quality assurance strategy/framework”. This is a statement by an organisation of the totality of arrangements it has in place to monitor and ensure the quality of its work. It sets out the quality assurance functions and responsibilities of different people, and the specific methods used. It will usually incorporate a range of elements: e.g. supervision, managers observing practice on the front-line, feedback from service users and other agencies, feedback from front-line staff, a range of systematically collated quantitative and qualitative information including performance indicators, outcome information, an audit programme and reporting mechanisms. It provides a framework for how any deficiencies will be rectified.

ESCB, as part of its 2009/2010 Business Plan, has initiated work on the development of a quality assurance framework for partner agencies and the LSCB itself. For the purposes of the profiling exercise, particular elements of what would comprise a “quality assurance framework were explored.

4.1 A safeguarding quality assurance framework

CSC does have a form of basic quality assurance framework which brings together the different ways in which the service assures quality.  It also has a dedicated Quality Assurance Officer post.

ESS has no quality assurance strategy/framework for itself or schools.

WLMHT has no quality assurance strategy / framework.

EPCT does not have a quality assurance strategy / framework though it has developed a Performance Framework for monitoring compliance against minimum standards.

EHT does not have a quality assurance strategy / framework.

The central Command of which CAIT is part has a quality assurance unit – the Continuous Improvement Team. This team is responsible for site visits and audits. Every CAIT is inspected each year by the Team. It is not clear, however, whether there is a quality assurance strategy.

4.2  Audit Programme

Context and Standards

In order for agencies to acquire a deeper understanding of the quality of their safeguarding arrangements, it is good practice to undertake audits of particular areas of activity, and to have arrangements in place for the findings of these audits to lead to service development. Thus, as a minimum, one would expect to see an annual audit programme.

In CSC the Quality Assurance Officer undertakes a number of small scale audits each year (e.g. in 2010 this will be on chronologies). In addition, there is at least one external audit each year: in 2009 two audits were completed – one in respect of Children in Need / Child Protection cases, and one in respect of looked after children.

ESS has no annual audit programme of safeguarding practice (though three years ago schools were invited to have a health check of their safeguarding processes).

WLMHT does have a Trust-wide clinical audit programme. The 2009/10 programme comprises eight areas of auditing activity, six of which appear to cover Ealing Service Delivery Unit: Audit of compliance with “Visits to Psychiatric Inpatients Policy”; audit of user records (to determine what information about service users’ children is recorded); staff awareness focus groups; child satisfaction survey regarding visiting facilities; case note audit; Think Family.

EPCT did not have an annual safeguarding audit programme when the profiling work was started in late 2009; however, EPCT has identified this as a priority for development in its Safeguarding Action Plan. An audit plan is to be completed by February 2010 and an audit on DNA rates is to be completed before end March 2010. It is also planning an audit of clinical supervision to be completed by July 2010.

EHT does undertake audits, though it is not clear if there is an annual programme as such. Evidence of four audits over the past 10 years was provided.

· 2001: Audit comparing admission notes for children with child protection concerns against the recommendations of the Victoria Climbie Inquiry.

· 2006: audit of documentation of children admitted where there are CP concerns

· 2006: A&E paediatrics audit of frequent attendees

· 2009: audit of information documented in A&E.

CAIT and EBP do not have an annual audit programme.

4.3 Measurement of Outcomes

Context and standards

Nationally safeguarding performance has tended to be described in terms of process, inputs and outputs rather than outcomes for children. Thus agencies measure how many people have been trained/ recruited, how many assessments were completed, how many children had a plan, whether time-scales were met etc. This information is important and has its place in a total quality assurance framework. However, the most important information is to know whether all this activity makes a difference to children’s lives: are children happier, safer as a result? This is outcome information. Outcomes will be the focus of Ofsted’s safeguarding inspections of local authorities and their partners, as well as schools inspections.  

Outcomes of safeguarding activity are not systematically measured by CSC, ESS, WLMHT, EPCT, EHT or EBP.

In CAIT “outcome” is defined in terms of disposal i.e. whether the investigation resulted in a Sanction Detection such as admission, caution or charge – and this is measured.

4.4 Contribution of the views of front-line staff

Context and Standards

One of the reasons why this profiling exercise could not provide a comprehensive picture of safeguarding is that it did not collate the views of front-line staff.  Front-line staff will have a very good understanding of the true state of affairs, what is working well, what is not; therefore they are an essential part of any quality assurance system.

CSC has a number of mechanisms by which the views of front-line staff can be communicated: quarterly meetings of all managers in the Safeguarding and Support Service; the Director has induction meetings with all new staff, which enables gathering of initial impressions; every two months all Teams Managers meet together to look at quality issues; there is an annual staff survey; the Director visits sites.

WLMHT, EPCT, EHT, CAIT do not yet systematically collate /incorporate the views of front-line staff into quality assurance.

EBP hold monthly Borough performance meetings where the views of front-line staff and managers are shared.

4.5 Contribution of the views of partner agencies

Context and Standards

One of the ways in which individuals get a more accurate picture of how others experience them, and their impact on others, is by getting feedback from them. The benefits of “360 degree feedback” are equally relevant for organisations - especially feedback from the front-line staff in those agencies.

The CSC does have good partnerships with other agencies – this is the view not just of the CSC managers interviewed as part of this profiling exercise, but the view of other agencies interviewed. This means the Service can get “good intelligence” from partners. In addition, there are some specific arrangements in place which will enhance communications e.g. the Safeguarding Manager and her managers meeting every three months with the Detective Inspector and managers from the CAIT and officers from the Borough police.

WLMHT does not yet systematically incorporate the views of partner agencies into quality assurance – although a development event is being planned in each Ealing quadrant which will bring together staff from WLMHT, the EPCT mental health service and Children’s Social Care which will give the opportunity for the exchange of issues and experiences.

EPCT and EHT do not systematically collate the views of partner agencies. CAIT and EBP do not systematically gather the views of partner agencies but, as with CSC above, some of the shared meetings such as the Child Death Overview Panel, MARAC and IWOD allow for some exchange.  

4.6 Contribution of the views of children, young people and families

Context and Standards

At the end of the day, safeguarding arrangements are there to improve the safety and well-being of children and families. Unless agencies hear from them to find out their views on whether they are safer, whether their well-being is improved they will not know how effective their services and arrangements are.

CSC, EPCT, WLMHT, EHT, CAIT, EBP do not have systematic arrangements for gathering the views of children and families in respect of safeguarding children work. 

ESS: There is a major exercise undertaken every two years – the Health Related Behaviour Survey – to get the views of 7000 pupils on matters such as bullying and domestic violence.

Comment / Recommendations for Partner Agencies

	i. All partner agencies are recommended to develop systematic safeguarding quality assurance frameworks, and the ESCB will be leading work on this to help provide a consistent approach.

ii. Key within these frameworks will be the need to develop a focus on outcomes, so that the impact of safeguarding activity by partners – in terms of safety and well-being outcomes for children and families – can be measured. This will take time to develop, but partners will be asked by the ESCB to start to frame and report what they do in terms of outcomes. These will start to be reported in the new statutory LSCB Annual Report / Business Plan, to be ready by April 2011.

iii. There is a particular pressing need to strengthen quality assurance arrangements in respect of schools and the Schools Service. 


5.  Partnership Working

As noted in the Overview Section above, all agencies reported positively about their experience of partnership working in Ealing; there is clearly considerable respect between partners and a willingness to strengthen partnership working.

As part of the profiling exercise agencies identified specific operational areas where partnership was working well and areas where partnership working could be stronger. These will be fed back to the agencies concerned, rather than reported here.

What has been interesting to note is that many of the partner agencies have been struggling with shared problems e.g. developing robust supervision arrangements, measuring outcomes,  how to quality assure effectively. When talking to the agencies about these issues, the sense one forms is that they are to a large extent struggling with these issues in isolation rather than with each other.  

This suggests that the ESCB and its Sub-Groups need to be providing a stronger lead in helping partner agencies to address these cross-over issues, and in ensuring that problem solving is co-ordinated.  

6.  Governance Arrangements

Context and Standards

The safeguarding of children is a complex area of activity. As noted above this complexity means that it is not easy to gain a real of sense of what the state of safeguarding is in any agency or area. Because of this complexity and because of the sheer importance of this area of work (and the consequences of what happens when things go wrong), there need to be governance arrangements in place which are fit for purpose. In particular, those individuals and bodies with the overarching responsibility – such as councillors and Council committees, local authority Chief Executives and Directors of Children’s Services, NHS Chief Executives, Executive and Non-Executive Directors and Trust Boards, police Commanders – need to have access to full and meaningful information so they can be confident they know the areas of vulnerability and risk as well as the areas of strength.  

One of the consequences of the complexity of safeguarding, and the fact that there will always be development and change, is that agencies will need very clear safeguarding strategies and work plans in place to provide a clear, accountable and transparent framework for their change management.

One way in which those with governance responsibility will know what the reality is, is by visiting the front-line and meeting with operational staff.

6.1  WLMHT

Safeguarding Governance Framework

During 2009/10, WLMHT developed a strong safeguarding children governance framework.  Key elements are:

· Board Director with the clear lead for safeguarding (Medical Director)

· The Trust-wide Safeguarding Children Team

· The Safeguarding Children Clinical Governance Sub-Group of the Clinical Standards and Strategy Group

· Local safeguarding teams in each SDU.

Safeguarding Strategy / Work Plan

WLMHT does have a draft Safeguarding Children Strategy 2009/2011 which is being consulted on. This contains a number of objectives for the coming years, some of which are relevant to the points raised in this report. There does not appear to be a SMART “safeguarding work plan” which more specifically identifies and ties down the actions that will take place with measurable outcomes and more precise time-scales. 

Reports to Board

The Medical Director presents an annual safeguarding children report to the Board each year which sets out a review of progress to-date and future priorities. The report contains detailed description. The plan in WLMHT is to move away from this narrative style of report to one which will give a better picture of the practice reality, and to consider having more than one report each year.

Other information also goes to the Board e.g. relevant SCRs, compliance declarations, policies for approval. 

WLMHT has a new Board; the agendas for previous board meetings were too big to allow proper discussion of issues.

 Meeting front-line staff

The new Chief Executive has been “out-and-about”. There has been a recent visit to wards by two Non-Exec. Directors. The remit of the five new non-Exec. Directors includes the “patient experience”.

Management Information / Performance Data Set / Framework

WLMHT does not yet have a data set of key safeguarding information to assist with quality assurance (this would normally be part of the overall quality assurance framework referred to above). The 2008 / 2009 Annual Safeguarding has this as an objective for the year, but it is still outstanding.

6.2 EPCT

Lead Director

EPCT has a lead Director for safeguarding – the Director of Quality Assurance, Clinical Governance and Clinical Practice.

Safeguarding Strategy / Work Plan

The PCT does not yet have an overarching safeguarding children strategy setting out a comprehensive analysis of safeguarding issues, priorities and challenges – whether as a commissioner or provider. However, the provider service has developed a clear safeguarding children action plan for 2009/2010 – with which it is making good progress.   

Reports to Board

The PCT is strengthening its safeguarding reporting arrangements. The report to the October 2009 Trust Board meeting is a positive example of this, identifying clearly high and medium risk areas e.g. training, supervision, audit, health visitor vacancies. EPCT has developed a basic quantitative performance framework which is attached to the report together with an action plan. The intention is to bring a safeguarding children report to the Board every six months. 

6.3  EHT

Lead Director

The Director of Nursing and Clinical Practice is the lead Executive Director for safeguarding children.

Safeguarding Strategy / Work Plan

EHT has document entitled Safeguarding Children Strategy – Policy and Procedures – which is a practice guidance document, rather than a strategy document. It does not have a safeguarding children action / work plan. 

Reports to Board

The Trust does take reports on safeguarding to its Board (three in 2009 plus one on the private section) containing basic information. However, these documents contain no analysis of the key risks and issues facing an acute health service.

Other governance arrangements

EHT has a Safeguarding Children Group which meets every 2-3 months. It is chaired by the Director of Nursing and Clinical Practice. According to the Safeguarding Strategy, this is a multi-disciplinary group with Trust-wide representation – including the Named Nurse and Named Doctor. It reports to the Clinical Governance and Strategic Risk Committee.

Management information / performance framework

EHT does not have a management information / performance framework for safeguarding children activity. 

6.4  CSC

Safeguarding Strategy / work Plan

The Service has a “Safeguarding Improvement Plan” which is regularly reviewed and updated.  This includes a very wide range of actions under a number of headings e.g. good practice, quality assurance, supervise, multi-agency working. 

Reports to Boards Committees

Reports about safeguarding are taken to various committees and boards in the Council’s governance structure.

· A review of safeguarding was taken to the Cabinet in June 2009.

· Update / progress reports on safeguarding are taken to Corporate Board every three months. These reports cover issues such as: recruitment and retention, outcome of inspection, updates on previously agreed actions.

· A report on Children’s Services Performance (which includes some safeguarding-related PIs) goes to the Education, Leisure and Children’s Social Services Scrutiny Panel twice a year. (However, the information provided would not allow for detailed analysis of safeguarding issues).

Senior Management Contact with Front-line staff

· The Director of Children and Families goes to operational sites every quarter.

· The Chief Executive has visited some sites.

· The Executive Director has visited sites.

 Management Information / Performance Data Set / Framework

There is a safeguarding MI framework.

6.5  ESS

Safeguarding Management Lead

There is a designated officer who is the “safeguarding lead” for the Schools Service. The safeguarding responsibilities within the senior management team of the Schools Service were less clear at the time the profiling work was undertaken. There has been a recent re-organisation which should clarify responsibilities. 

Safeguarding Strategy / Work Plan

The Schools Service does not yet have an overarching safeguarding children strategy setting out a comprehensive analysis of safeguarding issues, priorities and challenges; objectives and outcomes to be achieved and the work programme to achieve them. 

 Reports to Senior Management Team / Committee

No regular reports on children’s safeguarding or regular safeguarding management information reports go to the senior management team within the Schools Service.

There is a Scrutiny Committee for education / children’s issues, but no reports have gone to it on “education and safeguarding”.

Contact by senior managers with school staff

There are no arrangements for senior managers to meet with school staff to hear their views on safeguarding issues. Senior advisors meet with SENCOs and managers meet with Heads – this might throw up safeguarding issues. 

Safeguarding Management Information

The Schools Service does not have a safeguarding management information framework.

6.6 CAIT

Safeguarding Strategy / Work Plan

SCD5 has a Child Abuse Investigation Command Delivery / Policing Plan for 2009/2010.

This sets out:

· the Command’s strategic objective and a range of contributory objectives – in the context of the Commissioner’s strategic vision (captured in the “5 Ps” of presence, performance, productivity, professionalism and pride).

· key measures and targets

· key activities for the year

This is a positive, high-level document which gives a clear sense of direction and priorities.

CAIT does not have a safeguarding work plan. 

Reports to Board / Management information / performance framework

There is a clear management information /performance framework system in place. 

The CAIT has to provide a set of figures every month to the Command’s Management Information Team. A report then goes to the senior management team each month, and to the CAIT itself. This enables comparisons to be made across different CAITs.

The Command’s Continuous Improvement Team has introduced a new annual inspection regime: the Bi-Monthly Review.  All CAITs will be subject to inspection and review within a 12 month period.  What is interesting (and very positive) about this process is the range of performance information that is gathered in the Bi-Monthly Review e.g.

· Staffing position

· Capacity

· Sickness

· Training

· Budget

· Key performance information re: Command priority targets

· Range of process / activity information re: investigations, case conferences, partnership, SCRs.

· From the structure of the Bi-Monthly Review pro forma, it would also appear that the Continuous Improvement Team also provides an analysis based on the information in the document.

Performance Measures and Targets

In each performance year, there is a set of performance measures and targets – currently nine objectives. CAIT is performing above target on several indicators:

Senior Management Contact with the front-line

The Superintendent responsible for North and West region of the Command does spend a lot of time at Northwood (where the CAIT is based) and does talk with front-line staff. The DCI in charge of West area is based at Northwood. The DI’s view is that this means that the Senior Management Team does know what’s going on – particularly high profile cases. 

6.7  EBP

Governance Structure

There is a clear governance structure for the EBP:

· Assistant Commissioner for Territorial Policing

· Deputy Assistant Commander

· Cluster Commander (six in Met.)

· Borough Commander

Safeguarding Strategy / Work Plan

There is no safeguarding children strategy or plan as such. There are different layers of plans:

· National policing plan

· Metropolitan Police Plan

· Territorial Policing Plan (priorities = serious violence, public confidence and residential burglary)

· Borough policing plan – this is to be developed.

Work is being done on a joint Council / police needs assessment. A series of action plans will be developed for different parts of the Borough service.

Performance / Management Information Data Set

· A performance data set for the work of the Public Protection Desk is being developed – in place by April.

Comment / Recommendations for Partner Agencies

	i. All agencies should have clear safeguarding children strategies and work plans in place to provide a clear structure, direction of travel, priorities and accountability for this work. 

ii. There would be value in the Ealing health sector – EPCT, WLMHT and EHT – considering together what information needs to be presented to their Boards that would enable the Boards to have a comprehensive understanding of the nature of safeguarding children issues in their area.  The EPCT Board report of October 2009 presents a good model for this.

iii. The reports going to the Council’s Scrutiny Committee will only give a limited picture. It is recommended that the Council considers if there are alternative ways in which councillors in particular could gain greater insight into safeguarding arrangements -  for example, by Scrutiny undertaking a themed review of safeguarding.

iv. There have been no systematic governance arrangements in place in respect of safeguarding and the Schools Service / schools. The new organisational arrangements with children’s services in Ealing should provide the opportunity for the strengthening of governance arrangements, and in particular the development of a “safeguarding in education strategy”. 

v. Relevant safeguarding children needs data should be a part of the joint Council / police needs assessment referred to in 6.7.

vi. It would be positive if “safeguarding children” were to be a section of the new Borough police plan.
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