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SLOUGH LOCAL SAFEGUARDING CHILDREN’S BOARD

      


Newsletter 1

SAFEGUARDING UPDATE

At the Serious Case Review Panel meeting held on 19 January, 2011, the Panel felt it was important to share with the LSCB Partnership lessons learned from a recent Slough IMR and also some more general lessons learnt from Serious Case Reviews nationally.

This bulletin highlights key learning messages.  We would ask you to review them and see if any of the learning points could be incorporated within your organisations to help us deliver better services to children and families.  At the next LSCB Partnership meeting on 8 March, 2011, we will be asking for your feedback.

A recent Slough IMR relating to Baby JW

Lessons Learnt   
Consultant Paediatrician Heatherwood and Wexham Park Hospital Trust

Following a recent Internal Management Review of 2 siblings, the younger one with multiple fractures and poor growth and the older with developmental delay, two particular lessons have been learned & shared with staff. Firstly, the baby missed 2 appointments for a hip scan and also 2 appointments for the paediatric clinic. Our guidelines have been updated to highlight the possibility that repeat non-attendances may be a marker for safeguarding concerns. All letters regarding non-attendance are copied to GP and health visitor/school nurse.  A cause for concern form or professional meeting

The second concern was that the older sibling was not checked until the following day. Both health practitioners and social care need to always consider urgently whether other siblings may be at risk and the need for a same day check.

Lesson Learnt   
Berkshire East Community Health Services

One of the most important lessons learnt has been how easily children can ‘disappear’ in a family where there are complex needs.  In this case, the older sibling, who was still a baby, was not remarked upon within the record from the time of the birth of his younger brother.  On reflection, the practitioners involved provided a poignant and accurate in depth assessment of this child.  We are reminded how easy it is for practitioners to be ‘side stepped’ by very manipulative parents away from what may or may not be going on for the children of the family.  We also learnt that practitioners require more child protection supervision from the named nurses for child protection, and time should be allowed for discussions about vulnerable families as well as those who have children with a child protection plan.  Regular liaison must take place between members of the skill mix team when working with a complex family and, any action, recorded and evaluated.  Should a ‘vulnerable’ family be difficult to access, practitioners must discuss this with the GP and advice sought from the named nurse for child protection.  Should a family refuse a referral to a partner agency, this is unusual, and must be discussed with the named nurse for child 
protection.’
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Report summary 
Learning lessons from serious case reviews 2009–2010 

Ofsted’s evaluation of serious case reviews from 1 April 2009 to 31 March 2010 

This report provides an analysis of the evaluations of 147 serious case reviews that Ofsted completed between 1 April 2009 and 31 March 2010. 

Key findings 
· Of the 194 children who were the subject of the reviews, a majority were five years old or younger at the time of the incident. There were 69 under one year old and 47 between one and five years old. 
· At the time of the incident, 119 of the children were known to children’s social care services. This is a similar proportion to the findings of the previous year’s report. 

· The characteristics of the families were also similar to those identified in Ofsted’s previous reports. The most common issues were domestic violence, mental ill-health, and drug and alcohol misuse. Frequently, more than one of these characteristics were present. 

· Some parents were receiving support from agencies in their own right, including from services for adult social care, adult mental health, substance misuse, housing and probation. These agencies were found to have held important information about the family circumstances, but too often this was not shared early enough. 
· Of the 194 children, 90 died. The other 104 were involved in serious incidents, following a history of concern by the agencies involved, including being the subject of a child protection plan. The most common characteristics of the incidents were physical abuse or long-term neglect. 
· local Safeguarding Children Boards identified the lessons to be learnt from the serious case reviews and made recommendations for action and improved 
· practice by agencies in their areas. There are six main messages which recur throughout the reviews. These messages are about the importance of: 

− focusing on good practice 

− ensuring that the necessary action takes place 

− using all sources of information 

− carrying out assessments effectively 

− implementing effective multi-agency working 

− valuing challenge, supervision and scrutiny. 
· A consistent finding from the reviews was that there had been a failure to implement and ensure good practice rather than an absence of the required framework and procedures for delivering services. 
· Most of the serious case reviews identified sources of information that could have contributed to a better understanding of the children and their families. They also highlighted concerns about the effectiveness of assessments and shortcomings in multi-agency working. 
· Reviews found that there had been insufficient challenge by those involved. The statements of parents or others in the family should not have been accepted at face value; individual professionals and agencies should have questioned their own and others’ views, decisions and actions; and there were shortcomings in the supervision and intervention by managers. 
· Local Safeguarding Children Boards also identified failures to ensure that the necessary action was taken because of gaps in the services that were available; decisions which, with the benefit of hindsight, were found to be wrong; insufficient consideration of the child’s individual needs; and ‘professional drift’ resulting in a lack of action. 
· Too often the focus on the child was lost; adequate steps were not taken to establish the wishes and feelings of children and young people, and their voice was not sufficiently heard.
· Most of the serious case reviews identified sources of information that could have contributed to a better understanding of the children and their families. This included information about or from fathers and extended family, historical knowledge, information from other agencies, the cultural background and research findings. 
· The overview report has a critical impact on the overall quality of the serious case reviews and the depth of learning. This year, 19 overview reports were judged to be outstanding. These reports provided incisive commentaries and interpretations of the actions taken and those that should have been taken. 
· Of the 147 reviews, 60 met the six-month timescale for completing the reviews, which was established in the most recent revision of Working together to safeguard children (referred to in this report as Working together). Sixty took 
· Ofsted’s previous reports identified concerns about the lack of consideration by Local Safeguarding Children Boards of race, language, culture and religion. An uneven pattern was found in the reviews covered by this report. Many of the reviews did not consider the issues sufficiently or focused on one aspect to the exclusion of others. In those reviews where race, language, culture and religion were dealt with sensitively, for example, there was increased learning from the review. 
· There was evidence of improvement in the involvement of family members in the review process. In the best examples, the views of the family were woven into the final report and had an influence on the findings. However, only 15 reviews indicated clearly that the Local Safeguarding Children Board had tried to involve children and young people in them. 
Derby Serious Case Review - briefing re: key learning

Emerging issues

· Both young people were made more vulnerable to abuse in adolescence by early life experiences, including inconsistent parenting, neglect, significant losses and isolation. This underlying vulnerability was not recognised; universal services (health and education) missed the early signs of concern and social care failed to respond consistently when concerns were raised. Early intervention may have lessened their vulnerability and increased their resilience to the abuse later suffered.
· Opportunities to intervene were also missed later as their behaviour grew more chaotic and challenging in adolescence. The ‘risk of significant harm’ were either not recognised or inaccurately assessed. There was no evidence of inter-agency action and no application of existing procedures such as the Common Assessment Framework (CAF) for collating concerns across agencies. Safeguarding procedures were not used to protect them.

· Agencies did not work together sufficiently to create a comprehensive picture of their lives and co-ordinate responses. Agencies did not recognise or understand the signs and symptoms of abuse or know how to respond.

· Once in care the placement choice was limited and staff were unable to prevent their frequent absconding or deal with their challenging behaviour. This was interpreted as rebellious behaviour rather than recognised as the symptoms of abuse. Whilst in care both young people received criminal convictions for behaviour that should have been dealt with in terms of their status as victims. One of them received a custodial sentence.

· The covert nature of this police operation was groundbreaking and this led to successful arrests and prosecutions. However, some aspects could have been improved in order to ensure a focus on the safeguarding of the young women rather than the focus on perpetrators, including:

· a clear understanding of the roles and responsibilities of all agencies

· involvement of all relevant agencies at the earliest possible stage

· an agreed approach to assessing risk and abuse

· consideration of the resources required and 

· an agreed process for information sharing across agencies.

· Key lessons: the potential for poor outcomes increases significantly when intervention does not take place at an early stage to address early signs of concern. The costs both at individual level (in terms of emotional and psychological wellbeing and to the country in terms of resources is far greater when this doesn’t happen.
· It is difficult to conclude that CSE was predictable and preventable however given their backgrounds and early experiences it was predictable that they would become vulnerable adolescents.
· There was a failure to understand the impact of coercion on YP behaviour and to assess their capacity to make informed choices.
· Needs and indicators  
· Importance of early childhood experiences

· Importance of culture and ethnicity in both perpetrator and victim profiles

· Time, attention and resources need to be focussed on early intervention to address known concerns

· A parent’s own history and lifestyle needs to be assessed and understood in terms of impact on parenting abilities

Policies and procedures

· Links between CSE and young people who go missing are well established. These messages must be disseminated to front line practitioners and updated into training and procedures
· Having policies and procedures in place is not enough if staff are not aware of them or do not use them in a timely way
· Written records are essential
· Child protection procedures must be fit for purpose and understood by managers
Assessments 

· Early assessment using CAF must be improved (particularly in health and education)
· Assessments of risk of CSE must include issues of ‘capacity’ and ‘consent’ within context of YP’s circumstances, previous history and fact that CSE is itself abusive. How the balance between protection and prosecution has been assessed must be recorded.
· Implications of using covert tactics were not understood by all agencies and not covered in inter-agency procedures.
· Agency specific assessments are no substitute for a comprehensive needs assessment
· Young people at risk of CSE must be treated as ‘children at risk’ and statutory procedures used to address this risk and determine levels of intervention.   

Planning and intervention to safeguard

· Criminal behaviour can be another indicator of abuse and needs to be taken into account when assessments, plans and sentencing options are considered.

· Plans for LAC must be based on a comprehensive and realistic assessment of their needs and the availability of resources to meet them

· Much more work is needed to determine the way in which the balance between gaining evidence and safeguarding young people is decided and how the issue of ‘capacity’ and ‘consent’ is assessed in CSE cases.

· In large, complex cases a multi-agency contingency plan is essential, setting our all risks and contingencies and exploring best way of deploying scarce resources across agencies to the benefit of young people.

Organisational issues 

· Involvement of senior managers at earliest opportunity is essential, preferable co-ordinated via the LSCB to ensure multi-agency approach

· Good staff supervision and support is essential in enabling staff to deal with complex and difficult safeguarding issues

· Agencies must be clear about responsibilities for sharing information re: safeguarding concerns
· A shared understanding of the principles around ‘need to know’ and the difference between information to safeguard young people and information for police surveillance operations is crucial if operations are to succeed both in terms of safeguarding and apprehending perpetrators. 

· The level of resource and the capacity of various organisations to respond must be considered prior to the operation commencing in order to ensure its realistic implementation

· Staff in all agencies need to be better trained and equipped to deal with CSE

· Roles and responsibilities must be clearly set out and understood, in particular between voluntary organisations and statutory agencies. 

Identity 

· All staff should have training and development opportunities to better understand how to work with identity formation and positive self image development.

· Poor self image is a vulnerability factor in young people at risk of CSE

Wishes and feelings of YP 

· A shared understanding of the grooming process and its impact on young people is fundamental (to identifying and responding to CSE) 

· When young people are listened to and their experiences accepted and understood they may open up and talk about what is happening to them

· Patience, empathy and perseverance are needed by staff to successfully engage young people
Relevant recommendations (applied to national context):

· Central Government should commission research into the characteristics of known perpetrators of abuse of this kind to determine whether there are any features that might assist early identification

· Also the CPS should ensure that issues of abuse are explicitly considered in decisions to prosecute an alleged offender who has been subject to abuse and coercion so that wherever possible young people who are exploited are not criminalised.

· LSCBs should establish regular audit processes to ensure s.47 enquiries and core assessments are being used where there is a reasonable cause to believe a YP is at risk of significant harm

· Children’s social care should ensure that core assessments in cases of suspected abuse of this type include an assessment of YP capacity to make decisions about willingness and consent within the context of their life experiences and circumstances and taking into account grooming process and impact of coercion. Staff training should be provided to facilitate this.

· Children’s Trust should ensure that early intervention and prevention strategies are robust and that all agencies understand importance of early intervention and assessment. Universal services should be helped and reminded to use CAF in order to provide early assessments of a child’s vulnerabilities.

· LSCB and single agency training should include issue of identity and how they relate to children’s safeguarding.

· LSCBs should ensure that Missing Children protocols include robust arrangements to ensure practitioners and police officers are clear about what action should be taken when a child is reported missing, including when and where to share information and who is responsible for analysing repeat episodes.
· Prevention and information

· Children’s Trust should ensure children receive sessions in schools to safeguard them in digital world (e-safety) and CSE to they are able to take action to keep themselves safe

· LSCB should provide information for families to help them understand the risk factors and impact of abuse and exploitation 

· Police and partners should establish the use of witness care programmes that ensure investigations of abuse and exploitation promote the best outcomes for the young person.          

Background notes:

· Relevant policies and procedures were in place but staff were not always aware of them and/or did not use them in a timely way. Child protection services were not always understood by staff in universal services and children’s social care staff did not apply them when the level of concern clearly demanded it. Health and other agencies were not always familiar with policies re: information sharing – therefore information about concerns was not shared effectively.

· Some agencies used their own procedures effectively but they were used in isolation and did not contribute to a comprehensive picture of the girls’ needs.
· Derby LSCB had procedures for complex abuse (and these informed police investigation). However, they were not well understood by managers and staff, did not fit well with requirements of the investigation and were not therefore comprehensively applied. This led to difficulties re: information sharing, resource allocation, risk assessment and clarifying roles and responsibilities.
· Both YP were subject to many assessments of various kinds but no comprehensive risk assessment of their needs was undertaken until after the police operation.
· Therefore, assessments that were undertaken in relation to sexual exploitation did not fully take into account their vulnerabilities when considering their ability to make an informed decision about whether or not they wished to be involved with their abusers.
· Once looked after it was clear that facilities in Derby were inadequate to deal with their behaviour. There were avoidable delays in plans to place outside Derby.

· This resulted in one YP receiving a criminal conviction for assaulting care staff for which she received a custodial sentence. The other YP was placed in secure accommodation for her own protection.

· Both YP subject to a number of plans – care plans, LAC plans, CP plans and youth offending plans but it was not clear which took precedence and how information was shared in order to integrate them. E.g. both YP convicted of offences and whilst youth offending plans took account of the risks of abuse there was little understanding of the links between offending behaviour and the impact of CSE. Poor communication between YOT and social care meant that not all the risks were known both were dealt with as offenders rather than as the victims of abuse.

· Information sharing and communication between agencies is a key issue for review. Some were unaware of principles of sharing information re: safeguarding concerns; others were unwilling to do so. At other times agencies didn’t recognise the significance of the information they held and so didn’t share it. There was confusion about what information could be shared about the police investigation which led to misunderstandings. This had a significant impact on the understanding of the YP’s circumstances and the ability of agencies to respond.

· Issues of culture, ethnicity and identity were a key feature in relation to both victims and the alleged perpetrators. None of the assessments paid enough attention to these issues despite the fact that they contributed to the YPs’ vulnerability to predatory men.

· Questions raised as to whether the ethnicity of the abusers has had any bearing on their involvement in the exploitation and whether the ethnic origin of the victims was significant in making them targets. It has not been possible to draw any firm conclusions but is an issue worthy of wider consideration, possibly on a national basis.

· Little evidence of YP’s involvement in discussions, plans and assessments in early years. They were more involved as adolescents but assumptions were made about their ability to make choices or decisions about their lifestyle. Balance needed to be made between involvement and protection. 

· Combination of factors resulted in YP not being able to talk about what was happening to them:

· Their own behaviours and reluctance to engage with services

· Did not initially see themselves as victims of abuse

· Power of abusers to silence them

· Lack of understanding on part of agencies of signs and symptoms of CSE

· Perception of YP as rebellious adolescents

· Fragmentation and limitation of some services e.g. residential services who assumed they were going ‘willingly’ to meet their abusers.
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