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Foreword from the Independent
Chair
I am pleased to present the 2015-16 Annual Report on behalf of
all the agencies represented on the Cheshire West and Chester
Local Safeguarding Children Board (CWCLSCB). The reports
shows that in Cheshire West and Chester we have continued to
build on the strong partnership foundation to meet the many
challenges facing agencies in ensuring that we are not only
keeping children and young people safe but also improving the
outcomes for our most vulnerable children. The board ‘benefits
from the commitment and full support of a wide range of
partner agencies represented at the right level of seniority,
who commit resources to the board and to the safeguarding
agenda’ (Ofsted February 2016).

This report covers 1 April 2015 to 31 March 2016 and highlights the activity, progress and
challenges faced by Cheshire West and Chester LSCB with a particular focus on the five
priority areas outlined in our Strategic Plan 2015-19, and the statutory functions of the LSCB.
We have set out the achievements made in 2015-16 and the areas where we need to
continue to make improvements.
In November 2015, the LSCB was inspected by Ofsted (report published February 2016).
We were very pleased to receive a “Good” grading for effectiveness. The scrutiny and
findings from the Inspection are referred to throughout this annual report and the full
inspection report can be found at Appendix 4. Ofsted made four recommendations that have
been incorporated into the 2016/17 Business Plan. These recommendations are:







Continue to make improvement within the audit process so that the Board can further
be assured that the findings are an accurate reflection of practice within CWAC;
Further improve the contribution and engagement with young people so that the
Board has an understanding of a broader range of views and can use these to
influence the safeguarding agenda;
Undertake a comprehensive evaluation of training along with the planned training
needs analysis, and use this information to review the current offer to ensure that it
meets the needs of all practitioners within CWAC ;
The LSCB should expedite the work in relation to female genital mutilation so that it
can quickly analyse and report on the prevalence and hold agencies to account for
their practice in protecting girls who are potentially at risk or who are at risk.
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As well as chairing the CWCLSCB meetings I also get out and about to hear from those who
are working on the “front line” of safeguarding practice. The Board has a prime purpose of
ensuring that agencies are keeping local children safe and that where they have intervened
they have made a positive difference in children’s lives. The Board is expected to challenge
the work of members, both collectively and individually, assess performance and highlight
strengths and weaknesses. The Board recognises the importance of residents of Cheshire
West and Chester knowing about the work their local authority, partner agencies and the
Board are doing to safeguard children and young people in the borough.
The Board will continue to encourage the public and professionals alike to raise their
concerns as early as possible. We need children and young people to know that their
wellbeing is at the heart of our safeguarding systems.
In order to keep the focus of the Board on the quality assurance and effectiveness of front
line services we have moved to a themed approach to board meetings where we are able to
scrutinise in more detail areas of practice and get assurance from board partners as to how
they quality assure their own systems and processes. This has resulted in a number of
changes that have been implemented i.e. assurance regarding ‘out of area’ placements for
children looked after; support to refresh the neglect strategy; partnership focus on a specific
location within the Borough.
“Regular reporting to the Board of key safeguarding areas including early help,
private fostering, allegations management, child sexual exploitation and the work of
the Child Death Overview Panel (CDOP) assists the Board in monitoring and
evaluating the effectiveness of what is done by the local authority and its board
partners, both individually and collectively, to safeguard and promote the welfare of
children.” (Ofsted 2016)
During our last annual report (2014-15) the Board commissioned two serious case reviews
(SCR’s) – these have progressed within timescales and are now published on the LSCB
website. The learning from these can be found in section 5 of the report.
This year, in order to raise the profile of the LSCB and have accessible information available
about the work of the board; the website was redeveloped with support from front line
practitioners and the Local Authority IT team - the recently refreshed LSCB website is
accessible and easy to navigate around. It has a comprehensive, up-to-date set of
procedures, which are interactive’ (Ofsted 2016). The board also now produces ‘key
issues’ reports outlining the discussion and decisions that the board has made. These
reports are available on the website.
I continue to be privileged to work with partners who share my commitment in ensuring that
children and young people are safer as a result of our collective actions, and are open and
willing to analyse their performance to ensure it improves outcomes for children and young
people. As a board we continue to ask the questions ‘what will the impact be; what does that
mean to children and young people; and how will we know we have made a difference”
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To conclude, I would like to thank members of the Board, across the partnership of our
voluntary, community and statutory services and all the frontline practitioners and managers
for their commitment, hard work and effort in keeping children and young people safe in
Cheshire West and Chester. We will continue to seek out what we can do better, to support
the community we serve and ensure that children and young people are safer as a result.

Gill Frame, Independent Chair
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SECTION 1: INTRODUCTION
About the LSCB
Cheshire West and Chester Safeguarding Children Board (LSCB) is a statutory body
established under the Children Act 2004. It has been independently chaired, by Gill
Frame, since January 2014, and consists of senior representatives of all the principle
stakeholders who work together to safeguard children and young people.
Our Responsibilities
To co-ordinate and ensure the effectiveness of what is done by each agency for the
purpose of safeguarding and promoting the welfare of children and young people in
Cheshire West. We aim to do this by:
Co-ordinating local work through:




Developing robust policies and procedures both locally and with Pan
Cheshire LSCBs.
Participating in the planning of services for children in Cheshire West.
Communicating the need to safeguard and promote the welfare of children
and explaining how this can be done.

Ensuring the effectiveness of that work through:





Monitoring what is done by partner agencies to safeguard and promote the
welfare of children.
Undertaking Serious Case Reviews and other multi-agency case reviews and
sharing learning opportunities
Collecting and analysing information about child deaths
Publishing an annual report on the effectiveness of local safeguarding
arrangements in Cheshire West.
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Our Vision and Values
“We seek to ensure that every child and young person in Cheshire West and
Chester grows up in a safe environment that enables them to achieve their full
potential”.
The following shared values are at the heart of the LSCBs work and promoted by all
Board Members:
1. All Children and Young People in Cheshire West and Chester have a right to:
a. be treated with dignity and respect and have their voice heard
b. the best possible outcomes regardless of their age, gender, ability,
race, ethnicity, religion, sexual orientation and circumstance.
2. Safeguarding the wellbeing of Children and Young people is a priority for us
all
3. We will actively involve children, young people and their families in our work
4. We will listen to front line practitioners and take their views into account
5. We will act in an open, transparent way and will foster a culture of challenge,
scrutiny and support across the partnership
6. We will share learning to safeguard Children and Young People
7. We will celebrate strengths and positive achievement, and are committed to
continuously improve
8. We will work with other strategic partnerships across Cheshire West and
Chester i.e. Children’s Trust Executive, Health and Wellbeing Board to ensure
that our plans are aligned to maximise the opportunities for our Children and
Young People.

Our Priorities
Board members have collectively agreed five strategic objectives that will inform the
work of the Board over the next four years. The Business Plan is reviewed and
refreshed annually and is informed by the previous year’s Annual Report and
progress against the business plan in that period. In setting the priorities for 2015-19
the following information was considered:
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West Cheshire Children’s Trust Children and Young People’s Plan priorities –
these include: Emotional Health and Wellbeing; Children in Care and Care
Leavers; Special Educational Needs and Disability (SEND); Prevention
(Integrated Early Support); Closing the Gap (Attainment), and Domestic
Abuse.
Children in Care and Care Leavers Strategy 2015-2018.
Cheshire West and Chester’s Health and Wellbeing Strategic priorities –
these include Starting Well; Substance Misuse (Living Well) and Mental
Health.
The LSCB Annual Report 2014-15 and evaluation of the impact of the LSCB
Business Plan 2013-15.
Recommendations from inspections and other reviews
Analysis of local need (Integrated Strategic Needs Analysis - ISNA)
Priorities identified from the LSCB performance management data and local
quality assurance audits.
Outcomes of case reviews and audit – including national serious case reviews
and local reports.

The overarching Strategic Priorities for 2015-2019 are:
1. To be assured that there is efficient, effective and co-ordinated responses to the
identified needs of children across the ‘continuum of need that results in
improved outcomes for those children. (Improving Outcomes)
2. To demonstrate that the voice of the child is central to our work and that the
views of young people, their families and frontline practitioners inform practices
and shape services. (Engagement)
3. To be assured that we know our most vulnerable children and effectively
safeguard them. (Knowledge)
4. To continually develop and improve the way we work so that outcomes for
children improve. (Learning)
5. To provide strategic leadership across the partnership in relation to safeguarding
(Leadership)

Ofsted’s Feedback
The business planning process is highly effective and the 2015−2019 business plan has
utilised information from the JSNA, audits and practice learning reviews (PLRs). The
8
identified priorities are in line with local needs.

Governance & Accountability Arrangements
The Independent Chair
It is the responsibility of the Chief Executive of the Cheshire West and Chester Local
Authority to appoint an Independent Chair, and drawing on other LSCB partners and
the Lead Member, to hold the Chair to account for the effective working of the LSCB.
The Independent Chair meets on a quarterly basis with the Chief Executive, the
Director of Children’s Services (DCS), the Leader of the Council and the Lead
Member for children. The focus of discussions this year has been on:







Multi-agency arrangements for Child Sexual Exploitation;
Reporting arrangements to the Health and Wellbeing Board. It was agreed
formal reporting would be done via a combined Childrens Trust and LSCB
report;
Independent scrutiny/challenge of the safeguarding arrangements within a
voluntary sector provider;
Engagement with the Faith sector – led to stronger links with this sector;
Strengthening the arrangements of the Pan Cheshire Child Death Overview
Panel and support to progress recruitment of an independent chair.

In April 2015 the Chair also has an annual appraisal with the Chief Executive and the
Director of Childrens Services and the following objectives were agreed:
 LSCB Governance – this led to the review of the governance handbook for
the board and the refresh of the strategic partnership boards joint working
agreements;
 Building relationships;
 Raising the LSCB profile – key messages from the board are now published
on the website; there is also a programme in place for front line visits from
board members;
 Joint working with other partnership boards – led to a joint development
session with Adult Safeguarding Board and agreement of joint objectives.

Ofsted’s Feedback
The chair of the Board meets quarterly with the Chief Executive, the DCS, the Lead
Member for Children and the Leader of the Council and the minutes reflect challenge
offered in relation to the work of the board and close monitoring of actions and plans.
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The chair also meets with individual board members on a 1-1 basis to seek their
views on the effectiveness of the board and safeguarding issues relating to their
agencies. Following these meetings the board agenda was reviewed to focus on
quality assurance and scrutiny; we developed closer links with the Family Justice
Board and agreed reporting arrangements to the LSCB; challenged attendance
where required and partners’ contribution.

The Board
The Board meets on a bi-monthly basis. There is an expectation that partners are
represented at every meeting, or that a named deputy attends, as set out in our
revised Governance Handbook 2015. The Chair liaises directly with the Chief
Executive or equivalent if attendance falls short of that which is expected. The
Governance Handbook forms part of all new board members inductions. The chair
has challenged one agency in relation to their engagement at board level. The
outcome of this challenge has been a review of agency representation and
significant improvement in engagement. The Board’s membership for 2015-16 is set
out in Appendix 1, and the continued commitment from those members is reflected in
the overall strong attendance - highlighted at Appendix 2.
All Partners make a strong financial contribution to the work of the Board. Income
and expenditure for the period 2015-16 is outlined in the Budget report at Appendix
3.

Ofsted’s Feedback
The board has secured an impressive three-year financial commitment from multiagency partners to assist it in carrying out its statutory functions effectively. The level of
contributions reflects the ethos that multi-agency partners see safeguarding as a
priority.

The Board has an annual development day in January each year. This year,
following learning from the Serious Case Review of Child B, we held a joint
workshop with the Adult Safeguarding Board with a view to developing greater
operational and strategic working relationships across children’s and adults
safeguarding. The workshop led to the following agreements which will be
progressed during 2016/17:



Joint work to be undertaken in relation to Transition
Development of a ‘Think Family’ Strategy
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Completion of a joint Training Needs Analysis.
Shared approach to Modern Slavery, Honour Based Abuse, Female Genital
Mutilation, and Radicalisation.

Last year we also introduced themed sessions for an hour of each board meeting to
afford members the opportunity to focus on areas of practice that have emerged
from the learning and improvement framework. Themes included:








Continuum of Need (CoN) – which led to a series of workshops with frontline
staff to refresh the continuum. The revised CoN is scheduled for launch in
2016/17.
Voice of the Child – The Board received a presentation at its June 2015
meeting from a group of students on the impact of Legal Highs. They also
provided feedback on the Young Person’s Conference (5th June 15). The
pupils told us that the conference provided important information on life skills
and how to keep themselves safe.
Responding to Self-Harm – The LSCB Self-Harm audit in Quarter 4 of
2014/15 identified the need for a clear pathway to support children who selfharm. This work has been progressed by Child and Adolescent Mental Health
Service (CAMHS) and the LSCB received an update at its meeting in
September from young people involved in the work. The Board highlighted the
need to ensure that the pathway is adopted more widely across urgent care
services as children present to a number of hospitals in this and neighbouring
authorities.
Emotional Health and Wellbeing – The Board received an update in relation
to progress against the Transformation Plan and sought assurance that young
people’s views have been incorporated and that the Plan is linked to other
Strategies. The LSCB supported this strand of work through its Conference in
June 2015: Developing a more effective response to adolescent risk, which
had a strong focus on young people’s emotional wellbeing.

Sub-Groups of the LSCB
There are a number of sub-groups who work on behalf of the Board to achieve the
objectives within the LSCB Business Plan. Each sub-group is chaired by a member
of the LSCB main Board or, in the case of joint sub-groups a member of the Children
or Adult Safeguarding Board. All sub-groups review their terms of reference and
membership on an annual basis and produce work plans that are integrated into the
LSCB Business Plan review.
The LSCB Executive Group, chaired by the LSCB Vice Chair, Lisa Cooper (Deputy
Director Quality & Safeguarding NHS England) meets on a bi-monthly basis and
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oversees progress against the Business Plan on behalf of the Board. The Executive
receives regular reports from the sub-groups to evidence the work undertaken and
identify any issues that require escalation to main board. The updates from subgroup activity received at the Executive meetings this year are detailed in Section 3
below.

Ofsted’s Feedback
The reporting system for the subgroups means that they hold responsibility for the
work undertaken and report progress and exceptions to the board so that the board
agenda remains focused on addressing the appropriate safeguarding areas.

Key Relationships
The Children’s Trust

and the LSCB have important but distinct roles in
keeping children safe. The Trust is accountable for the commissioning of services for
Children and Young People in line with the Children and Young People Plan. The
LSCB is responsible for challenging the Children’s Trust on their success in ensuring
that children and young people are kept safe and that appropriate services are
commissioned. There is a protocol in place to support the communication between
the Children’s Trust and LSCB. The Chair of the Children’s Trust is the Director of
Children’s Services and the Chair of the LSCB attends the Children’s Trust meeting.
Challenges from the LSCB to the Children’s Trust in this period have included:




Seeking assurance regarding the commissioning plans in relation to the
Future in Mind report.
Seeking assurance that commissioned services are in line with the agreed
Rapid Response Arrangements of the Child Death Overview Panel.
A review of commissioning arrangements in relation to home detox for
children aged 16 and 17.

The Health and Wellbeing Board

Established and hosted by the local
authority, the Health and Wellbeing Board brings together the NHS, Public Health,
Adult Social Care and Children Services, including elected representatives and Local
Health Watch to plan how best to meet the needs of our local population. The LSCB
works closely with the Health and Wellbeing Board. Several members of the LSCB
are also members of the Health and Wellbeing Board and the Director of Childrens
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Services is currently the named lead for the LSCB. There is a protocol in place to
support communication between the two Boards.

The Local Safeguarding Adult Board

(LSAB) and the LSCB have
developed formal arrangements for reporting between the two Boards and there is a
protocol in place to support communication. A number of LSCB members attend the
LSAB and there is close working links between the boards through some joint subgroups including Policy, Practice and Standards and Learning and Development.
The Chairs of the two boards also meet to discuss opportunities for greater shared
learning and joined up approaches. In January the two Boards held a joint
development day and gave an undertaking to identify shared key priorities (now
included in our Business Plan 2016). These include Female Genital Mutilation;
Forced Marriage/Honour Based Abuse; Radicalisation; Domestic Abuse and
Transition.

Community Safety Partnership

(CSP) is represented on the LSCB through
members from Children’s Services and Cheshire Constabulary, and performance
information is shared across both strategic groups in relation to areas of joint priority
e.g. Child Sexual Exploitation.
In September 2015 we introduced more formal reporting arrangements between the
LSCB and partnerships in order to ensure that we are effecting change across the
system in relation to safeguarding children and young people. The LSCB now
receive regular updates to its Board meetings from the above Boards and the Family
Justice Board.

Relationships with Partner Agency Management Boards
It is the responsibility of each agency, school or organisation’s management board to
satisfy themselves that arrangements to safeguard children and promote their
welfare is of the expected standard. The LSCB will audit these arrangements
through Section 11 and Section 175/157 Audits. Management Boards are expected
to share their own assessments of arrangements annually. There is more information
about Section 11 and 175/157 audits in Section 4 of this report.

Communication with elected members of the Council.

The Lead
Member for Children Services attends the LSCB as a 'participating observer' to
provide scrutiny and if necessary challenge to the LSCB on behalf of children and
young people in Cheshire West and Chester.
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In 2015-16 the Chair of the LSCB also attended a Safeguarding Scrutiny Committee
session to present the LSCB Annual Report and Business Plan.

Ofsted’s Feedback
The Board has a clear governance framework, which ensures cogent links between
the LSCB and other strategic partnerships including the Children’s Trust and the
Health and Wellbeing Board as well as the Adult Safeguarding Board and the
Community Safety Partnership. The work of these boards highlights an appropriate
focus on safeguarding children and young people across the partnerships.
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SECTION 2: SAFEGUARDING
IN A LOCAL CONTEXT
What life is like for a child in Cheshire
West and Chester
Cheshire West and Chester has a population of 332,200 and covers 350 square
miles. The borough is located in the North West of England and includes the historic
city of Chester and the industrial and market towns of Ellesmere Port, Frodsham,
Helsby, Malpas, Neston, Northwich and Winsford. About a third of the population live
in rural areas. Approximately 93,800 children and young people under the age of 25
years live within the authority. This accounts for 28.3% of the population.

If the population of under 25s was reduced to a village of precisely 100 young
people, with all existing ratios remaining the same, the demographics would look
something like this:
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To find out more about the children’s demographics for Cheshire West and Chester
the Joint Strategic Needs Analysis has a wealth of information.
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Our Vulnerable Groups
Cheshire West and Chester LSCB strive to ensure that every child in the authority grows
up in an environment that is safe and enables them to succeed. However, we need to
pay particular attention to those children that we have identified as being at particular
risk. There are many factors that increase a child’s vulnerability and place them at risk of
harm. We know from case reviews that some risks are well hidden, such as neglect and
domestic abuse, making it more difficult for agencies to identify. We also know that
children who are missing from education, home or care can be placed at greater risk, of
harm, such as child sexual exploitation. We are always seeking to increase our
knowledge, understanding and response to our most vulnerable groups, and this is a
priority in our Business Plan for 2015-2019, as concerns around Female Genital
Mutilation, Radicalisation and Honour Based Abuse become more prevalent. This years’
activity has centred on:

Children on Child Protection Plans
Children are placed on child protection plans when they are considered to be in need
of protection from either physical, sexual, emotional abuse, or neglect. At the end of
March 2015 there were 343 children on plans in Cheshire West and Chester. This is
a marked increase from the same point in 2014 when 246 children where on plans.
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Emotional Abuse remains the largest category for CP Plans, largely as a
consequence of Domestic Abuse within the home but also influenced by parental
mental health or substance use. Neglect is the next largest category. The LSCB
focused on raising awareness and developing assessment skills in relation to
Neglect during 2014/15 as a result of findings from our case reviews. We view the
increase in activity around Neglect as a positive reflection of the impact of learning
and development work. However we continue to seek assurance from partners that
we are recognising Neglect early enough to prevent escalation to Child Protection,
and thus we would anticipate a reduction in CP planning for Neglect in future.
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It is recognised that our Child Protection rates are above all comparator statistics.
However, the LSCB has conducted audited activity of Child Protection Plans and is
assured that, in those cases reviewed, the risk is appropriately managed, impact is
evidenced and there is no indication that practice is risk averse. The Ofsted
inspection further confirms that practice is good and thresholds understood.

Children in Care
There were 471 Children in Care at the end of March 2016. This is a reduction from
the 507 children in care at the same point in 2014. By comparison, Cheshire West
and Chester rates (per 10k of the population) remain above the England and
Statistical Neighbour averages, but below the North West average.
43.3% (204) children in care are placed out of the authority boundary. Excluding those
placed with parents or within Cheshire West provision, the rate decreases to 26.5%
(130). The LSCB is sighted on Children’s Services robust 3 year recruitment strategy
for foster carers aimed at reducing the numbers of children living outside of the
authority. Through LSCB auditing activity and scrutiny of the work of the Children’s
Trust Children in Care sub-group we also keep a keen eye to the quality of services
being provided to, and outcomes for, our children in care and seek to ensure that these
are comparable for young people both within and outside of our authority boundary.
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Children at risk of Exploitation

Between March 2015-March 2016, there were 142 children and young people in
Cheshire West and Chester assessed as being at risk of child sexual exploitation
(CSE) by the Cheshire West and Chester CSE operational group.
Catch22 CSE Case Workers in Cheshire West and Chester are referred to, to deliver
direct Work with children and young people that have been identified as ‘at Risk of’
or ‘Victims of’ CSE. If the child is open to a Social Worker or another agency and
has a positive relationship with that service, Catch22 Case workers will support that
individual in the delivery of CSE interventions, thus aiding professional development
and preventing the child being open to too many services. 19 children were referred
for direct work, and a further 65 consultations were offered to support professionals
working with the young people during this reporting period. Of the Individuals that
were referred 55% were female and 15% Male. The average age of a young person
in Cheshire West is 16.2 years. 78% of the children were British, 14% white other
and 7% mixed other. All young people were engaged with some form of educational
status. 28% of the young people with a Child Sexual Exploitation referral had
previous missing episodes.
During this reporting period the LSCB provided continued oversight and scrutiny of
the pilot Multi-Agency Child Sexual Exploitation Team. The LSCB recognised the
significant and positive progress made this year, with support from the team, to
embed CSE practice guidance and procedures within partnership work. Following
evaluation of the pilot the LSCB has now supported proposals to subsume some of
the functions carried out by the team into the planned developments of the Contact
and Referral Team (CART) with continued operational activity being provided by the
CSE Operational Group. This transition will take place in the summer of 2016.
For more information on CSE – the signs and symptoms and how to respond please visit
the LSCB website page Child Sexual Exploitation
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Missing Children
The Partnership Working Award
Winner: Catch22 Pan Cheshire
Missing from Home service

Between April 2015 and March 2016 there were 650 missing incidents pertaining to
255 children and young people. Of the individuals that are reported missing 57% are
male and 43% female. The average age of the young people is 15 years and 3
months, which is similar to other Local Authorities in Pan Cheshire. Of the 255
individuals that were referred to the Catch 22 Missing from Home Service, 187 were
reported missing from the family home and although these young people were less
likely to go missing again, there has been a small cohort children who have
generated 66 missing incidents between them. 59 young people were missing from
the care of Cheshire West and Chester Local Authority and 10 young people were in
the care of other Local Authorities.
For the young people that are reported missing from home, the uppermost reasons
for missing incidents were family conflict, limited capability to assess risk, socialising
and breaking curfew. For young people that were in the care the uppermost reason
for running was breaking curfew and a limited capability to assess risk. The LSCB is
keen to ensure that this feedback from young people influences the way services
respond to prevent repeat missing episodes.
For more information on Missing Children and associated practice guidance please
visit the LSCB website page Missing Children
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Children and substance misuse

We know that substance misuse increases the chances of young people committing
crime and being convicted of offences. The effects of substance misuse also inhibit
behaviour and increase the likelihood that children under the influence could find
themselves in risky situations. For the past three years the LSCB has commissioned
the 2Engage production company to deliver awareness raising sessions called
“Risking it All” to Year 10 pupils across all secondary schools in Cheshire West. This
helps to reinforce the good work already being done to highlight the harmful effects
drugs and alcohol has on young people’s health and safety. 2260 feedback forms
were completed by the young people who watched the performance; of which 551
children reported being affected by one of the issues covered in the performance. Of
the 551 children, only 169 (31%) were males. 153 children (82 males; 71 females)
reported being affected by drug or alcohol use (this could be either direct i.e.
personal use or indirect impact i.e. parental substance misuse), but it highlights that
the % affected is significantly higher in males than females (based on self-report).
We have closely monitored Accident & Emergency attendance data for children and
young people presenting with alcohol or drugs as a primary reason. In Q1, 20
young people presented, rising to 27 in Q2. We have seen a decrease in Q3 and Q4.
The LSCB will continue to monitor this information in 2016/17 as two years of data
will enable us identify trends e.g. increases during summer months/school holidays
and this will inform our response and future awareness raising activity.
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To ensure there is an effective response to the needs of children and young people
who are affected by parental substance misuse, the LSCB audited Parental
Substance Misuse. The learning from that audit is contained in Section 5 below.

Children and Emotional Wellbeing/Self-Harm
The LSCB monitors the presentations at Accident & Emergency due to self-harm. (It
is important to note that these figures, and those below do not differentiate between
deliberate and accidental self-harm such as accidental consumption of poisonous
liquid; parents unintentionally administering an overdose of medication).
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The Quality Assurance sub-group were concerned at the high and increasing rates
of presentations during Q1 (109) and Q3 (117) and completed some detailed
analysis. When excluding accidental presentations we found a correlation between
self-harm and legal Highs, exam pressure and alcohol misuse. More notably, a high
proportion of the young people presenting were already open to support services.
This led to the LSCB engaging with CAMHS and the Emotional Health and
Wellbeing Board to seek assurance that preventative work is being prioritised in
addition to the work underway by Cheshire and Wirral Partnership on self-harm
pathways. In light of the prevalence it was also agreed that the LSCB Conference for
2015 would focus on Adolescence and Emotional Wellbeing to ensure our workforce
was equipped to respond effectively. The event was very well attended by frontline
professionals across the partnership.

Children exposed to Domestic Abuse
In 2015/16, there were 1, 776 recorded incidents of domestic abuse, an increase
from 1,307 in the previous year, and the third consecutive years increase. Domestic
Abuse incidents impacted on 753 children this year, a rise from 643 the previous
year. We know that a significant majority of the children on child protection plans for
emotional abuse are a direct result of domestic abuse within the family home. By
contrast the number of 16-17 year olds who are victims of domestic abuse has
decreased from 16 in 2014/15 to 10 in 2015/16.
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In Cheshire, Operation Encompass is an initiative between the Local Safeguarding
Children Boards (LSCB’s), schools located in Cheshire, and Cheshire Police.
The purpose is to safeguard and support children and young people who have been
involved in a domestic abuse incident. Following such an incident, children will often
arrive at school distressed, upset and unprepared. Operation Encompass aims to
ensure that appropriate school staff are made aware early enough to support
children and young people in a way that means they feel safe and included. The
scheme was piloted in Cheshire West and Chester and in January 2016 was rolled
out across the four authorities. Evaluation reports will be submitted to the LSCB
following the first Spring Term.
Quarriers Young People’s Support Service are commissioned by Cheshire West and
Chester Council to deliver one to one sessions to children and young people aged 018 years who have complex needs as a result of witnessing domestic abuse. In
2014/15 the number of referrals with Domestic Abuse out of the total referred was
89/109 (82%); this year whilst the number of referrals has increased the overall
proportion has decreased 114/216 (53%).
Support and guidance is offered to families affected by domestic abuse from the
Early Support Access Team (ESAT) in an effort to prevent an escalation in risk.
Domestic Abuse remains the highest main concern for contacts to ESAT although
there has been a decrease in the numbers of contacts where domestic abuse is the
main concern. This reduction was not anticipated and requires further interrogation in
light of the overall increase in police reports, although it is noted that there has been
a reduction in the number of repeat Vulnerable Person’s Assessments (VPAs
completed by police) for cases open to Integrated Early Support (IES) in the past 12
months, which could be a positive explanation for the downward trend.

Children and Offending Behaviour
The LSCB alongside partners in Cheshire Constabulary, Youth Offending Service,
and Children’s Social Care endorsed a Pre –Charge Youth Detention Protocol in
2014 on behalf of Pan Cheshire. This places expectations on Police and Children’s
Social Care colleagues to work collaboratively to ensure that no child is detained in
Police custody when alternative options were appropriate (e.g. DIVERT, Voluntary
Interviews, Bail etc.). To support this, in 2015 a Post-Charge Protocol has been
developed, which requires Children’s Social Care and the Constabulary to work
together to seek alternative accommodation for young people who cannot return
home post charge, and prevent unnecessary overnight detentions in police stations.
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Adherence to the protocol is monitored via quarterly meetings involving a
representative from the partners outlined above and findings are reported to the Pan
Cheshire LSCBs via the local Quality Assurance Sub-Groups.
We know from our scrutiny that the main reason for arrest is Breach of Bail offences.
Currently the law requires the police under PACE (Police and Criminal Evidence Act
1984) to detain the child until the next available court appearance. Clearly there are
implications if a child is arrested for a Bail Act offence after Saturday Court has
concluded as the next available Court is Monday, thus contributing to a weekend
detained in custody. This is an issue that requires resolution at a National level. We
have also noted increased numbers of children in care (often from other local
authority areas) being arrested for offences within Care Homes. This has led us to
challenge Care Homes to ensure they are adequately equipped to de-escalate
aggression and violence and only use Police intervention as a last resort.
Across the year we have seen an overall reduction in overnight detentions from 116
children in 2014/15 to 100 in 2015/16. Taking the average, we have seen a second
consecutive peak in activity in Q3 which requires further exploration.
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SECTION 3: How our sub-groups progress the
priorities of the Board.
Priority 1

Priority 2

Priority 3

Priority 4

Improving
Outcomes

Improving
Engagement

Increasing
Knowledge

Developing
Learning

Priority 5
Visible
Leadership

Audit and Case Review (ACR) Sub-Group
The ACR sub-group has benefitted from the dedicated leadership of its Chair, Anne
Eccles, NHS West Cheshire and Vale Royal Clinical Commissioning Groups) since
February 2012 and the continued commitment of sub-group members. This group
has responsibility for quality assuring practice by conducting case reviews and multiagency audits which are aimed at driving improvements in safeguarding practice and
disseminating lessons to be learned.

Auditing Activity
In Cheshire West and Chester we undertake audits on a quarterly basis. Our MultiAgency Audits require practitioners alongside their team managers to undertake a
case review and submit this to the LSCB Quality Assurance Officer who shares it
with the audit facilitators. Our facilitators are senior practitioners from across the
partnership. All practitioners subsequently come together in focus groups with the
facilitators to discuss the case; what is working well to improve outcomes for children
and how practice can be further developed. Each Multi-Agency Audit involves 12
cases. This year one priority for the Board was to introduce greater oversight of Early
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Help. This has been achieved via the routine inclusion of Team around the Family
(TaF) cases in audit. All audits now review 3 cases each of TaF, Child in Need, Child
Protection and Children in Care (unless the theme of the audit negates the need for
a cross section of cases) enabling the ACR to report to Board children’s experiences
across the full Continuum of Need.
In 2015-16 the ACR group also introduced Deep Dive Audits to ensure we could
respond swiftly to scrutinise any specific areas of practice arising from assurance
activity locally or issues reported nationally. Deep dive audits are undertaken as file
reads by members of the sub-group.
In the period 2015-2016 there have been 98 cases audited either through the MultiAgency Audit Days or Deep Dive Audits.
Quarterly Audit themes included:





Q1 – Children with Additional Needs.
Q2 – Children with Unexplained Injuries
Q3 – Parental Substance Misuse
Q4 – Child in Need (Section 17)

Deep Dive themes included:
 Random Sample Audit (20 cases)
 Contact and Referral Team (CART)
Detail about the findings and recommendations from auditing activity can be found in
Section 5 of this report: Learning and Improvement Activity.

Case Review Activity
The Serious Case Review (SCR) of Child A which commenced in December 2014
was published in March 2016 (following delays as a result of ongoing Police
enquiries). A further SCR, Child B, has also been completed during 2015 but at the
time of writing this report is awaiting publication. Full reports and the associated
statements of the LSCB can be found at the Case Review page on our website.
Three Practice Learning Reviews which commenced during 2014-15, where
completed and endorsed by the LSCB this year. A further 3 cases were referred to
the ACR sub-group due to concerns about how agencies had managed the case and
the impact on the child. Of these:



One has progressed to a Practice Learning Review and is in progress.
One was referred to the Adult Safeguarding Board with a request to develop
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guidance in relation to Honour Based Abuse.
The other was sent to an LSCB audit to explore issues in relation to multi-agency
strategy meetings and escalation amongst professionals when there is
disagreement about case management.

Detail about the findings and recommendations from case review activity can be
found in Section 5 of this report: Learning and Improvement Activity.
Progress against the Business Plan in 2015-16






In line with Priority 2 (Engagement) the ACR held a series of practitioner
workshops to inform the revision of the Continuum of Need which will be
launched in 2016.
In line with Priority 3 (Knowledge) the ACR conducted a thematic review of
the audit findings across 2014-15 to inform the Learning and Improvement
Framework
In line with Priority 4 (Learning) the ACR members reviewed and re-launched
the Learning and Improvement Framework in September 2015, and
introduced Bite-Sized Briefings to ensure that practitioners could learn from
audit and case review activity. During 2015-16 246 practitioners attended to
hear about the learning from the Thematic Review and Serious Case Review
of Child A.

Challenges for 2016-17




Priority 2 (Engagement) requires the ACR to further develop the Learning &
Improvement Framework so that views of children and families are routinely
incorporated into audit work and informs any subsequent learning.
An action following the Ofsted Inspection requires the ACR to continue to
strengthen the audit process so that the Board are assured that there is
accurate reporting of frontline practice. This work will progress throughout
2016-17 but is already underway following a thorough review of how the
LSCB Unit can improve support to the audit process. This action is included
under Priority 4 (Learning).

Ofsted’s Feedback
The Board facilitates a comprehensive cycle of audit in order to test the quality of
frontline practice. Historically the quality of written outcomes of audits has not been
consistently robust and the audits undertaken did not always provide an accurate
reflection of practice at the frontline. However, the ACR and Board have made
improvements that include allocating additional business support resources to support
the process. A recent audit seen during the inspection was more robust and qualitative
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in its evaluation of practice.

Policy, Practice & Standards (PPS) Sub-Group
The PPS sub-group was formed in October 2015 in recognition that a number of
local policy and procedures required review, which were not within the scope of the
Pan Cheshire Policy Group’s remit. The PPS group’s membership is representative
of agencies from both the Children and Adult Safeguarding Boards, but unlike other
strategic sub-groups this group comprises of Operational Managers. This ensures
that the review or development of policies and practice guidance is influenced by
frontline practitioner’s, who are also best placed to support the LSCB in assessing
whether procedures are embedded in practice. The sub-group is chaired by Paul
Jenkins, Senior Manager, Safeguarding & Quality Assurance Unit. The group’s key
functions are to:
 co-ordinate the review of existing, or development of new, local policies,
procedures and practice guidance for safeguarding and promoting the welfare
of children and young people in Cheshire West and Chester
 examine the impact of local and national policies, procedures and practice
guidance on children and young people in Cheshire West and Chester
 provide a quality assurance function to partner agencies in Cheshire West in
respect of single agency safeguarding policies.
 contribute to the development or review of the Pan Cheshire Multi-Agency
Safeguarding Procedures via links to the Pan Cheshire Policy & Procedure
Sub-Group.
All Policies and Procedures operating within Cheshire West and Chester and on a
Pan Cheshire basis can be accessed via our website
Progress against the Business Plan in 2015-16
Despite being in its infancy the PPS group have completed a significant amount of
work during its first four meetings.
 In line with Priority 3 (Knowledge), we refreshed of a number of Policies, such
as:
 Multi-Agency Escalation Policy which has been a priority arising from
learning from case review and audit activity.
 Bruising in Non-Mobile Babies and Children
 Fabricated and Induced Illness
 Development of Safeguarding Policy Standards to support organisations in
preparing consistent and robust safeguarding procedures.
 In line with Priority 2 (Engagement), we refreshed the Impact Assessment
Tool for all new/revised policies or procedures to ensure we have considered
the impact of practice on children and families.
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Challenges for 2016-17








In line with Priority 2 (Engagement) we will further enhance membership of
the group with broader representation from the Children’s Board and greater
links and reporting systems to the Adult’s Safeguarding Board
In line with Priority 5 (Leadership) we will continue to develop links between
the local and Pan Cheshire Policy groups to support the introduction of
refreshed Pan Cheshire Safeguarding Procedures.
In line with Priority 3 (Knowledge) we will expedite the completion of a multiagency Female Genital Mutilation Strategy and practice guidance in line with
the recommendations from the Ofsted Inspection.
In line with Priority 1 (Improved Outcomes) we will support the development of
a Think Family Strategy for adoption across the Children’s and Adult’s
Safeguarding Boards based on learning from the Serious Case Review of
Child B.

Ofsted’s Feedback
The recently refreshed LSCB website has a comprehensive and up-to-date set of
procedures, which are interactive. The LSCB has a simple but effective threshold
document in place, which is interactive and provides links to relevant procedures,
documents and guidance for ease of use…..
The strategic co-ordination of policy to address FGM is not yet developed. The Pan
Cheshire Protocol is in draft and the development of local practice guidance is a
work in progress.

Quality Assurance (QA) Sub-Group
The Quality Assurance sub-group has similarly benefitted under the direction of a
long-standing Chair, Paula Wedd, Director of Quality and Safeguarding, NHS West
Cheshire Clinical Commissioning Group. A significant amount of energy went into
the development of an integrated multi-agency dataset during 2014 and early 2015.
Members of the QA sub-group have continued to exert momentum this year to
ensure that all elements of required data are provided by partners. This enables the
sub-group to assess how well safeguarding systems are working in Cheshire West
and to provide assurance to the Board or to escalate operational concerns where
needed.
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What the data is telling us:

What we did in response.

Domestic violence is a key factor within Child
Protection plans and accounts for the high
number of Plans for Emotional Harm.

Work was conducted by the safeguarding
unit to ensure that there was a correlation
between the category of plan and the
presenting risk. This confirmed the
prevalence of domestic abuse and targeted
our response such as support for the
Operation Encompass.
The LSCB Chair wrote to partner agencies
reminding them of the need to involve
parents in the CP process; LSCB supported
the Safeguarding Unit in delivering a series
of Child Protection Conference bite-sized
briefings to raise awareness
The QA sub-group has requested detailed
analysis of the exclusion data, by status of
the children subject to exclusion (i.e. are they
open to services). This will be reported to the
LSCB. Challenges will also be made to the
individual schools.
The LSCB has challenged the Children Trust
to review the support available to children in
care to improve their educational outcomes.
The QA sub-group asked the ACR group to
audit Self-Harm cases. This led to the LSCB
oversight of a self-harm pathway developed
by the emotional health and wellbeing group.
The LSCB Conference delivered in June 15
was themed on “Adolescents and Emotional
Wellbeing” to support practitioners.
Board received assurance that work
previously undertaken to address the issue
was having a positive impact.
The QA sub-group has requested that the
ACR audit activity in relation to the Early
Help and CiN. The findings for this are
awaited.

Conference participation and agency
information sharing is good but sharing
information with parents prior to conferences
requires improvement.

Concerns of the rising numbers of exclusions
in a small number of schools

Education attainment for vulnerable learners
needs to be improved.
Concern about the rising number of hospital
admissions for self-harm

Reduction in the number of Children in Care,
and those in placements more than 20 miles
outside of Borough.
Rising numbers of CP plans despite the number
of step ups from early help reducing and step
downs from CSC increasing.
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Progress against the Business Plan in 2015-16
 In accordance with Priority 5 (Leadership), we’ve strengthened reporting
arrangements to and from the Quality Assurance sub-group and ensure there
is a focus on impact and outcomes for children.
 We’ve identified a set of key indicators within the dataset that enables the
sub-group to provide a more holistic summary report to Board reflecting “the
child’s journey” (Priority 1 Improving Outcomes).
 In line with Priority 3 (Knowledge), we have improved our data in relation to
children displaying sexually harmful behaviour, and provided support and
challenge to the Children’s Trust Executive to ensure that the numbers of
children living in care out of borough are reduced where it is safe to do so.

Challenges for 2016-17




In line with Priority 2 (Engagement), we aim to obtain a child’s perspective to
inform the work of the sub-group and our hypotheses about what the data is
telling us.
In line with Priority 3 (Knowledge) we will seek assurance from education and
health partners to ensure our children in care are supported to achieve their
full potential; and that the Private Fostering Guidance and Strategy is
disseminated and embedded and action plans progressed

Ofsted’s Feedback
The Board has a three-tiered dataset, which is leading to more accessible
performance information. It includes a comprehensive overview of data around child
sexual exploitation. The dataset is analysed by the quality assurance group and
exceptions reported to the Board and where appropriate this then becomes an area
for development or challenge and scrutiny. In the last year, this has led to a multiagency audit to look at an increase in admissions to hospital for self-harm, which
was then a topic area for the LSCB conference. Although the dataset is primarily
social care, multi-agency data are apparent and the board have challenged agencies
about providing data when this has not been forthcoming.
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Learning and Development (L&D) Sub-Group
This group is a collaboration between the Local Safeguarding Children Board and Local
Safeguarding Adult Board. The group has been challenged by a number of changes in
chairperson, but is now benefiting from consistency provided by the Head of Service for
Adults Social Care, Jill Broomhall. The group works very closely with the Audit and Case
Review group to take forward the learning and development issues arising from case
reviews and audits. It must ensure that training needs within the workforce are
appropriately identified, that the provision of multi-agency safeguarding training meets
those needs, and that the quality of training makes a positive impact on frontline
practice.
The full training and development report can be found in Section 5 of this report.

Progress against the Business Plan in 2015-16
 In accordance with Priority 1 (Improving Outcomes) and Priority 3 (Increasing
Knowledge), we’ve strengthened access to e-learning resources for topics
such as Female Genital Mutilation; Radicalisation and Child Sexual
Exploitation. We’ve also delivered increased amounts of face to face training
on keys topics such as Neglect, Modern Slavery, Disguised Compliance in
Domestic Abuse, Pre-Birth Assessment and CSE Advanced Practitioner.
 We’ve also devised a Risk Assessment Toolkit to improve consistency in risk
assessment and risk management and delivered workshops to approximately
200 professionals to embed the toolkit in practice.
 Implementation of a revised charging policy in September 2015 has resulted
in a reduction of cancellations, assisting the business unit to more effectively
manage the demand for places.
 The Learning and Development Strategy 2015-18 was endorsed in June
2015.
 Development of a multi-agency training pool supported by professionals from
the LSCB Partnership has enabled a broader range of events to be delivered
to a greater number of participants.
Challenges for 2016-17




In line with Priority 4 (Learning), we will ensure that the training needs
assessment (TNA) influences our 12 month training plan and provide
assurance about the impact and quality of single agency training.
We will expedite work to evaluate the longer-term impact of our multi-agency
training on frontline practice and outcomes for children.
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Ofsted’s Feedback
The Board offers a comprehensive range of training for professionals and front line
workers with differing levels of need and the take-up of this is over 90%. Learning
from reviews and audits influences and directs the training agenda and this year has
included sessions on disguised compliance and a new assessment toolkit for frontline practitioners. The evaluation of individual training sessions demonstrates that it
is well received by professionals and there has been some demonstrable
improvements in key areas of front-line practice. In particular, pre-birth assessment
training has led to a significant improvement in the quality of pre-birth assessments.
However… there is no overall analysis of the impact of the full training offer. The
Board therefore cannot be confident that it is addressing the practice needs of all
professionals. In addition, there has been no evaluation of safeguarding training
provided in individual agencies to ensure that it is fit for purpose. There are plans in
place to address these shortfalls, including a training needs analysis and a new
system for tracking impact.

Child Sexual Exploitation (CSE), Missing and Trafficked
Children Sub-Group

This Sub Group, chaired by Katherine Appleton, strategic lead for Child Sexual
Exploitation within the Local Authority, oversees Cheshire West and Chester’s
implementation of the Missing from Home protocol, the Child Sexual Exploitation
Strategy and Protocol and the associated action plans.
There are 5 key strands to the local CSE action plan that is the driver for the work of
this sub group:• Raising awareness
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• Understanding what is happening
• Developing a strategic response
• Supporting victims of exploitation
• Facilitating policing and prosecutions
Progress against the Business Plan in 2015-16









The Sub-Group has overseen the implementation of the pilot CSE Team. It
has remained sighted on the impact and evaluation work conducted by the
project board and was instrumental in the decision to integrate the functions of
the team into the revised “front door” arrangements.
In line with Priority 4 (Learning) we have developed a Level 4 CSE Advanced
training course for senior managers to develop the strategic response for CSE
within single agencies and the decisions or strategies required during an
investigation.
The group supported the Pan Cheshire Audits of Missing Children and CSE
Screening tools and addressed the actions arising from the activity.
The Group raised awareness of CSE by supporting the National CSE
Awareness Day on 18th March 2016.
In line with Priority 3 (Knowledge) we launched the refreshed Pan Cheshire
CSE Operating Protocol and Missing from Home Protocol.
The group received the Annual Report of the 2Engage “Risking it All”
performance. The positive impact was acknowledged and the group
supported 2Engage in enhancing the evaluations for the next rollout in
2016/17.

Challenges for 2016-17



Support the Pan Cheshire Strategic CSE, Missing and Trafficked Children
Sub-Group in developing and embedding a Trafficked Children Strategy.
Continue to embed the Pan Cheshire Dataset and re-introduce the “snapshot”
reports for frontline practitioners

Ofsted’s Feedback
There is an embedded Pan-Cheshire strategy in place for child sexual exploitation
and missing children. The well-established and effective Pan Cheshire subgroup
demonstrates a high level of understanding and commitment from all key partners in
these areas of work. The work of this group influences and directs the CWAC child
sexual exploitation subgroup and there is monitoring, both operationally and
strategically of the work by all partner agencies. The board receives regular
comprehensive reports which detail prevalence, work undertaken and planned
strategic development. The board has been instrumental in the development of a
dedicated multi-agency child sexual exploitation team. A recent evaluation of the
service supported by the LSCB identified the need to extend the pilot so that its
impact can be better analysed and to look at the potential integration of the service37
into the front door arrangements.

Section 4: Effectiveness of
Safeguarding Arrangements in
Cheshire West.
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Challenges from the Board
A number of issues have come to the attention of the LSCB during this period that
resulted in challenge by the Board. These include:








The Chair has written to the Youth Justice Board to raise concerns regarding
the lack of acceptable assurance at some institutions, following concerns
raised in a number of designated institutions. We await the YJBs attendance
at a future meeting to discuss this in more detail.
Low completion rates in relation to Section 175/157 returns from schools were
challenged by the Chair with the support of the Strategic Director of Children’s
Services, and Director of Education. This has now resulted in 100% returns.
A Commissioner attended Board to offer assurance in relation to the
safeguarding requirements in the specification of a newly commissioned
service that had given rise to some concerns. This led to the LSCB Business
Manager, Senior Manager for Adult Safeguarding and Commissioning and the
Director for Quality & Safeguarding NHS West Cheshire Clinical
Commissioning Group addressing a conference of Commissioners in June 15
to discuss the feasibility of including a consistent Safeguarding Assurance
Framework in all contracts. A large number of local authority and health
commissioned services and now using the Section 11 audit to test compliance
and seek assurance.
Identified gap in provision for female domestic abuse perpetrators was
resolved in the short term by spot purchasing when required, and agreement
that when the service is re-commissioned it will include service provision for
female perpetrators and same sex relationship abuse.

Ofsted’s Feedback
The comprehensive challenge log provides evidence of the Board holding partner
agencies to account and tracking and escalating the outcomes where appropriate.
The Board has provided strong challenge to partner agencies, leading to
improvements in a number of areas, including police and youth detention
arrangements and use of the graded care profile. A challenge in relation to schools
completion of the Section 175 Audit resulted in a 99% compliance rate.
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The Front Door (CART)




As at 31st March the performance of contacts being managed within 24 hours
was low (51.9%) having fallen from 70.4% in the previous month. The Quality
Assurance Sub-group will provide ongoing scrutiny of this aspect of practice.
The conversion rate from contact to referral remains at a low at 20.6% in
February 16. However, when statutory notifications and information, advice and
guidance contacts are excluded, this percentage increases to 51%. The data for
March 16 was not available at the time of writing, as new reports were being
tested pending the implementation of a new integrated front door of which both
CART and ESAT will be a part.

Ofsted’s Feedback
The case review group recently undertook an unannounced audit of front door
arrangements following the completion of a serious case review. The Board received
assurances that decisions made about referrals at the front door are appropriate and
effective and that the application of thresholds is consistent.

Early Help
Our “Improving Outcomes” priority has ensured that the LSCB remains focused on
quality assuring Early Help activity to seek assurance that families receive the help
they need at the earliest opportunity. Last year we reported increased activity in
relation to Team around the Family (TaFs) and it is positive that we have continued
to see that rise this year. We challenged partner agencies to ensure that they were
promoting the use of TaFs within their organisations and hoped to see a
corresponding increase in the number of agency led (rather than Integrated Early
Support led) TaFs during this reporting period. Overall there has been a reduction in
TaFs opened by partners compared to April 15, however there has been a month on
month increase since January 16 that we hope will continue and reflects the ongoing
promotional work in this area. This will continue to be a focus for the LSCB.
The LSCB receives a variety of data in relation to Early Help at its Quality Assurance
Sub-Group. Some anomalies in the figures were identified during the reporting
period and work is currently underway within the local authority to review reporting
mechanisms in order to ensure data is accurately reported.
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Ofsted’s Feedback
Access to appropriate, effective help and support combined with a wide range of
good services are provided at the right time to meet the needs of children, young
people and families. As a result, risks are minimised and outcomes improve for the
majority of children. Multi-agency, community-based early support is well coordinated and timely. This means that needs are identified and appropriate early
help interventions prevent problems escalating.

Children in Need
In Q1 we saw a sharp rise (721) in the number of Children on CiN plans after a
continuous increase across the previous year. A variety of work has been completed
through data reporting and auditing activity to ascertain whether the increase has a
direct correlation to the reduction in Child Protection Plans we noted at the beginning
of the year, or the quality of CiN planning. The findings from the CiN audit is reported
in Section 5 below.
Our CiN Practice Standards has been refreshed and disseminated. The procedures
and expectations ensure that timely intervention is in place and that plans are
reviewed on a regular basis. Since Q1 we have seen a decline to 669 children on
CiN plans, however the LSCB will retain a focus on this area through its work on the
impact of the refreshed Continuum of Need. At year end, Cheshire West and
Chester are below the national and regional comparators but above our statistical
neighbours rate.
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Information pertaining to Child Protection Plans and Children in Care
can be found in Section 2 of this report.

Section 11 Audits
Section 11 of the Children Act 2004 places a duty on key agencies and bodies to
make arrangements to safeguard and promote the welfare of children. The LSCB
seeks assurance that safeguarding standards are robust through Section 11 Audits,
which enables partners to demonstrate the effectiveness of their safeguarding
arrangements.
In Cheshire a number of LSCB Partners have borders that cover more than one
LSCB. In 2014 we implemented a Pan Cheshire Section 11 electronic audit tool to
reduce duplication for partners covering the Cheshire footprint. The tool includes a
self-assessment and requires supporting evidence from agencies for the judgement
made and action plans to address areas needing development. This is updated by
agencies and scrutinised by the LSCB on an annual basis via a panel of members
from the Quality Assurance sub-group.
A panel was held in April 2015. Partners who provided an audit to that panel and
some of the good practice evidenced is outlined below:


Cheshire and Wirral Partnership NHS Foundation Trust – Risk is effectively
managed through supervision and develops the capability of the team.
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Countess of Chester Hospital NHS Foundation Trust – There is a wellestablished & well known Safeguarding Children Team (SGCT) & Domestic Abuse
Team. Internal Safeguarding Strategy Board attended by senior staff from across the
Trust champions safeguarding at a corporate level
West Cheshire Clinical Commissioning Group - The views of children and young
people have an active role in influencing commissioned services. Opportunities to be
involved continue to develop
Vale Royal Clinical Commissioning Group - Training is a strength - Compliance
around training is well evidenced with Commissioning standards showing what
training is required by providers
Mid Cheshire Hospitals NHS Foundation Trust – There is evidence of the child’s
view particularly around admission, care and discharge planning
East Cheshire NHS Trust - The Trust has reflective learning embedded and has an
internal audit plan.
NHS England (CWAC) - Partner agencies are increasingly aware of safeguarding
with an example of Pharmacists (in the Community) reporting safeguarding concerns.
Education Service – There is evidence of learning from the SCR on a service wide
basis to inform and embed learning such as translation services and disguised
compliance
Children’s Social Care - Involvement of Children through the participation team
ensures children and young people influence policy and practice at all levels. The
participation team reviewed the CP procedures with children who had been through
the process.
Safeguarding & Quality Assurance Unit - The voice of the child is embedded
across all areas
Weaver Vale Housing Trust - Safeguarding is embedded throughout the
organisation at all levels.

Partners demonstrated a measured approach to assessment with grades 2/3
featuring mostly within their audits. Grade 2 equates to limited evidence to support
assessment and Grade 3, detailed evidence with an action plan to improve. There
were no identified trends across agencies so individual action plans will be tracked
and reviewed. The LSCB has expectation that all partners will achieve grade 3 and
above in the following up review.

Ofsted’s Feedback
The LSCB has high aspirations in relation to ensuring that Section 11 audits are
meaningful and that the Board receives assurances that multi-agency partners are
more than just compliant with safeguarding arrangements. The analysis of the most
recent audit concluded that all agencies are meeting the required outcomes but,
following challenge sessions, action plans are in place to assist the LSCB to
consider more detailed evidence so that it can be confident that all agencies are
ambitious in effectively discharging their safeguarding duty.
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Section 175/157 Audits
Section 175 of the Education Act 2002 places a duty on the Local Authority,
governing bodies of schools and Further Educational settings to make arrangements
for carrying out their functions with a view to safeguarding and promoting the welfare
of children. Similarly Section 157 of the Education Act 2002 and the Education
(Independent school standards (England)) Regulations 2003 requires proprietors of
independent schools (including Academies and city technology colleges) to have
arrangements which safeguard and promote the welfare of pupils at the school.
In 2015 a new electronic tool was introduced which impacted on the percentage of
completed returns received from schools. As at 31st March 2015 compliance was
84%. As outlined, the LSCB Chair challenged schools with the result that 100%
compliance was achieved. All schools now have action plans in place and the
Safeguarding Children in Education Team (SCiE) have been instrumental in
monitoring and supporting progress in relation to the plans. The challenge for the
LSCB is to further refine the reporting of results so that gap analysis can be
effectively achieved and good practice identified across large volume returns.
Further work will be undertaken with the systems provider to assist with this.

Children who are privately fostered
Parents can chose to have their children cared for away from home by someone who
is not a close relative (e.g. Grandparent, sibling, aunt/uncle or step-parents of the
child). This is known as private fostering. The Local Authority must be notified of
these arrangements, but it remains a difficult area to monitor.

During 2014 the Quality Assurance Sub-Group monitored the number of private
fostering arrangements, and concerned by the low numbers arranged a challenge
session with the Senior Manager leading on Private Fostering for the Local Authority.
We have since received the Annual Report and associated action plan, but despite
this level of scrutiny and evidence of increased awareness raising activity across the
partnership, the number of notifications and children confirmed as Privately Fostered
remains low. As of 31st March 2016 there were 4 children in Private Fostering
placements, with 12 new notifications assessed during the year.
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Ofsted’s Feedback
Children in private fostering arrangements are appropriately assessed and statutory
requirements are met. This could be improved further through having more focused
oversight for decision making in respect of private fostering to monitor the quality
assurance of private fostering arrangements and to ensure that the statement of purpose
and annual report fully describe the awareness raising that has taken place and its
impact.

For more information on private fostering and how to refer please follow the link:
http://www.cheshirewestandchester.gov.uk/residents/health_and_social_care/fosteri
ng_and_adoption/fostering/private_fostering.aspx

Allegations against Adults Working with
Children
Over the reporting year the Local Authority Designated Officer (LADO) has received
220 contacts from agencies in respect of concerns about an adult who works with
children. This is more than double the contacts received in the previous year (102),
which was itself a reduction from the data reported in 2013-14 (164). Despite the
variation in contacts, the conversion rates remain very similar, with just under half of
all contacts (92) resulting in a strategy meeting being convened during this reporting
period.
This year the LSCB has supported a series of LADO briefing events which could
account for the increased activity that is reported. Over the coming months the LSCB
will work with the LADO to monitor conversion rates and ensure the criteria is being
applied appropriately.
Of the 220 contacts made to LADO:
 135 were consultation only.
 46 led to no further action or have investigations ongoing.
 8 were substantiated
 2 were malicious
4 were false
 25 were unsubstantiated
 65 contacts were made in respect of Physical Harm with the next largest
category being 55 contacts in respect of Sexual Harm.
 The highest number of referrals (57) pertain to educational settings. This is
consistent year on year and is also in line with other North West authorities.
 19 referrals pertain to Nursery/Early Years Settings and 17 in respect of
Foster Carers.

45

In relation to the North West LADO’s we report very similar findings in respect of
professional groups against whom the allegations are made. All report Education
as the highest with most stating that Foster carers and residential workers being
the next highest professional referred to the LADO.

Messages from the Local Authority Designated Officer (LADO)
 The increase in sexual abuse referrals this year frequently relates to concerns
regarding professional’s contacting children via social media, or using their own
mobiles. Agencies need to be more proactive in ensuring staff are familiar with
organisations IT and Communication Policies, and understand the consequences
and implications of using person accounts and mobiles to have contact with
children.
 There have been a number of allegations which have given rise to agencies

recruitment processes. Clear codes of conduct, appropriate training for staff on
whistle blowing and a robust probationary period must be in place. The LSCB will
be giving particular scrutiny to this within the Section 11 audits.
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Section 5: Learning and
Improvement Framework
The LSCB Learning and Improvement Framework provides the structure for the
Board to learn from audits and to deliver its statutory function “to undertake reviews
of serious cases and advise of lessons to be learned from them”. Using the
framework, the Board has ensured focused dissemination of learning from audit
activity, Practice Learning Reviews and Serious Case Reviews. Training and
Development needs are also identified as a result of the emerging learning both at a
local and Nation level.

Training and Development Report
The LSCB Training Pool has been further developed to create additional capacity to
deliver a more diverse training programme, provide more courses and reduce costs
associated with external commissioning whilst fostering expertise at single agency
level. The agencies represented in our training pool are Cheshire Young Carers,
Health partners, Catch 22, Cheshire Police, Youth Offending Service. Cheshire
West and Chester Council staff, from the following teams are also members of the
training pool: Children’s Social Care, Safeguarding Adults and Children Units, CART,
Integrated Early Support, Safeguarding Children in Education.
This year all courses have been revised or developed based on learning from local
and national Serious Case Reviews, national policy and research, and local audits.
Between 1st April 2015 and 31st March 2016, 1853 training places were available to
the multi-agency workforce which was an increase of 815 places from the previous
year. 1651 participants attended, which was an increase of 715 participants from the
previous year, equating to 89% attendance rates; this is a significant increase in the
numbers attending LSCB training from the previous year.
In addition, a broad range of E-Learning courses were accessible to partners via the
LSCB website – this included basic awareness courses in Safeguarding, CSE,
Female Genital Mutilation (FGM), Child Trafficking, Counter Terrorism and MindEd
(supporting mental health issues in children and teens).
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To enhance the learning and development opportunities a series of bite size
briefings have been held to disseminate learning from local case reviews and audits.
These have reached in excess of 200 professionals. In addition there have also
been a series of briefings on CSE, Child Protection Plans and the role of the
Independent Reviewing Officer.
Attendance at training, by agency is variable, as is expected given the varying size of
the workforce, staff turnover, and availability of single agency training. Integrated
Early Support and Education have the highest rates of attendance, this is partly due
to IES ensuring their staff attend across the breadth of the courses and making CSE
and Working Together (1 day) training mandatory for staff. Education colleagues
predominantly attended at the Working Together events. Representation from Police
and Health colleagues remains strong and consistent, and this year we saw a
significant increase in response to our approach to Cheshire Fire & Rescue and
Probation colleagues, with 39 places taken up across a number of events.

2015-16 Annual Training Attendance
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Attendance rates in and off themselves cannot be considered a measure of success,
and it remains a challenge to demonstrate the impact of learning and development
activity on outcomes for children and frontline practice. The LSCB used Post Course
Evaluation Forms and Pre and Post Course quizzes to evaluate the learning from
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events during this period and feedback has been largely positive. This is an area to
progress in 2016-17.

Child Death Overview Panel (CDOP)
CDOP is a Pan Cheshire sub-group of the four LSCBs. It enables LSCBs to carry out
their statutory duty relating to the review of all child deaths (0-17 years, with the
exception of babies who are stillborn and planned terminations of pregnancy) so that
if there is learning that may prevent future deaths this can be identified and shared
with agencies and the public.
When considering relatively rare events such as child deaths small variations in
numbers can represent a large proportional difference. Therefore considering these
figures together as a Pan Cheshire child death overview panel can help to establish
a clearer representation of emerging trends or patterns.
Across Cheshire during 2015-16 there were 64 child deaths, of which 51 were
reviewed and reported on by the panel. 23 of the 64 deaths were children resident
in Cheshire West and Chester.
Of the Pan Cheshire deaths reviewed:









25% of the deaths occurred before the child reached one year of age. 4 of
these deaths were children from Cheshire West.
10% of the deaths occurred in Children aged 1year to 4 year. 2 of these
deaths were children from Cheshire West and Chester.
10% of the deaths occurred in Children aged 15 years to 17 years. 1 of these
deaths was a child from Cheshire West.
70.5% of the deaths were male. 11 males were children from Cheshire
West. There were 7 female deaths reviewed from Cheshire West within
this period.
39% were Perinatal/Neonatal events.
25% of deaths were classed as ‘unexpected’.
23% of deaths reviewed had ‘modifiable factors’.

Modifiable factors are those that can be changed to avoid future deaths. These
factors included domestic abuse, smoking during pregnancy, alcohol misuse, safe
sleep arrangements, behavioural and emotional factors, dangerous driving and
factors relating to service provision.
CDOP Achievements
Business Processes - In order to ensure an efficient child death review function, in
line with statutory guidance, a review of the Pan Cheshire CDOP business
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processes was undertaken to 2015/16. As part of this review the Pan Cheshire
CDOP Protocol was revised as agreements were reached regarding representative
membership across the 4 LSCBs and quoracy.
Impact evaluation of CDOP - To be able to evidence the difference that CDOP is
making an action log was introduced. During 2015/16, eighty actions have been
logged, of which sixty two were completed. This has ensured that any
recommendations arising from the reviews of child deaths has a named professional
who will be responsible for the associated action and a timescale for completion. The
action log is reviewed in each CDOP
Establish seasonal newsletter - The Pan Cheshire CDOP ‘Preventing the Death of
a child’ newsletter was launched in the summer of 2015. It is a quarterly seasonal
newsletter, with the aim of disseminating information and lessons learned as a result
of child deaths locally and nationally. The newsletter has highlighted areas such as
safe sleeping; co-sleeping with babies following a parent consuming alcohol; and the
importance of fathers and grandparents in the care of a child. Awareness has been
raised on the danger of riding bikes whilst wearing headphones; being safe in the
summer whilst using barbeques on campsites; the risk to children of swimming and
diving in open waters and signposting for children at risk of suicide and self-harm.
The newsletter also issued a public safety warning to raise awareness of the latest
legal highs.
Safe Sleep: reduce the number of deaths where unsafe sleeping has been
identified as a risk factor - Prior to the release of the Infant Safe Sleep Guidance, a
parental questionnaire was developed to ascertain a ‘snap shot’ of parent’s current
knowledge and behaviour regarding infant safe sleep across Pan Cheshire. 78
Questionnaires returned out of 100 of which 30 came from Cheshire West &
Chester. The questionnaire indicated that although a significant number of mothers
were choosing to co-sleep, this was more prevalent with mothers who were breast
feeding. Approximately 25% of mothers indicated that they or their partner had fallen
asleep with their baby on either a sofa or chair. The ‘Infant Safe sleep Guidance
2015’ was developed by a Pan Cheshire Multi-Agency Group. The key message is
that the safest place for a baby to sleep is in a crib, Moses basket or cot in their
parent’s room for the first six months of life.
Pan Cheshire CDOP Infonet - All information regarding CDOP, guidelines, policies,
Dfe documents, quarterly and annual CDOP reports, Thematic Reviews, 7 minute
briefs, newsletters and bereavement information is now available for all agencies.
Review of compliance with Working Together 2015 and consider future options
for delivery of a rapid response- The Pan Cheshire CDOP has completed an
options paper to consider how best to ensure compliance with Working Together
2015. In order to support this a survey completed via the national CDOP network
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was completed to ascertain the prevalence of home visits and gauge health
professionals' views regarding home visits. The options paper will shortly be
available to the LSCBs and the relevant CCGs for consideration.

Ofsted’ Feedback
The Pan Cheshire CDOP works effectively. The annual report and action plan is datarich and identifies key themes and trends. The recently appointed chair has reviewed
progress of actions from previous years and introduced an action log to ensure that
findings and recommendations in individual cases are tracked and monitored. Actions
are taken in relation to lessons learned both locally and nationally including a safe
sleep campaign and a challenge to hospitals to ensure swift notification to the CDOP
of young people aged between 16 and 18 years old who die on adult wards.

Case Review Activity – PLRs/SCRs and MultiAgency Audits
Practice Learning Reviews (PLRs)
Ofsted’ Feedback
The case review group uses the Practice Learning Review (PLR) process as an
opportunity to learn from cases that do not progress to formal review, with four
completed this year. All agencies can and do refer to the case review group when
they consider that a case might meet the criteria for a PLR. The findings from these
reviews are themed in order to aid action planning and learning. The case review
group appropriately monitors and progresses the action plan. Where necessary,
procedures and guidance are subject to reviews and updates. Bite-size learning
events take place regularly to feedback themes as part of the learning cycle. The
Board tests out the reach of the learning via audit, and LSCB visits to front-line
services.

Learning from a case of Parental Drug Use
Hidden Male within the Household –
Key Message There is learning here in relation to domestic abuse cases
generally in that it is unhelpful to place all responsibility for a child's protection on
the non-abusive parent without addressing the problem of the abusive partner. It
is important to engage both parents/carers in the assessment
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Over Optimism by practitioners and a willingness to accept the Adult
responses –
Key Message this can be mitigated by ensuring that superficial or declining
engagement is detected by a proactive review of parental engagement within any
Child Protection Plan (CP) / Child in Need Plan (CIN) or Team around the Family
(TAF). Record your evidence of engagement.
Failure to join up services involved with extended family members –
Key Message Professionals should ensure that a thorough consideration of
significant others who join families, become involved or re-enter the life of
children, is emphasised as a factor in multi-agency and continual assessment of
risk.
Focus on the presenting behaviours without attempting to understand the
cause of those behaviours –
Key Message remember the need for a critical and probing safeguarding
mindset. Ask yourself why is the child behaving in this manner? What possible
explanations are there?

Learning from a case of Fabricated and Induced Illness (FII)
LSCB Escalation Policy: All practitioners should familiarise themselves with this
policy and should be ready to challenge other agencies if they disagree with their
decisions.
Risk Assessment: Sources of Information should not influence the weight given to
any reported concerns. Practitioners must take a forensic approach to assessment:
at the outset consider all information regardless of the source.
Emotional abuse threshold: All professionals should consider emotional abuse
especially for children with developmental trauma. The professionals should be clear
in their mind when to step-up cases with emotional abuse and to engage early help
services at the first signs that a family is in need of support.
FII: If children are presenting to professionals with multiple illnesses and there are
concerns about history not fitting into the presentations, professionals should
consider FII as a differential diagnosis. This recommendation led to the LSCB
undertaking a review of the FII pathway.
Professional Curiosity: Supervision and case discussions must develop confidence
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in practitioners that professional curiosity underpins risk assessment and risk
management. Explanation of the symptoms (presenting behaviours) should always
be accompanied with hypotheses as to the cause.

Learning from a case where there was a failure to escalate
All agencies should follow LSCB escalation procedure - there was evidence
throughout of clear yet informal challenge of the CART decision making but neither
school nor ESAT used the formal escalation process.
All agencies are to be given a rationale for CARTs decision and to ask for this
if not given – The subsequent CART audit demonstrated improvements in this area.
Cases should not be closed on the Etaf system to ESAT until the CART
decision to step the case up is confirmed – in this instance the case was closed
on eTaF when it should have stayed open until the case had been sent to CiN for
single assessment, as agreed by CART.

Serious Case Reviews (SCRs)
LSCBs are required to undertake a review of all serious cases when abuse or
neglect of a child is known or suspected; and either the child has died; or the child
has been seriously harmed and there is cause for concern as to the way in which the
authority, their Board partners or other relevant persons have worked together to
safeguard the child.
The purpose of a Serious Case Review is to establish whether there are lessons to
be learned from the case about the way agencies worked individually and together to
safeguard and promote the welfare of children, to identify clearly what those lessons
are, how they will be acted upon and what is expected to change as a result.

Ofsted’ Feedback
The case review group makes timely and appropriate recommendations to initiate
serious case reviews. The Board has undertaken and completed two serious case
reviews (SCR) in 2015, within appropriate timeframes. Plans are in place to publish
both the reports and continued efforts to engage the families in the process,
including agreeing dates for publication, are evident. The LSCB has progressed the
action plan of the first completed SCR prior to publication and the current work of
the LSCB is focusing on expediting the learning. As a result, a review and refresh of
the escalation process has been undertaken and the board has published
assessment tools for all agencies.
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Story of Child A
The SCR examined the services offered to the family of Child A following a serious
head injury. There had been significant historical contact with a range of agencies,
but this information was not used to inform assessment of mother’s parenting
capacity. There was also evidence of drift in case management across early help
and child in need, with the result that children where suffered neglect and emotional
abuse for a prolonged period.

Responding to the learning:






LSCB has rolled out Level 2 and Level 3 Neglect Training.
A multi-agency Assessment Toolkit has been developed and disseminated
across the workforce via a series of workshops to over 200 professionals
Integrated Early Support Service has introduced quality assurance checks of
TaFs
The Multi-Agency Escalation Policy has been reviewed and disseminated and
quality assurance checks to ensure application have been built into the policy.
TaF guidance has been refreshed and disseminated and is being actively
monitored following the appointment of three TaF advisors across the localities.

The full Child A SCR report can be accessed via the LSCB website.

Auditing Activity
Children with Additional Needs
Learning






Where a case has a child who is at the right level on continuum of need, cases
are working well.
Where a child is at CiN under Section 17, this is often the weakest part of the
support on the continuum of need, particularly where there is a lack of family
consent or engagement in the process.
Cases where they have children who are looked after with complex additional
needs, the planning is effective and involves multiagency working.
Assessment in relation to risk is not always child focussed, there is a tendency to
be too family focussed.
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Key Messages



When a case is transferred in from other local authorities, make sure all the
information is available from the originating authority.
A Child in Need Plan requires consent, when stepping down from Child
Protection Social Workers must engage parents/carers in discussion about their
willingness to continue receiving support for the child.

Children with Unexplained Injuries
Learning









Agencies and practitioners are identifying appropriate CP issues.
Pre medical meetings should be seen as best practice. There was limited
evidence of Multi Agency Strategy meetings (pre CP medical) taking place. Key
Message: Strategy Meetings should be supported by all partners and
attendance prioritised to prevent a dual agency approach i.e. Police and
Social Care
CP medical reports are sent through the post to practitioners leading to delay in
receipt of reports. This was addressed by the introduction of a generic e-mail
address for each social care locality.
There was evidence of CP medical reports being completed in a timely manner
and distributed to agencies, and that practitioners are using medical reports
appropriately as part of building the jigsaw around the Childs case.
The cases with suspected sexual abuse are taken to St Mary’s SARC for medical
examination.

Random 20 case audit
Learning






There is evidence of strong engagement and information sharing with hospital
services
The use of Pre-birth assessment appears to be embedded in practice and there
are good outcomes when these are conducted on a multi-agency basis.
Children in Need can achieve positive outcomes when supported by robust
assessments and engagement from family and the young person where they are
clearly giving consent and looking to improve outcomes. It also requires buy-in
from partner agencies.
In cases were drift is identified there has been an absence of risk assessment
tools which means that those cases tend to be incident lead rather than
assessment lead. This led to increased promotional and quality assurance
activity relating to the Multi-Agency Assessment Toolkit.
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Positive outcomes are evidence for looked after children placed within their
extended birth-families.
There is evidence that the response to concerns about CSE are being responded
to more consistently across the authority. Agencies raise concerns about CSE
and these are informed by timely use of the screening tool and there is evidence
of improved information sharing by agencies.

Parental Substance Misuse
Learning












There is evidence that agencies were not always aware of the case status
indicating a gap in information sharing or contribution from agencies to the
management of the case. This was particularly apparent from GP returns in a
number of cases. Key Message: GPs hold crucial information pertaining to a
family and should be routinely approached both as a source of information,
and key professional in managing risk and need.
Lack of practitioner’s awareness of services available to people with alcohol
issues was evident in a number of cases where recognition of substance misuse
issues had not resulted in a referral for intervention or any appropriate
assessment – This led to the Board holding a session with the Officer responsible
for the ‘Local Offer’; the Board encouraged greater communication between
commissioners and the Officer to ensure all new services are appropriately
advertised. Cheshire West Local Offer.
Those cases not graded as good lacked awareness of the potential impact of
parental substance misuse on children leading to drift in some cases or case
closure without testing sustained improvements. Key Messages to Managers:
Ensure your workforce is appropriately equipped to recognise and
response to substance misuse issues and utilise the tools in the Multiagency Assessment Toolkit.
The change of provider for substance misuse services has impacted on
practitioner’s ability to access historic records. In some cases this lead to a lack
of knowledge about previous interventions and outcomes.
There was evidence of a lack of involvement by School Nursing and Turning
Point in multi-agency discussions. Key Message: To be effective meetings must
be multi-agency; agencies must prioritise attendance, challenge gaps in
invitations and escalate non-attendance via their management structure.
A significant proportion of cases in this audit transferred in from another area.
This has highlighted the importance of agencies seeking out and understanding
the history of the case. Where this was available the case was more robustly
managed with improved outcomes for children.
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A significant number of cases evidenced that in addition to substance misuse
issues, there was the presence of domestic abuse and parental mental health
issues. Key Message: The LSCB should prioritise the availability of Toxic
Trio training to professionals.

Homeless 16-17 year Olds
Learning












In none of the cases was homelessness the only presenting issue which
highlights the need for agencies to work together and take a holistic approach to
the needs of the child and family.
Assessments are not routinely completed as part of the process and therefore the
rationale for decision-making is not always clear. Key Message: The current
Homeless Protocol is in need of revision.
Agencies should act earlier – audits identified missed opportunities for
preventative work. Key Message: Consider a TaF when there are signs that a
child may be at risk of family breakdown; don’t wait until it happens.
Agencies still miss the opportunity to share vital information with GPs. In all cases
audited there was evidence that the child continued to access their GP. The lack
of available information therefore led to the GPs being unable to respond
appropriately. Key Message: All professionals must seek information from
and share information with GP as a routine element of working with
children across the continuum.
It was evident that there was a lack of awareness and knowledge about the
existence of the current protocol. Key Message: It is important that health
practitioners are included in the refresh of protocol as young people may
have significant health needs and may need a link to other pathways. There
was consensus that protocol should be multi – agency rather than dual
agency. This work is now being reviewed by the Children’s Trust.
The outcomes for the children involved in this audit were by and large positive,
the outcome being achieved by default rather than adherence to the protocol.
Key Message: Once refreshed, the protocol requires wide dissemination
across the partnership.
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Appendix 1 – Membership


























LSCB Independent Chair: Gill Frame
Vice Chair: Lisa Cooper, Assistant Director of Nursing, Quality and Safety,
NHS England
Strategic Director of Children & Young Person's Services – Gerald Meehan
Director of Children’s Social Care – Emma Taylor
Director of Education – Mark Parkinson
Director of Integrated Early Support – Helen Brackenbury
Safeguarding and Quality Assurance Senior Manager – Paul Jenkins
Head of Commissioning, Adult Services – Alistair Jeffs/ Head of Service, Adult
Safeguarding – Jill Broomhall
Head of Service, CAFCASS – Tom Cheadle
Public Health Specialist – Tony Sharples
Senior Manager, Housing Solutions – Alison Amesbury
Director of Nursing, Therapies and Patient Partnership, Cheshire and Wirral
Partnership NHS Foundation Trust – Avril Devaney
Director of Governance and Partnerships, NHS Vale Royal Clinical
Commissioning Group – Judith Thorley
Director of Quality and Safeguarding, NHS West Cheshire Clinical
Commissioning Group – Paula Wedd
Director of Nursing and Quality, Countess of Chester Hospital NHS
Foundation Trust – Alison Kelly
Chief Superintendent, Cheshire Constabulary, Public Protection Unit – Nigel
Wenham
Senior Probation Officer, National Probation Service – Chris Gwenlan
Assistant Chief Executive, Community Rehabilitation Company – Donna
Yates
Head of Service, Cheshire West, Halton and Warrington Youth Offending
Service– Gareth Jones
Lay Member – Gareth Cheesman.
Development Officer, Voluntary Faith and Community Sector – Pauline Ruth
Head Teacher, Secondary – Steve Dool
Head Teacher, Primary – Nicky Dowling
Head Teacher, Special School – Samantha Myres-Whittaker
West Cheshire College – Do Bedford

Professional Advisors
 Designated Nurse, Safeguarding Children – Anne Eccles
 Designated Doctor, Safeguarding Children – Dr Rajiv Mittal
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Legal Services Manager – Caroline Crosby
LSCB Business Manager – Sian Jones.

Participating Observer
 Children’s Services Lead Member – Councillor Nicole Meardon
st

(The above reflects membership as at 31 March 2016. Board Member attendance at Appendix 2
illustrates attendance by role due to a number of changes in personnel over the reporting period).
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Appendix 2 – Attendance 1st April 2015- 31st
March 2016
Children’s Social Care
Children’s Social Care
Integrated Early Support
Safeguarding Unit
Education
Safeguarding Adults
West Cheshire Homes
Public Health
Legal Services
Criminal Justice
National Probation Service
Community Rehabilitation
Company
Cheshire Police – Public
Protection Unit
Police and Crime
Commissioner
Youth Offending Service
Education
Primary Schools
Secondary Schools
Special Schools
Further Education
Health Organisations
NHS England

NHS West Cheshire

Strategic Director
Director
Director
Director
Director
Head of Strategic
Commissioning
Senior Manager, Strategic
Housing
Director of Public Health
Legal Safeguarding
Manager

5/6
5/6
6/6
4/6
5/6
5/6

Senior Probation Officer
Assistant Chief Executive

3/6
3/6

Detective Chief Inspector

3/6

Youth Ambassador

3/3

Head of Service

3/6

Head Teacher, Highfield
Primary School
Head Teacher, Neston
High School
Archers Brook Residential
School
West Cheshire College

4/6

Assistant Director of
Nursing, Quality and
Safety (Patient Experience
and Safeguarding)
Director of Quality and

5/6

3/6
5/6
Papers only

3/6
2/6
5/6

6/6
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Clinical Commissioning
Group (CCG)
NHS Vale Royal CCG
Cheshire and Wirral
Partnership NHS
Foundation Trust
Countess of Chester
Hospital NHS Foundation
Trust
East Cheshire NHS Trust
Designated Professionals

Lay Member
Lead Member
CAFCASS
Voluntary Community
Faith Sector

Safeguarding
Director of Governance
and Partnerships
Director of Nursing

4/6

Director of Nursing

4/6

Director of Nursing
Designated Nurse
Safeguarding Children
Designated Doctor
Safeguarding Children

4/6
6/6

Service Manager
Development Officer

3/6

5/6
1/6
5/6
5/6
3/6
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Appendix 3 – Financial Statement

Budget Information
Expenditure
Direct Employees

222,399

Indirect Employee Expenses

909

Premises

6,926

Transport

2,362

Supplies and Services

46,951
Total Expenditure: 279,547

Income
Cheshire West and Chester Schools

88,500

Cheshire West and Chester Council

45,000

Health Organisations

54,500

Cheshire Police

20,000

Cheshire Probation

3,000

Cheshire Youth Offending Service

3,000

Integrated Early Support

3,000

Board partners provide strong
financial support to the LSCB
budget, in addition to a variety
of “in kind” resources. During
this period we also
successfully secured a
contribution from the
Community Safety Partnership
which we utilised to deliver a
series of training events on
Modern Slavery/Human
Trafficking.
We have achieved the
anticipated savings as
projected in last year’s annual
report by sharing resources
across the LSCB Units of
Halton and Cheshire West and
through the development of a
local training pool of
professionals which has
reduced our reliance on
external trainers and
associated costs.

At the outset of the year the
Board endorsed a forecasted
Community Safety Partnership Bid
7,000
overspend of approximately
Joint Arrangements with Halton LSCB
44, 540
£15,000 against reserves in
order to provide a temporary
Income Generation
8,781
additional administrator post to
Total Income: 277,871
support the LSCB work around
Variance -1,676
audit activity and the Serious
Case Reviews that were
ongoing. The positive reduction in projected overspend has been as a result of
income generation from Learning and Development activity.
CAFCASS

550
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Appendix 4 – Ofsted Single Inspection of
Cheshire West Children’s Social Care and the
Local Safeguarding Children Board.
Link to the full Ofsted report
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