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Priority 3 – Neglect (ensuring that children who are
experiencing or at risk of neglect are identified and

1. Foreword by the
Independent Chair

safeguarded); and
Priority 4 - Child Exploitation (ensuring that children who are
at risk of, or subject to, all forms of exploitation and abuse -

I am pleased to introduce the final annual report for Somerset

including children missing from home, care or education - are

Safeguarding Children Board (SSCB) covering the year 20182019. This is a public report which sets out the work of the

identified and safeguarded).

Board and gives a view of the effectiveness of safeguarding
arrangements across the county.

The following report sets out what has been done in relation
to each of these priority areas and what has been its impact.

During 2018-19, the SSCB has worked to meet its statutory
objectives of coordinating what is done by each person or

Evidence available to SSCB through data, performance
information,

body represented on the Board for the purposes of
safeguarding and promoting the welfare of children in the

feedback

from

children,

families

and

professionals shows that, overall, services for children in
Somerset have continued to improve in quality and

area; and ensuring its effectiveness.

improvements were needed. These were:

consistency over the year. This report has set in some detail
improvements that have been made in specific areas. In
particular, there has been progress in identifying and

Priority 1 - Early Help (ensuring that children and families

responding effectively to children who are experiencing or are
at risk of exploitation. Professional confidence is growing, and

SSCB has also worked on four priorities, reflecting areas where

receive good quality and timely multi-agency help to keep
children safe and promote their wellbeing);

interagency working is becoming more coordinated and
effective.

Priority 2 - Multi-agency Safeguarding (ensuring children are

Also evident from the information available is that
improvements are still needed to ensure that all children and

safeguarded through multi-agency partnership working);

their families receive the right quality of service when they
need it. This is particularly the case where children and
1

families need help at an early stage. Too many children still
live too long in circumstances where their safety or welfare is

Somerset is fortunate in having a children’s workforce of
skilled and knowledgeable people – volunteers and

compromised. This is particularly evident for children who are
experiencing neglect. Supporting and training professionals

professionals – who are dedicated to promoting the safety
and wellbeing of children, supporting their parents and carers,

to identify and act promptly on their concerns is the
responsibility of all agencies who come into contact with

and working to make Somerset the best place in which to be
born and grow up. I thank them all for the work they do each

children. Somerset’s arrangements for safeguarding children
will change from 29 September 2019 as a result of the
Children and Social Work Act (2017) and the statutory

day to keep children safe.

guidance Working Together to Safeguard Children (2018)
which remove the requirement for a Local Safeguarding
Children Board. Under the new legislation, the three
safeguarding partners (local authorities, chief officers of
police, and clinical commissioning groups) must make
arrangements to work together with relevant agencies to
safeguard and protect the welfare of children in the area.
Planning for the new arrangements has been underway for
some time and this planning has shown not only how well the
three safeguarding partners work together, but also how well
all agencies have engaged with the changes.
The new arrangements for safeguarding children in Somerset
can be found at Somerset-Safeguarding-Partnership-newarrangements-June-2019.

Sally Halls

2. Executive Summary

During the year, SSCB has focused on four priority areas:

This report sets out how Somerset Safeguarding Children
Board (SSCB) has worked during 2018/2019 to meet its

1)
2)
3)
4)

statutory objectives, which are to co-ordinate local work to
safeguard and promote the welfare of children and young
people, and to ensure the effectiveness of that work in the
four priority areas. The report also provides an assessment of
the performance and effectiveness of local services, as well as

Early Help
Multi-agency Safeguarding
Neglect
Child Exploitation (CE) / Children Missing

Embedding early help consistently across the partnership has
remained a priority for the Board, both strategically and

the data and reporting provided by partner agencies. It
identifies areas for improvement, and the actions being taken

operationally, to ensure that the right services are offered to
children and families at the right time. Whilst progress has

to address them.

Other activities, for which the Board is

been made, there is still work to do to so that responses to

responsible, such as multi-agency training provision, are also

child and family needs at a non-statutory level are
proportionate and consistent across the workforce, and take

detailed in this report.

account of the lived experience of children.
Ofsted inspected Children’s Services in early 2019, reporting
that:

Multi-agency safeguarding arrangements are more robust.
The quality and consistency of multi-agency work is

‘Appropriate and timely action is taken when children need
immediate protection, including outside of normal office
hours. Strategy discussions are convened at the right time for
children in almost all cases. Professionals who know the family
best are included and contribute their knowledge effectively.
The risks to each child are routinely considered when there is
more than one child in the family.’

improving, resulting in better outcomes for children.
Neglect has been a priority for the Board for some time and
continues to be so because of the serious impact it can have
on the long-term chances for children. Training has been
developed and delivered for large numbers of practitioners
on identifying and addressing neglect. Resources to assist
identification have been developed, piloted and made
3

available. Serious case reviews have highlighted the
importance of identifying neglect early and intervening
effectively, therefore this remains a priority in Somerset.
Child exploitation and children missing has merited a
subgroup of the Board to work on improving the system for
children at risk of all forms of exploitation; children missing
from home, care or education, those at risk of child sexual
exploitation, trafficking, county lines, or modern slavery or
female genital mutilation. Additionally, there has been a
focus on contextual factors outside the home which increase
vulnerability, particularly for teenagers.
Serious case reviews: Two serious case reviews were
undertaken in the period 2018 to 2019: one was published in
autumn 2018 (Family A), and one will be published in late
2019. Two thematic reviews were also undertaken: one
regarding suicides of young people in Somerset and another
reviewing the management of sex offenders against children.

4

3. Children in Somerset

•

in England)

In Somerset there are an estimated 109,657 children aged 0
to 17 years old, with a third of the population living in the

•

main urban areas centered on the towns of Taunton,
Bridgwater, Frome, Glastonbury and Yeovil (ONS 2016 midAssessment has not been updated within the last year.
Link to JSNA: http://www.somersetintelligence.org.uk/cyp/
Key points to note
Somerset is a relatively affluent area, compared with
the national picture, but with pockets of poverty in
certain areas, masked by overall affluence (e.g.
Bridgwater Sydenham (>50% of children live in income
deprived families – different index to) Glastonbury St
Benedicts (highest proportion of children living in
poverty, Bridgwater Hamp (> 1 in 4 children live in
poverty), Highbridge and Burnham Marine (highest
number of children in out of work households)
•

Somerset has an increasing number of children with
additional needs. 2,005 were on EHCP on 31 March
2019 while 10.314 were in receipt of SEN support.

year population estimates). The Joint Strategic Needs

•

Social mobility remains low (e.g. West Somerset has
the lowest social mobility out of 324 local authorities

Access to services is an issue for families because of the
rurality of the area

5

experience of a Board meeting, we have settled into our roles
and feel that our voices have been increasingly listened to and
our involvement valued.

4. About SSCB
SSCB is a statutory body. Its objectives are to co-ordinate local
work to safeguard and promote the welfare of children and

We have seen many new Board members come and go as well
as several changes in emphasis and direction. All this
happened during a time of reducing budgets and what
seemed like ever increasing demands being placed on the
Board and on the agencies involved with children and young
people. Yet, throughout these turbulent times we have been
impressed by the constant drive, energy and dedication of the
people who have been through out that time we have
witnessed a group of dedicated people brought together to
safeguard and improve the lives of Somerset’s young people.
In our other roles, we are both volunteer child advocates and
mentors and, as such, have been particularly impressed with
the Board’s focus upon searching for and listening to the
child’s voice. While there is always room for improvement in
this area, increasingly, local children have been put at the
centre of the Board’s work. We are proud that, in our own
small way, we have been able to help in this regard.

young people, and to ensure the effectiveness of that work.
Its membership is prescribed, and it is funded by a small
number of key partners. It is independently chaired by Sally
Halls, who has chaired the Board since 2012 and is
accountable to the Chief Executive of Somerset County
Council (SCC).
The following link to the SSCB website gives further
information about the structure and operation of the Board:
Somerset Safeguarding Children Board
4.1 SSCB membership and attendance 2018-2019
The SSCB met five times in 2018/2019, including one
extraordinary development meeting in May 2018.
4.2 Community members
Community members play a significant role in providing a
community perspective to inform the Board’s activities and
providing independent challenge.

With much progress made over the last four years, we both
look forward to playing an active role in the new Safeguarding
Partnership.’
Penny Quigley and Kevin O’Donnell

‘We both joined the Safeguarding Board as Community
Members in 2015. Since our first, somewhat daunting
6

Under the new Somerset Safeguarding Children Partnership
arrangements, it is proposed to retain the role of community
members.
4.3 Assessing the effectiveness of child safeguarding and
promoting the welfare of children in Somerset
The Quality Assurance framework adopted by the SSCB has
provided a range of methods to scrutinise the effectiveness of
safeguarding activity across Somerset. Key elements include:
▪
▪
▪
▪

▪
▪
▪
▪
▪

Scrutiny of data and performance information
Multi-agency audits of frontline case work
Case/learning reviews
Section 11 audit (comprising self-assessment in
autumn/winter 2018, and peer challenge by Board
partners to continue into 2019)
Section 175/157 audit (of education settings)
Assurance reporting
Monitoring risks and issues (through the risk register and
challenge log)
Capturing feedback from children and users of services
Engagement with practitioners through ‘safeguarding
conversations’ about cases using an Appreciative Inquiry
model

▪

Regulatory inspection reports (Ofsted, January 2019)
7

5. Progress against
Somerset Priorities for
Children in 2018/19
decisions about thresholds for services (to be concluded
in 2019/20); developed roadshows which supported

Priority 1: Early help - Children and families receive
good quality and timely multi-agency early help to
keep children safe and promote their wellbeing.

practitioners/managers to have a better understanding of
the role of the Lead Practitioner in co-ordinating multiagency packages of support for children, young people
and their families; explored barriers to the early help offer
as well as opportunities for improved collaboration

What we said we’d do
During 2018-2019, the SSCB committed to:
•

What we are pleased about
▪ Ofsted reported in January 2019 that, ‘The practitioners in

evaluating the effectiveness of partners’ delivery of
their Early Help responsibilities; assessing the impact

the early help and first response teams offer advice and
guidance to partner agencies and there is some progress
towards a shared understanding of thresholds and
accountability’ and that ‘thresholds are generally well
understood and applied correctly in children’s services’.

of Effective Support for Families in Somerset which
supports threshold decisions on children and young
people’s outcomes; understanding the views of
children and parents/carers who receive early help
support and services.
What we did:
▪

refreshed the Early Help Effective Support for Families in
Somerset document, which supports practitioners to make

▪

The Effective Support for Families document had been
downloaded 20,867 times by the end of March 2019.

▪

The Professional Choices one-stop-shop website for all
Early Help professionals is now established with an

8

▪

increase of registered users increased by 35% in the last
year, 1,444 entries in the ‘Who’s who’ directory of

contributed to a reduction in the use of early help
assessments, and it is still proving difficult to evidence the

professionals, and 28,624 downloads of the Early Help
Assessment (EHA) form as at 31 March 2019 (cumulative

impact of early help.
The trajectory of contacts to Somerset Direct has dropped

▪

figure building on previous years).
Increased use of the consultation line, mainly by

but those which result in no further action has seen a
sharp increase, almost double that of the previous year.

schools; Team around the School (TAS) multi-agency
meetings have increasing take-up to ensure effective
multi-agency responses to needs at an early help level,

Again, these findings are corroborated by serious
case/learning reviews which suggest inconsistency in the
use of the early help assessments.

including some efficiencies in amalgamating with One
Teams.
▪

Year
2014-15
2015-16
2016-17
2017-18
2018-19

Progress is being made with integration of school nursing
and health visiting services within the wider Children’s
Service framework.

What we are concerned about
▪

Early Help and referrals: Serious case reviews as well as
learning have highlighted that the early help assessment

▪

No NFA
14,428
13,412
2,616
4,474
7,184

% NFA
50.6%
43.8%
8.7%
16.9%
31.3%

Data on Early Help and children in need (CIN) suggests

(EHA) could be used earlier to assess needs, including
SEND needs, and ensure the right services at the right

a need for the partnership to work towards greater
consistency and more common understanding of the

time. There is still work to do to embed the use of the early
help assessment as a means of accessing the right
strategies and services below the level of statutory

thresholds for social care intervention at levels 3 and 4.
The ongoing serious case review and previous review for
Family A highlighted some practice gaps including:

▪

thresholds.
▪

Total
Contacts
28,540
30,649
30,103
26,457
22,935

o need for more consistency around use of the early

Some reductions in early help services and the

help assessment as a holistic multi-agency tool

workforce perception of these reductions may have

which underpins Team Around the Child activity, as
9

opposed to its use as a referral for statutory
services

a participation framework for children and young
people; developing a more robust systematic framework

o negative perception of the Lead Professional role
(perception of sole responsibility for risk/overly

for auditing the quality of early help assessments and
plans; developing a shared culture under the new

time consuming)
o need
for
greater

challenge/professional

partnership arrangements for children of ensuring the
right services at the right time; developing supporting

curiosity in casework
o need for greater consistency in taking sole or
collective responsibility for following up on actions

guidance linked to the Effective Support for Families
document which clarifies the support or children with
Special Educational Needs and Disabilities (SEND).

where children require early help services
o greater awareness and use of the South West
Child Protection Protocols Pre-birth Guidance
What we will do next
In the first year of the Somerset Safeguarding Children
Partnership, early help will remain a priority, given findings
from serious case reviews. The focus will be on:
▪

embedding the use of the early help tools further,
including developing a rolling programme of multiagency training; enhancing the quality of early help
assessments by establishing a systemic multi-agency
audit schedule involving practitioners and managers
across the partnership; understanding the views of
children and parents/carers who receive early help
support and services, through the further development of
10

Priority 2: Multi-agency safeguarding
Children are safeguarded through effective multi-agency working
What we said we’d do
During 2018/19 SSCB wished to evaluate the effectiveness

What we found
As of March 2019, 402 children were the subject of child

and impact of safeguarding arrangements in Somerset by:

protection plans. The categories of abuse that the plans

•

scrutinising data and monitoring agency compliance
with statutory child protection (CP) procedures and

related to is shown below:

local guidance (Effective Support for Families in
Somerset and the Resolving Professional Differences

Categories of abuse for CP Plans at 2016-2019
Type
of
abuse
Emotional
abuse
Neglect

protocol); assessing impact of the partnership's work
through audit of identification and response to hidden
harm and its impact on children; understanding the
views of children and parents/carers who experience
Somerset’s CP processes.

Physical
abuse
Sexual
abuse
Multiple
factors
Total

What we did
▪

Developed multi-agency standards for attendance and
quality at child protection conferences;

▪

Undertook ‘safeguarding conversations’ using the
Appreciative Inquiry model with practitioners regarding
cases which had had successful outcomes.

•

11

No. at
31/3/19
156

No. at
31/3/18
181

% at
31/3/19
38.8

% at
31/3/18
41.6

234

224

58.2

51.5

6

11

1.5

2.5

2

16

0.5

3.7

4

3

1.0

0.7

402

435

100

100

Neglect continues to feature most heavily as the reason
for children becoming subject to child protection plans. In

2019-2020 the early identification and tackling neglect will
remain a priority for multi-agency safeguarding

Percentage of children subject to a repeat child
protection plan
2017-2018 Somerset
21.1.%
2017-2018 Statistical neighbours
22.38%
2017-2018 England
20.2%
2018-2019 Somerset
20.3%

arrangements, and addressed through priorities two and
three.
•

Sexual abuse remains low as a reason for a child
protection plan and it is judged that this is currently
under-reported.

•

What we are pleased about

64.3% of the child protection plans which ended in
2018/19 had been open for less than 12 months. This
would appear to be lower than the 80% the previous year

▪

importance of consistency of professionals working with
families, where possible, and the positive effects achieved
by families seeking their own solutions.

and may be taken as a proxy indicator that agencies are
working well together to meet children and family needs
in a coordinated manner, so that statutory involvement
does not last longer than it needs to.
•

Safeguarding conversations have highlighted evidence
of positive multi-agency practice, including the

▪

Improved attendance and quality of input at strategy
meetings has increased the quality, consistency and
engagement in strategy meetings. ‘Professionals who

The percentage of children who are subject of a CP plan
for a second or subsequent time has reached a level more
in line with England, and lower than statistical neighbours.

know the family best are included and contribute their
knowledge effectively’. (Ofsted 2019)

Whilst this is a positive trend, and there are no large
▪

variations in performance, under the new safeguarding

Use of tier four hospital beds has reduced and ensured
that fewer children remained in hospital because of the
lack of appropriate placements.

arrangements, the partnership will need to ensure that this
is sustained and is considered as one of a number of
measures to evidence the effectiveness of multi-agency

▪

working at the child protection level in reducing future
need.

Use of the Resolving Professional Differences protocol
is embedding across the workforce with 36 being
completed in the financial year 2018-2019, although some
were inappropriate, meaning that there is still more work

12

to do to promote conversations at the point of dispute
which can usually resolve differences.
▪

•

S175/157 schools audits were well-received and
arrangements for the quality assurance of schools’ self-

abuse.
•

assessments made good progress across the year.

DfE guidance in elective home education (EHE) published
in April 2019 states:

keep multi-agency safeguarding as a priority area of focus in
2018-19 and will evaluate the effectiveness and impact of

‘There is no proven correlation between home education

safeguarding arrangements in Somerset by:

and safeguarding risk. ……. However, a child being
educated at home is not necessarily being seen on a
regular basis by professionals such as teachers and this
logically increases the chances that any parents who set
out to use home education to avoid independent
oversight may be more successful by doing so.’
•

▪

scrutinising data and monitoring the quality of agency
engagement and compliance with statutory child
protection procedures and local guidance: Effective
Support for Families and the protocol for Resolving
Professional Differences (escalation policy).

The numbers of children who are electively home
educated at 30/04/2019 was 1,055. EHE starts have

▪

assessing impact of the partnership's work with children
with additional needs and assure ourselves that the

reduced from 552 in the academic year 2017/18 to 518 in
the academic year 2018/19, a fall of just over 6%.
•

Somerset has emerged as an outlier for rates of knife
crime

What we will do next
The new Somerset Safeguarding Children Partnership will

What we are concerned about
•

Ensuring a co-ordinated and effective response to
domestic abuse where children are associated with the

▪

Whilst most authorities have robust mechanisms for
reporting vulnerable children placed in Somerset, it is

▪

not always clear when these children have left and
therefore challenging to ensure they are kept safe. It is
likely that the snapshot data over-estimates the number
of children placed in the area.
13

system performs effectively on their behalf
engaging with practitioners through audit, safeguarding
conversations and other scrutiny activity.
strengthening learning from both Adults and Children
Board reviews

▪

▪

assessing impact of Think Family approaches to
safeguarding vulnerable children within the context of

vulnerabilities such as SEND, children looked after, on
child in need or child protection plans or at risk of

their families and communities
understanding
the
views

▪

exploitation.
Closer monitoring of vulnerable children placed within

▪

Somerset by other authorities.
Responding to issues of domestic abuse in rural areas as

parents/carers who
protection processes

of

experience

children

and

Somerset’s

child

highlighted by a pending domestic homicide review, and
the National Rural Crime Network (2019) and by Ofsted
through the focused inspection (2019) to ‘protect the

Activity will include:
▪ Working with District Councils and housing partners are

women, children and men in rural communities who suffer
daily at the hands of … abuser’ through better
‘engagement by workers with the adults who have
committed offences.’

sufficiently aware of and respond effectively to issues for
vulnerable families;
▪

Ensuring that children with additional needs are being
safeguarded and seeking information about this in the

▪

coming year.
Gaining a greater understanding of the appropriateness of
EHE arrangements for children in the area, as well as a

▪

firmer grip on attendance as it links to additional

14

Seeking a better understanding of the circumstances
around knife crime to enable more targeted responses to
safeguard children.

Priority 3: Neglect

Children who are experiencing, or at risk of, neglect are identified and safeguarded
What we said we’d do
In 2018-2019, the SSCB committed to tackling

▪

Commissioned a second serious case review with a
focus on long-term neglect affecting very young children

neglect by:

▪

Commissioned peer challenge for Children’s Social Care

•

on the theme of neglect from a neighbouring local

improving the awareness of professionals about neglect,
the issues surrounding it and early, practical approaches
for dealing with
implementing a

authority

it; developing, launching and
multi-agency neglect strategy,

What we found

practitioner guidance and the Somerset neglect action
plan; assessing the effectiveness of agency responses;

As in the previous year, neglect is the most common reason
for children to become the subject of a Child Protection Plan.

understanding children’s lived experience of neglect in
order to improve practice.

On 31st March 2019, a total of 234 children were the subject
of Child Protection Plans with the category of neglect.

What we did
▪ Developed and implemented:

Children becoming subject to a CP plan due
to neglect - rate per 10,000

o a performance scorecard of key performance

40

indicators

35

o a multi-agency neglect strategy and action plan
(sscb local-protocols-guidance)
o a neglect toolkit and cascade training pack for
▪

30
25

20
15

practitioners
Published a serious case review with a focus on long term

10
5

neglect of three teenaged children (sscb serious-casereviews)

0
2013

15

2014

2015

2016

2017

2018

2019

There is still more to be done to embed the neglect toolkit

What we will do next

across the partnership workforce, but as of March 2019, in
excess of 3,000 neglect toolkits have been downloaded.

Under the new safeguarding children partnership
arrangements which take effect in October 2019, there will be

What we are pleased about

a continued drive to raise the profile of and tackle neglect by:
▪ Improving practitioners’ knowledge and skill base in

▪
▪

The practitioner guidance and neglect toolkit have been
well-received and is being used by practitioners.
The peer review found that ‘the partnership is taking

▪

responsibility; neglect is everybody’s business. The full
impact of this will only become apparent over time’

strategy, practitioner guidance and toolkit and to provide
assurance of the impact in improving children’s lives;
▪

What we are concerned about
▪

▪

▪

responding to neglect, the issues surrounding it and
practical approaches for dealing with it;
Promoting and embedding the multi-agency neglect

Assessing the effectiveness of current practice, including
early identification and intervention in response to

The late identification of neglect and failure to act in time
to safeguard children has been a recurrent theme in
serious case and learning reviews in Somerset.
Assurance that frontline practitioners are receiving
appropriate supervision to support the identification of

▪

neglect, particularly chronic neglect, based on
understanding gained from SCRs and other reviews;
Understanding children’s lived experience of neglect in

▪

order to improve practice;
Sharing learning from the SCR to be published in autumn

neglect and subsequent intervention.
Audits have shown that adult issues are often the focus

2019 via multi-agency practitioner groups and the newlyconstituted Somerset Safeguarding Children Partnership

when neglect is identified, rather than the lived experience
of the child,

Forum in the autumn of 2019.
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Priority 4: Child Exploitation

Children who are at risk of, or subject to, all forms of exploitation and abuse (including children missing from
home, care or education) are identified and safeguarded (to include CSE, trafficking, county lines, modern
slavery and other exploitation outside the home).
What we said we’d do
During 2018-2019 the SSCB committed to:

preventing child exploitation through the appropriate
sharing of multi-agency intelligence.
▪

•

improving the effectiveness of the strategic
approach to tackling child sexual exploitation and
children with repeated missing episodes in Somerset
through

implementation

of

the

child

▪

with children and supports partner agencies.
Progressed work on harmful sexual behaviour and

▪

peer abuse by children, in response to an increase in
concerns.
Continued to raise awareness about child exploitation

sexual

exploitation and missing children action plan and
redesign of the CSE system; evaluating the
effectiveness of partners’ arrangements for
identifying, assessing and tackling child sexual
exploitation and missing episodes; understanding the

and particularly sexual exploitation, including:
o Twitter and Facebook campaigns;

views and experiences of children and families
vulnerable/ and or subject to exploitation.

o through delivery of targeted training

o the learning bulletin (TUSK);

▪
What we did
▪

The Barnardo’s BASE team provides a complimentary
specialist child exploitation service that works directly

o attending the NHS conference
Developed a multi-agency performance dataset
with a specific focus on vulnerabilities which are of

Avon and Somerset Constabulary rolled out the
partnership ‘Operation Topaz’ which has had

concern in Somerset, notably: all children with school
attendance of under 90% with special educational

significant reach across Somerset in disrupting and

needs or disabilities; children looked after, on child
protection or child in need plans; those electively
17

home-educated or on part-time timetables, and those
at risk of exploitation.
▪

▪

Re-designed the process for responding to children
who go missing. Dedicated staff have been identified

development to improve the completion rate and
timeliness of social work ‘meaningful contact’ with

to carrying missing return interviews.

looked after children who go missing.
Whilst there has been a 25% increase in children

▪

What we are pleased about
▪

Improved awareness and understanding of child
exploitation/contextual
safeguarding
through
communications activity and practitioner events

▪

The development of an Education Safeguarding
Partnership building on the previous advisory group,

identified as at risk of sexual exploitation, the dataset
does not yet give a clear overview of child
exploitation in Somerset.
▪

What we will do next
The new SSC Partnership will:
▪ continue to strengthen leadership, particularly with the

Whilst permanent exclusions have risen from 118
(Sept 2017 – Jul 2018) to 121 (Sept 2018 – July 2019)
or by just over 2%, this is the first year in five years that

Child Exploitation subgroup, Health Safeguarding
Partnership, Education Safeguarding Partnership, and

Somerset has not seen a significant increase in the
number

of

permanent

exclusions.

Fixed term exclusions from school have risen from
5613 (Sept 2017 – Jul 2018) to 6926 (Sept 2018- Jul
2019) or by just over 23%.

with an enhanced leadership function and data
oversight.
▪

What we are worried about
Responses to children who go missing need further

Permanent

District Council Safeguarding Partnership, and seek
assurances that children vulnerable to exploitation are

exclusions are a significant factor as they
predominantly affect children of secondary school age
and have the potential to leave them vulnerable to
exploitation, especially as parental supervision during
the working day cannot be guaranteed.

▪

identified and receive an effective response to protect
them.
address the challenge of County Lines for children;
distribution of drugs that involves exploitation, coercion
and violent crime.

18

▪

understand the views and experiences of children and
families vulnerable to/experiencing exploitation, including
care leavers and young adults with specialist educational
needs, with a focus on those with multiple vulnerabilities,
such as home-educated children or those who go missing.

Activities will include:
•

taking action where there are children and young
people who are missing and vulnerable to exploitation
(MAVE).

•

improving the collection and quality of data

•

building on improvements to the quality of return
home interviews so they inform planning for children
and help to reduce risk.

•

monitoring

both

permanent

and

fixed

term

exclusions from school as part of the new School
Attendance Monitoring Protocol and through the
Education Safeguarding Partnership.
•

Work closely with and assess the impact of partnership
Serious Violence Reduction Unit to be established in
2019-2020.
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6. Case Reviews

considered under the new statutory guidance, Working
Together to Safeguard Children (2018).
1) SCR ‘Family A’

The Somerset Safeguarding Children Board has continued to

This Serious Case Review (SCR) concerns three children from
the same family who experienced neglect. The years of

conduct both serious case reviews and learning reviews to
promote a learning culture across the area. ‘Working
Together to Safeguard Children’ (2015) states that:

neglect experienced by these children demonstrated the lack
of a concerted, effective and timely response by too many
agencies.

Good practice should be shared so that there is a growing
understanding of what works well. Conversely, when things
go wrong there needs to be a rigorous, objective analysis of
what happened and why, so that important lessons can be
learnt and services improved to reduce the risk of future harm
to children.

The review highlights a number of areas in which professional
practice in Somerset fell short of the standards expected.
SSCB and all the agencies involved accept the conclusion that
the significant neglect experienced by these children should
have been identified and a response made earlier. All agencies
involved with the family over the years share some
responsibility for the failure to address the safeguarding

6.1 Serious Case Reviews

needs of these children.

A serious case review (SCR) is undertaken for every case where
abuse or neglect is known or suspected and either a child dies;

Since that time, there have been significant changes locally. A
number of the recommendations made in the report have
already been addressed or are in progress. These include the

or a child is seriously harmed and there are concerns about
how organisations or professionals worked together to
safeguard the child.

following:

SSCB published one SCR in 2018. A second was initiated,

SSCB is closely monitoring the delivery and impact of the

which will be published later in 2019. As of 1 October 2019,

multi-agency action plan and will continue to hold individual

any future cases deemed to meet the criteria outlined above

agencies to account in addressing the shortcomings in

will be considered as Child Safeguarding Practice Reviews and
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practice identified in the course of the review.

In addition, Child Protection Plans are routinely and effectively
audited to confirm that they address the risks identified.

2) SCR ‘Family B’
This SCR, to be published in autumn 2019, concerns young

SSCB continues to challenge schools via the Education
Advisory Group to ensure that Designated Safeguarding Lead
in every school is a senior member of the teaching staff.

children from the same family who experienced neglect
throughout their lives. One of the children has also been
subject to sexual abuse.

The Resolving Professional Differences Protocol – Somerset’s
escalation policy to effect challenge across the partnership has been relaunched and embedded across all partner
agencies. The SSCB Business Unit takes oversight of this
protocol to ensure that responses are received in a timely
fashion.

As with Family A, it is accepted that all agencies involved
should have acted earlier to safeguard the children, and that
the needs of the parents were prioritised over those of the
children.

Child protection supervision has been subject to audit in 2019
and findings will be shared and acted upon from summer
2019.

Response
SSCB has developed a comprehensive training programme on
identifying and working with neglect, including a neglect
toolkit.

A stronger framework has been implemented to ensure that
Parent/Family Support Advisers have accountability for their
involvement with families.

Frontline practitioners working with children and families
have been offered opportunities for further training on
working with families who display aggressive and evasive
behaviour, and this will continue under the new safeguarding
partnership arrangements.

Further learning and actions will result from the Family B SCR.

6.2 Child Death Reviews

SSCB is now assured that Child Protection Chairs are
sufficiently supported to fulfil their statutory responsibilities
including challenge to all agencies when Child Protection
Plans fail to protect children.

SSCB is responsible for having a Child Death Review process
in place. The purpose of a review and/or analysis is to identify
any matters relating to the death(s) that are relevant to the
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welfare of children in the area or to public health and safety,
and to consider whether action should be taken in relation to

reported during 2019/20. Learnings from these reviews will
be disseminated via the SSCB Learning Bulletin ‘Things You

any matters identified. If child death review partners find
action should be taken by a person or organisation, they must

Should Know’ and SSCB training courses.

inform them. These reviews have been undertaken on behalf
of SSCB by the Somerset Child Death Overview Panel (CDOP),

6.4 Thematic reviews
Two thematic learning reviews were initiated in 2017/18 and

with membership drawn from organisations represented on
the SSCB, and the flexibility to co-opt other relevant
professionals as appropriate. In 2018-2019, Somerset’s CDOP

have reported in 2018/19.

was chaired by a Consultant in Public Health.

1) Review of child deaths through suicide or ‘probable’
suicide

CDOP publishes an annual report which sets out how it has

The multi-agency review was undertaken to identify themes

undertaken these reviews, themes identified over the course

arising from the deaths of children, and to identify actions

of 2018/19 and actions taken as a result. This is obtainable via
the SSCB website CDOP Annual Reports.

that the SSCB could take to reduce the likelihood of further
suicides or attempted suicides among children.
A new children and young people’s subgroup of the Suicide
Prevention Group has been established, with a focus on

This is the final full year that the SSCB will be responsible for
undertaking these reviews. ‘Child Death Review Partners’ will

preventive actions relating to:

assume this responsibility from 1 October 2019.

6.3 Learning reviews
The SSCB’s Learning and Improvement Subgroup
commissions other types of review where it identifies
potential for learning and improvement. Three learning
reviews were commissioned during 2018-19 that will be
22

•

family environment and relationships

•

bullying

•

academic pressure

•

self-harm and suicidal ideation.

2) Review of cases where sex offenders have access to
children

What we did
SSCB shared the review and findings with Board members and
developed an action plan. The plan includes:

The Board conducted a learning review on male sex offenders
who had access to children following their release from
custody and this concluded in 2019. The thematic review
examined practice in relation to the assessment and
management of risks posed by registered sex offenders to
children, in order to identify and address any practice

•

greater awareness of the child sex offender disclosure
scheme (Sarah’s Law)

•

a renewed focus on ensure professionals are critically
curious about family situations and their impact on
children

improvements required.

•

ensuring that the welfare of children remains
paramount

What we learned
In addition to key themes that Somerset
acknowledge need to be addressed further:

partners

•

hearing the voice of the child more clearly

•

strengthening the professional curiosity of the workforce,

•

further embedding challenge, including the escalation

•

processes (Resolving Professional Differences).
The review found that:
•

Systems should be strengthened that link offenders and
potential victims within immediate and extended families
to ensure children are protected.

•

increased awareness of confidentiality guidelines,

Over-reliance on parents to report partners who are sex
offenders introduces an element of risk and leaves
children vulnerable to abuse.
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relaunching the escalation policy.

of frontline services, including the LADO service, in January
2019 commented:

7. Other activities and
functions of the SSCB

‘The designated officer responds competently to concerns
raised and offers a response to partner agencies that is both
supportive and challenging.’

LSCBs are responsible for developing policies and procedures
for safeguarding and promoting the welfare of children in the
area of the authority, including policies and procedures in
relation to a number of specific areas. These include:
(i)

investigation of allegations concerning persons who
work with children;

(ii)

training of persons who work with children or in

The LADO annual report for 2018-19 is available here: LADOAnnual-Report-2018-to-2019

7.2 Multi-Agency Training
Multi-agency training, led and coordinated by the SSCB
training manager, continues to be valued and evaluated as

services affecting the safety and welfare of children;
(iii)

effective across all sectors of the partnership. The SSCB
partner organisations support the training in kind with key
speakers and venues. The SSCB training function became fully

safety and welfare of children who are privately
fostered;

7.1 Allegations
Officer (LADO)

Management

–

self-financing in the reporting year.

Designated

What was done?

The local authority is responsible for having in place a
Designated Officer (LADO) to manage and oversee

This year, a total of 56 courses were delivered across 20182019. A total of 1,157 training places were booked. In
addition, 167 attendees came to the four Multi Agency

allegations of abuse made against people who work with
children.

Practitioner Information Groups (MAPIG) sessions with a
focus on the learning from the Family A SCR.
Specialist themed courses were offered throughout the

SSCB receives report each year on the activity and impact of
the LADO service, and has been satisfied that the function is

reporting year and provided by a pool of experts in child
sexual exploitation, children who display harmful sexual

being well-delivered in Somerset. The focused visit by Ofsted
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behaviour, as well as initiating courageous conversations with
families. All delivery is underpinned by ‘Think Family’

plan for 2019 and the Somerset Plan for Children, Young
People and Families.

approaches to practice and hearing from children.

•

What difference has been made?
Evaluations from participants and their managers provide

Multi-agency attendance at training events is crucial for
shared learning. Relevant continuing professional
development opportunities for practitioners will be
offered, and agencies challenged to ensure attendance

evidence that opportunities for multi-agency learning are

and learning.

valued across the partnership. Evidence obtained about the
impact of training on practice is detailed in the Training

Further details can be found in the Training Annual Report

Report 2018-2019.

which is available on the SSCB website Training Annual
report 18-19.pdf

What next steps will be taken?
•
•

Further develop approaches to evidence transfer of
learning into practice.

7.3 Safety and welfare of children who are

Create further opportunities for integrated multi-agency
training, particularly around key priority areas such as
neglect, working with resistant families, child exploitation,

Historically the numbers of privately fostered children in

early identification of harmful sexual behaviour, transitions

subject to private fostering; in 2018-19 eleven notifications

for vulnerable young people, all underpinned by ‘Think

were received. Each year, the SSCB receives a report on how
the council discharges its responsibilities for private fostering

privately fostered
Somerset known to the local authority have been low. As at
31 March 2019, the County Council was aware of 11 children

Family’ approaches and the voice of the child at the centre
of practice.
•
•

and is satisfied that all statutory requirements are met.

Continue to incorporate learning from serious case
reviews from both adult and children’s services.

7.4 SSCB Communications

Ensure the training priorities remain aligned with the new

The SSCB Business Unit has continued to develop the SSCB

Somerset Safeguarding Children Partnership business

website as the central hub for all information relating to child
safeguarding in Somerset. Greater use of twitter and
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Facebook have also contributed to the Board’s increased
digital presence across the partnership, with success in

The increase in calls to the line (39.5% increase) is positive and
indicates a multi-agency approach to requesting support

publicising serious case review publications and directing
practitioners to the website.

from Children’s Social Care, particularly from education
providers who are in contact with the majority of the children

Downloads of newsletters and TUSK (Things You Should

and young people in Somerset.

Know – the SSCB learning bulletin) continue to average 1,100
downloads per edition. Practitioners report that these
publications are invaluable in keeping them up-to-date with

7.6 Voluntary and community/faith sectors
The SSCB is committed to working closely with the voluntary,
community and faith sector across the partnership area in

latest policy, learning from SCRs/learning reviews, and
understanding the work of the partnership.

order ensure that children are safeguarded, and to strengthen
partnership work between the third sector and statutory

7.5 Safeguarding Leads Consultation Line

agencies. The SSCB continues to support the voluntary/

The function of the line is to promote understanding and

community sector agencies in making full use of the training,
policies and guidance provided by the Board and to make

learning about the level of intervention appropriate to the
child or young person’s needs. There were 1,349 calls to the

them accessible to the sector.

consultation line in the last financial year 2018-2019 (967 in
2017-18), the majority received from education providers
(76%).
Education
Nursery/childminder
Health
Other
Children’s Social Care
Not known
Police
TOTAL

1,031
111
104
79
13
8
3
1,349
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8. Listening to children

The link to the Participation Strategy can be found here: SCC
Participation Strategy

SSCB encourages its partners to listen and to understand the

Through consultation on the Somerset Plan for Children,
Young People and their Families (2019-2022), children and

lived experience and wishes and feelings children and young
people in Somerset to improve outcomes. Whilst there are

young people have said that they wish to hold the three key
partners to account for keeping children safe in Somerset
through an annual face-to-face meeting.

some areas of good practice across the partnership, as Ofsted
reported in early 2019, it is fair to report that ‘it is hard to

know what life is really like for [some] children.’

Furthermore, by aligning with the structures of the Children’s

The new Somerset Safeguarding Children Partnership will

Trust Board, there are greater opportunities to consult with

adopt the the Somerset County Council Participation

children and young people through the established groups,

Strategy (2019-2022), with its guiding principles of:
•

but also to reach out more widely to all children and young
people e.g. through use of the school survey results. The
Somerset Safeguarding Children Partnership, effective as of 1

All children and young people have the right to be
heard and have their views valued and acted upon.

•

October 2019, has committed to broader framework for the
involvement children and young people.

All Somerset Safeguarding Children Partnership
members undertake to involve children and young
people at all levels in shaping their services, and they

Advocacy for children who are in need of protecting is

acknowledge that this enhances the quality of services
provided and creates services that people want and

provided by a charity called Route 1 Advocacy in Somerset.

need.
•

From the data available for the last six-month period (1

Appropriate feedback is given to children, young
people and their families, in a timely fashion, about

October 2019 to 31 March 2019), 779 children had a child
protection conference. Of these children, 301 were aged

their feedback has had upon the services delivered.

under 4, leaving 478 children eligible for an advocate. Of the
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478 eligible children, 159 were supported by an advocate who
either attended the conference or sent a report (33%). These
figures are largely in line with the previous year (30.7%)
Of those children who had an advocate, 57% were in South
Somerset, 16% were in Taunton, 15% were in Sedgemoor and
11% in Mendip. Use of advocacy for children remains an area
of concern for safeguarding partners. Therefore, in 20192020 the Independent Safeguarding Reviewing Service is
committed to strengthening the promotion of child
participation and advocacy in child protection processes to
ensure that all children have their views and wishes heard and
are involved in their planning. Similarly, there will be further
promotion of the ‘Mind of My Own’ (MOMO) application.
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9. Assessment of the effectiveness

neglect. Supporting and training professionals to identify and
act promptly on their concerns is the responsibility of all

of the safeguarding arrangements
in Somerset

agencies who come into contact with children.

Evidence available to the SSCB through data, performance
information, feedback from children, families and
professionals shows that, overall, services for children in
Somerset have continued to improve in quality and
consistency over the year. This report has set in some detail
improvements that have been made in specific areas. In
particular, there has been progress in identifying and
responding effectively to children who are experiencing or are
at risk of exploitation. Professional confidence is growing, and
interagency working is becoming more coordinated and
effective.
Also evident from the information is that improvements are
still needed to ensure that all children and their families
receive the right quality of service when they need it. This is
particularly the case where children and families need help at
an early stage. Too many children still live too long in
circumstances where their safety or welfare is compromised.
This is particularly evident for children who are experiencing
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10. Looking forward

The new arrangements for safeguarding children in Somerset
can be found at Somerset-Safeguarding-Partnership-newarrangements-June-2019.

2018-19 has been the final full year of operation of SSCB.
Somerset’s arrangements for safeguarding children will
change from 29 September 2019 as a result of the Children

The safeguarding partners have been working together with

and Social Work Act (2017) and the statutory guidance
Working Together to Safeguard Children (2018) which

that there is as smooth a transition as possible. This includes

the safeguarding business unit and the LSCB Chair to ensure
deciding to continue with the current priority areas during
2019-20. A business plan has been developed which sets out
the objectives and outcomes in relation to each priority, and

remove the requirement for a Local Safeguarding Children
Board. Under the new legislation, the three safeguarding
partners (local authorities, chief officers of police, and clinical

how they will be progressed.

commissioning groups) must make arrangements to work
together with relevant agencies to safeguard and protect the
welfare of children in the area.
Planning for the new arrangements has been underway for
some time and this planning has shown not only how well the
three safeguarding partners work together, but also how well
all agencies have engaged with the changes.
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11. Budget
Core budget
Salaries
Running costs
Total expenditure
Income
Training budget
Salaries
Running costs
Total expenditure
Income

£146,602
£15,756
£163,358
£161,317
£67,843
£21,208
£89,051
£119,879

Partner contributions
Agency
Somerset County Council
Somerset Clinical
Commissioning Group
Avon and Somerset
Constabulary
National Probation Service
CAFCASS
Mendip District Council
Sedgemoor District council
Somerset West and Taunton
South Somerset District
Council

Amount
£102,000
£30,350
£19,600
£1421
£550
£1,610
£1,610
£1,610
£1,610
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