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Foreword
This is the third annual report I have published as Independent Chair of Somerset Local
Safeguarding Children Board (LSCB). It provides an assessment of the performance and
effectiveness of local services in safeguarding and promoting the welfare of children in
Somerset during 2014-2015, as well as giving an account of the activities, development
and impact of the Board in meeting its statutory responsibilities and playing its part in
fulfilling the vision set out in the county’s children and young people’s plan that

“Somerset children are safe, healthy and cared for and have
integrated support to meet their needs.”
The report sets out the areas in which the Board and its partners are facing particular
challenges and identifies areas of weakness, the causes of those weaknesses and the
action being taken to address them, as well as other proposals for action. The report
includes lessons from inspections, audits and reviews undertaken within the reporting
period and sets out priorities for the coming year. It is intended to be read by both
professionals and members of the public.
The climate in which the Board does its work has continued to be challenging, as partners
face resource constraints and increasing demands for their services.
Continued and significant instability in the political, strategic and operational context in
which the LSCB operates, both within and beyond Somerset, has affected the ability of the
local partnership to deliver consistently good quality services and the Board to be properly
effective.
During the period covered by this report, Ofsted inspected Somerset County Council’s
Children’s Services in January 2015, and the inspection incorporated the review of
effectiveness of the SSCB. Both were judged to be inadequate. This judgment provides
significant challenge to the board as it endeavours to address the partnership issues
raised within this and the previous (2013) Ofsted Inspection of the local authority
arrangements for the protection of children. Although significant activity has taken place
to address the issues raised, operational and structural challenges, including those
relating to staff, capacity and resources remain a concern.
Nevertheless, the commitment by partners to the Board and its work has remained
constant, as has the determination of all who are engaged with working with and on behalf
of children to make a positive difference; to listen to what children and young people have
to say about what is important to them; to continue to learn, develop and strive to fulfil their
responsibilities to the highest standard.
I thank them all - children, young people and staff and volunteers alike - for their
continuing commitment and resilience, and look forward to accelerating progress and
improvement in the year to come.

Sally Halls
Independent Chair
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Introduction

Somerset’s Safeguarding Children Board (SSCB) operates as a statutory body under the
Children Act 2004 to carry out a range of roles and statutory functions. The SSCB
develops local safeguarding policy, procedures and scrutinises local arrangements as set
out in ‘Working Together to Safeguard Children’ (DfE, 2015).
One of the duties of the Independent Chair is to publish an annual report on the
effectiveness of child safeguarding and promoting the welfare of children in the authority
area of Somerset.
The report is submitted each year to the Chief Executive, Leader of the Council, the local
Police and Crime Commissioner and the Chair of the Health and Wellbeing Board.
This annual report for 2014/15 is intended to provide a rigorous and transparent
assessment of the performance and effectiveness of local services. The report highlights
where areas are effective and improving and pays particular attention to weakness, the
causes of those weaknesses and the action being taken to address them, including
proposals for change.
The annual report has been authored by Sally Halls, Independent Chair with support from
Helen MacDonald, Service Manager - Safeguarding, who is the SSCB Board Manager.
It was presented in final version to the full Board in October 2015.
The annual report is published on the SSCB website for all partners and members of the
public to access. www.somersetlscb.org.uk
Please address any questions in relation to this report to:
Helen MacDonald
Somerset LSCB Board Manager
County Hall
Taunton
TA1 4DY
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Context and strategic overview

Children in Somerset
Somerset is a large, mainly rural, county with an area of 3,452 square kilometres. The total
population is approximately 535,000 people (amounting to 10% of the population of the
south west region) and of these 108,722 (+ 20%) are children aged 0 to 17 years old. The
majority of people live in the main urban areas centred on the towns of Taunton,
Bridgwater, Frome, Glastonbury and Yeovil. Somerset is considered to be the third most
rural county in England, which presents particular challenges in terms of infrastructure,
including in the context of safeguarding and child protection. (Source ONS 2013 mid-year
population estimates)
Somerset’s population is predominantly of a white British ethnic origin (94.6%) although
there are significant numbers of people from other ethnic groups. At the time of the 2011
census 14,707 people identified as ‘White other’ residents, representing 2.8% of the
population; most born in Europe from East European countries and Portugal, Poland being
the major country of birth. There are an estimated 733 Gypsy or Irish Traveller residents in
Somerset, the second highest number of any local authority in the South West; just over a
third are resident in Mendip. The black and ethnic minority (BME) population of the county
was estimated at 11,450 - approximately 2% of the total population. (Source – 2011
Census)
Somerset generally is close to the national average in terms of overall levels of
deprivation, with West Somerset ranking amongst the 15% most deprived local authorities,
with the most deprived ward in Somerset being Sydenham, Bridgwater. In 2010 there
were estimated to be 14.9% of children living in poverty in Somerset. Whilst this is a
reduction of 0.7 percentage points from the previous year, this still equates to one in every
six children aged under 16. The national average for England is 21.1%. The most
prevalent form of deprivation in Somerset relates to barriers to housing and services.
Since the last report in 2014, there has continued to be a significant rise in the number of
children with a child protection plan. At the end of March 2015, there were 522 (412 in the
previous year) children with child protection plans from 261 families (203) living in the
county. This is approximately 47.9 (37.9 previous year) per 10,000, which is higher than
the 42.1 national average in England 2013/14. As of 31st March 2015, there were also 36
(24) children with a child protection plan from 27 (19) families who were temporarily living
in Somerset at some time during the year. This again is a significant increase since the
last reporting period of 2013-2014.
Within this reporting period, 3.3% (17 plans) of child protection plans lasted for two years
or more, against the England average of 4.5% in 2013-14. 24.7% (126 plans) lasted
between 1 and 2 years, with most lasting between six and twelve months.
At the end of March 2015, in Somerset, children were subject of child protection plans for
the following reasons:






Emotional abuse – 245 plans 46.9% (39.6%)
Neglect – 180 plans 34.5% (30.1%)
Physical abuse – 13 plans 2.5% (5.1%)
Sexual abuse – 22 plans 4.2% (4.4%)
Multiple factors – 62 plans 11.9% (20.8%)
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At the end of March 2015 there were 490 children in care, compared with 488 in the
previous reporting period 13/14 – a rate of 45 per 10,000 children compared with a 201314 England rate of 60.
Of particular significance for Somerset is the number of children in care placed in
independent sector placements within Somerset by other local authorities. As of March
2015, there were 226 (215) such placements recorded. Whilst there is a requirement for
the receiving local authority to be notified when such placements are made, it is
recognised nationally as well as locally that this does not happen consistently. These
children are likely to be the most complex and challenging to look after and this has an
impact on all services for children within Somerset.
As of March 2015, there were 271 (242) fostering households approved by Somerset
County Council’ (including those approved as ‘Family & Friends’, ‘Connected Person’ and
‘Short Break Carers’), providing approximately 440 (373) fostering places beds across all
approval categories; this is a substantial rise in foster spaces available.
There are five (five) local authority residential children’s homes (including three homes
designed for children with disabilities in which there are 12 spaces); these units provide
long term and respite placements. The remaining residential units offer 8 bed spaces
between them; one of the residential units is subject to Ofsted conditions.
Of Somerset’s children in care, there were 211 placed in fostering or residential
placements that started in 2014-2015, and which were provided by non-SCC providers
(other Local Authorities, other public provision e.g. PCT, private provision or voluntary /
third sector provision. Of the 211 placements, 119 were within the borders of Somerset
and 92 were outside the county boundary.
In the year between April 2014 and March 2015, 47 (53) children were given permanence
through adoption and a further 9 (9) left care as a result of Special Guardianship Orders.
The Children and Young People’s Plan
The vision set out in the County Children and Young People’s plan is that:
“Somerset Children are safe, healthy and cared for and have integrated support to meet
their needs”
The LSCB contributes to the achievement of this objective by supporting the commitment
of the Children’s Trust partners to ensure clear and robust safeguarding and child
protection arrangements are in place to protect children from harm across all statutory
agencies.
Challenges for the public sector
Public sector organisations face the twin challenges of managing with reducing resources
whilst facing increased demand for their services.
To assist with this, partners have worked hard to develop the range of effective early help
services which can support children and their families at an earlier stage, reducing
demand for the more specialist and expensive services. The Joint Strategic Needs
Assessment (JSNA), produced by Public Health and overseen by the Health and
6

Wellbeing Board, plays an increasingly important role in assisting partnerships and local
organisations to identify and respond to need.
Challenges for local partners
Partners recognise the challenges they face and are working to respond. Many have
reviewed and restructured their services.
Despite the constraints, there remains a clear commitment to safeguarding children, and
progress is being made in a number of areas which are detailed in this report. These
include:
-

Developing a comprehensive approach to early help

-

Continuing the development of a multi-agency safeguarding hub (MASH)

-

Strengthening the local response to the challenge of child sexual exploitation.

In addition, some partners – notably the County Council - have managed to increase the
resources available to safeguarding children, which is hugely commendable.
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The Somerset Safeguarding Children Board (SSCB)
SSCB is a statutory body whose objectives, functions and membership are specified in the
statutory guidance Working Together (2015). Its main role is to hold agencies to account
and to highlight where improvements to service for children is needed. It is not, however,
accountable for the operational work of agencies and does not have the power to direct
the work of other organisations. Each partner agency retains its own existing line of
accountability for safeguarding.
The Board undertakes its work primarily through a series of subgroups, which are led and
supported by staff from partner agencies who also contribute to serious case and learning
reviews and participate in the QA and audit programme.
Lay members and representatives from the voluntary sector provide appropriate challenge
and are actively engaged in a range of SSCB activities. The County Council’s Lead
Member for Children’s Services is engaged in the work of the SSCB. A protocol is in place
which sets out the relationship between SSCB and the Children’s Trust, and is being
developed to reflect the relationship with Somerset’s Health and Wellbeing Board.
The Board is supported through contributions from partners. Details are set out in
Appendix 2 (SSCB Budget).
The following diagram shows the structure of the SSCB and its subgroups, and its
relationship with the Children’s Trust, the Health and Wellbeing Board and a number of
advisory groups.
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SSCB structure and relationships – 2014/15
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The effectiveness of safeguarding arrangements in
Somerset
The SSCB assesses the effectiveness of local arrangements using a number of methods,
which include the scrutiny of data, auditing aspects of practice and requesting assurance
reports. It also challenges in relation to additional matters which it has reason to think
need improvement.
Quality assuring practice
The Quality and Performance subgroup (Q and P) oversees all quality assurance activity
on behalf of the SSCB.
A multi-agency Quality Assurance (QA) Framework was put into place by the SSCB in
April 2014. The framework was intended to operate as a single framework for
performance across the various multi-agency partnerships, based on a common dataset. It
incorporates the national requirements and prescribed local information, together with
multi-agency data which reflects the priority development areas in the SSCB business plan
and strategic plan.
The framework sets out three key questions about the work of the LSCB and its partners:

1. Are we doing the right things?
2. Do we do these things well enough?
3. What difference are we making?

QA activities include:







Review of external inspections of Somerset’s services and oversight of the delivery and
impact of action plans;
Discussion and analysis of a multi-agency core data set;
Thematic analysis;
Multi-agency case audits, including ‘section 11’ and practice audits, some of which are
carried out through area based multiagency Audit Sub Groups (ASGs);
Case and learning reviews;
Discussion of emerging local issues and trends arising from the data and identification
of areas of strategic importance, which are reported to the SSCB for direction or further
work.

Within the work of SSCB, information arising from the implementation of the QA framework
and the audit systems is increasingly being used to inform practice, to challenge the
performance of partners and assist the SSCB in assessing the impact of the work of
partners in improving outcomes for children.
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a) External inspections
External inspections offer judgement, insight and assessment of child protection and
safeguarding arrangements within partner organisations.
In the reporting year a number of inspections took place across the partnership, the
principle one being the ‘Inspection of services for children in need of help and protection,
children looked after and care leavers and review of the effectiveness of the Local
Safeguarding Children Board’ by Ofsted in March 2015.
Ofsted judged both the local authority’s children’s services and the SSCB to be
inadequate, finding:
“widespread or serious failures which cause children to be harmed or at risk of harm and in
the delivery of services for looked after children and care leavers which result in their
welfare not being safeguarded and promoted. Leaders and managers have not been able
to demonstrate sufficient understanding of failures and have been ineffective in prioritising,
challenging and making improvements.”
http://reports.ofsted.gov.uk/sites/default/files/documents/local_authority_reports/somerset/
054_Single%20inspection%20of%20LA%20children's%20services%20and%20review%20
of%20the%20LSCB%20as%20pdf.pdf
Although focused on the local authority, the findings from Ofsted have implications for a
number of partners and there were four recommendations aimed specifically at improving
partnership working:







Ensure that all partner agencies fulfil their statutory duties and safeguarding
responsibilities toward vulnerable children.
Strengthen the partnership’s approach to children missing from home, care or
education and at risk of child sexual exploitation. Ensure that information is
collated, shared and tracked so that the scale of the problem is well understood.
aAnd that there is a sufficient range of interventions in place to support children and
young people at risk.
Ensure that police safe and well checks and return home interviews are routinely
undertaken to:
a. enable sufficient information to be gathered to improve the protection of
vulnerable young people.
b. Support the disruption of child sexual exploitation activities.
Progress the early help strategy more swiftly; ensure that it is:
a. well embedded in practice across the partnership
b. that thresholds for services are better understood and implemented to
reduce the number of inappropriate referrals and re-referrals to children’s
services.

Ofsted’s recommendations for the SSCB are detailed elsewhere in this report.
Since the previous inspection by Ofsted in July 2013, which also found services to be
inadequate, the County Council had been subject of an Improvement Notice from the
Department for Education. This means that improvements are overseen by officials from
the Department, and there is an independently chaired Improvement Board in place.
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b) Discussion and analysis of a multi-agency core data set
In recognition of the absence of a core multi-agency data set for the partnership, one was
developed during 2014 for the partnership to serve as a primary tool for quantitative
information relating to matters of SSCB concern.
The whole data set is produced at each board meeting, accompanied by a highlight report,
so all members have sight of how the indicators are performing for all the themes and
understand any exceptions. This presentation facilitates opportunity to raise questions
about indicators under any of the themes.
Since work started in the summer of 2014, key leads from across the partnership have
been supportive and accommodating in providing relevant organisational performance
indicators and supporting commentary to inform the dataset.
The data set was designed to be supported by the quarterly themed ‘quality assurance’
reports conducted via the SSCB’s Quality & Performance subgroup with partners, which
concentrate more fully on the qualitative and outcome-focused aspects of local
performance.
Data showed that, at the end of March 2015:
The number of Somerset children
with a child protection plan was
522. In 2014, there were 412
children.

.

There were 490 children looked
after in Somerset, compared with
March 2014 when there were 488
children looked after.

The number of open cases to Children’s Social Care for children identified as in
need in March 2015 was 3,860 and has continued to increase throughout the year.
These numbers are high compared to statistical neighbours and benchmark with
inner city areas, indicating a need to improve implementation and understanding of
thresholds across all partner agencies and acceleration of the coordination and
provision of early help services
The number of re-referrals showed an
increasing trend with figures still higher
than the national (23.4%) and
statistical neighbouring averages
(22.8%). A slight drop was reported
during October/November/December
2014. Figures at December 2014
reported at 28.4%. The Somerset
target was 21.9%.

The percentage of children who
have been looked after for more
than two and half years who have
been in the same placement for at
least two years, or placed for
adoption, is 64%. This compares
well with statistical neighbours.
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So what difference has it made?
Whilst serving as a primary tool for quantitative information relating to safeguarding, the
data set highlighted priority areas of concern for the SSCB during the reporting period.
These included:


Child protection services in Somerset destabilised by high staff turnover and high rates
of agency workers.
Action taken…A robust workforce strategy and recruitment and retention campaign
including the establishment of a social work academy for Somerset was launched in
2014 to address these concerns.



Safer recruitment procedures (including vetting procedures and those for managing
allegations) reported to be insufficiently robust across a number of critical agencies.



S11 Audit (2014) flagged ‘Training’ as an area of comparative weakness.
Action planned… SSCB will run a follow up section 11 audit in 2015 to focus on the
concerns raised. This was initiated towards the end of the reporting period to provide
data to drive improvements in training.



Insufficient capacity/ sickness issues within the SSCB Business Unit and subgroup
partners, affecting SSCB effectiveness and progress.
Action taken…A review of the SSCB business unit was carried out in March 2015,
resulting in a proposal to restructure the unit and increase resources to address
capacity issues.



Impact and effectiveness of ‘getset’ early help provision not evidenced or transparent.



Thresholds for intervention not fully understood and utilised across all key partners.
…LSCB data concurred with findings from the LGA peer review and Ofsted feedback.
Re-referral rates to Somerset Direct continued to be higher throughout the year than
the national average. As of January 2015 – Somerset was still reporting at 28.4%
against a target of 21.9%. This theme is now incorporated as a priority SSCB action
moving forward into 2015/16.



Application of thresholds not sufficiently tested by the SSCB.
SSCB will audit thresholds early in 2015 / 2016 to measure and test application,
accompanied by reiteration of the escalation policy.



Insufficient evidence of widespread usage of the CAF as a means of ensuring children
and families receive the right help, at the right time.
Universal services particularly health services and education were identified by the
SSCB as carrying out a limited number of CAFs; figures for CAFs undertaken were
13
high for children aged 5 years and under, yet low for 5 – 13 year olds. This picture did
improve towards the end of the financial year, with a significant increase in CAFs
carried out by health professionals, in particular.



A majority of head teachers and governors of schools inspected reporting that the LA
provides insufficient support and advice on safeguarding and child protection concerns.
There are plans to restructure the arrangements for providing advice and support to
schools and early years settings in relation to safeguarding during 2015/16.



Slow pace in establishing a coordinated programme of work to implement the CSE
Strategy and reduce CSE risk in Somerset (to include robust consideration of data and
local intelligence).
Action taken…CSE has been escalated as a priority action for 2015/16 as - despite
some excellent pockets of practice, particularly around ‘disruption’ led by district
councils – leadership and implementation of the CSE strategic plan proved to be an
ongoing and major concern for the SSCB throughout the reporting year. The LGA peer
review and Ofsted also cited CSE as a key area of concern where progress continued
to be too slow…



There is a need to strengthen and promote effective communication between teams,
services and agencies, and enhance understanding of remits / responsibilities.
This remains an area of focus, which was highlighted in learning reviews and SCRs.



The S11 Audit (2014) flagged ‘Service development taking account of the need to
safeguard and promote the welfare of children and views of children and families’ as an
area of comparative weakness.

c) Thematic analysis
The QA Framework includes consideration of four overall themes, with a report being
made each quarter to the LSCB in respect of one:1.
2.
3.
4.

Children’s workforce and LSCB effectiveness
Early help
Safeguarding and child protection
Children looked after and care leavers.

The quality and performance sub group agreed a number of outcome-focussed questions
for partners to answer within each theme, and reported findings to the SSCB, where
actions and responses were then agreed.
Theme 1 - Children’s Workforce and SSCB effectiveness
Strengths across partners who responded:





Training is embedded of good quality and uptake is high
Supervision and appraisal systems are in place backed up by specialist teams
offering advice to support staff
Commitment and dedication of front line staff is high
Police have low vacancy and low turnover rates.

Areas for development across partners who responded:
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Further work is needed to ensure interventions are of a high quality
Restructuring of teams within CSC and the Partnership to be completed
Recruitment and retention of
staff especially social work managers and
practitioners is a pressure
Involvement in child safeguarding by uniformed police officers to be developed.

Theme 2 – Early help
Strengths across partners who responded:





Re-launch of CAF (Common Assessment Framework) led to an increase in the
numbers of assessments completed and a decrease in referrals to CSC (Children’s
Social Care)
Somerset’s Troubled Families Programme has evidence of improved outcomes for
families and is ranked high nationally
Pathways to Independence has improved outcomes for homeless young people
Police specialist programmes and teams promote early identification and risk
appropriate risk management.

Areas for development across partners who responded:





Further embed ‘getset’ early help services and ensure understanding across
partners
Increase the number of CAFs completed
Ensure the preventative strand of the Child Sexual Exploitation Strategy is clear
across all partners
Further embed the voice of children and families in design and delivery of services.

Theme 3 - Safeguarding and child protection
The SSCB QA and audit work found the following areas for development:







Diversity / identity needs of children, young people and families in Somerset
superficial/not fully considered or reflected in plans made for them
Child’s voice within multi-agency safeguarding practice insufficiently
evidenced/responded to
Majority of head teachers and governors of schools inspected report that the LA
provides insufficient support and advice on safeguarding and child protection
concerns
Slow pace in establishing a coordinated programme of work to implement the CSE
Strategy and reduce CSE risk in Somerset (to include robust consideration of data
and local intelligence)
There is a need to strengthen and promote effective communication between
teams, services and agencies, and enhance understanding of remits /
responsibilities
S11 Audit (2014) flagged ‘Service development taking account of the need to
safeguard and promote the welfare of children and views of children and families’
as an area of comparative weakness.
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Theme 4 - Children looked after and care leavers
Findings were subsumed within the Ofsted inspection and responses.
d) Multi-agency case audits
Throughout the reporting period the SSCB facilitated comprehensive single and multiagency audits which identified priorities to improve professional practice and involved
managers and practitioners in identifying strengths, areas for improvement and lessons to
be learned.
Multi-agency case audits on ‘engagement with a child protection plan’ highlighted poor
agency attendance, insufficient numbers of reports submitted and insufficient number of
chronologies supplied as themes of particular concern. Other concerns highlighted
included evidence of inadequate risk assessment within the care plans audited, weak
identification of core group membership, limited breadth of agency involvement in care
planning arrangements for child/ren.
The level of engagement of agencies who attended was adequate in the majority of cases
audited and there was consistent positive features including the involvement from and
consideration of the role of the child’s family as part of the planning process.
There was some evidence that the wishes and views of the child had been considered,
although not in all cases audited. This practice will need to be developed further to better
amplify child’s voice within child protection planning.
e) Case reviews
Serious case reviews and other forms of single and multi-agency learning review are
overseen on behalf of the Board by the Learning and Improvement subgroup. Its primary
function is to inform service development and practice improvement through identifying
and embedding learning from child deaths, serious case reviews and other case reviews.
Cases reviewed in reporting period 2014 – 2015
Reviews and Events

No.

Single agency reviews

6

CDOP review only

2

Specific learning events planned

3

Cases reviewed elsewhere (MAPPA, DHR)

2

SCRs recommended (and agreed)

1

Action required outside of area (completed)

1

No further action or review required

3
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Serious case review: Child Y
In October 2013 Child Y was 18 days old when s/he suffered serious injuries whilst at
home in their parents’ care. Subdural haemorrhage was identified, which is commonly
associated with 'shaken babies'. The parents were subsequently convicted of causing
grievous bodily harm to their child.
The serious case review (SCR) was overseen by the Learning and Improvement subgroup
and the multiagency action plan rigorously monitored.
Learning points from the SCR was circulated to all agencies through the ‘Salutary Tales’
learning bulletin (Dec 2014) and a multi-agency action plan agreed, implemented and
monitored through the Learning and Improvement subgroup. The SCR was concluded
during the reporting period and full publication will follow the conclusion of criminal
proceedings later in 2015.
The recommendations for improvement and key learning from the SCR include:


The need to publicise the Unborn Baby Protocol on the South West Safeguarding
Procedures website to all health care professionals
The importance of sharing police domestic incidents reports involving pregnant women
with Children’s Social Care, Midwifery and Health Visiting Services
The importance of carefully recording concerns and of checking records at every point
of contact with parents
The need for clear and consistent transfer of cases and information between midwifery
and health visiting services
The use of a pre-Common Assessment Framework (CAF) as an aid to decision making
and information sharing for midwives
The importance of GPs and other health professionals taking into consideration the
ability of mothers to safely parent and any historical concerns there may be with regard
to the father’s background
The importance of advising parents about safe handling of new born babies.








So what difference has it made?
Implementing actions and improvements across services began immediately. All the SSCB
partners have undertaken actions or have actions planned in response to the review’s
recommendations.







The Unborn Baby Protocol has been incorporated into all core training for safeguarding
leads and is being reviewed to be made more ‘Somerset specific’.
The Unborn Baby Protocol has been circulated to all public protection units and
safeguarding coordination units in the Avon & Somerset Constabulary area.
Learning from the review has been shared with GPs and included in training, and GP
practices are using recommended policies for flagging records for domestic abuse.
Better communications between health visitors and midwives has been encouraged
and is improved
Guidelines for student health visitors have been improved.
A policy specifically around working with fathers and other male carers has been
created and circulated to staff.
17





Health visitor practice has been reviewed to ensure assessment and management of
risk linked to teenage parents.
Guidance on dealing with domestic abuse now emphasises the importance of
challenging questioning.
Safeguarding supervision and training has been improved for community midwives.

Learning review into deaths of vulnerable young adults
Through the good links between the Somerset Leaving Care Service and care leavers,
staff became aware of the deaths of 13 young adults, aged between18 – 27 who died
early and unexpectedly between May 2007 and August 2012.
The SSCB and Somerset Safeguarding Adults Board [SSAB] were already concerned
about the vulnerability of older adolescents and how to provide ongoing support into
adulthood. The need to explore how to improve services for vulnerable care leavers in
their transition into adulthood was heightened on hearing about these early and
unexpected deaths. Therefore, in 2014 the two Boards commissioned a review of the
circumstances surrounding these deaths in collaboration with Social Care Institute for
Excellence (SCIE) using their Learning Together methodology.
The 5 key findings were:
1: Pull of the family.
The way we engage and work with children looked after and their birth families does
not sufficiently recognise the role the family may play in the young person’s adult life;
consequently renewed relationships may be complex (positive and/or negative), but
may also lead to emotional stress.
2: The more complex the need the less supported the accommodation.
Accommodation resources for children looked after and care leavers do not sufficiently
meet complex needs of individual children: as a consequence the most vulnerable are
least likely to experience placement stability and most likely to find the transition to
independence difficult and possibly traumatic.
3: Constellations of needs leads to gaps in service.
Young adults who are care leavers or who have left care tend to receive reactive
services which do not necessarily recognise or meet their needs as vulnerable people;
this was particularly striking for those with a ‘constellation’ of needs.
4: The need for stable and consistent relationships.
The ways we provide services for children looked after does not sufficiently take into
account the child’s need’s for consistent and stable relationships.
5: Need for early intervention.
There are opportunities for earlier and more effective intervention which could support
children in their families and also better identify those where earlier intervention is
required.
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So what difference has it made?
The stories and experiences of the 13 young adults enabled a full consideration of how the
relevant agencies contributed to the working of the overall system that was intended to
provide services to this group – “a window on the system”.
A number of improvements have already been made to the way that services are being
planned, commissioned and delivered as a result of this review. These include:





Alcohol and drug misuse services
Accident and emergency arrangements within a local hospital
An improved range of accommodation services for care leavers
Extension of the Promise mentoring scheme to age 21 for care leavers, with a small
scheme extending to age 25 for those with no support network.

There is also a review of ‘transitions’ (between children’s and adults) services underway –
to ensure a multi-agency approach across the age range and ensure that no young person
‘falls through the gap.’
The learning review has since been published on the SSCB website in order to make it
available to all interested parties and generate further impetus for services to modify and
better meet vulnerable young people’s needs. Further practitioner events in Somerset are
planned for 2015/16 to embed the learning and improve service to vulnerable young
people.
https://slp.somerset.org.uk/sites/somersetlscb/LSCB%20Documents/Somerset%20Learnin
g%20Review%20into%20Deaths%20of%20Vulnerable%20Young%20Adults.pdf
Other learning
The learning and improvement subgroup highlight further outcomes from incident
notification and learning reviews during the reporting period; these include re-development
and improvement to policy/guidance such as:












Revision of standards for professional supervision
Development of Incident Reporting Protocol
Review of protocol for admitting young people under 18 to adult mental health wards
Reiteration and awareness raising of the role of the Responsible Commissioner for
children who are looked after (CLA)
Meeting of commissioners held with an agreed action to review the criteria used for
placement and for the identification of children in care placed within Somerset
Advocacy to a neighbouring Safeguarding Children Board, urging commissioners to:
- re-model services for young people to make them more accessible to young people
in need, regardless of their age
- reconfigure mental health services for children and young people to take account of
the high level of mental health disorders in the looked after children population.
Reminders to front line practitioners that they should always act in the best interests of
children regardless of all other pressures.
Revision of police intelligence recording to notify partner agencies for follow up, where
potential for self-harm / suicide is present in young people in custody.
Hospital staff received a full debrief and training related to serious incident.
Revision to hospital handover sheets to include ‘child protection’ at the top of the form.
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Performance and effectiveness of local arrangements
The SSCB assesses the effectiveness of local arrangements using a number of methods,
which include the scrutiny of data, auditing aspects of practice and requesting assurance
reports. It also challenges in relation to additional matters which it has reason to think
need improvement.
Ofsted identified in their inspection that partners were not fully committed or contributing
effectively to the safety and protection of children and families. The partnership has failed
to establish a shared understanding of the arrangements for early help. Furthermore,
thresholds for children’s social care are set too high.
a) NHS - Health Services
NHS organisations are subject to the ‘section 11’ duties set out in Working Together 2015.
Health agencies have a critical role to play in safeguarding and promoting the welfare of
children including: GPs, primary care professionals, paediatricians, nurses, health visitors,
midwives, school nurses, those working in maternity, child and adolescent health services,
adult mental health, alcohol and drugs services, unscheduled and emergency care
settings and secondary and tertiary care.
Somerset CCG has a duty to ensure that all statutory requirements as defined in
‘Safeguarding Vulnerable People in the Reformed NHS; Accountability and Assurance
Framework’ (2013) and ‘Working Together to Safeguard Children’ (2015) are in place. This
requires all commissioned health services to have a named or lead professional for
safeguarding children, with dedicated time to fulfil their role.
Safeguarding is not a single agency priority and the Somerset CCG works in partnership
with the SSCB, statutory agencies and provider organisations to contribute to the
development and implementation of the SSCB strategic business plan.
During the reporting year Somerset CCG has worked in partnership with the local authority
Children’s Services and with the SSCB to ensure that thresholds are clear, understood by
health staff and embedded. There is still further work to be undertaken to improve the
quality and appropriateness of referrals to Children’s Social Care. The CCG is also clear
about its responsibility for assisting in co-ordinating early help provision across universal
services, through team around the child approaches and in supporting the local authority
in the commissioning of Tier 3 services. These requirements have been included in all
NHS Provider contracts for 2015 /16 and improvements will be overseen through the Trust
safeguarding forums and reporting to the Clinical Quality Review Contract meetings.
The previous reporting year, the SSCB noted that engagement of health services with CAF
and early help arrangements, participation of GPs and other primary health practitioners in
child protection activity, and engagement with the CSE strategy, all required improvement.
Further work has been undertaken by NHS providers to implement screening and
assessment of children and young people attending health services for CSE. CSE has
also been included in training programmes to raise awareness with staff and implement
changes in practice. There is further work to be undertaken in 2015/16 to embed these
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changes in practice. This is an area of work that will be subject to multi agency case audit
in the coming year.
The CCG safeguarding policies and recommended policies for General Practices were
under review to incorporate learning from child sexual exploitation and to raise awareness
about Female Genital Mutilation.
Training for GP Safeguarding Leads from each GP practice was delivered and attended by
40 GPs and was extremely well received. Topics covered included:







Child sexual exploitation and MASH processes
New Somerset Domestic Abuse Service
Female Genital Mutilation
Early Help and Getset
Child neglect – disguised compliance
Frontline Child protection and challenges

As a result Designated Professionals for Safeguarding are receiving increasing contacts
from GPs for advice and guidance. Progress has been noted in GP safeguarding activity
during the reporting year with some very good and exemplary case examples identified.
The Clinical Commissioning Group and all NHS Trusts participated in the SSCB Section
11 audit programme, including themed audits undertaken by the SSCB Quality and
Performance subgroup including: the effectiveness of the SSCB, and safeguarding and
child protection.
The Section 11 audit identified a number of key areas for development for all providers
and the CCG as commissioner. These have been taken forward and responses include:
 the redevelopment of a CCG safeguarding induction leaflet for all staff
 a review of the safeguarding children mandatory training for the CCG to take
account of commissioning responsibilities when developing or reviewing service
specifications and/or contracts, to ensure commissioned providers have
safeguarding standards in place


inclusion of safeguarding information and referral forms on the web based navigator
system, for easy access for GPs



the continued focus to improve provision of GP child protection conference reports
with consultation with the local authority Children’s Services and Local Medical
Committee, to formulate a GP specific report form.

Learning from Serious Case Reviews
A key area of work for the CCG during 2014 -15 was to oversee implementation of the
lessons arising from the Child Y serious case review in order to improve aspects of
safeguarding practice. Child Y had sustained serious injuries resulting from nonaccidental injury at a very young age.
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Since this incident Somerset CCG, GP, midwifery and health visiting services have
implemented changes in their own procedures and practice. There have been changes to
the safeguarding training for midwives to ensure that it is effective in providing midwives
with the knowledge and skills for child protection, and a review of risk assessment and
planning before the birth of a baby, to ensure that key information is shared.
Community health services have reviewed the arrangements for safeguarding training and
supervision of student health visitors to ensure that risk assessments undertaken are
effective. GPs have been reminded when seeing parents, of the importance of taking a
social history during the consultation and demonstrating ‘professional curiosity’”
There has also been a focus on improving health professionals understanding of the
complex nature of domestic violence and abuse and the need to ask wide ranging
questions about relationships if they are going to help victims recognise themselves as
victims.”
Further work will continue on reviewing and implementing the Unborn Baby Protocol in
order to improve pre-birth planning for unborn babies who may be at risk of harm.
Health Assessments for Children Looked After
Ofsted (2015) noted that measurable improvements had been made to address the health
needs of children looked after. In January 2015, 91.6% of the combined initial and review
health assessments were up to date. Dental checks for children in care were reported for
the year 2013-14 as 86%; this was two percentage points above the England average of
84%.

Somerset Partnership NHS Foundation Trust
Somerset Partnership NHS Foundation Trust has a clear Child Protection Training
Strategy detailing all levels of child protection training available to staff and clear
instructions to indicate which staff groups require which level of training.
The Trust disseminated memorandums and articles on the following:

Child Sexual Exploitation

Children’s Social Care referral processes

Children’s Social Care communication processes
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Somerset Direct communication processes
Accessing confidential information in safeguarding situations using the
RiO clinical system
Lessons from recent Significant Event audits.

Further reviews of policies and procedures to be carried out by the Trust are planned for
2015/2016; this will follow the CQC report of the inspection carried out in April 2015.
The Trust responded to the following LSCB audits in 2014/2015:

Early Help and Intervention audit

Section 11 Training audit.
Attendance at Case Conferences by all health staff and particularly health visitors and
school nurses and submission of related reports has continued an upward trend; however,
contributions to Initial and Core assessments have decreased and this needs to be
addressed.
Performance data towards the end of the reporting year indicated that 94.4% of Annual
Review Health Assessments were completed within the required timeframe.
Taunton and Somerset Hospital Foundation Trust
The safeguarding team has good lines of interagency communication, not only on a caseby-case basis but also via the quarterly liaison meeting with the Police and Children’s
Social Care Service Managers. The safeguarding team and safeguarding forum at
Taunton and Somerset NHS Foundation Trust has maintained a focus on monitoring
attendance of all staff at safeguarding training in accordance with the Intercollegiate
Guidance and the safeguarding competencies required for individual roles. The Trust has
also continued to drive improvements in child protection supervision for midwives.
As a result of the serious case review undertaken into the injuries sustained by Child Y,
the Trust reviewed midwifery safeguarding training and practice and undertook an audit of
all booking appointment records to ensure that there were no omissions to sharing of
relevant information for vulnerable parents and unborn babies that may be at risk of harm.
A key area of work has been the focus on implementation of the Unborn Baby Protocol
and this will be the subject of multi-agency audit in 2015 – 16.
Yeovil District Hospital NHS Foundation Trust
Yeovil District Hospital NHS Foundation Trust has a Safeguarding Children Working Group
that provides assurance to the Yeovil District Hospital NHS Foundation Trust Board of the
arrangements in place for Safeguarding Children and Young People. The safeguarding
team and safeguarding forum at Yeovil District Hospital NHS Foundation Trust maintained
a focus on monitoring attendance of all staff at safeguarding training in accordance with
the Intercollegiate Guidance and the safeguarding competencies required for individual
roles. The Trust has further progress to make in 2015 – 16 to ensure that all relevant staff
are up to date with level 2 safeguarding training. The Trust has maintained a focus on
child protection supervision for midwives with good models of joint supervision sessions
with health visitors.
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NHS –areas for development

Following the local authority Ofsted inspection and the CQC Review of services for
children, children looked after and care leavers (April 2015), inspectors noted some
examples of good practice but also identified a number of areas for development:









Focusing clinical leadership and governance arrangements around the health of
children looked after to ensure delivery of an integrated model for health
assessments for children and young people and quality assurance arrangements
Monitoring and quality assuring the implementation of lessons learned and action
plans from serious case reviews and incidents in all NHS Providers to improve
safeguarding practice
Ensuring all health professionals are aware of the Unborn Baby Protocol and know
when and how to implement this
Improving the quality of safeguarding referrals and ensuring quality assurance
processes for referrals are in place for all NHS providers
Continuing to drive improvements in clinical and child protection supervision
process across children, young people and maternity services
The implementation of the Early Help Strategy and Early Help Assessments / CAF
within maternity services for teenage parents and vulnerable women
Implementation of CSE risk assessments and referral pathways across all NHS
Trusts and raising staff awareness through training
Implementation of mandatory training on Female Genital Mutilation by all NHS
providers from October 2015.

The SSCB will monitor the responses to these recommendations.
b) Public Health
There are two strands of work of particular relevance to safeguarding children that are the
responsibility of Public Health.
The first is to ensure that commissioned services meet the duties laid out in Working
Together to Safeguard Children 2015. These services are provided by a mix of NHS, not
for profit and private providers and cover a range of health (CQC) regulated and nonregulated activity:
 Sexual health services – contraceptive and sexual health services are currently
provided by 3 NHS providers and are CQC regulated services; in addition one General
Practice provides enhanced sexual health services. Pharmacies are commissioned to
provide emergency hormonal contraception; targeted sexual health promotion for high
risk groups are provided by two third sector providers.
 Drug & Alcohol Services – this service is provided by a partnership of 4 non NHS
providers and is a CQC regulated service.
 Stop smoking service – has been recommissioned and the tender awarded to a non
NHS provider – this is a non-regulated activity.
 NHS Health check - been recommissioned and tender awarded to a non NHS provider
– this is not health regulated activity.
 Healthy Weight service – this service is provided by an NHS provider, but is not health
regulated activity.
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School Nursing – this service is provided by an NHS provider and is regulated activity
Oral Health promotion – this service is provided by an NHS provider, but is not health
regulated activity
Domestic abuse service – this service is not provided by an NHS provider and is not
health regulated activity

At the start of 2014/15 a new Consultant in Public Health was appointed and has ensured
that all Public Health contracts lay out each individual provider’s responsibilities and
reporting mechanisms.
Since the transfer of Public Health services to Somerset County Council, these services
have not been included in Section 11 audits, unless they are also contracted by the NHS
to provide services. During this reporting period, Section 11 audits covered the provider of:
school nursing, healthy weight, sexual health, all three client facing providers of Somerset
Drugs and Alcohol Services and oral health service. These audits aimed to demonstrate
compliance with Working Together. An internal process was put in place to ensure
compliance and going forward all Public Health services will be included in the LSCB
Section 11 audit cycle. This is particularly important as, when these are held on SCC
contracts, a Section 11 audit will need to be undertaken for each new provider.
Additionally, all contract management and re-procurement processes include assessing
the capacity of potential providers to safeguard children and how they are managing this
on an ongoing basis. The designated nurse for safeguarding children for Somerset CCG
and the LSCB manager have been supporting SCC Public Health team with this work
Specific Public Health work during this year has included:
 Combined work streams and training initiatives continued, including a drugs and
alcohol training programme, a sexual health training programme and a domestic abuse
training programme targeted to specific audiences and multiagency service needs.
 145 pharmacists received safeguarding children training as part of the programme for
provision of emergency hormonal contraception.
 Somerset Integrated Domestic Abuse Service was commissioned in the reporting year
and implemented in January 2015.
The second strand of work is to support the Health & Wellbeing Board and Director of
Public Health to meet their duties under Working Together to Safeguard Children and
ensure that the collective needs of children and specifically the needs of vulnerable
children are a key part of the Joint Strategic Needs Assessment (JSNA) that is developed
by the Health and Wellbeing Board.
The 2014/15 JSNA has been presented to the LSCB, the theme of which was rurality. A
specific piece of work was undertaken on engaging rural youth and seeking their views
(report available at (www.somersetintelligence.org.uk/jsna/). The Somerset Intelligence
network website hosts the electronic JSNA which details the needs of vulnerable children
across Somerset www.somersetintelligence.org.uk/cyp/. The 2015/16 JSNA theme is
‘vulnerable children.’
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c) Education and Schools
Section 175 of the Education Act 2002 places a duty on local authorities (in relation to their
education functions and governing bodies of maintained schools and further education
institutions, which include sixth-form colleges) to exercise their functions with a view to
safeguarding and promoting the welfare of children who are pupils at a school, or who are
students under 18 years of age attending further education institutions. The same duty
applies to independent schools (which include Academies and Free Schools) by virtue of
regulations made under section 157 of the same Act. Details of what this means are set
out in chapter 2 of Working Together to Safeguard Children (2015).
The SSCB seek evidence about the arrangements in Somerset through the provision of an
annual assurance report, coordinated and presented by the local authority. This gives
details about safeguarding arrangements in schools, pupil focused data such as
attendance and behaviour, availability and use of training by designated safeguarding
leads, and information about the support and guidance available to school staff (ie in
relation to safe recruitment practice and management of allegations).
All maintained schools, academies, independent schools and Further Education colleges
are required to complete an annual self-assessment and audit that culminates in an
Annual Safeguarding Report to the Governing Body. The local authority monitors
compliance. The SSCB has requested that the local authority provides an overview of the
qualitative information within these audits, highlighting key themes, for future assurance
reports.
The Education Welfare Service represents the education services at both MARAC and
MASH operational meetings and on the respective steering groups. It also provides
representation to Domestic Homicide Reviews as required, and attends the SSCB CSE
Strategic subgroup, the Children Missing subgroup, CDOP, the Training and Professional
Development subgroup and the Executive.
The newly established Education Safeguarding subgroup, chaired by the Service Manager
of the Education Welfare Service (who also sits on the CSE Strategic Group), will
incorporate the on-line protection advisory group of the SSCB, improve understanding,
recognition and response to education related safeguarding issues across school and
college settings in Somerset, and ensure the timely dissemination of information and
engagement with partners about safeguarding.
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So what difference has been made?
As identified in last year’s annual report, the following areas have been monitored by the
SSCB:
1) Reducing the numbers of children missing from education
The Ofsted Inspection in March 2015 raised concerns in relation to a significant lack of
joint working across the partnership to safeguard children missing from education. It
found that, whilst good use was made of the School2School register for exchanging
information with other authorities and checking school transfers within the county, this
information was not shared or linked to police and children's social care data, and staff
in the Education Welfare Service did not routinely refer children to the police or
children's services when they have completed all their enquiries and cannot find a
child.
This left children in unassessed situations and potentially at risk of harm.
Arrangements for ensuring that information is appropriately shared have been reviewed
in light of this finding and arrangements are now place that ensure that both schools
and the Education Welfare Service uses all appropriate mechanisms for sharing
information with other agencies. This work will be closely monitored through the
Children Missing subgroup of the SSCB.
2) Safer recruitment and the management of allegations against staff
During the reporting year, there was a total of 140 referrals to the LADO service in
relation to allegations against staff in all categories of schools (maintained / academy /
independent). This equates to 40% of the total referrals received.
During the same period 120 of these cases were closed. 20 cases are still open e.g.
on-going criminal investigations.
The table below shows recorded final outcomes of these 120 cases:
No. of
referrals

Academies
Independent
Maintained

43
28
49

Final outcomes
Malicious
False

2
0
2

5
1
4

Unsubstantiated

24
13
21

Substantiated

5
1
8

For
information
only / NFA

7
13
14

In relation to both substantiated and unsubstantiated allegations, 5 staff were provided
further training and 25 staff (possibly included the 5 offered training) were provided with
management advice e.g. reminding individuals of the school’s expectations around
conduct.
3) Engagement of schools in early help arrangements
There is evidence of improvement this year with an increase in the number of CAFs
completed by school based staff. During the reporting year, there were 352 CAFs, in
comparison with 272 completed in the previous year.
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Recently published attendance data for the academic year 2014 – 15 shows attendance
rates in primary schools in Somerset was 95.99% which represents a 0.99% increase on
the previous year and 94.04% in secondary schools which is broadly in line with last year’s
figure We are still awaiting national figures for comparison. The percentage of persistently
absent pupils was 2.0% in primary schools, compared with 2.9% last year. The
corresponding figure for secondary schools was 6.5% in Somerset, compared with 6.7%
last year. The definition of Persistent Absence will change from 1 September 2015, from
children with less than 85% to children with less than 90%.
An analysis of NEET data for 2014/15 shows that 4.4% of 16-18 year olds were NEET
compared to the national average of 4.7%. Somerset performs better than the national
average in terms of the September Guarantee (guaranteeing a place in education or
training by the end of September) but is below average in terms of the proportion of 16-18
year old NEETs re-engaging in education, employment or training (-0.2% change from
2.6% in 2013/14 to 2.4% in 2014/15). This compares with an England average 7.7%. This
remains a significant concern and the education services will be looking to address this in
the coming year.
Moving into 2015/2016, the Children’s Services priority to ‘embed early help’ and to
identify how best early help services can be delivered around clusters of schools will be an
ongoing work stream monitored by the SSCB. An Early Help reference group, consisting
of school based staff, has been established to look at how this can be achieved.
The following development areas will be monitored in 2015 / 2016:


The development of Early Years and Schools Safeguarding Advisor roles to ensure
that settings, schools, FE and other providers have access to high quality advice
and support and that appropriate QA arrangements are in place;



Ensuring there are effective models in place for the early identification of need and
provision of support through early help services;



Ensuring there is a focus on activities that address the concerns around RPA and
NEET as part of the development of an overarching Vision and Strategy for
education in Somerset

d) Criminal justice and public protection
Avon and Somerset Constabulary
Avon and Somerset Constabulary is a statutory member of the SSCB, and its officers play
an active role in the Board, the Executive and its subgroups.
The Children Act 1989 gives the police - working with partner agencies - responsibility for
making enquiries to safeguard and secure the welfare of any child within its area who is
suffering, or is likely to suffer, significant harm. The Constabulary has a duty to refer to the
local authority those children in need whom it discovers in the course of its work. It also
28

has emergency powers under Section 46 of the Children Act 1989 to enter premises and
remove a child to ensure their immediate protection.
Nationally, recorded Child Protection Crimes are increasing and this is the case in
Somerset and across Avon and Somerset as a whole. Recorded Child Protection Crimes
(excluding Domestic Abuse Crimes) in Somerset rose to 741 crimes in 2014/15, compared
with 578 crimes in 2013/14. This represents a 28.2% rise, and compares with a 34.1%
increase across the force area as a whole. Each and every recorded crime is investigated.
Recorded crimes relating to the sexual exploitation of children in Somerset rose by
6.5% to 49 crimes during 2014/15. This is likely to be attributable to improved recognition
by the police and partners of the warning signs of Child Sexual Exploitation (CSE), and
reflects the rigorous investigation of such crimes to identify the full extent of victims and
suspects in any one case.
In October 2014, the Constabulary introduced a new Operating Model that aims to
prioritise responses to crime by the vulnerability of the victim and the characteristics of the
perpetrator, putting the focus on people first and crime type second. This means that
crimes involving children are invariably prioritised over those involving less vulnerable
victims. HMIC found in November 2014 that the Constabulary "has undertaken a rigorous
assessment of demand which has provided the evidence base for restructuring how
policing will be provided more effectively… HMIC was reassured by the level of detail that
underpins Avon and Somerset’s change plans and by the leadership’s ability, innovation
and determination to make changes while fighting crime and keeping its communities
safe".
The Force also introduced an Integrated Victim Care service, "Lighthouse", ensuring that
vulnerable, intimidated or persistently targeted victims receive a tailored, coordinated and
consistent service. Each victim now has a Victim & Witness Care Officer (VWCO)
automatically allocated to their case from the point of initial report, through the
investigation and to the end of any subsequent Criminal Justice process.
As part of the Constabulary’s programme of vulnerability training for all front-line officers, a
day's training was delivered during 2014/15 dedicated to CSE, Human Trafficking,
Domestic Abuse and the Integrated Victim Care "Lighthouse" services. Post-training
evaluation found that:




90% of officers and PCSOs have a good or high level of knowledge of CSE
81% of officers and PCSOs have a good or high level of knowledge of Domestic Abuse
95% of officers and PCSOs have a good or high level of knowledge of impact of
Domestic Abuse on children

In order to further improve the effectiveness of agencies in preventing children from being
sexually exploited, and in providing victims of CSE with the support they need, the
Constabulary led a successful partnership bid for £1.2million Home Office Innovation
Fund. With an additional £900,000 contribution from the Avon & Somerset and Wiltshire
Police and Crime Commissioners and the seven local authorities, this two year project is
now working to:
 prevent CSE and identify vulnerable children and young people
 identify those being sexually exploited
 enhance the provision of support to victims of CSE and those most vulnerable
 target those who perpetrate CSE for disruption and prosecution
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develop an evidence base to establish the interventions that are most effective and
inform a business case to inform sustainable services beyond the two year project

Areas for Improvement
During 2014/15 Her Majesty’s Inspectorate of Constabulary (HMIC) undertook a post
inspection review. This assessed progress made in implementing the action plan prepared
by the Constabulary following a pilot child protection inspection carried out in 2013/14. The
inspection identified a number of areas of good practice but additionally made a number of
recommendations for improvement.
In summary, the post inspection review found:
 some progress in reducing the inappropriate detention of children in custody, but found
that children and young people continue to be detained unnecessarily in police custody
overnight, due to a lack of local authority provision of alternative accommodation
 some success in reducing backlogs in media analysis
 a clear commitment to improving staff awareness of the importance of listening to, and
recording the views and concerns of children, but limited improvement in recording the
views and concerns of children to inform future practices
 some progress with safeguarding children involved in domestic abuse, but found that
repeat incidents were not always identified and the cumulative risk recognised where
children are exposed to domestic abuse
 progress in safeguarding training for frontline staff, but that training had not yet led to
improvements in practice
 investment in additional staff working in child protection.
The Constabulary has recruited three geographically based mentors with very recent child
protection police experience at a supervisory level. These mentors assist in the support
and development of staff and play a critical role in reviewing child protection crimes and
setting child protection investigation plans.
This is providing some assurance regarding the quality and standards of investigations
and also building wider development and specialist knowledge across the teams.
Alongside this mentoring process, a specialist training plan is underway to ensure that
appropriately skilled investigators are dealing with child protection investigations. That plan
currently sees the Constabulary through to April 2016, with a recognition that further
training planning will be required if demand for child protection investigations continues to
rise. Furthermore, the Constabulary has recruited, and is currently recruiting, Detective
Constable transferees, and will be extending this to Detective Sergeants in the near future.
The LSCB has been concerned about a number of aspects of Police performance during
2014-15, some of which appear to have been an unintended consequence of the
implementation of the new Operating Model. Further concerns arose when the Police
decided to adopt a category of ‘absent’ in relation to children and young people missing in
certain circumstances.
Ofsted (March 2015) noted that ‘there are very serious concerns about the lack of
availability of Avon and Somerset Police to work with the local authority to protect
children.’ The Board was criticised for its failure to successfully challenge poor police
attendance at child protection strategy meetings which has led to delays in decision
making and investigations into potential risk to some children. A specific recommendation
was made to the LSCB:
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‘Ensure that the police consistently and effectively contribute to child protection strategy
meetings and investigations.’
These areas and the impact of responses to the recommendations of the 2014 HMIC
inspection will be monitored by SSCB in 2015 /2016 and challenged as required.

National Probation Service
In November 2013 the Ministry of Justice defined the respective roles of The NPS and
CRC in the document “Statutory Partnerships and Responsibilities” as follows:
“The NPS will continue to sit on child safeguarding boards. This is consistent with the
Section 11 guidance (which says that as they deal with advice for court and transition
issues they are well placed to identify offenders who pose a risk of harm to children as well
as children who may be at heightened risk of involvement in (or exposure to) criminal or
anti-social behaviour and of other poor outcomes due to the offending behaviour of their
parent/carer(s). CRCs will also be designated as ‘board partners’, who as such must
provide a representative for the Board”.
The National Probation Service continues to develop its approach following its formation in
2014. The National Probation Service’s document Safeguarding Children - our full part in
safeguarding children and promoting their welfare’ was published in June 2015 and sets
out:



interim guidance / holding position for NPS colleagues in relation to management and
operational practices used to safeguard children and promote their welfare;
guidance and a framework for management and operational activities.

Safeguarding children forms part of the induction programme for all staff. It also has to be
seen in conjunction with other public protection practices such as Multi-Agency Public
Protection Arrangement (MAPPA), Multi Agency Risk Assessment Conferences (MARAC)
and Safeguarding Adult arrangements.
NPS activities must reflect the importance of safeguarding children at all levels of need.
This includes a clear line of accountability for the commissioning and/or provision of
services designed to safeguard and promote the welfare of children.
The SSCB will monitor in 2015 /2016:


the impact of organisational change on NPS’s ability to engage in statutory child
protection arrangements, including the LSCB

Community Rehabilitation Company
The Bristol, Gloucestershire, Somerset and Wiltshire Community Rehabilitation Company
(CRC) came into existence on 1st June 2014 as a result of the reorganisation of the
Probation Service as part of the Transformation Rehabilitation (TR) agenda. The CRC
works with individuals assessed as Low to Medium Risk of Harm by the National Probation
Service (NPS). The CRC does not provide reports to the Court and is effectively a delivery
organisation.
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On 1st February 2015 the CRC was sold to “Working Links” and is undergoing a
harmonisation process to align Safeguarding Policies.
In the autumn of 2014 the CRC attended the SSCB to present assurance of the
robustness of its proposed safeguarding arrangements: CRC Staff continue to be trained
in both single agency and multi-agency child protection procedures.
The SSCB will continue to monitor the following in 2015 /2016:



The development of CRC and its ability to engage fully in local child protection
arrangements
Continued progress on the level of supervision, training and management oversight
available to staff in the new CRC

e) Youth Offending Service – Somerset Youth Offending Team
The latest quarterly review of Somerset by the Youth Justice Board comments that, given
the significantly reduced resources available and the large churn of staff during a
restructure early in this year it is “commendable” that performance has remained excellent
and performance measured by National Indicators has not declined. Performance against
these three nationally monitored indicators is:
1) “First time entrants” to the Youth Justice System
There has been a 19.3% percentage reduction in the rate per 100,000 of 10 - 17
population in the latest period of April 14-March 15 over April 13 - March 14. This is a
better performance than all three comparators, with the South West data showing a 7.7%
reduction, the Avon and Somerset area showing a 14.6% reduction and a national 7.7%
reduction. The figures are a reduction of the rate per 100,000 of the 10-17 population from
498 to 402 which is below that of the South West at 415 and on par with England at 402; it
is below the Avon and Somerset figure of 515. In terms of numbers of young people this is
a reduction in actual young people from 243 to 119.
2) Reoffending rate
This shows a 2.6% percentage reduction in the binary rate (i.e. did or did not reoffend) for
the latest period of Oct 12-Sep 13 cohort over the baseline. This reduction is better than all
three comparators with the South West at 1.4%, Avon and Somerset at 0.6% and England
at 1.8%. Similarly the frequency rate (ie number of further offences) shows a reduction
from 33.6 to 31.08 over the selected periods. This is also better than all three comparators
with the South West at 33.18, Avon and Somerset PCC at 33.16 and England at 37.61.
Somerset Youth Offending Service is one of few nationally which is seeing a reduction in
both the binary and frequency rate of reoffending. They are also out performing their
neighbour YOTs in the Avon and Somerset PCC area.
3) Use of custody
Somerset has always had a very low use of custody and this has continued to decline to
the extent that the calculated measure becomes spurious. The most recent custody rate
figure per 1000 10-17 year olds is 0.0, compared with the South West at 0.21, Avon and
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Somerset PCC at 0.29 and England at 0.43 - no child from Somerset was imprisoned in
the most recent period.
Pleasingly, following joint work undertaken by the YOT, children’s social care and police
only one young person was detained in 2014, compared with 24 young people in 2012/
2013.
f) Somerset County Council – Local Authority Children’s Services
As has already been reported, Ofsted’s Inspection of services for children in need of help
and protection; children looked after and care leavers, and a review of the effectiveness of
the SSCB resulted in an overall judgement that children services were inadequate.
In March 2015, following the publication of the Ofsted report, the Children and Families
Minister appointed a review team of advisors. Reporting to the Secretary of State, the
advisors were to oversee the authority’s response to the Ofsted findings, assess its plans
to improve, and provide a report as to whether Somerset has the capacity and capability to
make the changes necessary for safe and effective provision for children and young
people. Inspectors highlighted in particular failures in leadership, management and
governance, and the poor quality of practice across the partnership. Since then, the
leadership of children’s services within the council has been secured by the appointment
of a permanent Director of Children’s Services (DCS), who has taken rapid steps to
increase leadership capacity and achieved focused improvements in key areas.

Working with partners, the DCS has identified nine priority areas for action to improve
children’s services and safeguarding and to reach ‘requires improvement’ by April 2016:
1
2
3
4
5
6
7
8
9

Strengthening strategic leadership
Improving capacity and quality of social work
Developing management capacity and oversight
Ensuring quality of safeguarding across and between all agencies
Systematically identifying children most at risk across all agencies
Assessing the safety of children who go missing
Embedding early help and ensuring partners know how to use thresholds
Increasing local care placements
Achieving permanence for children in care.

The SSCB will both contribute to and monitor progress with these 9 improvement priorities
throughout 2015 / 2016.
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g) The Children’s Workforce
Local Authority Designated Officer (LADO)
Local authorities are responsible for ensuring that allegations against people who work
with children are not dealt with in isolation, and are required to have designated an officer
or team of officers to be involved in the management and oversight of allegations against
people that work with children.
The statutory guidance Working Together to Safeguard Children’ (2015) outlines the
criteria that trigger the allegations management procedure. The procedure applies when
there is an allegation that any person who works with children, in connection with their
employment or voluntary activity, has:




Behaved in a way that has harmed a child, or may have harmed a child;
Possibly committed a criminal offence against or related to a child;
Behaved towards a child or children in a way that indicates they pose a risk of harm
to children.

Inappropriate behaviour by those who work with children is considered within the context
of physical, sexual, emotional abuse or neglect. It includes concerns about inappropriate
relationships between staff / volunteers and children including where professional
boundaries are not maintained; (e.g. a worker having contact online with a young person
through social networking sites).
Number of Allegations 2009 – 2014 / 2015

Number of Allegations
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350 allegations were referred to the Somerset Local Authority Designated Officer (LADO)
during this reporting period. This means that the LADO dealt with 55 fewer allegations
than in the previous reporting year. This represents a 13.5% decrease in referrals.
Concerns about the capacity of the LADO to manage the rate of referrals were raised by
Ofsted in their inspection in January 2015. The council responded by appointing a
dedicated post to manage the process, which was welcome.
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Referral rates are generally lower in months when schools have more than one week of
holiday. This is because the largest proportions of referrals come from schools.
Referrals peaked in October (2014) and March (2015), in contrast to the previous year
where the highest rate of referrals were received in February and March. There is no
known reason for this at present.
The social care workforce
This is a particular area of concern for the Board and wider partnership. Recruitment and
retention of suitably qualified social work staff continued to be a significant pressure on
Children’s Social Care during the reporting year with 50% of children and families social
work posts were filled by agency staff. Stability for the workforce remains an urgent
priority for the forthcoming year.
During the reporting year ongoing work in recognition of the need to ensure staff have a
solid understanding of ‘what good looks like’ and meet the professional standards
expected of them took place. An extensive training Programme for Social Work
practitioners and managers was prioritised and rolled out to support this.
Audit training and routine usage of an in-house auditing pool was implemented across the
service. A new Supervision Policy and Toolkit was rolled out from January 2014 along
with Personal Development folders; this was been noted by the Chair of the Improvement
Board and the DfE observer as an example of good practice. Alongside this, mandatory
supervision training for all staff was delivered.
A new Workforce Strategy and Recruitment and Retention Strategy was developed,
including the basis for a social work academy and the service was successful in its bid to
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the DfE for a regional consortium for the Step up to Social Work programme. An
innovative ‘Experienced Social Worker’ progression scheme was also developed and
implemented in the reporting year to support Children’s Social Worker career progression.
A restructured Children’s Social Care Workforce was put in place from 1st April 2014 further
to consultation with staff, who were better able to visualise and understand development
opportunities and career progression within it.
The impact of these initiatives will be monitored by the Board in 2015-16.

h) Private Fostering
There were 5 (15) children notified during the year as being privately fostered. At the end
of March 2015, there are 2 children known to be placed in private fostering arrangements.
Data is reliant upon private foster carers notifying the authority when these arrangements
start/end and this does not always happen.
Concerns remain that this figure is lower than might be expected in Somerset. It is not
possible to ascertain correct figures without approaching each school and asking. This
has not been done to date. This being the case, it is likely that there is significant underreporting of this vulnerable group of children, some of whom may be attending one of the
many independent schools in Somerset which provide day and boarding places for
children who are normally resident both within and outside Somerset.
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The effectiveness of the SSCB
Somerset’s Safeguarding Children Board is made up of both statutory and voluntary
partners. These include representatives from:











Somerset County Council
Somerset’s District Councils
NHS
Education and schools
Avon and Somerset Police
National Probation Service
Community Rehabilitation Company
Children and Family Court Advisory and Support Service (CAFCASS)
Youth Offending Service
The community and voluntary Sector

It also includes three community members, and is attended by the County Council’s Lead
Member for Children’s Services.
In addition to statutory members, there are a number of associate members who attend
Board meetings and various SSCB sub groups.
The Executive monitors and co-ordinates the work of the SSCB. It agrees and oversees
the delivery of the Board’s business and strategic plans and takes responsibility for driving
forward improvements in multi-agency safeguarding practice. Task and finish groups are
convened as required for completion of specific, priority pieces of work. These groups are
well supported by SSCB members.
Assurance from partners about the appropriateness of safeguarding arrangements is
sought and provided through annual reporting and other measures. This includes
information about training, service accessibility and any information relating to external
inspection and regulation. This allows the SSCB to challenge arrangements, identify areas
for improvement, monitor that work and then seek further assurance about sustained
change.
Local Government Association: LSCB Diagnostic Pilot 2014
During November 2014, Somerset LSCB requested to be part of a pilot process being
developed by the Local Government Association (LGA), which was designed to assess the
effectiveness of the LSCB. A number of strengths and weaknesses were identified:
Key strengths
 Credible leadership of chair
 Improvement in how SSCB carries out its functions since 2012
 SSCB meets statutory requirements set out in Working Together (2013)
 Clear and purposeful programmes of work being carried out through SSCB full
Board, Executive and sub groups, involving all partners
 Increasing evidence of challenge (i.e. Section 11 audits)
 Greater promotion of learning and improvement through case review
 Evidence of challenge and holding to account
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Good CSE strategy document

Key issues were identified as well:
 Unacceptably slow pace for establishing a coordinated programme of work to
implement the CSE strategy
 SSCB board and performance and QA activity not yet making sufficient impact in
tackling key and persistent areas of concern in safeguarding in Somerset
 SSCB needing to establish arrangements for evaluation of the impact of training
 Board engagement with children and young people under developed
 Insufficient capacity within SSCB business and support team.
These findings were echoed in the later Ofsted review, which took place within the
following three months. Ofsted found that ‘the arrangements in place to evaluate the
effectiveness of what is done by the authority and board partners to safeguard and
promote the welfare of children are inadequate.’
Ofsted set out four areas for priority and immediate action:
1) Ensure that partner agencies are consistently held to account in relation to their
statutory responsibilities to safeguard children.
2) Ensure that there are comprehensive arrangements in place across the partnership in
relation to children missing and children at risk of sexual exploitation. The Board needs
to drives this agenda more purposefully and that identification and prevention are well
coordinated.
3) Ensure that the early help strategy is driven more effectively and that it is well
understood and applied across the partnership and results in a well-coordinated early
help offer to children and their families.
4) Ensure that the police consistently and effectively contribute to child protection strategy
meetings and investigations.
Ofsted also specified a number of areas for improvement in relation to data and
performance management and quality of practice.
Actions to address the findings and recommendations from both Ofsted and the LGA peer
review were begun immediately and have been incorporated into the Board’s business
plan for 2015/16.

The SSCB Strategic Plan 2014-2015
The SSCB set out its strategic priorities for 2014-2017 in the SSCB strategic plan, which
was published in 2014.
The four strategic objectives reflected the areas of challenge and assessment of
effectiveness of multi-agency arrangements highlighted in the SSCB annual report
2013/14.
1) Somerset has high quality inter-agency safeguarding systems and practice in place
which are effective in helping, protecting and caring for children and are delivered by a
knowledgeable, experienced and well trained workforce.
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2) Somerset has effective arrangements for identifying and responding to the needs of
vulnerable children and young people, including promoting early help to prevent
escalation of risk and harm.
3) Somerset has effective arrangements for responding to key safeguarding risks,
particularly those affecting adolescents (including missing children, child sexual
exploitation and trafficking), and through education and training aimed at increasing
awareness and resilience.
4) Somerset has an effective LSCB which fulfils its statutory responsibilities and promotes
a culture of collective accountability, respectful challenge and continuous learning.
1)

Somerset has high quality inter-agency safeguarding systems and practice in
place which are effective in helping, protecting and caring for children and
are delivered by a knowledgeable, experienced and well trained workforce.

As has been evidenced elsewhere in this report, the quality and consistency of
safeguarding systems across Somerset, and the contribution by partners, has been too
variable. Thresholds for intervention have not been fully understood and utilised across all
key partners. Whilst the Board has correctly highlighted the issues, its challenge has not
as yet resulted in sufficient improvement, meaning that all children are not yet receiving a
consistently good response.
However, after this slow start, improvements are being achieved. The co-located multiagency ‘front door’ for safeguarding services (MASH) is developing, and is complemented
by Early Help Hubs, which provide a single point of contact for referrals to early help
services on a locality basis. This model is designed to provide multi-agency assessments
and co-ordinated packages of support, with ‘step up’ and ‘step down’ to Children’s Social
Care as required.
The SSCB will need to facilitate advice, information and guidance regarding thresholds
that is fit for purpose, with every opportunity taken to publicise thresholds and standardise
levels of intervention maximised through existing systems such as the multi-agency
practitioner information groups (MAPIGs). New systems will need to be considered moving
forward.
A multi-agency thresholds audit will be carried out as a priority in the Q2 of 2015 to test the
application of thresholds as early help begins to embed, so any challenge through the
SSCB is fully supported by evidence from practice.
2) Somerset has effective arrangements for identifying and responding to the
needs of vulnerable children and young people, including promoting early help
to prevent escalation of risk and harm.
As highlighted in last year’s report, the development of early help in Somerset has not
been progressing fast enough. This position has changed recently: led by the newly
appointed Director of Children’s Services, immediate action has been taken in response to
the Ofsted report to progress the early help strategy more swiftly, ensuring that it is well
embedded in practice across the partnership and that thresholds for services are better
understood and implemented, and to reduce the number of inappropriate referrals and rereferrals to children’s services. Partners have engaged well, and an Early Help Strategic
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Commissioning Board is now in place, an Early Help Charter has been agreed and
approved by the Board, and workshops held for staff across the partnership.
The Early Help Charter is a joint commitment by partners to provide the right service, in
the right place at the right time by:





working better together and in an honest way with the consent of the child and their
family,
identifying strengths and needs and finding practical and achievable solutions,
providing the right information and advice to enable choice for families so they can be
empowered to make positive changes themselves with tailored support,
helping families build protective factors and family resilience to prevent situations
escalating or recurring.

The county council’s getset early help services continue to develop. In addition, Somerset
was tasked by the Department for Communities and Local Government (DCLG) with
turning around the lives of 870 families (providing targeted early help) in the first phase of
the Troubled Families Programme. Somerset completed this work ahead of schedule and
was asked by the DCLG to work with a further 2,000 families from January 2015.
The number of CAFs registered saw a steep increase since the re-launch of the process in
January 2014, with the ‘getset’ services particularly engaged. Over 1,293 learning
opportunities were taken up by frontline, multi-agency staff and early evidence in the
reporting year suggests that there have been fewer referrals to children’s social care.
This continues to be monitored closely moving forward.
However, whilst uptake between health visitors and ‘getset’ is particularly strong, there is
insufficient evidence of widespread usage of CAF as a means of ensuring children and
families receive the right help at the right time. Further impetus needs to be given to
promote the use of the CAF and dataset evidence used to challenge where it is not used
or not used appropriately.
The impact and effectiveness of ‘getset’ is not sufficiently evidenced and needs to be
progressed further. Robust assurance is required by the SSCB as to how ‘getset’ will
ensure the delivery of an effective early help service.
3) Somerset has effective arrangements for responding to key safeguarding risks,
particularly those affecting adolescents (including missing children, child sexual
exploitation and trafficking), and through education and training aimed at
increasing awareness and resilience
The progress in establishing a purposefully led and coordinated programme of work to
drive forward the CSE Strategy and reduce CSE risk in Somerset is still too slow and
remains an area of significant concern. Whilst it needs to be stressed that there are very
good pieces of work taking place in Somerset, evidence of identification and breadth of
knowledge of CSE in Somerset is insufficient.
During the reporting year a multi-agency audit was undertaken of a small number of cases
of young people already identified as victims of CSE, or who are considered to be
particularly vulnerable.
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The draft report concludes that:
…the identification and appropriate response to CSE was not understood by key agencies
working in Somerset. In two of the cases this understanding was only reached a few
months ago, by which time the children concerned had experienced significant abuse...
The SSCB diagnostic pilot of November 2014 was complimentary about the SSCB’s CSE
strategy, which has been developed by a subgroup of the SSCB, but the report concluded
that there has been an ‘unacceptably slow pace in establishing a coordinated programme
of work to implement the strategy and reduce CSE risk in Somerset.
Despite challenges by the LSCB, the progress throughout the reporting year is deemed by
the SSCB to remain unacceptable. This view was echoed in the Ofsted report of March
2015:
“The scale and prevalence of the issue is not fully known and understood across the
partnership. The profile of alleged perpetrators, and how well victims are identified,
safeguarded and supported require urgent attention to ensure that the LSCB has a greater
influence in driving a more strategic approach to the work of the partnership going forward.
Arrangements by the LSCB to oversee effective information sharing to help build a greater
understanding of the problem and drive forward a robust multi-agency action plan are
underdeveloped. The LSCB has completed a multi-agency audit; however, work has not
been effectively targeted, coordinated or evaluated until very recently. The impact of this
closer focus on child sexual exploitation has yet to be reflected in consistent practice
across the partnership.”
Delivery of the CSE strategy has to be owned and led at a senior level, involving key
partners. A greater sense of urgency is needed, as well as adequate resources for
implementation. This will continue to be a priority for the LSCB in 2015-16.
4) Somerset has an effective LSCB which fulfils its statutory responsibilities and
promotes a culture of collective accountability, respectful challenge and
continuous learning.
The governance arrangements enable SSCB partners (including the Health and Wellbeing
Board and the Children’s Trust) to assess whether they are fulfilling their statutory
responsibilities (including early help) to help, protect and care for children.
The SSCB ensures that there are high quality policies and procedures in place (as
required by Working Together to Safeguard Children 2015). These are commissioned
jointly with 11 other LSCBs across the south west and are monitored and evaluated for
their effectiveness and impact and revised where improvements can be made. They will be
recommissioned during 2015-16.
The SSCB prioritises according to local issues and demands and there is evidence of clear
improvement priorities identified that are incorporated into a plan to improve outcomes.
The Board reviewed its activities and priorities at a development event in July 2014, which
was independently facilitated. This built on a similar exercise carried out in 2013 and the
intervening work carried out to review and develop the work and effectiveness of the
SSCB and its wider structures – including the recently completed effectiveness selfevaluation exercise and emerging messages from the Section 11 audit.
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The Board Effectiveness survey carried out prior to the day enabled the board to baseline
effectiveness, data which has since been used to direct further improvements.
The overarching priorities for the Board were endorsed and maintained.
Progress made as a result of the review included:
 Lessons from practice through the Learning and Improvement Framework were
reiterated and as a result better evidenced through a programme of multiagency audit
and inspections.
 The agreement of a multiagency data set.

Members also identified that:
 increased constructive challenge still needs to be embedded as part of routine Board
culture;
 simplification of the Performance and QA arrangements was needed;
 pathways for communication and synergies across subgroups and between the SSCB
executive and the main board were needed.

The Board’s priorities have been refined as part of the improvement
process and are set out in its business plan for 2015-16.
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Training
The Training & Professional Development is a multidisciplinary group working on behalf of
the SSCB. It has a strategic role to commission high quality multi-agency training covering
the full range of safeguarding issues, to meet the roles and responsibilities of staff from all
partner agencies.
This reporting year has seen significant changes with the departure of two of the SSCB
trainers and the appointment of a new trainer/training manager.
Towards the end of the reporting year the SSCB training offer was reviewed by the
SSCB’s professional development subgroup, which recommended:








discontinuation of the introductory and basic awareness sessions, as the expectation is
that single agencies provide this already for their staff
an approved minimum learning outcomes matrix for single agency training, dependent
upon roles and responsibilities for safeguarding
the development of a pool of single agency trainers who would be trained to deliver
and thereafter, updated on an annual basis to develop practice through peer review
and standardisation of delivery
local validation (through the SSCB) of course material against quality standards for
safeguarding training, would take place bi-annually
an annual quality assurance submission from all SSCB partner agencies, to include
attendance and impact data
a review of the two day ‘Working Together’ programme to ensure future engagement
from all agencies
a more comprehensive menu of specialist learning modules to help meet the SSCB
priorities.

The training manager will be working closely with agencies to develop a multi-disciplinary
expert training pool with training leads from across agencies, with the vision of providing a
skilled group of trainers able to respond to safeguarding training needs across the broader
Somerset children’s workforce.
SSCB training during the reporting year 2014/2015
In the year 1st April 2014 to 31st March 2015, a total of two thousand four hundred and
ninety nine delegates attended training provided by the SSCB. This represents an
incremental increase over the last four years.
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The Core training programme included:


Introduction to Child Protection



Working Together to Safeguard Children



Update Training

Specialist themed courses delivered:












Child protection and domestic abuse
Children who display sexually harmful behaviours
Parental mental health problems and their impact on children
Substance misusing parents - impact on children
Safer recruitment and allegations management
E-Safety
Child Protection supervision
Hearing children’s voices
Working with resistant families
Safeguarding adolescents
Courageous conversations

New courses added to the 2015 programme




Child Sexual Exploitation
Signs of Safety Overview
Safer Recruitment Refresher
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Multi-Agency attendees
Most courses are limited to 32 participants and places are allocated using an indicative
quota system to ensure, wherever possible, a good multiagency mix.
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So what difference has it made?
Transfer of learning into practice - Evaluation of ‘Working Together’
SSCB has a long history of ensuring feedback from participants at every SSCB training
course. This is in line with the Training Strategy, and Working Together 2015 which states
that:
“Local Safeguarding Children Boards (LSCBs) should monitor and evaluate the
effectiveness of training, including multi-agency training, for all professionals in the area.
Training should cover how to identify and respond early to the needs of all vulnerable
children, including: unborn children; babies; older children; young carers; disabled
children; and those who are in secure settings.”
Evaluation of working together 2014/15
Course participants were asked to evaluate the level of their skills and knowledge before
and after the training, to show the impact they believed the course had on their level of
skills and knowledge. With one exception, the only people who did not indicate they had
increased their level of knowledge and skills were those who already had a high level prior
to the training course.
Examples participants gave of how attending the course had benefited themselves or their
organisation included:

Will enable us to offer child
protection training and awareness to
staff and volunteers (Charities and
voluntary organisations)
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As I work with adults it has
benefitted me and given me a
clear understanding of the
safeguarding process (Other
adult services)

I have directly applied
knowledge and information
gained to policies/procedures
and shared with staff. I have
an increased confidence to
deal with issues professionally
and appropriately. (Early Years
providers)

Transfer of learning into practice
Participants recognised the value of the multi-agency mix on the course and how this
enhanced their understanding of how child protection works.
Comments from participants included:

Greater understanding of "partners’
role" will improve working practice. I will
be in a specialist role on protect, if the
understanding could be rolled out to
uniform police the often 1st point of
contact response would be improved.

It is a very difficult subject matter to discuss and
I am very fortunate not to have experienced
many occurrences of abuse or neglect. It was
thoroughly enlightening to hear about other
people’s experiences, roles and responsibilities and was great to be able to network with such a
wide and varied group of professionals with such
skills and knowledge.

I feel the two days were very well
structured and facilitated and have
found the course information and hand
outs a useful resource
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Child Sexual Exploitation
The SSCB added CSE to the training curriculum for 2014/2015. This comprises Child
Sexual Exploitation workshops delivered by Barnardo’s Against Sexual Exploitation
(BASE) which is run six times throughout the financial year.
In addition the SSCB hosted a multi-agency practitioners’ conference in December 2014
which focused on child sexual exploitation - ‘Hidden in Plain Sight.’ As a result of their
attendance, delegates reported that:



The event will help them work more effectively with families and children
Key messages feedback by delegates indicated enhanced understanding of CSE
and a desire to translate this into workplace activity.

Participants were asked what key messages they had taken from the conference, and it is
encouraging to note that a month later when most feedback was collected, delegates were
able to clearly specify the key messages from the conference:

“to look out for key pieces of
information in the contacts that I
receive on Duty at Somerset Direct
that may indicate CSE is an issue.
that CSE happens more than I was
previously aware of”

“CSE is real, local,
much more widespread
and affects more than
just the usual media
stereotypes of victims
and perpetrators”

“never assume that just because
we're in rural Somerset it can't be
happening. How quickly the
grooming process can happen.
The importance of teaching about
relationships in school”

“the speed in which someone
can be groomed and exploited
(as little as 2 hours)”
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Child Death Overview Panel (CDOP)
The overall purpose of the child death review process is to understand how and why
children and young people die, identify any interventions or improvements to services
which may help to prevent future deaths and/or improve experiences for children and
families receiving services.
During the year April 2014 until March 2015 there were 39 child deaths notified to the
Child Death Review Team, as opposed to 35 the previous year. The Child Death Overview
Panel (CDOP) is not able to review a death until all information is gathered and this can be
delayed by the need for post mortem, coronial inquests or court proceedings. This in effect
means that although 30 cases were reviewed at the Panel during this reporting year, a
number of cases reported in 2014 – 15 will not be subject to review this present year.
None of the child deaths reviewed was subject of a Serious Case Review (SCR) or
recommended to be a SCR by the CDOP. One case was taken to the Learning and
Improvement sub-group of the SSCB, with the recommendation that carers of looked after
children had a chronology that they could refer to in order to enhance their ability to care
effectively.

So what difference has it made?
Emerging themes from CDOP reviews within the reporting year include:
 A noted improvement in neonatal retrievals undertaken by the NEST teams
 A sustained high level of participation at multiagency meetings, led by designated
doctors for child deaths and hosted in many cases by primary care
 The cases of sudden infant deaths have in the majority occurred in an unsafe sleeping
environment
 Smoking was prevalent in 40% of households where a child died
 Maternal obesity is becoming a factor in delivering safe maternity care
 Communication between different health professionals can affect the quality of care a
child and family receive. Specific examples include health visitors not being informed of
diagnosed anomalies by midwifery services and end of life care plans not being shared
with ambulance staff.
These lessons are incorporated into practice by the relevant organisations and
professional groups.
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Conclusion and assessment of multi-agency
safeguarding arrangements
The evidence presented in this report, gained from external inspections, partners, internal
QA activity and feedback from stakeholders, demonstrates a mixed picture, with areas of
good and effective practice to celebrate, alongside significant areas of concern. The
quality of services provided at each stage of the child’s journey remains inconsistent, in
need of improvement and in some areas a sustained and determined effort on behalf of
partners to increase pace and momentum of progress.
This means that overall, the multi-agency arrangements to safeguard children and
promote their wellbeing are not yet consistently effective. As Ofsted found,
Partners are not fully committed or contributing effectively to the safety and protection of
children and families. The partnership has failed to establish a shared understanding of
the arrangements for early help and thresholds for children’s social care are set too
high……Partnership work does not consistently result in timely, well targeted
improvements to safeguarding practice. Partners have not worked collaboratively in a
sustained way to ensure that improvements are implemented across key areas of
safeguarding.

Challenges for 2015-16
Through its work during the year, and reinforced by findings from inspections, the SSCB
has identified a series of challenges for itself, for partners, and for other strategic
partnerships to be addressed in 2015/16. These are designed to maintain and increase
the pace of improvement in the development and delivery of services to safeguard and
promote the wellbeing of Somerset’s children and young people. They are reflected in the
Board’s business plan and incorporated within the nine priority areas for improvement
which are being overseen by the Minister through the improvement arrangements.
Challenges to the Children and Young People’s Partnership
Partners will be held to account for:





commissioning and delivering a comprehensive range of early help services which are
effective in responding to the needs of children and their families at an early stage and
result in improved wellbeing;
delivering the new children and young people’s plan, whilst embedding the participation
of children and young people into all its activities;
meeting the needs of children and young people requiring safeguarding.
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Challenges to the Health and Wellbeing Board, the Safeguarding Adults Board and
the Community Safety Partnership
Co-operation between children’s services and those for adults is essential in order to
support the Children’s Trust to achieve its vision that Somerset Children are safe, healthy
and cared for and have integrated support to meet their needs”
Organisations leading and contributing to these three strategic bodies have an important
role in:






embedding the ‘think family’ approach – recognizing the impact that adults have on the
safety, health and well-being of children, identifying and addressing risks;
promoting more integrated multi‐agency working in identifying and responding to
children and young people who live in the context of ‘compromised parenting’ (where
there are adult issues of domestic violence, substance misuse, mental health problems
and learning disability);
promoting emotional resilience and good mental health; and
supporting young people to make the transition to adulthood successfully.

Challenges for the SSCB
The Board must meet the challenge of becoming properly effective and ensuring high
quality safeguarding across and between all agencies
This means that a relentless focus on achieving improvements in its chosen priority areas.
This will require to Board to develop further its use of performance information and other
data about the quality and effectiveness of services, in order both to hold agencies
effectively to account and to support Board members in becoming more challenging of
each other.
It will also mean that the Board must:







maintain its focus on improving partnership working at both strategic and operational
levels;
ensure that its work is informed at all times by the voices of children and young people;
engage systematically with practitioners and their managers;
further develop and expand the role and influence of lay members;
work effectively with other strategic partnerships and influence commissioning and
local partnership safeguarding activity;
find ways of embedding learning derived from its range of activities in order to improve
outcomes for children and young people.

These challenges have been incorporated in the strategic plan for 2015 onwards,
and incorporated into the Board’s business plan for 2015/16.
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Priorities for 2015-16
The LSCB has reviewed and refocused its strategic plan and agreed the following four
priorities for improvement, which are incorporated into its business plan for the year:
i.
ii.
iii.
iv.

Board effectiveness
CSE and missing
Early help
Child protection

These LSCB priorities are incorporated within the Somerset Children’s Improvement Plan
‘nine’ priorities:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Strengthening strategic leadership
Improving social work capacity
Developing management capacity
Ensuring quality safeguarding across all agencies
Systematically identifying children most at risk across all agencies
Assessing the safety of all children who go missing
Embedding early help
Increasing local care placements
Achieving permanence for children in care
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Appendix 1: SSCB budget

SSCB Budget 2014 / 2015

£

Salaries

261,650

Staff Travel Expenses & Advertising

4,070

Serious Case Review

4,710

Conference & CP Training costs

43,630

Total Running Expenses

52,410

Total Expenditure

314,060

Income

(307,180)

Overall Overspend(Underspend)

6,880

Income Sources

£

Police

19,360.00

Somerset NHS CCG

60,330.00

Probation

4,140.00

CAFCASS

550.00

Taunton Deane & West Somerset DC

1,550.00

South Somerset DC

1,550.00

Mendip DC

1,550.00

Sedgemoor DC

1,550.00

Somerset County Council

156,360.00

Total income from partners

246,940.00

Training & Conference Income

60,240.00

Total Income

307,180.00
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Appendix 2: SSCB membership and attendance 2014 / 2015
The following tables show the membership and attendance of the statutory and nonstatutory members of the SSCB at the two meetings held in 2014-15, together with the
Board development day.
Statutory Partners
Agency
SCC, Chief Executive (non board member)
Community Rehabilitation Company
NHS England
Independent Chair
Yeovil District Hospital
Taunton NHS Trust
Director of Children’s Services, SCC
District Councils
Children’s Social Care, SCC
Somerset CCG, Patient Safety
CCG Designated Nurse
CCG Designated Doctor
Cabinet Member (participant observer)
SCC lead Learning and Achievement
Somerset Partnership
Community Member
Community Member
National Probation Service
LSCB Co-ordinator
Youth Offending
CAFCASS
Community Members

% Attendance
50%
50%
50%
100%
0%
100%
100%
100%
100%
100%
100%
100%
100%
0% (no longer in post)
100%
100%
100%
50%
100%
100%
100%
100%

Additional Partners
Agency
Public Health
Devon and Somerset Fire and Rescue
Armed Forces
Secondary Heads
Vulnerable Learners, SCC
CPS
Independent School
Primary Heads
Barnardo’s
Further Education Colleges
Special Schools
Performance and Information SCC
SW Ambulance
CHYPPS
Adults Social Care
Avon and Somerset Police

% Attendance
100%
0%
50%
50%
50%
0%
100%
0%
50%
100%
100%
100%
50%
100%
50%
100%
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