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Foreword – Sally Halls, Independent Chair
I am pleased to introduce this annual report for Somerset Safeguarding Children
Board, covering the year April 2015 – March 2016.
At a national level, the year began with a revised version of the statutory
guidance within which all Safeguarding Children Boards operate - 'Working
together to safeguard children', and concluded with the publication of the Wood
review of LSCBs, which heralds significant changes in the safeguarding
landscape for the future. These changes took place against a backdrop of rising
demand, reducing resources, and pressures across the system for partners to do
more with less. The implications of these are still being worked out, but have
already resulted in and will continue to result in structural changes, reduced
capacity and revised working arrangements which bring their own risks in terms
of reduction in the quality, availability and continuity of services for children.
Locally, Somerset County Council’s services for children in need of help and
protection, children looked after and care leavers had been inspected by Ofsted
in early 2015 and judged to be inadequate. At the same time, Ofsted reviewed
the Safeguarding Children Board and found that 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 were inadequate. The findings of
the inspectors had implications across the entire partnership of agencies
providing services to children and families in Somerset, and were used as the
basis of an improvement plan, led by Somerset County Council and the
Safeguarding Children Board, which aimed to achieve rapid improvement in the
quality of services and outcomes for children.
During the same year, Her Majesty’s Inspectorate of Constabulary (HMIC)
inspected Avon and Somerset Constabulary to establish its effectiveness at
protecting vulnerable people from harm, and supporting victims. HMIC’s
conclusion was that the Constabulary’s work requires improvement, and noted a
number areas to be addressed, including responses to domestic abuse,
improving consistency in recording information about vulnerable victims, and
addressing issues which are adversely impacting on the effectiveness of
specialist staff. These matters are being addressed by the Police and progress
monitored by the SSCB.
Also during the year, the Care Quality Commission (CQC) inspected Somerset
Partnership NHS Foundation Trust and rated the Trust as ‘requires improvement’
for providing safe, effective, responsive and well led services. Although its
services for children were overall assessed as good, some services for adults
have an impact on the safety and welfare of children, and need improving.
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Taunton and Somerset NHS Foundation Trust was also inspected by CQC during
the year, and this resulted in an overall rating of ‘good’. However, aspects of its
services were rated as requiring improvement, including in relation to safety.
Progress in addressing highlighted areas is monitored by the SSCB.
During the year 2015/16, a number of actions have been taken to develop,
improve and evaluate the effectiveness of early help and safeguarding
arrangements in Somerset, and to improve the effectiveness of the Board itself.
These include strengthening the coordination and effectiveness of arrangements
to protect children who were at risk of or already experiencing sexual exploitation.
At the same time, there has been significant challenge to the agencies involved in
delivering statutory and non-statutory services both at the "front door" and across
all levels of need, with the aim of improving the quality and consistency of
services to and outcomes for children. Part of the challenge included a focus
through the Children's Trust on strengthening arrangements to provide early help
for families.
Throughout this period, Board partners and its community members have worked
hard and shown great commitment to their own and the Board’s development.
Following the Ofsted inspection, the Board was particularly keen to stabilise the
business unit and strengthen emphasis on effective delivery of SSCB core
functions and work streams, to enable the Board to gain momentum and
progress a variety of complex areas that required improvement. Under the
leadership of a new business manager, and with the addition of a new training
manager, the business unit has worked to streamline functions and improve
alignment between SSCB and other key multi-agency partnerships operating
within Somerset.
A restructure of the unit included creation of a full time Training Manager post
following a shift from direct training provision to a commissioned model of training
delivery and quality assurance of training. In addition, the Education
Safeguarding Advisory functions were removed from the SSCB and absorbed
into Somerset County Council’s ‘Support Services for Education’. The Business
Unit also benefitted from a slight increase in administration capacity throughout
2015/16 and additional resources from the local authority’s Business Change Unit
have assisted with transformation work streams.
Overall, the direction of travel within Somerset is positive. The quality and
consistency of child protection work is improving, and there are some good
examples of effective multi- agency working. Recruitment and retention of social
staff within the county is improving, which is critical. Important partners such as
Avon and Somerset Police, the NHS organisations, Somerset County Council,
and Somerset’s schools are working hard to improve partnership working.
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However, as is evident from the report, there is much still to do. As well as
maintaining the momentum of overall improvement and responding to the
national changes which are expected to accompany forthcoming legislation, the
Board has reviewed and refocused its priorities for the coming year. In addition,
there is significant potential to improve efficiency and effectiveness across all the
partnerships, through promoting a consistent ‘think family’ approach and this will
be developed further in the coming year.
What does not change is the hard work, commitment and dedication of staff who
work every day to support families, keep children safe and promote their wellbeing. I thank them all on behalf of Somerset Safeguarding Children Board.
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SSCB Team Charter
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Executive summary
This report highlights the work of the SSCB and provides an
assessment of the effectiveness of child safeguarding and
promoting the welfare of children in the local area, and the
Board’s effectiveness in carrying out its statutory functions
throughout 2015/16.
The report discusses achievements and progress made as
well as identifying challenges; it demonstrates the extent to
which the functions of SSCB are being effectively
discharged, including an account of progress made in
implementing actions from Serious Case Reviews. The report
provides robust challenge to the work of the Children’s Trust
and other multi-agency partnerships and analyses the
effectiveness of safeguarding arrangements in Somerset.
The assessment is drawn from a wide range of sources across
the Partnership and also reflects Somerset’s improvement
phase following the Ofsted inspection in early 2015 which rated
the service as inadequate.
This year’s report aims to address three specific questions:




What did we do?
How well did we do it?
What difference has it made to improve outcomes for
children, young people and their families?

This Annual Report is available on the SSCB website
http://sscb.safeguardingsomerset.org.uk/

Strategic developments throughout 2015/16
include transformation of:
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Board membership, constitution and governance
arrangements
approaches to delivery and quality assurance of
safeguarding training
practitioner guidance around thresholds for intervention
approaches to multiagency audit work
Section 11 audit arrangements
CSE strategic action plans
Practitioner engagement in learning reviews and serious
case reviews
Website and communications

2015/16 has been a
significant period of
change and reform
for the board. This
has been necessary
to address areas of
concern and
weakness.
This year marks the
point of ‘re-boot’ for
the Board and
improving
safeguarding in
Somerset.
Some fantastic
progress has been
made, but there is
still some way to go.
Some of our next
challenges are:
Engaging with
children and young
people and enabling
them to really input
to the shape of
safeguarding in
Somerset
Closing the loop on
learning from
practice
and
Continuing to
embed Early Help
across the county.

Key achievements include:













Significant improvement in governance arrangements
and relationships with multiagency partnerships.
Development of a ‘Board to Board’ protocol, supporting
closer working relationships with other Boards, including
Somerset’s Adults Safeguarding Board, Health and
Wellbeing Board, Children’s Trust and the Safer
Somerset (community safety) Partnership. This will help
to eradicate silo working and ensure that cross cutting
themes are dealt with holistically.
Reconfiguration of the Board to statutory membership,
which has resulted in greater capacity for subgroup
activity.
A well-attended practitioner conference which focused
upon Hidden Harm.
A successful launch of new guidance around Effective
Intervention for Children and Families.
Revision of support and training for safeguarding leads
in Somerset.
Establishment of a training consortium for the delivery of
safeguarding training.
Development of a cascade model of training delivered to
multiagency ‘thresholds champions’.
Re-launch and refresh of the South West Child
Protection Procedures guidance for practitioners.
Introduction of a new online Section 11 audit tool for
agencies, which will enable SSCB to monitor and
challenge practice more effectively.
A successful Board development day around ‘Board
effectiveness’

Key priorities and challenges looking ahead








8

Improving the quality and consistency of multi-agency
safeguarding
Developing the impact of the child’s voice
Strengthening multiagency responses to CSE
Launching the CSE communications campaign
Ensuring learning from SCRs and learning reviews is
impactful and results in evidence of improved outcomes
for children
Working closely with other partnerships to continue to
drive holistic ‘think family’ approaches.
Developing the use of quality and performance data.

Local Context
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 2014 mid-year population estimates).
There are 108,899 children aged 0 to 17 years old. The majority
of the population lives in the main urban areas centered on the
towns of Taunton, Bridgwater, Frome, Glastonbury and Yeovil.

Levels of Poverty
Overall, Somerset is relatively affluent and enjoys lower than
average levels of deprivation.
There are, however, 25 Somerset neighbourhoods within the
20% most deprived in England; the highest intensity of
deprivation is found within the county’s larger urban areas.
Somerset has 10 neighbourhoods within the most deprived
10% and 19 within the most deprived 20% in England. All 19
areas are urban. (Somerset: Our County Joint Strategic Needs
Assessment: Summary 2016 Vulnerable Children and Young
People JSNA 2015)
West Somerset communities are rurally isolated and rank
amongst the 15% most deprived local authorities, with the most
deprived area in Somerset being the Lambrook / Halcon area of
Taunton. Sedgemoor district also has some high levels of
deprivation in the Sydenham and Hamp areas.
In a report published by the Social Mobility & Child Poverty
Commission (January 2016) West Somerset ranked worst (1
out of 20) for social mobility – out of the worst performing 20%
of authorities. In 2013 there were estimated to be 14.1% of
children living in poverty in Somerset. This equates to one in
every seven children aged under 16. The national average for
England is 18.6%.

Children with child protection plans
Since the last annual report (2014/15), there has been a
reduction in the number of children with a child protection
plan. As at the end of March 2016, there were 279 (523 in the
previous year) children with child protection plans from 143
families (261) living in the county. This is approximately 25.6
(48.0 previous year) per 10,000, which is higher than the 42.9
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national average in England 2014/15. During 2015/16, there
were also 47 (36) children with a child protection plan from 31
(27) families who were temporarily living in Somerset at some
time during the year. This figure has increased each year for
the last two years.
Within this reporting period, 4.8% (31/651 plans) of child
protection plans lasted for two years or more, against the
England average of 3.7% in 2014-15. 20.9% (136 plans) lasted
between 1 and 2 years, with most lasting between six and
twelve months.

At the end of March 2016, in Somerset, children were subject of a child
protection plan for the following reasons:


Emotional abuse – 87 plans 31.2% (46.9% in 2014-15)



Neglect – 161 plans 57.7% (34.5%)



Physical abuse – 13 plans 4.7% (2.5%)



Sexual abuse (as single factor) – 1 plan 0.4% (4.2%)



Multiple factors – 17 plans 6.1% (11.9%)

Children looked after (CLA)
At the end of March 2016 there were 503 children in care,
compared with 486 in the previous reporting period 14/15 – a
rate of 46.1per 10,000 children compared with a 2014-15
England rate of 60.
This continues to be a significant issue for Somerset, not least
because of the vulnerability of these young people. Whilst there
is a requirement for the receiving local authority to be notified
when such placements are made (and also when they end), it
continues to be recognised nationally as well as locally that this
does not happen consistently.
Somerset has 3 local authority residential children’s homes that
are designed for children with disabilities. These homes, rated
‘Good’ by Ofsted, have 14 spaces between them and provide
long term and respite placements.
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Of Somerset’s children in care, there were 207 fostering or
residential places (involving 149 individual children) that started
in 2015-2016 which were provided by non-SCC providers (other
local authorities, other public provision, private provision or
voluntary / third sector provision). Of the 207 placements, 120
were within the borders of Somerset and 87 were outside the
county boundary.
In the year between April 2015 and March 2016, 50 (47)
children were secured permanence through adoption and a
further 13 (9) left care as a result of Special Guardianship
Orders.
The number of CLA under the age of 18 placed in Somerset by
other local authorities stood at 179 on the 31 st March 2016 (for
the previous year it was 90). However this is not a reliable
figure because history demonstrates that we are often not
informed when CLA leave Somerset.
There are 12 residential providers, operating 28 provisions. Of
these, 7 are rated as Outstanding or Good by Ofsted, with 17
requiring improvement, 2 inadequate and 2 awaiting outcomes.
Over the last 12 months there has been a decline in the Ofsted
judgments for residential providers in the South West and
therefore this has a direct impact on placement availability as
our standard is that we should only place children with
providers rated ‘good’.
There are 18 fostering providers. Of these 4 are ‘outstanding’,
12 are ’good’, 1 is ‘adequate’ and 1 is awaiting confirmation.
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Assessing the effectiveness of
child safeguarding and
promoting the welfare of
children in Somerset
The SSCB has a statutory responsibility to monitor and evaluate the effectiveness
of what is done by partners individually and collectively to safeguard and promote
the welfare of children and to advise partnership agencies on ways to improve.
SSCB uses a range of methods to evaluate the effectiveness of safeguarding
arrangements. Key elements include:
 Engagement with children and young people
 Scrutiny of data and other performance information
 Auditing and reviewing cases
 The ‘section 11’ audit, completed by all partner agencies
 Looking at external reviews and reports for learning and development in
Somerset
The SSCB’s Quality and Performance subgroup leads on this aspect of the Board’s
work, reporting on key performance indicators (KPIs) at each SSCB meeting,
monitoring the full dataset and flagging any concerns to the Board.

Multiagency audits
SSCB’s multiagency audit process and terms of reference were reviewed by a
multiagency task and finish group in the autumn 2015. The aim was to streamline
the process and increase partner engagement with multiagency casework audits.
This resulted in a reduction of audit subgroups from 16 multiagency audit sessions
per year to eight, while maintaining the number of cases reviewed. Issues and
recommendations are fed back into the Quality and Performance subgroup with the
expectation that actions and learning are cascaded through agencies.
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Thresholds audit – summer 2015
In summer 2015 agencies were asked for examples where they felt the ‘Threshold’
for children’s social care (CSC) intervention had been met but there had been
disagreement by the local authority. Twenty cases were identified and eight were
audited over two sessions. In two cases, key issues included:


poor individual agency record keeping e.g. One agency had no recorded
feedback from CSC about the issues raised



poor communications from CSC to the referrer when action had been taken
to address concerns raised

There was no evidence of partners using the escalation policy to resolve
disputes/disagreements.
Findings from the audit were presented to the Board with subsequent reiteration
by the SSCB of the escalation policy, to all partners.
Significantly, this work fed into the development of the SSCB’s ‘Effective Support
for Children and Families’ guidance which was designed to ensure a consistent
multiagency approach to knowledge and application of thresholds for intervention.
This revised guidance on thresholds was launched in February 2016, to
approximately 90 agency senior representatives; followed by a training programme
whereby 64 multiagency ‘champions’ were trained during February to March 2016.
The training delivered was part of a longer term development programme to
embed the guidance into practice.

Strategy discussions audit
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The audits evidenced that practitioners were not clear that any agency can
request a strategy discussion where there is reasonable cause to believe
that a child or young person is suffering, or is likely to suffer significant harm



Strategy notes audited did not always record the agencies/individuals
involved



The voice /experience of the child was not consistently evident in the
casework audited



Follow up strategies were sometimes cancelled, leaving agencies out of the
loop/without an update mechanism



Some strategies provided inaccurate information



One strategy revealed inappropriate practice by a school, which has been
followed up by the Support Services for Education

Pre-birth planning
A multiagency audit took place which focused upon pre-birth planning. Themes
arising from the audits included:


The need for a Somerset specific pre-birth protocol in addition to the basic
guidance displayed on the South West Child Protection Procedures
(SWCPP) website



Communication issues between agencies and confusion over pre-birth
assessment and referral processes



In seven of the eight cases, there was no evidence that the outcome of the
referral was communicated to the referrer.



The need for training with Adult Social Care and the Learning Disability
Service about their role in safeguarding children, whilst being part of the
holistic parenting assessment. This was reflected in the annual SSCB
conference in March 16 which focused upon ‘Think Family’ and ‘Hidden
Harm’.

Child Sexual Exploitation audit
Multiagency audits were carried out of Somerset cases of Child Sexual
Exploitation (CSE). Findings from these audits are included in the section
‘Progress on SSCB priorities’ on page 27.

Section 11 audit
Chapter 3 of ‘Working Together to Safeguard Children’ 2015 states that Local
Safeguarding Children Boards (LSCBs) have a statutory duty to assess how well,
and to what level, its partners are fulfilling their obligations to safeguard and
promote the welfare of children under Section 11 of the Children Act 2004. This
requirement is carried out through a regular cycle of auditing partners’
safeguarding effectiveness – the section 11 audit.
The standards and criteria for the 2016 Section 11 audit (S11) were developed in
conjunction with four neighbouring regional LSCBs. The full S11 audit is due to
take place early in Spring 2016. The online audit tool Enable was purchased to
support effective assessment and Section 11 reporting.
Appendix 6 contains self-assessments by partner agencies for 2015-16.
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Themed S11 audit on training
Although a full section 11 audit did not take place in the reporting year, a thematic
section 11 audit on training highlighted a number of issues. Whilst the audit
highlighted some very strong examples of positive training practice with
accompanying action plans for further improvement, overall compliance with
ensuring individual agency staff were adequately trained was variable.
There was evidence of some positive use of local cases by agencies as part of
their training programme and creative methods of safeguarding training were
reported as part of the S11 process. Equally, there was evidence of poor practice
and compliance whereby safeguarding did not feature as part of core induction
training.
The full S11 online system has been designed to provide greater depth and
breadth of agency training compliance and practice and incorporates a system for
agencies to upload evidence of impact and action plans for further improvement.
What next steps will be taken?
Towards the end of the year the Quality and Performance subgroup reviewed its
focus and membership; the quality and performance framework was also revised.
Whilst there is ongoing scrutiny of data at SSCB meetings, the subgroup
questioned whether the SSCB has the optimum performance dataset. Further
work to refine both qualitative and quantitative data requirements through the use
of scorecards so they fully reflect the Board priorities and the child’s journey will
carry over into the new financial year.
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Child Death Overview Panel
The Child Death Overview Panel (CDOP) is a multi-agency group of professionals
which is responsible for reviewing all deaths of children, expected or unexpected,
of children normally resident in Somerset. The panel considers every death of a
child or young person under the age of 18 years.
During this reporting year, the panel has met four times. There has been a fairly
consistent senior representation and commitment from participating agencies,
enabling discussions and agreement to be reached on modifiable factors,
categorisation of deaths and to make specific recommendations to improve
services for children, young people and their families in Somerset.
During this year April 2015 to March 2016, the Child Death Team has been
notified of 26 deaths of children and young people normally resident in Somerset.
During this same time reporting period, the panel has reviewed the deaths of 37
children. Information regarding these child deaths is presented below; however,
this is not robust for research purposes as it is based on small numbers. For 201617, extra data will be recorded to facilitate analysis of trends associated with
‘modifiable factors’ over time.
In Somerset during 2015-16 30% of cases reviewed were neonates (died before
28 days of age), 35% were aged 28-364 days and 35% were over 1 year of age.
Category

No

Deliberately inflicted injury, abuse or neglect (category 1)
Suicide or deliberate self-inflicted harm (category 2)
Trauma or other external factors (category 3)
Malignancy (category 4)
Acute surgical or medical condition (category 5)
Chronic medical condition (category 6)
Chromosomal, genetic and congenital abnormalities (category 7)
Perinatal/neonatal event (category 8)
Infection (category 9)
Sudden unexpected, unexplained death (category 10)
Unknown category
Total

0
<5
<5
<5
<5
<5
9
10
<5
5
0
37

None of the child deaths that were reviewed were subject of a Serious Case
Review (SCR) or recommended to be a SCR by the CDOP. No cases were
referred to the Learning and Improvement subgroup of the SSCB for consideration
of SCR.
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Emerging Themes:
The numbers of sudden infant deaths
have reduced, however as numbers
are low it is impossible to prove the
statistical significance of this.
Smoking was identified in 35% of
households that have experienced a
child death during 2015/16.
Maternal obesity continues to be a
factor in delivering safe maternity
care.
In cases of children who commit
suicide, peers are often aware of how
troubled they are even if services
aren’t.
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Actions taken:
Public Health has worked alongside
Lullaby Trust to deliver a safe sleeping
campaign across maternity and drug
and alcohol services.
Health continues to work to engage
families with smoking cessation
services.
CDOP is working to share findings
relating to maternal obesity
meaningfully regionally and nationally
Public Health is working with young
people and has developed “top tips”
for promoting mental health.

Serious Case Reviews (SCR’s and Learning
Reviews (LR’s) - Executive Summary
One of the key functions of all LSCB’s is to conduct multi-agency reviews into the
circumstances where a child dies or sustains serious harm and there is cause for
concern around how agencies worked together to safeguard the child. The SCR
process enables the Board to advise the Authority and Board Partners on lessons to
be learnt.
SCR’s
During the reporting year, the SSCB published 1 serious case review ‘Child Y’,
concerning a child who suffered significant injuries whilst living at the home address
and in the care of their parents.
Recommendations from the ‘Child Y’ review included:
 Promotion and audit of the unborn baby protocol
 Promotion of domestic abuse training and asking the ‘difficult questions’
 Dissemination of learning
 Work around practitioner understanding of the importance of the role of fathers
and taking into account ‘history of fathers’
 Promotion of Early Help Assessments
Pre-birth guidance was updated and a multiagency task and finish group brought
together to redevelop Somerset’s own multiagency pre-birth guidance. A working
protocol was communicated via the South West Child Protection procedures
(SWCPP) website. The development of the draft protocol will be carried over into
the new financial year to ensure agencies have a clear, fully owned Somerset
protocol to support pre-birth assessment and multiagency working.
http://sscb.safeguardingsomerset.org.uk/about-us/serious-case-reviews/

Learning from SCR ‘Child Y’
Learning from the ‘Child Y’ review was embedded into GP
Safeguarding Children training and development sessions.
Effectiveness of learning was demonstrated in the findings of a
subsequent SCR, (not yet published) with prompt GP referral
when bruising on a non-mobile baby was identified at a routine
6 week check.
General Practices (GP’s) now use the recommended policy for
administering child protection records and flag records for
domestic abuse. This is evidenced through CQC inspections.
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There is also an increase in numbers of GP Practices
participating in the ‘GP champion for domestic abuse’ project.
A jointly developed ‘communication form’ to improve
communication between Midwifery teams and GPs, ensuring
that there is a clear process for reciprocal information sharing,
has been reiterated through the Maternity Service Liaison
Committee.
The CCG has since identified good evidence of the use of the
communication form through GP surgery visits.
Local health visitor processes have been reviewed and
updated in relation to the assessment and management of risk,
particularly risks related to teenage parents.
Health visitors were reminded of the use of the Family Health
Needs Assessment tool and the requirement to assess
parenting capacity of both mothers and fathers including any
absent fathers.
‘Working with Fathers and Other Male Carers Protocol’ ratified,
added to Somerset Partnership NHS Trust intranet and
disseminated to all Children and Young People’s Service staff.
Guidance on Domestic Abuse in Pregnancy was developed and
includes the adoption of routine questioning about domestic
violence, documentation of questioning, patient information,
support agencies and referral process if the woman discloses.
Mandatory training for midwives was implemented (domestic
abuse, and attendance at a Working Together course).
SSCB conducted 8 multi-agency audits around the quality of
strategy discussions, with findings and recommendations which
were fed back to partners through Quality and Performance
(Q&P) subgroup. Key messages include: agencies need to
reiterate that they can request that a strategy is held. This
message is to be reinforced in training, and included in SSCB
communications.
SCR’s in progress
SCR’s in progress include 2 further reviews since the
publication of the SCR ‘Child Y’ which focus upon similar
themes of significant injury to non-mobile infants (under 1).
Resonant themes include parents who are vulnerable young
people, ‘toxic trio’ features of parental mental health issues,
domestic abuse and drug and alcohol abuse are the particular
19

“The facilitation of
his event by [SCR
Reviewer] was
superb and our staff
who attended the
event learned so
much from it. [SCR
reviewer] was
sensitive, clear and
really listened to the
professionals’
involvement which
has provided many
reflective
opportunities since.
The learning gained
as a result of
attending this
meeting was so
much greater than
any more traditional
teaching session
and all the more
valid as it was
completed with
each agency’s staff
in attendance.”
Named Nurse –
Safeguarding
Children

issues that compound the risks and adverse impact on the
wellbeing of the 3 young children subject within the 2 reviews.
Learning from SCR’s in progress
Learning from these particular reviews will continue to be
shared across the partnership. One of the review processes
involved a multiagency practitioner learning event, the first of
which has been delivered by the SSCB to support a SCR
process.
The event was well attended by agencies directly involved with
the case and multiagency practitioners who attended said they
found it a most powerful method for exploring lessons to be
learnt and considering changes to practice that might mean
children are better safeguarded in future.
The recent serious case reviews also provided the learning
backdrop to a multiagency practitioner conference focused
upon ‘Hidden Harm’ in March 2015, which was attended by
over 100 practitioners.
Moving forward into 2016/17, SSCB subgroups continue to
progress development of ‘Think Family’ approaches to practice
whilst working closely with partners including Somerset’s
Safeguarding Adults Board and Adult Services. The SSCB will
carry forward actions to develop ‘Think Family’ multiagency
practice into 2016-19.

“I have had a
meeting to discuss
with my CAM how
we can use my
learning to
promote
safeguarding
concerns in our
work and at clinics
and community
settings. I am
taking my learning
points to the team
meeting tomorrow
to discuss and
reiterate the
importance of my
learning and in
particular discuss
info regarding
‘Lone
parent/father
policy”
Nursery Nurse
(SCBU)

Other Learning Reviews
Throughout 2015/16 there were a number of cases which did not reach the threshold for a
serious case review, but where it was felt that valuable learning could still be gained by
reviewing the case in a multiagency practitioner forum. A number of practitioner learning
events were delivered by the SSCB, these included:


Root cause analysis: A multiagency practitioner meeting was held to review the
case of a child with severe injury caused by exposure to cold.
A multiagency learning event using a 1 day simulation exercise enabled a mock rerun of a Child Protection Conference meeting to examine decisions made around
planning for a five week old child who, subject to a CP plan who had suffered non
accidental injury.

Learning from both reviews were captured in reports and subsequently circulated.
20

A joint Multi-Agency Public Protection Arrangements (MAPPA) serious case
review was commissioned which reported on a case involving serious sexual
offences including sexual assault on a child under 13. The MAPPA review itself
(unlike a serious case review under ‘Working Together’) focused on the offender
rather than the child. In order to align the MAPPA SCR and enable greater focus
upon the child, a separate learning review was commissioned to explore this case
further and highlight any missed opportunities for agencies to identify that the child
was at risk and what further lessons could be learnt by the partnership from this
individual case. This review will take place in spring 2016.

The impact of ‘Somerset Learning Review into Deaths of
Vulnerable Young Adults’, (2014)
The 2015 publication of the significant review ‘Somerset Learning Review into
Deaths of Vulnerable Young Adults’ (June 2014) undertaken jointly between the
Somerset Safeguarding Adults Board (SSAB) and the SSCB, has continued to
influence services and has led to further multi-agency initiatives including the
establishment of a new safeguarding and transitions multi-agency working group and
the development of a transitions intervention panel. The purpose of these groups will
be to review the cases of care leavers and other young people aged 17+ in transition,
where there are continuing risks and vulnerabilities, and ensure the provision of multiagency services which will support them into adulthood.
This work builds firmly upon the improvements already made to service planning,
delivery and commissioning as highlighted in last year’s SSCB Annual Report, and is a
direct result of the learning review.
To
access
the
full
review
access
the
following
link
http://sscb.safeguardingsomerset.org.uk/wp-content/uploads/2016/08/ImprovingServices-for-Care-Leavers.pdf
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Progress on SSCB priorities
The work of the SSCB is set out in its Business Plan for 2015/16 (see
http://sscb.safeguardingsomerset.org.uk/wp-content/uploads/2016/08/BusinessPlan-Summary-2015-2016.pdf) SSCB’s priorities for 2015/16 were:
1.
2.
3.
4.

Board effectiveness
CSE and missing
Early Help
Child Protection

The business plan sets out all of the activity which is overseen by the Board to
deliver its priorities. This is carried out primarily through its subgroups. Through
self-assessment, an external peer diagnostic, as well as a review by its regulatory
body, Ofsted, the SSCB was fully sighted during the reporting year on the
improvements it was required to deliver in order to fully meet its statutory
responsibilities and have greater impact on outcomes for children and young
people.
The majority of the objectives set out in the plan have been achieved, with some
key areas requiring ongoing focus which will be carried over into the 2016 – 2019
business plan. Each of the SSCB subgroups submitted reports to provide an
outline of their work and an assessment of its impact.
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SSCB Priority 1) Board effectiveness
The partner agencies that constitute Somerset LSCB are committed to working to
make the LSCB a truly effective agent for change that has a real impact for
children and young people.
What we did
 Established a draft protocol across strategic Board Partnerships including
Adult Safeguarding Board /Somerset Children Trust /Safer Somerset
Partnership /The Health and Wellbeing Board
 Increased the work around the voice of the child within the work of the
Board
 Revised the structure and membership of the Board and governance
arrangements
 Revised the constitution of the SSCB
 Refocused and strengthened subgroups
 Increased engagement and support of community lay members
 Reviewed and streamlined membership
 Carried out Chair appraisal, SSCB member induction and reviews
 Strengthened engagement from frontline practitioners
 Develop Quality Assurance and Performance Management Framework
which included a clear multiagency audit programme
 Delivered a successful
effectiveness’

Board

development

day

around

‘Board

 Built upon Working Together compliance through:
o Preparation for full S11 audits using online tool, annual reporting,
revised thresholds and Early Help guidance, delivered a wide
programme of learning including learning from serious case reviews
and learning reviews
 Reviewed and restructured the business support unit with permanent
appointment of Business Manager, and increased administration capacity
 Revised the Board’s multi-agency training offer and support to designated
safeguarding leads, including a refreshed workforce training strategy,
early help core competency framework
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What we have learned
The role of the Community (lay) Member is highly valued by the Board. They
provide a critical and active role in transformation work across the work of the
Board, providing objectivity and constructive challenge. Some Board members
were unclear about their responsibilities. Following the Board’s development day,
the Community Members designed a ‘team charter’ for the Board which has been
adopted by the partnership (page 6).
What difference it made
Reconfiguring the membership of the Board has had a significant impact. There is
evidence of a more positive Board culture, with more effective interactions,
challenge and decision making. Appraisals of all SSCB members have led to a
greater understanding of individual roles and accountabilities.
There has been an increase in subgroup membership across all groups as a
result of streamlining the Board. Reshaping the focus of training has enabled the
Board to focus more on its statutory responsibility to monitor and evaluate the
effectiveness of training, including multi-agency training, to safeguard and
promote the welfare of children, and no longer co-ordinate or fund the basic or
introductory safeguarding / child protection level training.
The Board will be continuing work to improve its effectiveness moving forward.

SSCB Priority 2) CSE and Missing
“The partner agencies that constitute Somerset LSCB are committed to improving
the recognition and response to CSE and missing children and young people”
What we did
 Implemented and monitored the effectiveness of the CSE strategy and
action plan
 Assessed impact of multiagency CSE practice through a Peer Review, and
a multiagency audit
 Began to better identify children and young people most at risk of sexual
exploitation
 Established a targeted communications strategy to raise awareness of
CSE across the partnership and wider community
 Produced a new Children Missing Protocol
 Increased take up of return home interviews from 10% to 50%
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What we have learned










Poor communication across local authority borders prevents effective
working
Parents/carers need more support to understand their children’s behaviour,
when they are affected by CSE
Foster carers need to learn how to work differently with children and young
people affected by CSE
Young people (including siblings of those affected) are not adequately
supported due to lack of information sharing
The sexual health services must consider young people affected by CSE as
a priority
All agencies need to recognise CSE as a Child Protection (CP) issue and
share information as they would any other CP concern, in order to support
young people and their siblings more effectively
Sometimes young people use different names or aliases which are not then
cross referenced in agency documents
Young people over the age of eighteen are at risk of not being able to access
appropriate services as they are not always eligible for adult social care
intervention
There was evidence within the audits that opportunities to use the National
Referral Mechanism were missed

There is significant work to do to improve workforce understanding of child sexual
exploitation as a safeguarding issue. CSE case monitoring also needs to be
significantly improved to provide greater multiagency oversight, scrutiny and
challenge. SSCB will continue to prioritise CSE as a multiagency audit topic.
To realise progression of the strategic action plan, greater traction and revision of
governance will be required with clearer arrangements and functions for the
strategy group, and a slimmed down action plan. In addition, the Board needs to be
much clearer about the data needed to demonstrate the impact of agencies’ work to
address CSE.
Nevertheless, the Board recognises that there is some promising practice around
Somerset as well as significant innovations (e.g. return home interviews, local
council work with taxi drivers and social landlords) to both share and build upon.
What difference it made
The Missing agenda is much more robustly monitored and the number of return
home interviews has increased significantly from October 2015. There is growing
evidence of these interviews beginning to identify young people who may be at risk
of CSE and signposting them to the relevant services.
The SSCB recognises the failings in multiagency responses to safeguard children
and young people from CSE, which include a lack of consistency across services,
poor communication between practitioners and slow progress and implementation
of the CSE strategic action plan. The reviews and assessment of impact during the
reporting year have enabled the SSCB partnership leads to understand better the
specific challenges for Somerset and provided clear recommendations about how
the SSCB can develop and progress this complex and critical priority.
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SSCB Priority 3) Early Help
The partner agencies that constitute Somerset LSCB are committed to
strengthening the delivery of timely and effective multi-agency early help
What we did
 In response to the Ofsted inspection in January 2015 and subsequent
diagnostics undertaken by Essex County Council, a multiagency working
group was established to redesign thresholds guidance entitled Effective
Support for Children and Families in Somerset. The guidance aimed to
clarify the levels of need and explain wider early help arrangements such
as:
o Partnership working
o Step up/ step down process
o What to do if there is a difference of opinion with another
professional
o Allegations management
o Somerset Early Help Charter
o What Early Help is
o Consent guidance
o Continuum of need triangle
o Early Help arrangements – the process
o Reinforced the need to complete Early Help Assessments (EHA)
o Graduated ‘need’ against the 4 levels
 The guidance, designed to support all practitioners, was launched to SSCB
strategic and operation leads in February 2016
 To support the launch an SSCB bespoke training package was designed
and rolled out using a ‘Train the Trainer’ method of cascade delivery. 64
Agency champions were trained within the reporting period with further
training to be delivered in 2016/17
 A telephone consultation line was also launched to provide threshold
advice for designated safeguarding leads
What we have learned
Whilst considerable progress has been made in beginning to strengthen Early
Help across the partnership during the reporting year, there remains a significant
amount of work still to do. During 2016/17 next steps for this work will include:
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quality assurance of the multiagency application of Early Help through
scrutiny of data and agency performance reports
continued programme of ‘train the trainer’ for Early Help champions and
upskilling the workforce in their understanding of ‘the right services, in the
right place at the right time’
improving communication between agencies
disseminating and embedding practical guidance around Early Help
Assessments

What difference it made
There is a consensus of understanding that the quality of Early Help Assessments
(EHA’s) and requests for involvement are improving, but there is a need to
evidence this more rigorously through audit of practice and crucially through
feedback from children, young people and their families.
At this stage in implementation, there remains variable understanding around the
application of thresholds in practice. Feedback from multiagency practitioners tells
us that:



Ongoing promotion, training and education about how to use both the
thresholds guidance and consultation line is essential and will require
sustained momentum
Provision of continued targeted support and QA of the quality of EHA’s and
multiagency early work across all sectors of the workforce is needed

The role of the safeguarding lead needs to have greater focus and to be more
widely understood by practitioners. However, positive feedback from schools is
emerging, particularly about the consultation line

“Level 3 and 4 decisions are down to me and I have 'no-one' to speak
to, so the consultation line is very important as it is my support
system”
Somerset Bridge School
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SSCB Priority 4) Child Protection
The partner agencies that constitute Somerset LSCB are committed to improving multiagency core child protection practice and processes

What we did
 Routinely scrutinised data regarding agency attendance at strategy
discussions/meetings, Child Protection Conferences, core groups
 Provided a clear programme of learning opportunities for front line staff to improve
confidence and competence in making referrals to Somerset Direct
 Developed multi-agency core safeguarding supervision and quality standards and
the SSCB training offer to support their implementation
 Conducted audit of application of thresholds
 Conducted audit of strategy meetings
 Created draft unborn baby protocol
 Integrated ‘signs of safety’ into SSCB training
What we have learned
Whilst multiagency feedback that the consultation line, the thresholds guidance and
training for Effective Support for Children and Families in Somerset has been helpful,
understanding of information and consent using the tiered approach is still at a basic
level across agencies. Learning from reviews, multiagency audits, data and engagement
with practitioners tells us that residual issues remain around effective multiagency
communication and lack of use of the escalation policy.
What difference it made
In the year ending March 2016, 97% of Initial Child Protection conferences were held
within 15 days of strategy discussions, in line with statutory guidance. This compares to
our statistical neighbour average of 76.4%.
There was a reduction from 522 to 284 children with a child protection plan during
2015/16. This rate remains below the statistical neighbour average and the England
average and is the result of partnership work around thresholds. The proportion of
children with a second or subsequent child protection plan, however, has been rising.
This is a concern.
Whilst there are ongoing concerns that the volume of contacts to Somerset Direct
remains high, there is evidence to suggest that changes in referral and child protection
plans are better understood. This reflects multi-agency anxiety about working effectively
to the new threshold document. However, while volume remains high, there is growing
confidence that agencies understand thresholds better and are starting to embed these in
working practice.
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Other activities and functions of SSCB
In addition to its work via the subgroups, SSCB has other responsibilities, which are
set out in ‘Working Together’ (2015). These include:
 Allegations management via the Local Authority Designated Officer
 Training
 Private fostering
 Communications
 Developing policies and procedures

Allegations management via Local Authority Designated Officers
(LADOs)
What was done?
The role of the Designated Officer involves the management and oversight of
allegations of abuse made against people who work with children. An allegation may
relate to a person who works with children who 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 or
behaved towards a child or children in a way that indicates they may pose a
risk of harm to children.

(Ref: ‘Working Together to Safeguarding Children…’ (2015),
There were 353 (350 in 2014/15) notifications of allegations during 2015 / 16
consisting of:






194 allegations of physical abuse (55% of all allegations)
72 allegations of sexual abuse (20% of all allegations)

61 allegations of neglect / inappropriate behaviour (17% of all allegations)
26 allegations of emotional abuse (7% of all allegations).

These were from a range of agencies (please see Appendix 3 for a full breakdown).
Individual cases have been managed and overseen by the Designated Officer in
conjunction with Children’s Social Care and the Police.
The LADO continued to promote the Managing Allegations Procedures which
included presenting at a forum of private providers of residential and fostering
services and producing articles for publication with various agencies including the
Police, NHS and schools.
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Regular meetings of safeguarding advisers have been established to enable the
sharing of safeguarding issues, best practice and development of joined up working.
These have been extended to include a representative of district councils.
How well it was done?
All of the actions set in 2014 /15 have been completed. These included:





Appointment of a LADO Assistant to increase capacity
Liaison with agencies / organisations to promote the Managing Allegations
Procedure
Meetings for safeguarding advisors were reinstated, to improve sharing of
information and best practice
Participation and contribution to the work of the Child Sexual Exploitation
subgroup.

The process of managing allegations has improved with all notifications being
reported to a single point of contact (Somerset Direct), ensuring allegations against
people who work with children are not dealt with in isolation and the welfare needs of
children are prioritised and co-ordinated.
This process is designed to achieve a quick and timely response to notifications
received ensuring the child’s needs are central to decision making and actions taken.
The response time to deal with notifications of allegations has improved as a result of
increased capacity. This has been achieved with the permanent appointment of a
Designated Officer, and the creation of a new post of LADO Assistant. Additional
capacity has been created through back-up support being provided by the Service
Managers – Independent Safeguarding & Review.
Positive feedback from stakeholders evidences the importance of dealing with
allegations expeditiously, and the service has set self-imposed timescales to
conclude individual cases. These targets ensure that there is robustness in the
system with the service prioritising the following up of activities and tasks with the aim
to progress and rapidly conclude cases.
What difference has been made?
Individual cases are being managed and resolved in a timely fashion with an
improvement in meeting timescale targets.
The increase in capacity not only improves response times to overseeing cases but
has developed the quantity and quality of data of the children’s workforce, ensuring
improved risk assessment of individuals and how they are managed when returning
to work.
The Designated Officer’s involvement with other multi-agency and multi-disciplinary
partners – MASH, CSE, and Safeguarding Advisers - supports the development of a
co-ordinated response to allegations against people in the wider children’s workforce.
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What next steps will be taken?
Promotional - The development of quality assurance measures will further improve
the impact the service has in working toward a safer workforce. This will include:






an evaluation of cases by employers through a Survey Monkey questionnaire
articles produced on SCR articles
development of terms of reference for the current safeguarding advisers forum
a comprehensive audit of a sample of individual cases to assess the
Designated Officers decision-making and adherence to process
a comprehensive audit of the role of agencies in individual cases to determine
what has worked well, and to identify barriers to be resolved.

Issues to highlight
There were fewer referrals than might be expected from the Police and health
organisations. This will be followed up during 2016/17.
The time taken to chase partner agencies for information and updates on
investigations and be informed of outcomes, and the need to hold partners to
account through escalation, is too high.
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Training
The Professional Development subgroup is responsible for
commissioning and evaluating the impact of multi-agency
training covering the full range of safeguarding issues, to meet
the needs of the children’s workforce across all partner
agencies.
What was done?
This year, a total of 80 courses were run, with additional 7
sessions of Train the Trainer for Introduction to Child
Protection and Thresholds for Intervention.
These can be broken down as follows:
Course

Sessions Held

Introduction
Working Together
Update
Refresher
Themed

17
14
14
2
33

Numbers
Attended
483
368
332
38
653

A total of 1874 training places were booked, approximately 80
attended the Multi Agency Practitioner Information Groups
(MAPIG) sessions.
As part of the response to the recommendations made by
OFSTED and in line with the local authority improvement
priority ‘to ensure quality safeguarding across all agencies’, a
review of the training programme has included consultation with
trainers from key agencies to redevelop the ‘Working Together’
module for safeguarding leads, which ran over two days.
The Working Together training module is now delivered at level
three, having been aligned to the NHS ‘intercollegiate guidance’
‘safeguarding children and young people: roles and
competences for health care staff’ (2014).
The innovative training is both experiential and participatory
and can be delivered across either one or two days, taking
delegates through the complexities of a family who initially need
the support of early help to the escalation of concerns which
require the involvement of child protection services.
Specialist themed courses were offered throughout the
reporting year and where applicable provided by a pool of
trainers expert in Child Sexual Exploitation, Parental Mental
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‘I already had
some knowledge
around CSE,
however, this
session went
further in depth
and picked apart
the theory, such as
the grooming line,
in a helpful way’
SCC social worker

Health and its effect on children, and Online Safety. All delivery
is underpinned by ‘Think Family’ approaches to practice.
The newly developed ‘Working Together’ module embeds the
use of early help assessments to provide targeted support, role
of the lead professional and making a referral for involvement
from children’s services.

“I will now have the
tools and insight to
think outside the
box when working
with clients” –

For professionals who already receive individual agency
training at level three, a one day session has also been
developed, to support their competency attainment and provide
access to multi-agency training.

Counsellor
Independent and
school advisor –
Feb 16

The Training Manager continues to work closely with agencies
to develop a multi-disciplinary expert training pool with training
leads from across a number of statutory and partner agencies.
The vision for this approach is to provide a skilled group of
trainers able to respond to safeguarding training needs across
the broader Somerset children’s workforce. This also provides a
consistent approach to training standards, opportunities for
peer review and a forum to share practice case examples.
Learning from thematic reviews, child death reviews and multiagency reviews is shared with the training group and training
manager to inform future course development, need for
targeted training or the current evolving programme of the Multi
Agency Practitioner Information Groups (MAPIGs) which bring
sessions to frontline staff across the county.
What difference has been made?
The current model of training delivery supports the participatory
learning delivery already provided to primary care practice
sessions. Evidence of impact has seen prompt referral to
children’s services for injuries to infants and young children,
including urgent referral for two infants by GPs who were later
subject of a serious case review.
What next steps will be taken?
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Continue to formalise arrangements with partner
agencies to ensure appropriate multiagency expertise is
made available to contribute to multiagency
safeguarding training.



Further develop approaches to evidence transfer of
learning into practice.

“I found that
although you may
know a lot of
information this
training helps put it
back into
perspective”
Basic Awareness
Feb 16 –
Barnardo’s Social
Worker‘



To galvanise links with adult safeguarding and create
opportunities for joint and integrated multiagency training
where possible, particularly around key priority areas
such as ‘Think Family’ approaches to practice,
transitions for vulnerable young people and CSE.



Continue to incorporate learning from serious case
reviews from both Adult and Children Services



Commission workforce learning and development audits
from agencies and implement responsive learning
programme which supports effective workforce learning
around priority themes as they emerge from serious
case reviews, practice, data stories, expert feedback
from children and young people themselves, feedback
from practitioners and the community.



Ensure the training priorities remain aligned with the
SSCB business plan for 2016/19 and the Somerset
Children and Young People’s Plan.

Issues to highlight
Assessment and evaluation of impact from learning is still
underdeveloped – this is a key challenge and priority focus for
the SSCB.
Evidence of transfer of learning requires development of good
practice examples to include the voice of the child.
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Private fostering
SSCB receives an annual report on private fostering from Somerset County Council.
SCC meets its responsibilities for children who are privately fostered through the
implementation of a private fostering assessment, completed by a social worker within
the relevant area team.
All notified private fostering arrangements in Somerset are assessed and subject to
regular visits as required by statute. Cases of private fostering remain open to children’s
social care as a ‘child in need’ case, unless any child protection concerns are identified,
in which case they are dealt with under the relevant statutory safeguarding procedures.
The number of private fostering cases notified in Somerset remains low, with 10
children known to be privately fostered within the financial year 2015/16.
Children and young people in Somerset predominantly move into private fostering
arrangements for the following reasons:


Difficulties with their own families



Attending school in Somerset



International students living with a host family

In March 2016, SCC Communications issued a press release to raise awareness of
private fostering in Somerset (‘Do you look after someone else’s child? Tell
Somerset County Council today).’ The press release was also shared on Facebook
and Twitter and issued to SCC employees in the ‘Our Somerset’ weekly newsletter,
which has a circulation of 4,000+ people. Further awareness raising events are
planned for 2016/17.
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Communications
An SSCB Communications strategy was developed in 2015 following work
undertaken by a communications task and finish group. Additional resources from
SCC enabled the SSCB to conduct stakeholder consultation to fully understand the
support and guidance needs around safeguarding children - particularly for
safeguarding leads and practitioners including the Somerset Board of Practitioners.
Activity to improve the SSCB Newsletter and methods of cascading information
across all agencies will carry forward as a key priority supporting Board effectiveness
into the next financial year. Consultation with a multiagency practitioners’ forum took
place to guide the scope of this work.
One of the SSCB Community Members also conducted a thorough review of
website content and provided feedback ‘through the eyes of community’ - this
information was used to build a business case to develop a new website.
Website – Work to launch the new website continued in the latter end of the financial
year and analysis of feedback from practitioners and community members told us
that the existing site is confusing and hard to navigate.
A new website is being developed and will be hosted on a more modern platform,
allowing easy access and simple navigation from all devices.
A targeted communications plan for CSE was developed following a stakeholder
mapping workshop with Board partners.
This resulted in a comprehensive
stakeholder map detailing exactly how to ensure the Avon and Somerset
Constabulary campaign materials reach each stakeholder group.
This work was supported through an SSCB task and finish group led by Public
Health, SCC communications and ASC communications leads. Once finalised, the
campaign materials will be cascaded across all agencies and stakeholder groups as
part of the CSE strategy early in the new financial year.

Communication with the public
Partners including SCC communications cascaded the DfE's ‘Together, we can
tackle child abuse’ campaign using a digital toolkit developed through the DfE. In
addition a campaign led by Avon and Somerset Constabulary with a focus upon CSE
prevention was successfully launched at the end of the financial year and steered
locally by the CSE communications task and finish group.

Developing policies and procedures
The South West Child Protection Procedures (SWCPP) were relicensed and
launched through Tri-X early in 2016. The SSCB Business Manager links with a
regional group to develop local guidance made available through this resource. The
development of policies and procedures is a critical area of work and has been
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undertaken mainly through the use of task and finish groups with representatives
from the relevant subgroups to address the review and development of key policies.

Communications theme priorities for 2016/17:


Learning from Serious case and learning reviews



Think Family approaches to practice



CSE campaign



Pre birth guidance

Communications activity priorities for 2016/17


Website launch



Web traffic monitoring to inform ongoing website development



Develop stakeholder engagement plan to compliment
communications strategy – including joint communication
approaches between partner communications teams to maximise
resources and efficiency



Redevelop and re-launch SSCB newsletter



Explore the option to form an SSCB policies and procedures subgroup to ensure greater consistency, quality and turnaround of
policies being developed
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Embedding the Child’s Voice in the work
of the SSCB
It is a priority development area for the SSCB to amplify the Voice of the Child
across the partnership. Somerset members of Youth Parliament attended the
Board meeting in July to discuss the work of the UK Youth Parliament advisory
group and some of the priority concerns of Somerset young people including
mental health and emotional health wellbeing, body image, sexual health. The
Young People’s Advisory Group offered to help partners with consultation and
extended an invitation to attend the group which was subsequently taken up
during the reporting year by various Board members. Community members
consulted with young people on communications and involvement and the Board
Manager and Training Manager consulted with the group about the Effective
Intervention for Children and Families guidance for practitioners.
Community members’ consultation with the group highlighted that the young
people:
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Felt there should be a strategic relationship with the SSCB
Welcomed the opportunity to have input and attendance to SSCB
meetings where applicable, whereby they might feed into a subgroup
which would report into the SSCB
Suggested the use of National Takeover Day as an opportunity to shadow
a member of the LSCB
Suggested the SSCB looks at different ways of communicating with young
people who are having difficulties
Expressed that they felt that young people often felt that the staff who
deal with young people’s issues at school had a set pattern to manage an
issue, rather than finding a tailor made solution for the young person
Were clear that they expected the people who deal with children around
child protection should keep their promises



Felt strongly that schools’ curriculum should include areas such as child
protection and CSE, and felt these were things that are currently not
talked about. If talked about, it would help educate children and young
people and help to remove the stigma



Welcomed the idea of receiving training so that they could identify more
with young people who are at risk.

Voice of the Child – Health and Well-Being of Children Looked
After (Survey Results 2015)
Public Health reported work to the SSCB that was carried out to establish the
prevalence of health behaviours of all children and young people, behaviours that
promote safety and behaviours or situations that impact on both the safety and
health and well-being of children and young people. Specifically, in late 2015
Public Health undertook the survey with Somerset Children Looked After.
50/210 young people looked after responded to the anonymous survey which
highlighted that children looked after in Somerset had significantly worse
behaviour around alcohol, tobacco and drugs, and poorer levels of physical
activity. They had poorer levels of emotional health and well-being and were
more likely to be bullied compared with the general population of children and
young people in Somerset.
This important report highlighted the challenges faced by children looked after in
Somerset and will be used to feed into planning by the health subgroup of the
corporate parent board.

Embedding the Voice of the Child in 2016/17
Embedding the Voice of the Child throughout the Board’s work continues to be
an ongoing priority as we move into 2016/17. This will require greater
commitment to resources, drive and momentum on behalf of all partners if this is
to be done meaningfully.
Scoping of participation work across the partnership will take place in early
2016/17. In addition, preparation for young people to lead S11 scrutiny and
challenge events is in development for 2016/17 and will be delivered through the
SSCB’s work with schools.
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Community members’ reflections
The Development Day provided an excellent chance for
reflection. It allowed each member of the Board to question
their individual involvement and to recognise how they might
improve their own contribution as well as help fellow Board
members with theirs.
The session was managed by a skilled facilitator. This allowed
each of the Board members to concentrate on their own input.
Working in small groups proved to be very successful. As the
session progressed, there was a general recognition that we
were a team and that there was much we could do together to
improve our teamwork. At the end of the session there was a
strong recognition that we could do better, but, more
importantly, a confidence emerged that signalled that we knew
how to effect that improvement.
The Team Charter (see page 8) was a direct outcome of the
Development Day. The simple, direct language used in the
charter has allowed everyone to form a clear, agreed
understanding of how we will work together as a team.

The Board meeting that followed the Development Day
was undoubtedly the best one that has taken place during
our time as Community Members (since Oct 2014).
Taking a lead from the Development Day, the room layout
encouraged working in small groups.
As well as
delivering better feedback to the wider Board, this
provided excellent networking opportunities, encouraging
people from disparate agencies to get to know their fellow
Board members. It felt more like a team!

The Charter will continue to be refined as we develop an
increased understanding of each other’s potential contributions.
This is particularly satisfying for us Community Members as
maintaining the charter is a valuable role that we are able to
undertake on behalf of the team.
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Key priorities for the SSCB 2016-2019
Following review of progress against the year’s priorities, alongside evidence
derived from the Joint Strategic Needs Assessment (JSNA), performance
information and quality assurance activity, the Board has agreed the following
priorities for 2016-19:
1) Children and families receive good quality and timely multi-agency help to keep
children safe and promote their wellbeing.
2) Children are safeguarded though effective multi-agency partnership working.
3) Children who are experiencing or at risk of neglect are identified and
safeguarded.
4) Children who are at risk of or experiencing sexual abuse or exploitation, or who
are missing, are identified and safeguarded.
This will include:


Increasing understanding of information sharing, consent and intervention with
families



Embedding a greater breadth and depth of multiagency awareness of
thresholds across agencies



Ensuring that learning from SCRs and other case reviews underpins all training
and is effectively disseminated




‘Closing the loop’ on learning from practice, across the partnership
Continuing to develop the Board’s approaches to performance oversight and
quality assurance
Continuing to review and revise data ensuring the Board has the ‘right’ data so
issues can be identified and addressed effectively




Securing a qualitative understanding of performance and practice through more
engagement with staff and with children and young people




Working with agencies to ensure neglect is well understood and embedded
Developing ‘Think Family’ approaches to practice and closer working with the
Safeguarding Adults Board



Engaging with children and young people and enabling them to contribute to
and influence safeguarding in Somerset;




Building sufficient structure and governance around the Board’s work on CSE
Continuing to build a sustainable business unit that will ensure the Board runs
effectively
Continuing to raise awareness of safeguarding amongst practitioners and the
wider community.
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Conclusions
2015-16 has been a year focused on activity to tackle areas of weakness at the
Board and across the partnership.
The Board has started to address its own behaviour, leadership, culture and how this
impacts upon its effectiveness. The positive presence of Community Members has
been essential to this work and their development of the innovative Team Charter
acts as an independent and powerful reminder as to why the Board exists.
The SSCB business unit has been reviewed and strengthened, as has the
governance and membership of the Board and its subgroups. This has laid the
foundations for the improvements which are still needed in the functioning of the
Board – enabling it to achieve and demonstrate impact more clearly – and in partner
agencies, where quality and consistency continue to be a challenge for some.
Progress has been made in the priority areas which the Board set itself, with some
demonstration of impact evident. More work is needed, however, particularly in
relation to the delivery of a robust early help offer to families, the identification of and
responses to the sexual exploitation of children, and basic safeguarding work. This is
dependent on high quality, multi-agency working. There is evidence that this is
improving overall, but with some distance yet to be travelled in order to ensure that
every child is effectively safeguarded, and receives the right service at the right time.
The Board has continued to develop how it monitors improvement through quality
assurance and learning activities including Serious Case Reviews and Learning
Reviews, multiagency audits, analysis and scrutiny of data, the themed Section 11
audit and evaluation of impact from learning and development activity. Whilst there is
some good evidence of effectiveness in the Board’s work in this area, this needs to
be strengthened further across the partnership. This, together with the way the
Board and the business unit operate, is fundamental to the Board’s success moving
forward.
Relationships across the partnership are key. The Board needs to continue to build
and develop stronger links with children and young people themselves, practitioners,
the education and schools community, the Voluntary and Community Sector and
others, whilst holding each other rigorously to account for the effectiveness and
impact of early help and safeguarding arrangements across Somerset.
However, there is commitment from partners to understand the challenges and
continue the improvement journey which will most certainly take us beyond the
financial year 2016/17. The Board has set its priorities moving forward with clarity
and certainty. They are based on sound evidence and data from across the
partnership, to ensure a continuing focus on the complex issues that need to be
resolved to keep children safe and achieve the vision set out in the Children and
Young People’s plan of Somerset being a place where children and young people
thrive. So be a place where children and young people thrive to be a place where
children and young people thrive,
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Appendices
Appendix 1: Statutory framework and structure of the SSCB
Somerset Safeguarding Children Board (SSCB) is a statutory body established in
accordance with section 13 of the Children Act 2004 and works to the statutory
guidance set out in Working Together to Safeguard Children (2015).
The Board is independently chaired and consists of senior representatives of all the
principle stakeholders working together to safeguard and promote the welfare of
children and young people in Somerset.
The statutory objectives of SSCB are to:
“Co-ordinate what is done by each person or body represented on the Board for
the purposes of safeguarding and promoting the welfare of children in the area”
and
“Ensure the effectiveness of what is done by each such person or body for these
purposes.”

SSCB structure and relationships – 2015/16
Working Together 2015 highlights the importance of partner agencies and their roles
in implementing effective safeguarding practice.
As with all LSCBs, SSCB does not have the mandate to direct or govern other
organisations. However, the SSCB does have a clear role in specifying
improvements that partner organisations need to make in order to effectively
safeguard children and young people in Somerset.
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Somerset’s Board partners include:















Somerset County Council
Avon and Somerset Constabulary
Somerset Clinical Commissioning Group
Taunton and Somerset NHS Foundation Trust
Yeovil District Hospital NHS foundation Trust
Somerset Partnership NHSFT

NHS England
Community (lay) members
Community Rehabilitation Company
National Probation Service
District and Borough Councils
Somerset Youth Offending Service
CAFCASS

We also work closely with other partner Boards and key organisations including
Somerset’s Adult Safeguarding Board, Health and Wellbeing Board, Somerset
Children’s Trust, Safer Somerset Partnership, Schools and Colleges,
Barnardo’s, we are also developing stronger relationships with the voluntary and
community organisations, and Devon and Somerset Fire and Rescue Services.
The Safeguarding Board provides an independent co-ordinating role and works to
assess and ensure the effectiveness safeguarding practice across the partnership.
These functions are carried out by the subgroups of the SSCB which are:








Child Sexual Exploitation
Children Missing
Professional Development
Child Death Overview Panel (statutory)
Learning and Improvement
Quality and Performance
Business Planning Group

The SSCB is also supported by two advisory groups, one from the Health
Community and one from Education.
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Health Advisory Group
Education Safeguarding Group
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Appendix 2: Somerset’s vision for children and young people
The Somerset Children Trust’s vision for children and young people for 2013-16 was
one of ambition:

We want Somerset to be a place where children
and young people thrive, by working together in a
creative and determined way, Somerset will be a
place where our children and young people:


are safe, healthy and cared for



are treated fairly and equally



achieve their full potential both in and out of
school



build self-esteem and aim high



have better employment opportunities



benefit from family wellbeing and local
prosperity



have integrated support to meet their needs
and experience seamless transitions
between services

The Trust’s Children and Young People’s Plan 2013-2016 contained 5 key targets
for 2015:
1. The Early Help Strategy and Delivery Plan to become fully embedded in our
responses to families with evidence demonstrated of access to early help from
families and professionals.
2. Professionals use the threshold criteria as the basis to determine when to use the
Common Assessment Framework (CAF), when to access getset services and
when to make a referral to relevant services, such as the Child and Adolescent
Mental Health Service, Children’s Social Care, etc.
3. All services are engaged in the Multi-agency Safeguarding Hub (MASH) as an
effective mechanism for triage of child protection referrals that signposts them to
the appropriate intervention.
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4. Somerset Children’s Trust will work with partners to develop and implement a
self-harm pathway that includes a focus on raising self-esteem and all
professionals able to provide brief intervention.
5. Somerset Children’s Trust will work with those in danger of child sexual
exploitation and raise awareness.
The SSCB and other multi-agency partnerships in Somerset work together with the
Children’s Trust to deliver this vision for children and young people. To support this,
partnership board Business Managers came together in late 2015 to develop a
‘Working Together Protocol’ for strategic partnership boards in Somerset. The
protocol aims to support effective joint working between the following partnerships:







Somerset Health and Wellbeing Board (HWBB),
Somerset Children’s Trust (SCT)
Somerset Safeguarding Children Board (SSCB)
Somerset Safeguarding Adults Board (SSAB)
Somerset Corporate Parenting Board, (SCPB)
Safer Somerset Partnership (SSP)

The protocol outlines the Boards’ commitment to working together at every level to
keep Somerset people safe from harm and improve their health and wellbeing. The
mechanisms by which this joint agreement and review are achieved will be
developed in partnership by the Boards’ Chairs. The protocol is due for sign off early
in 2016.
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Appendix 3: LADO Referrals by Organisation
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Appendix 4: SSCB Attendance and membership 2015 - 2016
Statutory Partners
Agency
Independent Chair
Director of Children’s Services, SCC
Children’s Social Care, SCC
Deputy Director Education, SCC
District Councils
NHS England
Somerset CCG, Patient Safety
CCG Designated Nurse
CCG Designated Doctor
Somerset Partnership
Taunton NHS Trust
Yeovil District Hospital
Public Health
Community Member 1
Community Member 2
Community Member 3
CHYPPS
Avon and Somerset Police
National Probation Service
Community Rehabilitation Company
Youth Offending Service
CAFCASS
LSCB Coordinator
Cabinet Member (participant observer)
SCC, Chief Executive (non member)

29/04/15
22/07/15






Not a member



Apols



Apols

Apols

Sub

Apols









Apols
Apols

Sub

Apols
Apols
Apols



Apols





Apols

21/10/15








Apols
Sub
Sub




Apols

26/01/16




Sub


Sub

Sub

Apols



Apols


29/04/15

21/10/15

Apols


Apols



Sub



Apols



Apols

Additional Partners
Agency
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
Adults Social Care
49

Apols


Apols
Apols

Apols


Apols

Apols

22/07/15
Apols

Apols
Apols



Apols



26/01/16

Not a member
Not a member
Not a member
Not a member
Not a member
Not a member
Not a member
Not a member
Not a member
Not a member


Sub
Not a member

Governance Group
Agency
Independent Chair
CSC
SSCB
CCG
Avon and Somerset Police

09/09/15

14/12/15





Sub

22/03/16









Apols


Child Death Overview Panel
Agency
Public Health
TST
CCG
YDH
CSC
TST
Avon and Somerset Police
SSCB
YDH
SWAST
SSE
MPH

19/05/15



08/09/15













Not in post



17/11/15


01/03/15




Left
















Not in post
Not in post

Business Planning Group
Subgroup
Independent Chair
CDOP
Q&P
PD
L&I
SSCB

10/06/15





Not in post

09/09/15







25/11/15







17/02/16





Learning and Improvement
Agency
SSCB
SOMPAR
Avon and Somerset Police
SCC
CCG
TST
CSC

13/04/15

Apols
Not a
member



Not a
member

20/07/15



15/09/15




02/11/15




12/01/16




15/03/16











Sub















Child Sexual Exploitation
Agency
Barnardo’s
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18/06/15
Not a member

17/09/15
Not a member

12/11/15


17/02/16


Knightstone Housing
Public Health
PMIT
SSCB
SCC
CCG
TST
SOMPAR
TDBC
Promise
First Response, EDT
SSE
YOT
CSC
Avon and Somerset Police
Secondary Schools
LADO
Independent Schools






Sub







Not in post
Not a member









Sub










Sub








Not a member
Not a member
Not a member









Apols






Apols
Apols

Quality and Performance
Agency
SOMPAR
NHS England
Public Health
PMIT
SCC
CSC
SSCB
YDH
Community member
YOT
CCG
NPS
SSE
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13/05/15





Not in post
Apols
Not a
member

Not a member
Not in post

15/07/15








07/10/15
Apols
Left



Not in post




Apols
Not a member


09/12/15



Apols

Apols





03/03/15
Apols





Left






Appendix 5: Budget for 2015 – 2016
2015–16 Budget Statement as at 31st March 2016
Income
Somerset County Council
Health
Police
National Probation Service
Community Rehabilitation Company
District Councils
CAFCASS
Total Contributions
Training and Conference Income
Total Income
Overspend £12,498 met by Somerset County Council
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Received
£134,593
£56,065
£19,581
£2,091
£2,090
£6,264
£550
£221,234

Expenditure
Staffing
Staff and Office Expenses
Training and Conference Expenses
Serious Case Reviews

Actual
£231,715
£4,524
£67,135
£8,606

Total Expenditure

£311,980

£78,248
£299,482

Appendix 6: Partners’ self-assessment
Somerset County Council
The overall judgement of the 2015 Ofsted inspection of children’s services was that
services and arrangements to safeguard children were inadequate.
In March 2015 Somerset County Council (SCC) created a 9 point priority action plan
to address the immediate issues raised by the Ofsted report. This included four
priorities for all agencies which have been embraced by all partners.
1.
2.
3.
4.
5.
6.
7.
8.
9.

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

In addition the LGA CSE peer challenge review identified a number of
recommendations including
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Clarify CSE as a child protection issue
Improve workforce understanding of CSE
Develop planning and interventions
Be clear about impact
Promote good practice

What difference has been made?
Impact of the Nine Improvement Priority Plan
Priorities

Position as at May 2015

Newly appointed:
 Director of Children’s Services
 Interim Deputy Director of
Education

Acting
Deputy
Director
P1.
Strengthening
Children's Social Care
strategic leadership
Vacancies:
 Two Assistant Director Posts
 Principal Social Worker Post

Position at March 2016
Permanent posts:
 Director of Children’s Services
 Deputy Director (Education)
 Deputy Director (CSC)
 Assistant Director (Commissioning
& Performance)
 Assistant
Director
(Quality
Assurance & Safeguarding)
Temporary Cover arrangements for
the Principal Social Worker Post.

4 new Social Workers recruited
44 new Social Workers recruited
P2. Improving social
Average
caseload
per
Fieldwork
Average caseload for Fieldwork Team
work capacity
Team Social Worker(SW): 20.5
SW of 14 consistent for 6 months
P3.
Developing 282 - 124 CWD, cases open to 52 -25 Children with disability team
management
CSC with no recorded activity for 6 (CWD), open with no recorded activity
capacity
weeks
for 6 weeks
P4. Ensuring quality 1 multi-agency audit completed
safeguarding across
all agencies
P5. Systematically Lack of common understanding of
identify
children Strategic CSE issues across the
most at risk across partnership.
all agencies

4 audits completed
Thresholds, Child Sexual Exploitation
(CSE), Safeguarding Conversations
and Strategies
Peer review completed for the County
Council and for the Police.
Strengthened CSE action plan in
place.
Average of 50% of checks followed
up by a return home interview for the
last six months (since redesign)

P6. Assessing the 9% of Safe and Well checks
safety of all children undertaken by Police were
followed up by a return home
who go missing
interview
P7.
Embedding Rolling 12 month re-referral rate Rolling 12 month re-referral rate was
Early Help
was 24.8%
23.9% at end of March
P8. Increasing local 36.9% of looked after children
were placed more than 20 miles
care placements
from home
66.9% (87/130) of children were in
long term placements
P9.
Achieving (% of children living in the same
permanence
for placement for at least 2 years
children in care
during the last 12 months)
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28% placed more than 20 miles from
home
57.6% (87/151) in long term
placements
Whilst the % of children in long term
placements has fallen the actual
number remains the same. The %
change relates to the total number of
children increasing.

The evidence of impact and effectiveness
The ‘Nine Priority’ Improvement Plan to rapidly address the inadequacy of the services
to vulnerable children has been completed
A workforce strategy for the social care work force has been implemented including:



Career Progression pathway from Senior Social Work Assistant to Consultant
Social Worker
Recruitment of high calibre staff permanent appointments to key senior and middle
management roles

Social Work capacity has increased, thereby reducing fieldwork teams' average
caseloads to fourteen
A number of partnership initiatives have been successfully implemented and continue to
be embedded across the multiagency workforce including works streams to embed
Effective support for Children and Families in Somerset, Threshold document.

District Councils
What was done?
Work in district councils included increased focus in 2015-16 on updating training to
front-line staff on safeguarding and targeted training on CSE.
Particular emphasis has been made on introducing the thresholds guidance, ‘Effective
support for children and families in Somerset’ and starting to embed this into Early
Help and working practice.
Taunton Deane Borough Council has led on pioneering a Somerset approach to training
taxi drivers and food premises and licensed premises (particularly night time
economy) to raise awareness of and to disrupt CSE. This has been adopted by
Sedgemoor Council and will be rolled out to remaining Somerset Districts to implement
throughout 2016.
Many of the Districts continue to lead on and support One Teams in the most deprived
areas of Somerset, championing a ‘Whole Family’ approach to Early Help and
identifying and escalating safeguarding concerns.
In October 2015, the SSCB District Safeguarding Lead organised the first quarterly
Somerset Housing Provider Safeguarding meeting. Through this forum we are able to
ensure that social landlords can align their policies to changes in Somerset and can
feed into emerging good practice and training. Learning from a recent Serious Case
Review was also presented through this forum.
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What difference has been made?
Much greater awareness of safeguarding and CSE and people knowing how best to
respond to and escalate concerns at the appropriate level
Evidence of impact and effectiveness
Anecdotal evidence and lots of examples / case studies of children being effectively
safeguarded
What next steps will be taken?
Need to further embed the thresholds and take a more challenging approach to
ensuring compliance.
Further roll-out to ‘night-time economy’ working with the Police to ensure that the taxi
trade, hotels, licensed premises and food establishments have received training in
Somerset to identify, disrupt and escalate CSE and safeguarding concerns.

Health
What was done?
NHS organisations have continued to work closely with the SSCB throughout the year
2015-16 in order to improve the quality of safeguarding across Somerset and the overall
effectiveness of the Board. This work has included supporting the delivery of Early
Help, chairing the Professional Development subgroup and assisting in the
development of the Board’s training offer.
Health commissioners and providers continue to make significant contributions to the
work of the Board and its
subgroups by:
Strengthening strategic leadership and governance







Driving improvements in quality of safeguarding across the health sector
Supporting development of Thresholds document
Appointment of Designated Dr for CLA and Designated Nurse for safeguarding and
CLA
Appointment of additional Safeguarding Nurse – Yeovil
Implemented joint clinics with designated Dr and Specialist nurse for CLA
Reviewed and amended safeguarding standards across health sector

Ensuring Quality of Safeguarding




Home antenatal visits fully embedded in practice – including completion of pre-birth
risk assessments
Review of documentation and sharing concerns included in maternity caseload
supervision
Review of midwifery Child Protection supervision
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Process of following up referrals to CSC by completing CRIF is embedded

Systematically identifying children most at risk




Improved communication between midwifery services and health visiting
Development of communication/risk form into practice to highlight family
risks/vulnerabilities and instigate pre-birth planning where appropriate
Creation of 2 CAMHS liaison posts – supporting closer working between CAMHS
and paediatric wards

Embedding Early Help





Participation in local authority improvement programme to implement Early Help
across Partnership
CCG involved in development of Early Help framework
All trusts have Early Help champions to facilitate early help assessments and team
around the child meetings
Use of Threshold Guidance implemented across health sector

How well was it done?
The review of CCG safeguarding standards that are included in all NHS trust contracts
and amendments to include the revised Threshold Guidance and Early Help has
provided for a holistic approach to safeguarding across the sector and ensures that all
trusts are operating to the same standards.
Additional safeguarding appointments and joint designated Dr and specialist nurse
clinics have greatly improved communications and oversight of safeguarding
issues/concerns across the sector.
Risk communication forms are now being consistently used by midwives to alert other
professionals of pregnant mother’s vulnerabilities and sharing early risks with CSC and
use of the CRIF. This approach has resulted in significant improvements in both the
quality and appropriateness of safeguarding referrals made.
Early Help and the use of the Threshold Guidance have been fully embedded into
health practices, which affords a holistic approach to safeguarding across the sector.

CQC – Thematic Review of Children Looked After and Safeguarding
The CQC thematic improvement review of health services for children looked after and
safeguarding in Somerset in 2015 identified that whilst there were good examples of
multi-agency working, particularly when children were in need of protection, this was not
consistent or well-coordinated for children in need.
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A number of areas for improvement were recommended including information sharing,
joint working and risk assessments; a lack of capacity was identified in certain key
areas, such as CAMHS, the School Nursing Service and the dedicated nurse for
safeguarding and CLA; and there were variable approaches and poor quality in referrals
to children’s social care.
What difference has it made?
The Thresholds Guidance for assessment for children in need and children at risk of
harm is embedded in safeguarding training for health professionals, including Primary
Care services prompting early help support rather than referral to children services,
although early help provision is still developing.
There is evidence of an increase in the number of early help assessments completed by
health professionals, with evidence of an increase in team around the child meetings
being held.
Early notification of all pregnancies by midwives to primary care and improved
communication with health visitors, facilitating early collaborative working and/or early
help to families in need of additional support has been demonstrated through audit.
There has been increased understanding through training of the vulnerability of infants
to harm and that ‘non cruisers do not bruise’ resulting in prompt action by primary care
for infants presenting with bruising to refer for paediatric assessment and involvement
by the local authority’s children services.
What next steps will be taken?
Implementation of the CCG action plan from the CQC improvement review is monitored
by the Somerset Children’s Safeguarding Board and by NHS England.
Key areas for continued improvement in 2016-17 are:






Ensure the voice of the child is heard and informs improvements in practice
Embed the ‘Think Family’ approach consistently across adult health services,
including primary care, to identify hidden harm to children and young people.
Continued focus on developing pathways for identification and referral for child
sexual exploitation through a funded project across Somerset and North Somerset.
Focus on improving information sharing particularly between midwives and
primary care.
Ensure that implementation of the Thresholds Guidance and Early Help
assessments continue to embed across all health services

58

Public Health
The Director of Public Health (DPH) is responsible for ensuring that Public Health
commissioned services meet the duties laid out in Working Together to Safeguard
Children 2015.
This is assured through a quarterly clinical governance assurance panel, which is
chaired by the lead consultant for clinical governance and is made up of a
multidisciplinary panel. The first report from this panel has been accepted by the DPH
and will be signed off by the Senior Leadership Team of Somerset County Council in
June 2016.

Sexual health services – contraceptive and sexual health services are
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 – there is an integrated young people and
adults drug/alcohol treatment service provided by a partnership of 4 non
NHS providers and is a CQC regulated service.
Stop smoking service – is provided by a non NHS provider, who delivers
non-regulated activity.
NHS Health checks – are provided by a non NHS provider – this is not a
health regulated activity, but there are national quality standards and a
competency framework.
Healthy Weight service – this service is provided by an NHS provider,
but is not health regulated activity.
Public Health 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.
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Each Somerset County Council Public Health contract lays out the safeguarding
responsibilities and reporting mechanisms each individual provider.
An internal process was put in place to ensure compliance with Section 11 of
Working Together. From April 2016 all Public Health services will be included in the
SSCB Section 11 audit cycle.
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 working with Somerset County
Council Public Health team with this work.
Specific Public Health work 2015 - 2016
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 (SIDAS) received over 1500 referrals
during the year 2015/16, and also has completed training to 24 GP surgeries with 18
now having a “domestic abuse champion” in place.
Nearly, 2,400 people have accessed treatment from Somerset Drug and Alcohol
Service (SDAS) during 2015/16; with 67% of case closures being successful
completions. Significantly the service is reaching more parents who seek support for
their use (approx. 55% of those in treatment are parents), which is a good outcome
for ensuring safeguarding children.
There has been a joint project between SIDAS, SDAS and Somerset Partnership
seeking to improve outcomes for children and parents affected by the trio of
substance misuse, domestic abuse and poor mental health. Funded by Public Health
it has resulted in a working draft operational protocol between the three service areas
with an action plan of next steps to trial the protocol and revise as needed.
The Prevent Lead (public health) is working with Police Counter terrorism Unit and
Children’s services to assess referral routes for complex cases of grooming that may
involve radicalisation and child sexual exploitation to ensure pathways are robust.
The 2015/16 Joint Strategic Needs Assessment (JSNA) has been completed, the
theme of which was vulnerable children. The purpose of the JSNA is to inform
commissioning of services to meet the needs of our local population, in this case the
most vulnerable children.
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Education and schools
What was done?
In October 2015 SCC’s Support Services for Education (SSE) were commissioned to
manage the Education Welfare Service (EWS) which now also holds responsibility
for Education Safeguarding Adviser resources since its transfer from the SSCB
Business Unit. As part of its work, the EWS perform a variety of education
safeguarding functions, including leadership and co-ordination of the Education
Safeguarding Advisory Group. The advisory group feeds directly into the SSCB’s
Business Planning Group. As part of their safeguarding functions the EWS team
members also contribute to into:
:
MASH panel and MASH steering group;
Involvement in the ‘No Provision – awaiting admission’ lists
4 regional MARACs as an education voice and MARAC steering Group

Domestic Homicide Reviews
Representation on Panel for Excluded and Vulnerable Pupils
Leading and chairing the SSCB Education Safeguarding Advisory Group.
CSE Strategic subgroup
Missing subgroup

How well it was done?
2 new fulltime staff members were recruited to the Education Safeguarding Advisor
and Early Years Safeguarding Advisor posts.
In October 2015, when education safeguarding passed to SSE from SSCB, only 41%
of schools had returned their Governor Safeguarding Audits. As of February 2016
100% of schools (independent & maintained), academies, FE colleges had
completed their audit and made a return.
20 settings received a visit following these returns as concerns were identified and
improvements were recommended; this included discussion on safer recruitment
training.
EWS investigate Children Missing from Education (CME) matters as an attendance
issue to determine whether it is safeguarding or poor attendance to be addressed by
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use of an Early Help Assessment or undertake proceedings on behalf of the local
authority.
All parents requesting Elective Home Education for their children, or becoming
known, receive a contact from the EWS.
What difference has been made?
Education now has a voice on all SSCB safeguarding groups, new initiative groups &
discussions. This includes supporting ‘Team around the School’ initiatives and using
statutory duties as necessary to address families that don’t or won’t engage.
The Education Safeguarding Advisor for schools attends the termly Community
Learning Partnership – Designated Safeguarding Lead meetings, promoting Early
Help Assessments, the role of SSCB and supporting the LADO function. The Early
Years Safeguarding Advisor undertakes similar functions for the early years sector in
Somerset.

National Probation Service (NPS)
Outline of NPS Function
The Role of the National Probation Service is to supervise High Risk of Harm
offenders and MAPPA offenders, provide advice and reports to the courts, deliver the
Victim Contact service to the victims of serious sexual and violent offenders, provide
Approved Premises, and provide the Probation staff within Public Sector prisons. We
have our Safeguarding duties to Children and to Adults, and provide attendance at
MARACs in relation to our nominated cases. We are also represented on the Local
Criminal Justice Board, the Transforming Summary Justice Board and all other
statutory partnerships.
Achievements
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Recruitment of Probation Officers and Administrative staff and are now fully
staffed
A new operating model under consultation with staff and unions;
implementation will begin in June.
Recruitment and retention of staff, building strong committed and dedicated
teams
Staff sickness level reduction in delivery unit
5 staff members completed probation officer qualification and working in the
area
Continuing to provide NPS Probation Officers to the Youth Offending Service
Somerset Local Delivery Unit has participated in an NPS divisional
safeguarding children review – positive feedback from the Head of Public
Protection. The leadership of the team managers was particularly noted.
NPS and MAPPA have worked well with the Chair of the Local Children's
Safeguarding Board to review learning points from a MAPPA Serious Case
Review



National NPS Safeguarding Guidance has been produced and circulated.

We continue to place the highest priority on our public protection work, and protecting
past and potential victims.
Challenges
Resourcing attendance at partnership boards will be a challenge given our likely level
of resources in the future.
We are unable to support all the subgroups; however, we do prioritise different
elements in different areas according need.
We will also need to work even more closely with our partners on information sharing
and communication, to ensure that information is shared both ways to enable us to
deliver our objectives successfully.
Embedding Somerset Thresholds across the Service is challenging due to the nature
of NPS referring across the county to several local authorities all with differing
thresholds,
Funding continues to be an challenge as NPS is required to continue to make “year
on year” financial and efficiency savings.
What difference have we made?
We have been proactive in liaising with and informing Children’s Services about
potential risks to children and areas of need. We have also liaised to ensure that
Children’s Services are aware of our involvement and that we have informed about
new information or offences. We have participated in Conferences and Working
Together to meet the needs of children in the best interests of children. For the
critical few of the children who pose the highest risk we have supported the MAPPA
process.
We continue to carry out our role by working with high risk of harm sexual and violent
offenders in order to reduce the harm they may create and to prevent future victims.
We do this by working closely with the Police, the Prison Service and partner
agencies.
Next steps
Our objectives are set nationally for the NPS, but locally we would hope to be able to:
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Improve our recording of safeguarding referrals in order to track and record
the outcomes, receipt of outcome letters, and produce management
information.
Hold an internal audit of Safeguarding Referrals.
Audit of Level 1 MAPPA cases, where we will have an opportunity to look at
inter agency working.




Area wide MAPPA Audit to which the standing members, including Children’s'
Services, will be invited.
Include feedback in Safeguarding as a theme in MAPPA Annual Report.

The NPS overall commitment to the Safeguarding of children in this area remains a
significant and high priority.

Community Rehabilitation Company
What was done?
The CRC retains its statutory duty to be a Board member and has contributed to the
review of the Board undertaken by the Independent chair.
Its staff also attended the launch of the refreshed threshold documentation. The CRC
also continues to ensure that its staff are trained in safeguarding as appropriate.
How well it was done?
The CRC has contributed to case conferences as required.
The CRC is developing consistent safeguarding procedures across the Working
Links Group of Companies.
Issues to highlight
The CRC is undergoing a periods of restructure following the successful acquisition
by Working Links as part of the Government’s Transformation of Rehabilitation
Programme

Avon and Somerset Constabulary
Brief outline of ASC function:
To provide professional policing services, working with partner agencies, including
services to and for children and young people, in order to keep them safe from harm
and where necessary prevent their offending or reoffending. This includes working to
prevent children from becoming the victims of crime, investigating crimes against
children, bringing perpetrators to justice and managing offenders, and includes the
Statutory Duties under Section 11 of the Children Act 2004.
Achievements during 2015-2016:
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Increased the number of Specialist Child Abuse Investigators Development
Programme (SCAIDP) trained officers from 114 to 146,
o Further 67 officers due to be trained over the next 12 months
College of Policing Peer Review of ASC response to CSE, to help inform its
further development. The review team concurred with self-assessment of
strengths and areas for development. Particular successes include:





o Successfully raised awareness of the vulnerabilities and warning signs
of CSE;
o Improved information sharing;
o Created pathways to investigate before a victim discloses;
o Diligent investigations seeking to identify all associated victims and
suspects are reflected in the significant increases in the volume of
recorded CSE related crimes, to 282 crimes Force-wide in 2015/16,
rising by 147% compared with the previous 12 months.
Successful partnership bid for Home Office Innovation Funding, the resulting
two year West of England CSE Victim Identification and Support Service
delivered in 2015/16:
o direct specialist support and intervention to 25 in Somerset, identified
as experiencing child sexual exploitation;
o training to 218 members of the children’s workforce in Somerset, often
delivered as a “train the trainer” package;
o following the extensive CSE training reported last year, the College of
Policing CSE Peer Review found that frontline staff understand the
precursor signs of CSE and that the staff they spoke with seemed
generally well-prepared.
A multi-agency CSE Strategic (Intelligence and Response) Network for the
Avon and Somerset area introduced at end of the year. Its purpose is to
support the identification and effective response to the most complex child
sexual exploitation cases that may be operating across LSCB area boundaries

Challenges:





Working with five upper-tier local authorities, each with their own thresholds
and differing approaches, meeting the expectations of five LSCBs, each with
their own infrastructure of sub-groups and associated demands, in a context of
declining budgets
increasing demand through rising numbers of reported child protection crimes,
in a context of declining budgets
mainstreaming the future funding of the invaluable CSE victim support worker
services

What difference has it made?



More children have been safeguarded and protected from harm or from further
harm
More perpetrators of child abuse have been brought to justice

Inspection feedback from HMIC and the College of Policing
In May 2015 the HMIC provided the Force with an updated report on its five
recommendations from the 2014 inspection.
Four of the six recommendations from the original pilot inspection have now been
fully implemented
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The Constabulary invited the College of Policing to carry out a Peer Review of its
response to CSE, which took place in November 2015.
The report from the review has informed a review of its CSE Action Plan.
The College of Policing has advised that the Constabulary’s assessment of its
strengths and developing areas was very accurate and they were supportive of our
plans for future development.
The review helpfully looked at the wider context and took in relevant aspects of our
partnership approach to child protection, the general theme of vulnerability and the
Constabulary's Operating Model’s ways of working.

ASC Objectives for 2015-16:
In partnership with other agencies, Avon & Somerset Constabulary’s objectives for
the protection of children are:
1. Prevent children from becoming victims of child abuse
2. Where children do become victims, ensure they are recognised as such, are
protected from further harm, and are given the support they need to help them
remain safe and to deal with the physical, emotional and psychological
consequences of the abuse
3. Bring perpetrators of child abuse to justice and prevent them reoffending
through robust offender management

Other activity by the Learning and Improvement (L&I) subgroup
A thematic review of children aged under one who had been referred to the L&I
subgroup was undertaken and learning points published via “Salutary Tales”. The
learning points captured told us that in the cases reviewed:





all agencies held differing pieces of information about the parents which would
have highlighted significant risk to the infant had they have been shared
information sharing builds the picture – ensure the recipient of the information
has heard and understood it
domestic abuse is not all about physical violence, it can be controlling
appointments and interactions with health and other agencies, victims do not
always recognise this
professionals should not shy away from insisting from seeing women/men
separately from their partners and asking if they are being abused and
explaining what this means.

The terms of reference for the L & I subgroup were reviewed and refreshed. The
notification pathway and guidance document has been developed and agreed. This
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provides support for practitioners and managers in how/what to refer to the L&I
group.
Challenges for the SSCB’s work around Learning and Improvement
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Non accidental injuries to non-mobile infants where the features of the ‘toxic
trio’ are present continue to be a dominant feature in current Somerset SCRs.
This highlights that multiagency learning is not yet embedded and poses a
significant challenge to SSCB partners in improving services for children and
families.



Refinement of the notification and referral process is needed to ensure that
cases referred are rigorously assessed as appropriate by agencies before
they are submitted to the Learning and Improvement subgroup.



Better alignment between parallel investigations e.g. MAPPA reviews or
Domestic Homicide Reviews as to avoid duplication and ensure a
comprehensive review of the child and family has taken place.

