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Executive summary
Safeguarding children is a complex and challenging area of work. The aim of the safeguarding children team is to provide high quality advice, training and support to practitioners across Oxford Health NHS Foundation Trust, to enable them to keep children safe during the course of their work.
In all geographical areas covered by Trust services, safeguarding activity has increased over the past year. Across Oxfordshire, Buckinghamshire, Swindon, Wiltshire Bath and North-East Somerset there were 1517 children subject to a Child protection plan at 31.03.2015. In addition 26,216 children across the region were subject to a Child in Need plan at some point throughout the year.
Audit work over the year has evidenced that practitioners are working with increased complexity and risk in their caseloads. This is within a context in which many partner agencies are facing budgetary pressures and cuts to frontline services.  Hence, it is more important than ever that the Trust is assured that safeguarding practice across services is robust.
This report outlines key areas of work in order to provide assurance to the Trust Board.
Areas of excellence in safeguarding children work in the previous year include the following areas:
Trust wide CQC Inspection September 2015 - feedback on Safeguarding
 Safeguarding children was rated as good.
The inspection identified that systems were in place to keep children and young people safeguarded from abuse. Staff were knowledgeable about the trust’s safeguarding processes and were clear about their responsibilities.  They were able to explain their role in the recognition and prevention of child abuse and knew how to report abuse in line with safeguarding procedures.
Staff reported that they were supported through and valued the safeguarding consultation line and this model was highlighted as good practice. An area of development was recording safeguarding supervision via the learning and development portal. 
Historical Sexual Abuse guidance- this has been developed in conjunction with senior colleagues from Thames Valley police and Childrens Social Care , in order to provide guidance to practitioners when patients disclose abuse that happened in their childhood. This has been a significant area of work over the previous year, and was developed in response to the large increase in consultations relating to this issue.
Child Sexual Exploitation-  the Joint Targeted Area Inspection in March 2016 in Oxfordshire noted that investment in safeguarding leadership by health providers, and the development of collaborative work between agencies had led to the provision of high quality health services for children at risk of CSE. This includes School nursing, the Kingfisher specialist nurse, CAHBs and the Horizon service.
Neglect- this area remains a priority in all of the LSCB areas. The safeguarding children team is actively involved in work in Oxfordshire to develop a neglect pathway for staff.  Buckinghamshire is to be part of the NSPCC pilot for the graded care profile. Training is to be rolled out end of 2016.
Female Genital Mutilation- the team has been involved in developing a standard operating procedure to provide guidance for staff across the Trust. This is in line with national reporting requirements and LSCB procedures. In addition, a health visitor within the trust has secured funding through a national award to develop an app to provide information for staff and clients. The team has shared the excellent work undertaken in Oxfordshire with the Bucks Safeguarding Children Board and this has informed the development of the FGM pathway in Bucks.
Consultation line service- this is now an established service which is well used by staff. There were 1644 calls during 2015/2016. 41% of these were from the adult services, indicating that staff are considering the needs of the wider family in their work and utilising a Think family approach. A recent survey, detailed in the report, evidenced that staff valued the service received via the consultation line, and 89% felt the advice received had a positive impact on a child.
Section 11- Oxfordshire- At the peer review of the Oxfordshire safeguarding children board section 11 audit  the Trust were rated blue in all areas - exceeds expectations.
Other areas of work- the team has been involved with 5 serious case reviews, 1 homicide review and 2 domestic homicide reviews. They have delivered 57 level 2 & 3 safeguarding children training sessions, 11 CSE workshops and 4 supporting disclosures of historical child sexual abuse workshops. The team has also facilitated 170 safeguarding children supervision sessions, undertaken 9 Trust audits and 8 local safeguarding children board audits. In addition, 11 staff have been supported to write a report for court, and 5 staff who have been called to give evidence at court have been supported by a Named Nurse.
Priority areas for development for 2016/17:
Lampard recommendations, Goddard- Independent Inquiry into Child Sexual Abuse (IICSA) and Bradbury recommendations - 
Lampard recommendations- in response to Kate Lampard’s report into Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile[footnoteRef:1] the Trust were required to provide evidence against 14 recommendations to Monitor[footnoteRef:2] in June 2015.  Recommendations include assurance that safeguarding resources, structures and processes (including training programmes) are robust and operate as effectively as possible. An action plan is in place and includes a review of policies and procedures in relation to volunteer and visits by celebrities’/VIPs. Some of the recommendations are also reflected in evidence collated in preparation for a visit by the IICSA.  [1:  Kate Lampard & Ed Marsden , Themes and lessons learnt from NHS investigations into matters relating to Jimmy Savile- Independent report for the Secretary of State for Health, February 2015]  [2:  Monitor is part of NHS improvement and has responsibility to oversee foundation trusts and NHS trusts, as well as independent providers that provide NHS-funded care.] 

Independent Inquiry into Child Sexual Abuse (IICSA) - is an inquiry which has been commissioned as a result of high profile cases of child sexual abuse by celebrities and within institutions and is led by Honourable Lowell Goddard.  Visits to statutory organisations such as the NHS will be part of the inquiry. As a Trust we will be required to provide evidence that as an organisation we are responding to current and non-recent disclosures of child sexual abuse and effective safeguarding governance arrangements are in place. Verita[footnoteRef:3] have produced a checklist for organisations to identify compliance and areas of development and this has been completed. The majority of areas are rag rated as green; two areas are rated amber these are providing level 6 training for executive leadership and the KPI for safeguarding children training set by commissioners is 95%, the training of eligible staff is currently 89%. A plan is in place to address both areas.  [3:  Verita is a consultancy service who aids improvement through learning and investigation. www.verita.net] 

Bradbury- an independent investigation into governance arrangements in the paediatric haematology and oncology service at Cambridge University Hospitals NHS Foundation Trust after the Paediatrician Myles Bradbury abused children under his care, resulted in several recommendations. Some of these were only applicable for Cambridge, but some relevant for the Trust. These include reviewing the chaperone policy, being able to identify those with unusual working patterns, ensuring that expectations of staff behaviour are captured within policies and training.
In 2016/2017 the safeguarding children and adult team along with other services across the Trust will work together to ensure that recommendations from Lampard and Bradbury are considered and implemented as appropriate  and preparation for a possible visit by the IICSA is completed. Actions will be monitored via the safeguarding committee.
Safeguarding children supervision- this continues to be a key area of work. The team recognises that whilst all teams currently receiving safeguarding supervision value this service, there is currently an inequity of provision across the Trust. Hence a proposal paper has been written which recommends offering supervision to CAMHs teams in Oxfordshire and Buckinghamshire in addition to current provision to teams in Swindon, Wiltshire and Bath & North East Somerset ( B&NES)  . This recognises the high levels of risk and complexity held by those teams. Further work is required to establish these groups, whilst maintaining a level of supervision to universal services that meets requirements.
Multi-Agency Public Protection Arrangements (MAPPA) and Multi-Agency Risk Assessment Conferences (MARAC) in relation to high risk domestic abuse  across the Trust- The Trust has robust arrangements in place in Oxfordshire to ensure appropriate representation at these meetings, similar arrangements have not historically been in place in SWB or Buckinghamshire. Progress has been made in this area; a named nurse has received training to access systems in Buckinghamshire and initial discussions have happened in SWB to consider how information could be shared. However, further work is required to ensure Trust arrangements are established.
Domestic Abuse- in response to an Oxfordshire serious case review (SCR), the Trust Domestic abuse guidance and Designated MARAC Officer (DMO) guidance have been reviewed and updated by the safeguarding children team.  Senior level agreement about strategic leadership of domestic abuse is required in order to take this work forward in line with the SCR .
Think Family-The safeguarding children and adult teams are reviewing the terms of reference and roles and responsibilities of the Think Family champions. This is in relation to understanding different roles within adult teams such as carers and safeguarding leads and how these relate to each other and ensure a consistent approach across the Trust.
Safeguarding Form on CareNotes- A safeguarding children form is available for staff on CareNotes to record safeguarding information in one place and allow audit and reporting from this information. Work is to continue to embed use of the form across the Trust.
Jayne Harrison and Lisa Lord- July 2016












1. Introduction 
The Trust has a statutory duty to make arrangements to safeguard and promote the welfare of children under Section 11 of the Children Act 2004.  
The statutory responsibilities of the Trust, as an NHS provider are outlined in the Safeguarding Vulnerable People in the Reformed NHS - Accountability and Assurance Framework.[footnoteRef:4] [4: Safeguarding Vulnerable People in the Reformed NHS - Accountability and Assurance Framework.  NHS England, July 2015] 

Health providers are required to demonstrate that they have safeguarding leadership and commitment at all levels of their organisation and that they are fully engaged and in support of local accountability and assurance structures, in particular via the Local Safeguarding Children Boards. 
The Trust is a member of the five Local Safeguarding Children Boards (LSCBs) in Oxfordshire, Buckinghamshire, Swindon, Wiltshire and B&NES as the Trust provides services in these areas. It is represented on all LSCBs and relevant sub-groups. Work includes supporting delivery of business plans and priorities in line with national and local safeguarding priorities.
All health providers are required to have effective arrangements in place to safeguard vulnerable children and adults and to assure themselves, regulators and their commissioners that these are working. 
The Trust is also required by Monitor to ensure compliance with health care standards. This includes the essential standard on safeguarding monitored by the CQC Regulation 13 ‘Safeguarding service users from abuse and improper treatment’ The Trust is compliant with this regulation.
2. Purpose 

To provide the Trust Board with an overview of the progress against the safeguarding children priorities for period 01/04/15 to 31/03/16 as outlined in the Safeguarding Children action plan.
To provide assurance that the Trust is compliant with its statutory duties and CQC Regulation 13 ‘Safeguarding service users from abuse and improper treatment’.
An annual report for the SWB area has also been produced for CCG commissioners and is append iced and provides more details of work in that geographical area.    
To outline the safeguarding children priorities and areas for development for 2016/17 
   Key areas covered within the report are as follows: 
· Safeguarding Children Accountability and Governance Arrangements
· National Context and Trust response
· Inspections 
· Partnership Working with LSCBs and Local Authorities 
· Serious Case Reviews and Partnership Reviews
· Think Family
· Implementation of Trust Training Strategy 
· Implementation of Child Protection Supervision Arrangements.
· Safeguarding Children audit work 
· Safer Recruitment 
· Allegations management
· Key priorities for 2016/17

3. Safeguarding Accountability 
The Trust Board Safeguarding Lead is the Director of Nursing and Clinical Standards.
The Trust Safeguarding Children Service is hosted by Children’s and Young Peoples Services and is provided across the organisation, to reflect the LSCB areas and the breadth and range of services provided by the Trust. 
The Safeguarding Children Service is led by the Trust Lead Nurses Safeguarding Children, who are accountable to the Director of Nursing and Clinical Standards and by the Trust Lead Doctor Safeguarding Children. The Trust Leads work collaboratively and report to the Trust Safeguarding Committee.
Following retirement of the previous post holder in  July 2015 the Trust lead nurse  role was covered by the three Senior Named Nurses. From January 2016 the Lead Nurse role has been filled by two previous  Senior Named Nurses on an interim basis until 30th September 2016. 
The Lead Nurses are line managed by the Head of Nursing of the Children and Young People Directorate.
      3.1 Safeguarding Children Team Staffing 
The safeguarding children service model has been reviewed in light of Trust wide service remodelling work and care pathways, to ensure the service delivered reflects the needs of care groups, locality and interagency working across the five LSCB areas in which the Trust provides services. In addition the local context for safeguarding children has become more complex and partnership working with five LSCB areas continues to increase. The team is organised geographically with named nurse leads for each LSCB area.
· Trust Lead Nurse 8b 1.2 WTE (interim arrangement until 30th September 2016)

· Trust Lead Doctor 1 session per week

· Senior Named Nurses Band 8a 1.7 WTE Oxfordshire and Buckinghamshire

· Named Nurses Band 7 3.7 WTE for Oxfordshire with a dedicated 0.8WTE  for Buckinghamshire

· Senior Named Nurse 8a 1.0 WTE Swindon, Wilts and B&NES 
· Named Doctor provision includes three additional roles with one session per week to cover Oxfordshire, Buckinghamshire, Swindon,  Wiltshire and Bath/North East Somerset (Oxfordshire and Buckinghamshire Named Doctor posts currently vacant)
· Admin support Band 4  0.6 WTE

Action for 2016/17

To recruit a Named Doctor to cover both Oxfordshire and Buckinghamshire and use the time made available by combining two areas for a Named Doctor for safeguarding adults.
3.2	Governance arrangements 
A quarterly Trust Safeguarding Committee chaired by the Director of Nursing and Clinical Standards is in place. This group ensures robust governance of all safeguarding practice and activity across the organisation. Nominated senior directorate leads (both clinical and business support functions where appropriate) are required to evidence the contribution of their service area to ensuring that safeguarding children, young people and vulnerable adults is embedded in practice from front line practice to board. 
Safeguarding Children and Vulnerable Adults Leads attend and report to this group. This includes evidencing delivery against Serious Case Reviews, Section 11 audits and assurance in relation to CQC Regulation 13. The group has in place reporting arrangements to the Quality- Safety Sub-Committee and Trust Quality Committee.
Safeguarding Children reporting is also in place via Directorate Performance meetings to the Trust Executive team.
4. 	National Policy Context & Trust Response
4.1 	Working Together to Safeguard Children 2015
Following consultation the government updated and revised the statutory guidance Working Together to Safeguard Children, the revision was published in March 2015. The revisions include changes to:
· The referral of allegations against those who work with children.
· Notifiable incidents involving the care of a child; a section on Notifiable Incidents has been added.
· The definition of serious harm for the purposes of serious case reviews.
The Trust Safeguarding Children policy has been revised against Working Together 2015 and was been ratified by the Safety Committee on the 4th November 2015. 
All safeguarding children procedures and training have been updated in line with the revised Working Together guidance.

4.2	The Children’s Safeguarding Performance Information Framework[footnoteRef:5] [5:  The children’s safeguarding performance information framework. HM Government, January 2015 Ref DfE 00016-2015] 

The national safeguarding children performance information framework was introduced in January 2015.  This describes key nationally collected data that can help those involved in child protection at both the local and national levels understand the health of the child protection system.
The Safeguarding children team provide quarterly data to Bucks Safeguarding Children Board (BSCB) in line with this framework. Other LSCBs are yet to request this data. Processes have been developed to allow this data to be made available if required. 
4.3	The Children and Families Act 2014 / Care Act 2014 
The emphasis in both Acts is on outcome focused, person-centred practice when considering assessment, planning and support as well as coproduction and multi-agency approaches to planning and commissioning.
Part 3 of the Children and Families Act transforms the system for disabled children and young people and those with SEN, so that services consistently support the best outcomes for them. The reforms create a system from birth to 25 through the development of coordinated assessment and single Education, Health And Care Plans; improving cooperation between all services responsible for providing education, health or social care; and giving parents and young people greater choice and control over their support.
Key areas of work include facilitate building relationships with young carers and adult services. 
Action for 2016/17
Multi-agency arrangements will be inspected from April 2016 by Ofsted and CQC and the CYP directorate will continue to work with partners to prepare for these inspections. 
4.4       Savile Enquiry 
The report by Sir David Nicholson in April 2013 called for review of arrangements and practices relating to vulnerable people, particularly in relation to safeguarding, access to patients including that afforded to volunteers and celebrities and listening to and acting on patient concerns. Following on from this review the Government commissioned an independent oversight of NHS and Department of Health investigations into matters relating to Jimmy Savile, and this led to a lessons learned report which was published in February 2015 by barrister Kate Lampard.
The report included 14 recommendations for the NHS, Department of health and wider government. A call for information was made by Kate Lampard regarding changes  that had been put in place by health organisations and a response was sent by the Director of Nursing and Clinical Standards on 15th June 2015. The Trust review has been completed and the following actions relating to the safeguarding team have been taken:
· The Trust Safeguarding Children policy now includes volunteers
· Safeguarding training for staff and volunteers is in place and updated every three years.
· Governance arrangements are in place which allow regular safeguarding briefings to the Trust quality committee, Trust board and operational and governance meetings.
· The safeguarding children team provide safeguarding advice, support via a consultation line and supervision to staff.
· Information / resources about safeguarding children are available via the consultation line and the safeguarding children area on the Trust intranet.
· Guidance available for staff on joint working with Oxford Health NHS Foundation Trust and other agencies with regard to disclosure of historical child sexual abuse. 
· Completion of Verita[footnoteRef:6] checklist for the [footnoteRef:7]Independent Inquiry into Child Sexual Abuse (IICSA) was  submitted to Oxfordshire CCG May 2016. [6:  Verita is a consultancy service who aids improvement through learning and investigation. www.verita.net]  [7:  IICSA investigation in to the extent to which institutions have failed to protect children from sexual abuse, led by Hon Dame   Lowell Goddard DNZM] 

Actions for 2016/17
A Savile challenge event is planned by Buckinghamshire Safeguarding Children Board (BSCB) for July 2016. 
Further work is required by the Trust in relation to overall co-ordination and management of volunteers 
4.5	Dealing with Disclosures of Historical Child Sexual Abuse 
As a response to increased numbers of consultations from staff in relation to historic disclosures, guidance for staff on joint working with Oxford Health NHS Foundation Trust and other agencies with regard to disclosure of historical child sexual abuse has been available to staff since October 2015. 

The guidelines are to support clinicians to ensure individual disclosures are risk assessed and information is shared appropriately if children remain at risk.  Leaflets for staff and clients have also been developed to support taking forward a disclosure, these are available via the safeguarding children webpage, training and cascaded through directorate and team meetings
The work was presented at the Health Visitor conference in May 2016.
Six workshops were offered in Buckinghamshire and Oxfordshire between Jan-March 2016.  . The workshops were mainly for adult services, but also helpful for staff in the Children and Young People directorate for historical disclosures made by parents/carers or children. The workshops were directed at safeguarding leads/team managers/supervisors/locality team leaders to cascade information to teams and were delivered by Trust lead nurse safeguarding children alongside Thames Valley Police and adult mental health colleagues.

32 staff from Psychological Services and Healthy Minds attended in Bucks.
10 staff from Complex Needs Service, AMHTs, CAMHs attended in Bucks.
23 staff from Psychological Services and Talking Space attended in Oxfordshire.
8 staff from Health Visiting, Early Intervention Service, Older adults and AMHT  attended in Oxfordshire.

The guidance has also been shared with Local safeguarding children boards and with Local Safeguarding Adult boards in Oxfordshire and Buckinghamshire.

Actions for 2016/17
To share guidance with local safeguarding children and adult boards in Swindon, Wiltshire and B&NES. Complete a thematic review of consultations received in regard to disclosures of child sexual abuse before and after guidance was available. 
To publish an article in regard to the development of the guidance in the journal Child Abuse Review.

4.6 Female Genital Mutilation 
Multi-agency statutory guidance on female genital mutilation (HM Government, April 2016)
There is new guidance from HM Government which replaces guidance from 2014. The guidance provides information, strategic guidance and advice and support to front-line practitioners. 
http://ohftintranet.oxfordhealth.nhs.uk/PatientSafety/Safeguarding%20children%20documents/Female%20Genital%20Mutilation%20(FGM)/National%20guidance,reports,research,reviews,audits/HM%20Gov%20Multi_Agency_Statutory_Guidance_on_FGM%20April%202016.pdf
The Trust’s processes in regard to how staff fulfil their mandatory reporting duty and how to document assessments, care plans and information sharing have been updated to reflect these changes. 
[image: ]           [image: ]
A significant change to practice in regard to supporting women and girls who have experienced FGM, is the Trust’s mandatory obligation to report patient identifiable information to the Dept. of Health regarding prevalence of FGM. If FGM is identified then this information needs to be shared with DoH, consent to share this information should be obtained from the woman and they have the option of opting out. 
Each LSCB area has been working on local implementation of FGM policies and procedures.
Thames Valley Police has made FGM one of their top priorities and FGM procedures and strategy have been reviewed and developed for the Oxfordshire Safeguarding Children Board (OSCB).  The aim is to continue to improve and develop the processes currently being utilised and make them more effective in promoting safeguarding and protecting the welfare of women and girls at risk. 
The Trust is fully engaged in this work and will continue to form part of the working priorities for the Safeguarding team in the coming year.
The OSCB FGM procedures and pathways have been used to support the development of standard operating procedures for Oxfordshire and the whole trust. 
A Safeguarding Named Nurse attends the Oxfordshire FGM no names meeting monthly. This meeting supports a multiagency risk assessment of the needs of women and girls who have been cut or are at risk of being cut. Safeguarding decisions and criminal proceedings are discussed as part of that meeting. 
A special interest group has been established to support the development of awareness, and practice guidance to staff across universal services in regard to FGM. 
A Buckinghamshire safeguarding children board (BSCB) FGM challenge event was attended by safeguarding team staff in November 2015. 
A named nurse is part of the BSCB FGM working group which convened in February 2016, to ensure active engagement in FGM policy development and allow learning to be shared from Oxfordshire.
Action for 2016/2017
To provide workshops to adult mental health and CAMHS teams who work in areas where there is high prevalence of population from countries where FGM is practiced. These will be delivered by November 2016.
4.7	National and Local Authority Area Child Protection and Child In Need Statistics as at 31 March 2013, 2014 and 2015  
	
	Number of children subject to a child protection plan
31 March 2013
	Number of children subject to a child protection plan
31 March 2014
	Number of children subject to a child protection plan
31 March 2015
	Number of Children in Need (throughout the year)
 31 March 2013
	Number of Children in Need (throughout the year)
 31 March 2014
	Number of Children in Need (throughout the year)
 31 March 2015

	England
	43,100
	48,300
	49,700
	736,100
	781,200
	781,700

	Oxfordshire 
	430
	504
	569
	6125
	6320
	6719

	Bucks 
	190
	242
	332
	5305
	6007
	7445

	Swindon
	147
	214
	213
	2077
	2656
	3746

	Wiltshire
	328
	396
	403
	5089
	5239
	6130

	B&NES
	122
	79
	99
	2247
	2169
	2176



Key trends: 
In line with national figures, there has been an increase in the number of children subject to CP plans in Oxfordshire, Buckinghamshire, B&NEs and Wiltshire. There has been an increase in child in need cases in Oxfordshire, Buckinghamshire, Swindon, Wiltshire and B&NEs.
The Trust continues to work in partnership with other agencies and specifically in relation to both child protection and child in need cases where there is need for a service. There is also a national agenda to increase multi-agency working and integrated working models are being explored in Oxfordshire and the Trust is engaged in this work, for example the Multi Agency Safeguarding Hubs (see below) and Single point of Access for social care/CAMHs.
5. Inspections
5.1 Trust wide CQC inspection 28th September- 2nd October 2015 
The safeguarding team worked together with the Trust IC5 taskforce to develop a plan in preparation for this inspection. 
Safeguarding was rated as good and the safeguarding consultation line was reported by staff as being supportive and the model was identified by the CQC inspectors as good practice.
Feedback relating directly to safeguarding is as follows: 
· Across all services the trust staff were good at recognising safeguarding and reporting incidents. 
· Teams learnt from incidents and there was shared learning across services, through regular ‘briefing notes’.
· The structure of team meetings included safeguarding and committees which provide the board with assurance, were well embedded. 
· Staff understood the trust’s safeguarding policies and procedures and safeguarding training was mandatory.
· There were good links with safeguarding leads within the trust and information available in areas to offer support and advice. 
· The trust was represented on the local safeguarding local authority boards.
· Staff to record supervision and safeguarding supervision.

There was no specific required action and the team will continue with areas for development as planned and share good practice. 

5.2  Oxfordshire Joint Targeted Area Inspection (JTAI) in relation to Child Sexual Exploitation (CSE) and Missing Children (Ofsted, CQC, Her Majesty’s Inspectorate of Constabulary (HMIC) and Her Majesty’s Inspectorate of Probation (HMIP) March 2016)
A multi-agency thematic inspection which included an inspection of the social care front door (MASH and assessment teams) and a deep dive inspection of Child Sexual Exploitation and Missing Children cases was completed in March 2016. 
Audits of 7 chosen cases were completed and did not flag any major issues of concern for trust services, all cases met expectations and we were pleased to note that there are 2 cases with excellent practice that exceed expectations.
Inspectors spent time in the Multi-Agency Safeguarding Hubs (MASH) and met with strategic leads. The inspectors visited the Kingfisher team, and health leads from OHFT and OUH. Inspectors also visited the Horizon team, CAMHs, Child and Adolescent Harmful Behaviours service (CAHBS) , School health Nursing service and Looked after Children teams.
Feedback from the inspection was positive about health services provided to children at risk of CSE. It was noted that there was good collaboration and sharing of information between health agencies, and strong safeguarding leadership. The final report stated:
The quality of joint working in health is highly developed, underpinned by a shared vision and purpose between local health providers and joint commissioners. 
Good attention is paid to developing the skills of frontline health staff through a range of learning and development activities, underpinned by regular case consultation, peer review and supervision to support continuous professional development. Additional resourcing for safeguarding leadership across primary care, community health and the hospital sector effectively supports the development of frontline professional confidence and expertise, and ensures that there is effective health service provision to vulnerable young people. 
The report particularly noted the positive work of the CAHBs and Horizon service.
The inspection raised concerns about the functioning of the MASH, particularly around timeliness and about strategy meetings. Oxford Health Safeguarding Children Lead nurse is involved in the multi-agency work to re-design the MASH model following the inspection findings.
	
6.	Partnership Working 

The Mandate from the Government to NHS England for April 2016 to March 2017 (published in December 2015) states: 
“NHS England should ensure the NHS helps to identify violence and abuse early and supports victims to get their lives back sooner, including through improved data sharing with community partners”[footnoteRef:8] [8:  Department of Health , December 2015, The Government’s mandate to NHS England 2016-17, A mandate from the Government to NHS England: April 2016 to March 2017 ] 

6.1	Oxfordshire
The trust has representation on the following Oxfordshire Safeguarding Children Board (OSCB) subgroups: Training, Child Sexual Exploitation, Serious Case Review, Health Advisory Group, Disabilities, Policies and Procedures, Performance and Quality Assurance (PAQA), Child Death Overview Panel, local area panels. The Trust Lead Nurse sits on the OSCB Executive committee. The Director of Nursing or Service Director for Children and Young people sit on the Board. 
 There is productive multi-agency working at a local level. This includes the following: 
6.2 	Child Sexual Exploitation   
This continued to be a main area of work in 2015-2016.  It included:
· Contribution to the Joint Targeted Area Inspection into CSE and Missing Children as outlined in Para 5.2 above.
· Implementing the recommendations from the SCR regarding Children A – F (Operation Bullfinch)
· A pathway to clarify the role of the SHN service re CSE.
· Contribution to the Oxfordshire CSE stocktake.  This report, commissioned by the government in response to publication of the A-F SCR, considered the progress that has been made since 2011. 
· Contribution to Operation Reportage review, following convictions in April 2015: this review focused on the experiences of victims of child sexual exploitation and the agency response.
· Engagement with CSE virtual multi agency service pilot in B&NES, which commenced in January 2015.
· Developing therapeutic services for children who disclose abuse and exploitation. The Horizon service was launched on 24th February 2016.
· The development of a sexual abuse pathway to ensure that children receive appropriate and effective assessment and treatment.
· The development of a smooth transition between children’s services and adult mental health services.
· Developing and implementing a training strategy for child sexual exploitation.
6.3	Oxfordshire MASH update   
The Oxfordshire MASH supports a co-located team and partnership working approach between the Children’s Social Care, Thames Valley Police, Early Intervention services, Oxford Health and Oxford University Hospitals. This includes the Trust provision of Named Nurses to support interagency working. 
The Safeguarding children element of the Oxfordshire MASH went live for Oxford City cases on 23rd Sept 2014 and for the whole County on 27th October 2014. The MASH has continued to be an important priority for the Trust in 2015/16.
The MASH health team consists of 1 WTE Named Nurse (band 7 or 8a) and 1.2 WTE admin   (band 4).
The Named Nurse element is provided by a rotation of nurses from the Trust, Oxford University Hospitals Trust (OUH) and CCG Safeguarding teams, with the Trust providing 3 days per week, OUH 2 days per week, and the CCG 1 day per month.
In the first year of the Oxfordshire MASH, the health team received 2799 requests for information. This averages at 12 cases per day.
Oxfordshire County Council are currently reviewing their input into the MASH following the findings from an internal LEAN review, the Joint Targeted Area Inspection report (March 2016) and financial pressures.  Oxford Health is engaged in multiagency discussions to consider the role of the health team within the revised model.
6.4 	Multi-Agency Risk Assessment Conferences (MARAC)

The Multi-Agency Risk Assessment Conferences (MARAC) are forums for identification and risk management of high risk domestic abuse victims and their children. In Oxfordshire the Named Nurses attend as Trust representatives alongside adult mental health representatives.  
As a result of Child J SCR/DHR in Oxon OHFT Designated MARAC Officer guidance was updated and enhanced recording processes implemented using CareNotes.
6.5 	Multi-Agency Public Protection Arrangements (MAPPA).

The Trust has adult mental health representatives engaged in Oxfordshire Multi-Agency Public Protection Arrangements.  The model of engagement of the Named Nurses with MAPPA has been reviewed and revised. The Named Nurses provide information virtually. This is to inform the risk management and multi-agency working, as part of the Trusts public protection role regarding high risk violent or sex offenders. The Named Nurse attends the MAPPA meeting if it becomes evident from information obtained from the patient’s records and MAPPA organisers that representation is required,
6.6	Refocus on Neglect: North Pilot    
During January – May 2015 a pilot was undertaken in the north of Oxfordshire which sought to establish better outcomes for children subject to Child Protection Plans for neglect.
A summary of the key findings are listed below:
•	Multi-professional working is critical to effectively support and challenge families with Child Protection Plans for neglect to make and sustain change
•	The importance of multi-agency working and multi-agency training
•	Family engagement is the critical factor in enabling change 
•	Ensuring there is capacity for practitioners to deliver intensive support 
•	Understanding and planning for the needs of the whole family is vital to achieving better outcomes.
Summary of recommendations included; 
1.	Multi-agency coordination and strengthening the core group function
2.	Assessing and evidencing neglect
3.	Think Family: supporting the network around the child
A multi-agency task and finish group has been convened by the OSCB in December 2015 to oversee /implement the identified actions and recommendations and to implement the learning from Child Q where neglect was a concern.  This group is chaired by Oxford Health Senior Safeguarding Nurse Jill Berry. Action plans are currently being developed in relation to the above.  
Actions for 2016/17
To ensure that assessment tools to identify neglect are used consistently by trust practitioners, in order to identify neglect and develop a plan of care.   
An OSCB neglect pathway is currently being developed in order to give clear guidance for staff about what steps to take when neglect is a concern.  
This pathway will also reflect the transformation work being undertaken by Oxfordshire County Council regarding early intervention and MASH services
6.7	North Oxfordshire self- harm network.   
This multiagency forum was established in 2014 because of unexpected growth in the number of children self-harming and attempting suicide who attended secondary schools in Banbury. The trust is represented at this forum by the Safeguarding Children team, CAMHS and School Health Nursing. 
Key outcomes from this work stream have been the development of self harm guidance for schools and residential settings in Oxfordshire, and a multi agency learning summary on mental health and self-harm: http://ohftintranet.oxfordhealth.nhs.uk/PatientSafety/Safeguarding%20children%20documents/Self%20Harm/Mental%20Health%20and%20Self%20Harm%20Learning%20Summary.docx


6.8	Oxfordshire domestic abuse advisory group (ODAAG). 
The team has representation on the Oxfordshire domestic abuse advisory group (ODAAG). This is an amalgamation of Oxfordshire Domestic Abuse Strategy Group (ODASG) and the Oxfordshire Domestic Abuse Children’s Strategy Group (OCDASG). 
The group comprises senior managers and operational staff from all key agencies and from the OSCB and adult services. The group provides an overview of development, delivery and monitoring of the domestic abuse strategy and to take responsibility for actions agreed by ODDAG.
Actions for 2016/17
The development of the young person’s domestic abuse pathway has been supported by the team. OSCB approval is pending; then it will be rolled out across the services. 
Strategic overview of domestic abuse services is being undertaken across partner agencies by Oxfordshire County Counsel domestic abuse co-ordinator. 
A Dynamic Pathway is in development to support staff on how to respond to a disclosure of domestic abuse.

6.9	Building relationships between partners
The team has facilitated building relationships with children’s social care and adult mental health services. Examples include, a senior locality social worker attends Oxfordshire ‘Think Family to safeguard children meetings’ and this meeting also has visitors from services such as young carers The senior locality social worker has also agreed to attend every other complex needs service safeguarding supervision if required. 
The team also meet with senior locality social workers on a quarterly basis to try and resolve any operational issues that may arise at a local level.

7.	Buckinghamshire
There is representation by the Safeguarding Children team on four BSCB sub-groups. These are Learning and Development, CSE, Policies and Procedures and Performance and Quality assurance. In addition, the Early Help Panels and Missing and Sexual Exploitation Risk Assessment Conference (MSERAC) in Buckinghamshire have a representative from CAMHs. CAMHs also represent adult mental health at the Early Help Panels.
7.1	Child Sexual Exploitation   
There have been a number of arrests made across Buckinghamshire for CSE with successful prosecution. Most recently on 24 July 2015, six men were found guilty in regard to Operation Articulate, for offences that occurred between January 2006 and December 2012.
The Trust is fully engaged with multi-agency working to include support for the identified victims and some of the actions above are applicable for Buckinghamshire.
Other Trust actions include:
· Joint working in relation to CSE training and awareness raising including staff attendance at CSE events.
· Shared learning from the experience of CSE in Oxfordshire.
· Active engagement by CAMHs services at SERAC (sexual exploitation risk assessment conference) a multi-agency meeting working to safeguard children at risk of sexual exploitation. 
· Joint working with Thames Valley police to incorporate data from OHFT to improve the victimology analysis for their work on the Problem Profile for CSE in Buckinghamshire. 
· Representation on the CSE working group.  This group provides a multi-agency forum for the strategic development and overview of the Buckinghamshire response to CSE through identified local and regional requirements, national trends and local service needs.
· Contribution to SCR thematic review of CSE in Buckinghamshire between 1998 and 2013 focusing on six Thames Valley Police investigations.
7.2	Buckinghamshire MASH update    
Buckinghamshire MASH went live on 22nd September 2014 and includes adult safeguarding.  In Buckinghamshire the Trust is a virtual partner working with Children’s Social Care, Thames Valley Police and Buckinghamshire Health Trust to ensure information is shared and informs the decision making in the management of a case. 
MASH enquiries are actioned by the named nurse who is covering the safeguarding children consultation line. Enquiries are sent by MASH to the team via a secure email account. 
194 enquiries have been actioned from July 2015- March 2016.
Action for 2016/17
The MASH operational group has been reconvened and the group is in the process of a final review of the MASH operating principles and agreeing the dataset and information which will be made available to partners.
7.3    Multi-Agency Risk Assessment Conferences (MARAC)
In Buckinghamshire there is currently representation by adult mental health at MARAC. 
Actions for 2016/17
The Named Nurse from the Safeguarding Children Team to be the designated MARAC officer (DMO) for Children and Young People directorate to ensure robust information sharing processes are in place. 
To establish what governance processes there are in regard to development of a domestic abuse strategy in Buckinghamshire and ensure the Trust has representation.
7.4    Multi-Agency Public Protection Arrangements (MAPPA).

The Trust has adult mental health representatives engaged in Buckinghamshire Multi-Agency Public Protection Arrangements. Named nurses from the safeguarding children team are currently not involved. 
Action for 2016/17
To ensure an equitable service across the Trust in regard to children that may connected to adults in the MAPPA process.
7.5	Buckinghamshire County Council Ofsted Inspection September 2014 and improvement plan   
The Ofsted Inspection of Buckinghamshire County Council took place in September 2014 and the judgement was inadequate. An Improvement Board meets monthly to oversee the delivery of the Improvement Plan with representation from partners and other local authorities. The work streams are:

1. Improving Leadership, Governance and Partnerships
2. Improving Quality of Social Work Practice
3. Improving the Strength and Capacity of the Workforce
4. Improving Early Help and the Front Door
5. Improving Services for Children on the Edge of Care, in Care & Permanence Planning
6. Improving Tools

The Trust Children and Young Peoples Service Director has been a member of the improvement board  

Key actions 
· Local Government Committee Peer Review –October 2015  
This was completed in October 2015 and formally reported back at the beginning of November 2015. The review found that there had been improvements in areas such as development and commitment to and from partners; but there were still areas of improvement. 

Workshops took place with partner agencies at 3, 6 and 9 months to monitor and take forward the improvement plan.


· Department for Education audit January 2016

The Department for Education (DfE) commissioned further auditing to be undertaken before making a recommendation to the Minister of State for Children and Families on progress. This audit was completed in January 2016. 


· Refreshed improvement plan January 2016

In light of the recent reviews from both the Local Government Association and DfE 
there is a refreshed the Improvement Plan for Children’s Safeguarding, in partnership with key stakeholders. The partnership agreed the following priorities for the refreshed plan:

 The leadership, culture, values & behaviour of the partnership ensure good
     outcomes for children and young people
 Best Practice is consistent in all areas of frontline services
 Resources support good practice and improved outcomes for children and young
     people
 Self Knowledge, informed by listening to and acting on the voice of children and
     young people drives improvements

Action for 2016/17

Ofsted are due to return for a repeat inspection before September 2016. Oxford Health NHS Foundation Trust continues to work with partners to implement the improvement plan.

7.6	Connecting for Children 
There is representation at the Connecting for Children meeting, chaired by the Trust Children and Young Peoples Service Director. This has been set up to establish a common operational framework which  enables key partners from children’s social care, education, health, third sector and the police to ensure that there is a shared understanding and responsibility around safeguarding children.
This meeting includes mapping of a child’s journey which forms part of the audit plan for the BSCB.
Action for 2016/17
Dip sample of six cases open to Learning Disability CAMHs and partner agencies looking at multi-agency working for these children.
7.7	First Response and Bucks/Safeguarding Children Team
A quarterly meeting takes place with the service manager of First Response and MASH and the Buckinghamshire Healthcare Trust safeguarding children team. This allows an opportunity for operational issues to be discussed and resolved.

8.	Swindon, Wiltshire and Bath North East Somerset   
The Trust is a statutory member of Swindon and Wiltshire & B&NEs LSCB’s, and is represented on the board by the Head of Service. Senior staff, including the Senior Named Nurse attend relevant sub-groups. Work includes supporting delivery of business plans and priorities in line with national and local safeguarding priorities. 
8.1 Safeguarding arrangements in SWB during 2015/2016. 
The previous Senior Named Nurse left the trust on 2nd July 2015.
There was a five month period where interim arrangements were in place until the new Senior Named Nurse commenced her role on 8th December 2015.
The priority has been given to re-establishing safeguarding children supervision groups and regular communication with the service managers and Trust lead nurse.
Action for 2016/2017
· Review of safeguarding practice by individual teams 
· Audit of referrals to social care
· Workshops to share learning from SCR’s
· Audit of case conference attendance and reports.
8.2	MASH Update
Interface with other Named Nurses in W&B ensures engagement with the Multi Agency Safeguarding Hub (MASH). There are no formal arrangements in place to provide mental health input into Swindon and BANES MASHs at this time. 
Action for 2016/17
The Wiltshire CAMHS Transformation Plan has established a role for a Senior Mental Health Practitioner who will work alongside professionals working in the MASH. This will mean that those working within the MASH will have access to specialist mental health advice which will support the assessment and management of risk and the planning of care where there are concerns raised about mental and emotional health.
8.3	MARAC and MAPPA  
Work is in place to re-establish the interface between the Senior Named Nurse and other named nurses which ensures the Trusts public protection role is maintained in cases that involve high risk violent or sex offenders. 
Action for 2016/17
To formalise arrangements to ensure that adequate information sharing arrangements are in place for these meetings.
	
9.       Updated policies and guidelines 2015/16
The Court report guidelines were updated in July 2015 and incorporated as Appendix 9 of the new Legal Proceedings policy, Corp 17 
http://ohftintranet.oxfordhealth.nhs.uk/pp/Policies/2%20Corporate%20Policies/Legal%20Proceedings%20Policy.pdf

The case conference guidelines were updated in December 2015 and are available to staff on the Intranet:
http://ohftintranet.oxfordhealth.nhs.uk/pp/Policies/1%20Clinical%20Policies/Safeguarding%20Children/Case%20conference%20guidelines%20.pdf

10.	Serious Case Reviews (SCRs) and Partnership Reviews
	Local Authority Area
	2012
	2013
	2014 
	From 
01.04.15- 01.05.16
	Other

	Oxfordshire 
	1
	3
	3
	1 (partnership)
	2 SCRs /critical reviews pending

	Buckinghamshire 
	1
	1
	1
	1
	

	SWB
	
	
	1
	1 SCR (led by another LSCB)
2 LCRs
	2 DHRs



Oxfordshire
Five new cases were brought to the attention of the OSCB for consideration of a serious case review in 2015/16. Of these referrals one serious case review was commissioned. 
The OSCB has worked on five serious case reviews over the last year, one of which is also a homicide review.  Of those reviews: two have been completed  in 2015/16 
Buckinghamshire
There were no SCRs involving Trust services completed in 2015/16. One SCR was commissioned that involved Trust services and is in progress at time of reporting.
	SWB
1 SCR was published with Oxford Health involvement in 2015/16. This was led by a neighbouring LSCB.
IMR’s were submitted for 2 Domestic Homicide reviews. The final reports are due to be published. 
The Trust contributed information to 2 local case reviews in Swindon.
A list of SCRs by county and updates are available at Appendix 1.
10.1 Learning from Serious Case Reviews:

Serious Case reviews signed off by Local Safeguarding Children Boards in 2015/16 have highlighted a number of areas for improvement as well as good practice. None of the reviews indicated significant gaps in practice by Oxford Health. Key learning points are as follows: 

Learning points for practitioners
· When assessing: always make an assessment of what a father/male partner and his family can offer to a child (positives), as well as of the risks he/they may pose. 
· Remember: the quality of assessment can impact on all your future plans.  Be sure to review and reappraise those assessments over time.
· When responding to incidents:  ensure that you speak to a child alone in relation to any allegation of harm or physical signs of harm. 
· When you are working with complex adolescents seek out proper management support
· Remember: the risk to a young person is not reduced if they do not live with the perpetrator
· Consider the unborn child and be aware of pre-birth assessment procedures

Learning points for managers
· Assessment: Comprehensive thoughtful assessment which is reviewed over time is fundamental to the success of future safeguarding. Ensure that systems for support, supervision and challenge are effective.
· Supervision:  Ensure that reflective supervision is carried out in neglect cases, with a focus on the lived experiences of the child/ren.  
· Management: Ensure that neglect cases have clear plans – with desired outcomes, timescales, etc. – which are reviewed robustly on a regular basis
· Risk Management: Make use of the multi-agency risk assessment and management plan (MARAMP) and support inter-agency colleagues to reduce risk and impose boundaries on dangerous behaviour.
· Working with adolescents:  Damaged and dangerous young people are often well known to services.  Ensure that your service collates risk information so that it is easily accessible in records. Working with adolescents:  Consider what contribution you should be making to improving your organisation’s approach and services for working with adolescents.

10.2	Implementing the learning from SCRs  
The safeguarding children team has been actively involved in sharing learning from SCR both internally and in conjunction with the LSCBs. This has included:
· Working with LSCB on multi-agency learning events regarding learning from SCR
· Incorporating local and national themes in level 3 safeguarding children training 
· Continuing to embed the use of threshold document via training, resources, supervision and intranet
· Encouraging use of Early Help processes eg Family Resilience and TAC via supervision, consultations and resources
· Facilitating better information sharing between adult and children services via Think Family meetings
· Sharing and embedding the learning from the SCR re: children A-F.  To date 11 workshops have been delivered across the Trust.  
· Highlighting escalation policy in training and safeguarding reviews
· Developing a multi-agency domestic abuse pathway to include under 18s 
· Formation of a strategic working group in regard to domestic abuse
· The learning from SCRs is included in a monthly safeguarding children newsletter/update and shared at governance and locality meetings
· Maintain high quality  individual and group supervision and expand existing supervision arrangements to include identified high risk teams eg Bucks OSCA
· Ongoing audits to provide evidence of learning from SCRs

11.	Think Family 
Since 2014 Think Family practice within the Trust is the responsibility of identified Band 7 practitioners within the AMHTs and individual Modern Matrons on the wards. 
The senior nurses in the safeguarding children team are the Think Family leads. Current responsibilities and ongoing work include;
· A quarterly “Think Family to Safeguard Network” meeting is chaired by the senior nurse. The venue alternates between Oxfordshire and Buckinghamshire. The meeting provides an opportunity to cascade new information via think family/safeguarding leads, for useful discussion and to establish professional links, including with outside agencies. Family resilience, Young carers and locality social workers have attended meetings. Membership of the group has widened, with think family champions being identified from Early Intervention Service (EIS). There is also an opportunity at each meeting for case discussion. 
· The safeguarding children team maintain and update the Think Family folder on the intranet.
· Work is continuing across the Directorates to ensure that Think Family is embedded in practice. This has involved members of the safeguarding children team building links with the AMHTs by attending team meetings. The Safeguarding Children team will continue to support adult mental health services and ward managers to ensure that progress continues to be made.
· The safeguarding children SOP for adult clients has been updated with the implementation of Care Notes and has been sent to team managers and shared at governance and Think family meetings. This includes how to record children details as dependants. The new safeguarding form has is highlighted in level 2/3 training and safeguarding reviews undertaken with AMHTs and Early Intervention Service.
· The safeguarding children consultation line has been highlighted to staff in adult services and data indicates a continued increase in contacts by adult staff (See para 9.2).
· A Serious Incident Requiring Investigation (SIRI) in 2015 of a homicide where the perpetrator was known to children and adult services; identified that joint working does not appear to be usual clinical practice. Feedback from the think family meeting and health visitor conference to identify barriers and good practice and establish what actions are required to move this area forward have been shared with the Heads of Nursing for the children and young people and adult directorate.  
· All levels of safeguarding training reinforce the importance of joint working practice.
Actions for 2016/7 
A review of the Think Family roles and responsibilities and the Think Family meeting is underway. This is to understand the different leads identified within teams and how they relate to each other. Also to review the Think Family meeting to make it more efficient and consider if one meeting is appropriate for all leads.  
The head of social care is in discussion with the Director of Nursing and Clinical Standards and Clinical Director in regard to developing the Think Family role. A paper will be prepared by the head of social care for consideration at the Safeguarding Committee. 
12.	Implementation of Safeguarding Children Training strategy 2015/6
In line with the intercollegiate guidance, there are three levels of training for staff within the Trust. All Trust staff are required to undertake training commensurate with their role.  The core level of training required will be shown on the training matrix by staff group and on the individuals training record.
12.1	
Training Data 
Trust wide Safeguarding Children Training data as of end March 2016


At the end of March 2016, Safeguarding children training is at 87%.  The biggest training gap is those staff who require Level 2 refresher training.  Courses are often fully booked but it is rare that all the delegates attend; one reason for this is staff having to prioritise their clinical work.  
Actions taken
· Additional and bespoke training sessions have been delivered.   
· Managers continue to be sent details about staff that require safeguarding training 
· Training data continues to be monitored at Operational and Governance meetings.  

CPD training
The safeguarding team have also delivered 4 workshops on managing historical disclosures of sexual abuse and 11 workshops on child sexual exploitation to ensure the learning from the Serious Case Review regarding Children A-F continues to be embedded.

12.2	Evaluations of training 
Participants are requested to complete a self-assessment of knowledge and skills relating to the course objectives before and after training on a scale of 1 – 5.
Participants are also required to evaluate the role of the facilitators and how the training presentations could be improved. 
A copy of evaluation form and  evaluation data is embedded below.




The evaluation forms are reviewed in order to ensure that the training meets the requirements of the workforce.  Actions taken in response to the themes from the evaluations include;
· The development of pre-course reading materials 
· Clarity of the referral pathways for adults and children
· Developing a glossary of safeguarding terms

A senior safeguarding nurse is currently working with L&D to develop safeguarding training resources and learning opportunities via the Moodle (a new web based learning environment) in order to improve accessibility for staff.  
 
13.	Child Protection Consultation and Supervision arrangements.
13.1	Advice and consultation
There is a safeguarding consultation line in place for all Trust staff to call if they have a concern about a child.  This number is manned by the named nurses on a rota system Monday – Friday 0900-1700hrs. 
 A summary of the consultation is then sent to the practitioner; this can be uploaded on to the patient/clients` clinical record. 
Staff have access to Local Authority Emergency Duty social care teams for out of hours advice and Trust on call managers. These numbers are highlighted on the safeguarding children intranet page.
The safeguarding team data base which is used to capture the consultation data has been amended to reflect the number of consultations received about historical sexual abuse, child sexual exploitation, domestic abuse, FGM, modern slavery, perplexing presentations and forced marriage.  This is in addition to the standard categories of physical, sexual, emotional abuse and neglect.

13.2	Activity Data
	Total number of consultations 
	2014/15
	2015/16

	Quarter

	Children and Young People




2014/15
	Adult & Older Adult 



2014/15
	Children and &Young People



2015/16
	Adult & Older 
Adult




2015/6

	Q1
Apr-Jun 
	246   
	61
	248
	151

	Q2
Jul-Sept 
	218
	98
	245
	159

	Q3
Oct-Dec 
	267 
	145
	237
	175

	Q4
Jan-Mar 
	244 
	111 
	240
	189

	Total Consultations
	975
	415
	970
	674














The data from 2014/15 indicated a significant overall increase in consultation activity. The data from 2015/16 indicates that the consultation levels from the C&YP directorate remain at similar levels. Consultations from the Adult Directorate continue to increase from 415 to 674.
Overall consultations have increased by 18% (1390 to 1644)
Calls from adult services have increased by 62% (415 to 674)
Calls from children’s services have decreased by 1% (975 to 970)
The overall increase in activity may be due to a combination of factors, continued awareness raising of the service, focussed work with adult services and embedding of the consultation line. 

Survey monkey review of safeguarding children consultation line- April 2016 
This was undertaken to evaluate the safeguarding consultation line from a staff perspective.
The report showed that the overall experience of staff was very good, useful and they were responded to in a timely manner. 92% said the response to their call was timely, 87% said the experience of using the service was either good or very good and 89% reported feeling empowered and more confident to manage safeguarding issues after contacting the consultation line, and 89% felt that the advice they were given had a positive impact on the safety of a child.

13.3	Group child protection supervision 
The Named Nurses currently deliver child protection supervision groups to Children’s Universal Services, Family Nurse Partnership, Oxfordshire PCAMHS, Complex needs service Oxford/ Buckinghamshire, Clinical Nurse Specialist central area and Paediatric Continence services. 
Child protection supervision is now being delivered for the Outreach Service for Children and Adolescents (OSCA) in Buckinghamshire since October 2015. The OSCA group was evaluated in April 2016 and the group will continue as the supervision was valued by staff.
A review of current safeguarding supervision arrangements is underway in consultation with service managers / heads of service to agree which services should be prioritised and how the needs of other services could be met regarding safeguarding support. The proposals will be taken to the Safeguarding Committee for approval in June 2016.
An evaluation of safeguarding supervision was undertaken in April – July 2015 and included all groups.  Practitioners identified a number of ways as to how their practice has altered due to attendance at safeguarding supervision and reported that they found the supervision beneficial.
The Named Nurses and Named Doctors receive their own Safeguarding Supervision and this is facilitated by the Trust Lead Doctor. 

Actions for 2016/17
Ongoing supervision arrangements will be confirmed to service managers following approval of paper in June 2016.
To continue to request staff record supervision on the Learning and Development portal, and to obtain reports to formally evidence supervision uptake by service.  
14. Safeguarding Children audit work
During 2015/16 the safeguarding service increased audit and supervision activity to support frontline staff and to provide assurance of safeguarding practice. This was reported to the Trust safeguarding committee and LSCBs through Section 11 audits and single agency audit reports via the relevant sub-groups.
         Internal Audits completed:
	Service
	Type of audit
	Date completed

	Universal Childrens Services
	Safeguarding review
	April 2015

	Adult directorate & Children and Young People directorate (CY&P)
	Family Friendly wards Re-audit
	April 2015

	CAMHs (Bucks)
	Safeguarding reviews
	July 2015

	Childrens Community nursing	
	Safeguarding review 	
	July 2015

	C&YP Directorate
	Childrens Social Care referrals audit
	September  2015

	C&YP Directorate
	Evaluation of Safeguarding Children Supervision
	September 2015

	C&YP Directorate
	Consent audit

	October 2015



Summary of audit findings:
a) Safeguarding Reviews
The safeguarding reviews were undertaken with Universal Children Services, CAMHs (Buckinghamshire) and Community Children Nursing. The reviews provide assurance that staff are aware of safeguarding policies and procedures and know who to contact if they have a safeguarding concern. Staff also know how to escalate a concern; feel confident to raise a safeguarding issue with a family and are aware of vulnerability and risk at times of transition. Staff report that they are aware of tools to support them in assessing risk.
b) Family Friendly Ward- re-audit
The Safeguarding Children Team across Oxford and Bucks and SWB have completed the audit to review if inpatient units across the Trust are welcoming and appropriate for all family members. 
This audit is a re-audit following two previous audits in 2013/14 and 2011/12 on how family friendly our mental health inpatient wards are. All the standards (4) that were rated as unacceptable or require improvement during the 2013/14 audit were re-audited. 
The finding was that areas were still in need of improvement and recommendations were made. An action plan is in place with modern matrons across relevant areas.
c) Audit of the quality of referrals to Oxfordshire and Buckinghamshire MASH
 Fifteen cases were audited in July- August 2015. The audit found that whilst in most cases the concerns about the child were clearly stated, there was inconsistent use of assessment tools and threshold matrices. An action from the audit was that workshops would be delivered in Jan- March 2016. This has had to be put on hold due to the planned changes to the social work model in Oxfordshire. It is anticipated that they will now be delivered in the Autumn 2016. 
d)  Safeguarding supervision audit
The aim of this evaluation was to assess the quality of Safeguarding Children Group Supervision and its impact on safeguarding practice.
The evaluation has provided evidence that supervision allows practitioners to update their learning and reminds them about the use of safeguarding tools and record keeping.  As a result they feel more confident and skilled in their work; they will readily seek advice via supervision or the safeguarding consultation line. Practitioners reported how their practice has altered due to attendance at safeguarding supervision.
e) Consent audit
This was an Oxfordshire audit, to seek assurance from NHS bodies that staff include consideration that consent has been eroded through exploitation when assessing a child’s ability to consent and that referrals to statutory agencies will be made appropriately.
Semi-structured interviews were undertaken with 14 staff from children’s services; these were then collated with those completed by other health providers.  
Oxford Health demonstrated an awareness and understanding of CSE and consent.  The degree of knowledge / expertise about CSE and consent was dependent on the role of the individual.  Several staff highlighted the difficulties of exploring consent when a child has a learning disability.  
14.1 Implementation of audit outcomes  
As a result of the audits completed in the previous year the following actions are being implemented:
· A safeguarding form for the new Care Notes has been developed following consultation with universal children’s services and the EHR team.
· The Safeguarding audit tool has been shared with managers in children’s services to use as part of preceptorship process with new staff.
·  A review of Safeguarding resources on the Intranet has been completed and documents are now more accessible to staff.
· Process in place to inform staff as soon as the Trust become aware a case conference is taking place; to improve time available to prepare a case conference report and attend.
· A system is now in place to ensure accurate recording of LAC status on Care Notes for children open to CAMHs services in Bucks.
· Training highlights escalation process and clarifies differences between Child in Need and Child protection processes.
· Actions from the Family Friendly re-audit have been shared with ward managers, and highlighted at governance and Think family meetings. The actions will be taken forward by relevant services and monitored through the audit team.
· Workshops will be delivered to staff to share good practice around referrals to children’s social care.
· Issue of timeliness of receipt of outcomes of referrals to social care in Oxfordshire and Buckinghamshire has been raised with social care managers. 
Audits for 2016/17
The audit programme will continue in 2016/17, and will include the following: 
· A survey monkey review of the Consultation line (Quarter 1)
· Safeguarding review Early Intervention Service ( Oxon and Bucks) (Quarter 1)
· Safeguarding review of Adult Mental Health Teams (Bucks) (Quarter 1)
· Safeguarding review of Adult Mental Health Teams (Bucks) (Quarter 1)
· Safeguarding review with dental service (Quarter 2)
· Audit of referrals to Children’s Social Care in SWB. (Quarter 3)
· Audit of Child protection conference reports and attendance in SWB. (Quarter 4)
· Audit of Child protection recording on Carenotes in SWB. (Quarter 4)
14.2	LSCB Multi – agency audit work
The Trust participates in multi- agency case file audits as part of Oxfordshire and Buckinghamshire Safeguarding Children Boards Performance and Quality Assurance (PAQA) subgroups
a) Oxfordshire
Audits undertaken by Oxfordshire LSCB include:
· Multi agency case file audit 
· Neglect audit: 
· Domestic abuse
· CSE stocktake (reported in year 2015/16)
The learning documents from the audits are below:
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b) Buckinghamshire
Audits undertaken/being undertaken by Buckinghamshire LSCB include the following:
· Supervision audit (shared in January 2016) 
· Transitions protocol audit (shared in June 2015)
· Child in need (shared Autumn 2015)
· CSE (shared February 2016)

Plan for 2016/17
Recommendations from audits which are relevant to Oxford Health staff will be shared with service managers and via governance meetings and actions monitored via the local safeguarding board’s quality assurance sub-groups.

15.	Care Notes- Safeguarding Form

The team has developed a safeguarding form for Care Notes. The form allows data to be captured, audited and reported which has previously been unavailable. 

· Generic form for the use of adult and children services.
· Levels of safeguarding concerns from early help to children on child 
protection plans.
· Childrens social care referrals.
· Cases escalated using escalation policy.
· Record of attendance at case conferences and details of meetings.
· How to record children as dependants has been developed.

Guidance on how to use the safeguarding form and has been sent out to staff via the safeguarding update, champions newsletter, highlighted at training and governance and locality meetings, and is available on the safeguarding intranet and EHR intranet pages.

Actions for 2016/17

To review use of the safeguarding form and any additional CareNotes functionality to improve recording and reporting on safeguarding practice and activity 

16. Communication Plan 

The team has a communication plan in place. This covers communication to the 
Trust board, to staff, partner agencies and internal team communication. 
Further work has been undertaken to improve ease of access to the Safeguarding Children intranet pages for staff.  Work has also taken place on the Trust Safeguarding Internet pages to ensure they are clear for children and young people to access support.
In addition a monthly safeguarding update email now goes out to all teams across the Trust.
Workshops are delivered on specific areas in regard to safeguarding children as required.

17.	Safer Recruitment 
The primary role of the Disclosure and Barring Service (DBS) is to help employers in England and Wales make safer recruitment decisions and prevent unsuitable people from working with vulnerable groups including children.
Trust actions:
Enhanced DBS with barred list checks are mandatory for those roles that fall into the regulated activity categories as defined in the Safeguarding Vulnerable Groups Act, they form part of the wider pre-employment checking process which encompasses safer recruitment best practice and is monitored by the Recruitment team. 
DBS checks are renewed on change of post and every three years where the employee has not changed post. In August 2015 the Trust Executive Team, have made the decision to re-check all employees where an enhanced or basic DBS check is required and is more than 3 years old. 
· Enhanced DBS checks are completed prior to appointment on all staff who will undertake roles that are defined as regulated activity, the DBS application process includes online access to expedite the recruitment process. 
· For appointed candidates references are requested that cover at a minimum the last 5 years of employment, it is also a requirement that a minimum of 2 references are requested where a candidate may have worked in the same job for more than 5 years.  The reference from the candidate’s current or most recent employer must be completed in the Trust’s safer recruitment template to ensure that a full character reference is obtained as well as confirmation of dates of employment.
· In line with safer recruitment guidelines the Trust reserves the right to carry out repeat checks on staff and carries out 3 yearly checks for staff who have roles fall into the regulated activity categories
· The Trust has a rolling programme to deliver safer recruitment training to managers who recruit staff.
· The Trust has three staff within HR who have completed the NCLS Train the Trainer Programme. 
· Managers/staff are also required to attend relevant safeguarding training levels 1 – 3 commensurate with their role.
· Interview panels consist of at least one manager who is trained in safer recruitment practices.
· All interviews conducted for roles that form part of the regulated activity group are required to ask a minimum of 3 safeguarding questions as well as competency based questions.  The answers to these questions for each candidate are held on file for a period of 12 months.
· Candidates are asked at interview about any gaps in employment, vagueness in answers or numerous job changes that have been noted on their application form, these answers are noted and held on the job file for 12 months and permanently on the appointed candidate’s personal file.
Actions for 2016/17
New Trust recruitment policy will include additional statement in relation to the responsibility of all staff to inform the Trust if, at any time during their period of employment with the Trust, they are subject to any criminal record, cautions, warnings or bind over’s, or any changes to their existing DBS or clearance status. 
The Trust are in the phase 5 release of the DBS linking directly to ESR which will allow the trust to receive automatic updates should there be a change in an employee’s criminal record where they are registered with the DBS update service.
18.	Allegations Management 
The Trust has a nominated allegations officer for handling allegations about children and vulnerable adults. 
During 2015/16 there was 1 allegation in relation to staff working with children. This resulted in a strategy discussion with the relevant Designated Officer for Allegations, but did not meet the threshold for a formal investigation.
18.1	Complaints
There were 43 complaints in 2015/6 involving the CYP Directorate. Of these, 4 had elements relating to safeguarding. The safeguarding children team have been involved in supporting complaints with a safeguarding element when required.
19.	Safeguarding Children Action Plan 
The organisation develops and implements an annual Safeguarding Children action plan which captures key priorities for each LSCB area. This includes Section 11 statutory duties, CQC Regulation 13 assurance and learning from SCRs/SIRIs and Safeguarding Audit
This will draw together all the key actions required for 2016/17and progress will be monitored through Directorate Operational and Governance Groups and the Safeguarding Committee.
19.1	Summary of Key Priorities for 2016 / 2017
· Continue to work in partnership with local authorities and partner agencies and also ensure the Trust is prepared to demonstrate effective and safe practice through the new Inspection framework. 
· To continue to work in partnership with MASH arrangements for all LSCBs
· Ensure support and advice to frontline staff and managers is in place across each LSCB area
· To embed the new arrangements for supervision which includes establishing safeguarding children supervision groups for CAMHs services in Oxon and Bucks
· To continue to provide assurance of safeguarding children practice within the Trust to inform assurance for CQC and Section 11 compliance.
· To continue to review safeguarding children service model in light of any Trust wide service developments and care pathways, to ensure the service delivered reflects the needs of care groups, locality and interagency working across the five LSCB areas in which the Trust provides services
· To continue to monitor training compliance and ensure contractual targets are achieved.
· To further develop data collection and analysis of Safeguarding Children team activity at service level.
· To provide safeguarding input to the trust wide mortality review group
· To ensure robust service evaluation for 2016/17.The Board is asked to note progress of work and approve this report.
Lisa Lord and Jayne Harrison- Trust Lead Nurses Safeguarding Children (Interim) 19th July 2016
1

Appendix 1
Completed Serious Case Reviews (SCR) & partnership reviews 2015/2016 

Oxfordshire


1. Child J – 17 years old

OSCB published the Domestic Homicide and Serious Case Review Child J on 24.2.16. 
Full details of the DH and SCR can be found at http://www.oscb.org.uk/case-reviews/

2. Death of Baby L- 11 weeks old

Publication not yet completed. There was Health Visitor (HV) involvement.

The Safeguarding children team have linked with HV managers to agree how to take forward the action plan. The action for HVs is to review the records of siblings in high risk cases, and for use of assessment tools to be audited.

                                                                                                   
3. Child Q 14 months old

The SCIE methodology was used for this SCR.   The final report went to the OSCB in October and still waiting publication delay due to criminal investigation. Learning for services is around avoiding drift in ongoing neglect cases, strengthening information sharing when families transfer out, and engaging with parents who have parental responsibility but are not resident in the family home.

The recommendations from this report have been incorporated into the work on neglect being undertaken by the OSCB. Senior Named Nurse Jill Berry is one of the leads for this work
                                                                                                                 
4. Death of 13 year old girl in an out of county placement 2013 

Trust IMR completed and submitted to OSCB. This SCR is being managed in two parts due to ongoing criminal investigation in another area. There is ongoing delay due to the police investigation. Interim findings have been discussed with relevant managers in CAMHs and CCHC and learning implemented. No further update as of 14.06.16.

5. SIRI 4 & Homicide Review 
Adult stabbing by a female patient who was a mother.  Safeguarding children team support was provided for this investigation. This showed that there was a lack of awareness between health visiting and adult mental health of each other’s roles. Action plan completed. 
Learning from the SIRI was highlighted at the Health Visitor Conference in May 2016.
Homicide Review is in progress  
Buckinghamshire
1. Baby M 
Parents were known briefly to CAMHS and Forensic Services. Information was submitted to the BSCB. SCR completed and waiting sign off in April. Publication delayed due to ongoing criminal proceedings.
SWB
1. Child C
Local case review of a young person who was exploited and had been open to CAMHs. This is now completed. 
2. Child N- local case review involving a girl with learning difficulties who was sexually abused. Her parents also had learning difficulties and weren’t able to keep her safe.
3. DHR 1- Swindon: Domestic Homicide review- Essex case. This related to an adult male who had been known to Swindon CAMHs for a short period of time 4 years prior to the incident. An IMR was submitted by CAMHs service manager with support from the Senior Safeguarding Children nurse.
4. DHR 2- Wiltshire: Domestic Homicide. This case concerned the death of a young woman who had been open to the Wiltshire OSCA team for 6 months prior to her 18th Birthday. The OSCA worker was praised in the report for working intensively with the young person during this time period.






















Appendix 2: Safeguarding Children and Young People
This is the annual report specific to the Swindon, Wiltshire and BaNES area:
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Oxford Health EEHE

MHS Foundation Trust

PATIENT AND PERSONAL SAFETY TRAINING (PPST) DASHBOARD

SAFEGUARDING - COURSE TRAINING REPORT BY TRUST [Fin. Year: 2015-2016 - 4th Quarter - March]

Bl-Booked Initial

BC-Booked Current

BX-Booked Expired

BE-Booked Exemption EBI-Equiv Booked Initial

EBC-Equiv Booked Current

Learning & Development - Online Training Records Dashboard

EBX-Equiv Booked Expired

90% and above of available
Between 80 to 89% of available

Less than 80% of available

MNew Course

Matrix Amend

EBE-Equiv Booked Exemption

% of Exemptions Booking Traini
Courses Frequency Duration Staff Trained Avai!able New New . Not rrgr;mg
Trained |course| starters | 77889 | trained | B! BC BX BE | EBI | EBC | EBX | EBE p
Safeguarding Children - Level 4 -
Local Safeguarding Children Board | Three Yearly | 2.5 hours 7 7 100% 0 0 1 0 0 0 0 0 0 0 0 0 0
(Nominated)
Safeguarding Children - Non various to
Clinical - UK CSTF L1 - National Annual meet need 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1
Skills Academy (eLearning)
Safeguarding Children - UK CSTF
L2 - (eLearning Or Classroom) 3 Three Yearly| 2.5 hours 2392 2059 86% 0 39 226 26 0 0 0 0 6 25 32 34 295
¢ y
Yearly
Safeguarding Children - UK CSTF
L2 - (eLearning or Classroom) Once 2.5 hours 1586 1438 91% 0 24 134 10 0 0 0 0 4 0 94 36 50
Once
Safeguarding Children - UK CSTF
L3 - Trust or Local Safeguarding Three Yearly [ 2.5 hours 1064 903 85% 0 0 2 5 29 20 40 1 1 0 1 0 90
Children Board
Safeguarding Children and Adults -
Non Clinical - UK CSTF L1 - Three Yearly | eLearning 617 547 89% 0 16 39 6 0 0 0 0 2 0 0 13 68
(eLearning) - 3 Yearly
Safeguarding Children and Adults -
Non Clinical - UK CSTF L1 - Once elLearning 52 37 0 12 17 1 0 0 0 0 1 0 1 13 13
(eLearning) - Once (New Starters)
Safeguarding Combined - UK o
CSTF - (Adults L1 & Children L3) Three Yearly [ 2.5 hours 17 15 88% 0 1 1 0 2 0 0 1 0 0 0 0 0
Safeguarding Training for Board 9
Members Once 1 hour 8 8 100% 0 0 0 0 0 0 0 0 0 0 0 0 0
TOTAL SESSIONS 5744 5014 87% 0 92 420 48 31 20 40 2 14 25 | 128 | 96 517

Report generated on 7/21/2016 11:28:48 AM
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		Training Course 

		Safeguarding Training Alerter Level – Vulnerable Adults
    Level 3 – Safeguarding Children





		Date

		



		Staff Role 

		Division





Please review the following list of knowledge and skills statements

Please complete the BEFORE section at the beginning of this training and THEN AT CLOSE OF SESSION what you learned here today. 

Circle the number that best represents your knowledge and skills before then after this training. 


RATING SCALE:
1 = LOW
3 = MEDIUM

5 = HIGH

		Before Training

		Self-assessment of Knowledge and Skills Related to:

		After Training



		1

		2

		3

		4

		5

		Increased confidence and knowledge around child/adult protection process, in line with Oxford Health policies and procedures



		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		To be familiar with tools to assess risk  specifically for children

		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		To understand how to make a referral/raise an alert to social care




		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		Be competent to be able to challenge practice, values and opinions of others in order to achieve positive outcomes for children and families and to escalate concerns as necessary



		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		Be competent to contribute to decision making, planning and reviewing process when there are child/adult protection concerns



		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		Know how to access key safeguarding contacts, policies and procedures in the event of a safeguarding concern



		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		Understand the importance of information sharing and record keeping best practice




		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		Understand the purpose and function of multi-agency child/adult protection case conferences



		1

		2

		3

		4

		5



		1

		2

		3

		4

		5

		An increased understanding of legislation, national and local guidance and lessons learnt from serious case reviews to inform practice delivery

		1

		2

		3

		4

		5





Please rate this training in terms of the facilitators. Provide any additional feedback in the Comments section. Circle the appropriate numbers.


RATING SCALE:
1 = LOW
3 = MEDIUM

5 = HIGH


		Facilitators Name(s)

		The facilitators 


style, methods and pace helped me to learn and met the objectives 



		

		



		

		





How can we improve this presentation?
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What additional training-development education do you require eg Local Safeguarding Children/Adult Board modules, interagency events, specialist topic sessions
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		Course title

		

		

		Before training

		After training



		Safeguarding Adults Level 1 & Children Level 3



		January 2016

		Rate

		Q1

		Q2

		Q3

		Q4

		Q5

		Q6

		Q7

		Q8

		Q9

		Q1

		Q2

		Q3

		Q4

		Q5

		Q6

		Q7

		Q8

		Q9



		

		

		1

		1

		2

		0

		1

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



		

		

		2

		3

		3

		4

		3

		3

		2

		0

		1

		4

		0

		0

		0

		0

		0

		0

		0

		0

		0



		

		

		3

		3

		2

		4

		3

		1

		3

		2

		4

		5

		0

		2

		0

		2

		1

		0

		0

		0

		1



		

		

		4

		2

		2

		1

		2

		5

		2

		4

		3

		0

		5

		4

		3

		3

		4

		3

		3

		4

		4



		

		

		5

		0

		0

		0

		0

		0

		1

		3

		1

		0

		3

		3

		6

		4

		4

		6

		6

		5

		4







Safeguarding Adult L1&Children L3 





Rate : BT(before training)AT(after training) 



		Course title

		

		Before training

		After training



		Safeguarding "children only " Level 3

		

		Rate

		Q1

		Q2

		Q3

		Q4

		Q5

		Q6

		Q7

		Q8

		Q9

		Q1

		Q2

		Q3

		Q4

		Q5

		Q6

		Q7

		Q8

		Q9



		

		January

		1

		1

		3

		1

		1

		1

		1

		1

		1

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0



		

		

		2

		1

		3

		2

		2

		3

		0

		0

		1

		2

		0

		1

		0

		0

		0

		0

		0

		0

		0



		

		

		3

		6

		3

		2

		3

		1

		4

		2

		2

		6

		2

		1

		0

		2

		3

		2

		0

		1

		2



		

		

		4

		5

		3

		3

		7

		6

		5

		7

		4

		4

		5

		7

		7

		5

		4

		3

		5

		3

		7



		

		

		5

		0

		1

		5

		0

		2

		3

		3

		5

		0

		7

		5

		7

		7

		7

		9

		9

		10

		5



		

		February

		1

		0

		4

		0

		0

		2

		1

		0

		1

		2

		0

		0

		0

		0

		0

		0

		0

		0

		0



		

		

		2

		3

		2

		0

		2

		2

		1

		0

		3

		2

		0

		0

		0

		0

		0

		0

		0

		0

		1



		

		

		3

		4

		3

		6

		4

		3

		3

		3

		1

		3

		1

		2

		0

		1

		2

		3

		1

		2

		3



		

		

		4

		4

		2

		2

		5

		4

		4

		3

		2

		2

		8

		7

		4

		7

		7

		1

		1

		5

		3



		

		

		5

		0

		0

		3

		0

		0

		0

		3

		2

		0

		2

		2

		7

		3

		2

		5

		7

		2

		2



		

		March

		1

		0

		3

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



		

		

		2

		3

		5

		1

		2

		1

		0

		0

		2

		4

		0

		1

		0

		1

		0

		0

		0

		0

		0



		

		

		3

		10

		9

		7

		8

		9

		2

		1

		4

		8

		1

		2

		2

		0

		1

		2

		0

		1

		5



		

		

		4

		6

		2

		8

		8

		7

		12

		10

		7

		5

		9

		10

		5

		12

		10

		3

		5

		4

		8



		

		

		5

		0

		0

		3

		1

		2

		4

		7

		5

		1

		9

		6

		12

		6

		8

		14

		14

		14

		6























  Rate: BT (before training) AT (after training)

		Safeguarding “children only” Level 3 – January 2016
Rate : BT(before training)AT(after training)







		Safeguarding “children only” Level 3 – February 2016
Rate : BT(before training)AT(after training)





		Safeguarding “children only” Level 3 – March 2016
Rate : BT(before training)AT(after training)











		Course title

		

		Before training

		After training



		Corporate Trust Induction

Safeguarding Combined

Adults Level 1 and Childrens

Level 2

		

		Rate

		Q1

		Q2

		Q3

		Q4

		Q5

		

		

		

		

		Q1

		Q2

		Q3

		Q4

		Q5

		

		

		

		



		

		January

		1

		3

		1

		2

		4

		1

		

		

		

		

		0

		0

		0

		0

		0

		

		

		

		



		

		

		2

		6

		2

		2

		6

		3

		

		

		

		

		0

		0

		0

		0

		0

		

		

		

		



		

		

		3

		6

		7

		6

		5

		3

		

		

		

		

		2

		0

		1

		1

		0

		

		

		

		



		

		

		4

		3

		6

		5

		2

		7

		

		

		

		

		11

		13

		7

		10

		7

		

		

		

		



		

		

		5

		0

		2

		3

		0

		4

		

		

		

		

		6

		6

		11

		7

		12

		

		

		

		



		

		February

		1

		14

		1

		1

		5

		1

		

		

		

		

		0

		0

		0

		0

		0

		

		

		

		



		

		

		2

		16

		4

		9

		16

		3

		

		

		

		

		1

		0

		0

		0

		0

		

		

		

		



		

		

		3

		32

		18

		20

		18

		19

		

		

		

		

		6

		6

		3

		3

		1

		

		

		

		



		

		

		4

		13

		32

		25

		17

		22

		

		

		

		

		34

		29

		28

		19

		18

		

		

		

		



		

		

		5

		0

		4

		8

		7

		19

		

		

		

		

		23

		29

		33

		42

		45

		

		

		

		



		

		March

		1

		1

		0

		0

		1

		0

		

		

		

		

		0

		0

		0

		0

		0

		

		

		

		



		

		

		2

		8

		2

		5

		5

		0

		

		

		

		

		0

		0

		0

		0

		0

		

		

		

		



		

		

		3

		12

		10

		7

		11

		6

		

		

		

		

		1

		1

		0

		0

		0

		

		

		

		



		

		

		4

		1

		9

		8

		5

		10

		

		

		

		

		13

		10

		7

		5

		6

		

		

		

		



		

		

		5

		0

		1

		2

		0

		6

		

		

		

		

		8

		11

		15

		17

		16

		

		

		

		













		Corporate Trust Induction  Safeguarding Combined

Adults Level 1 and Childrens Level 2 – Jan 2016







		Corporate Trust Induction  Safeguarding Combined Adults Level 1 and Childrens Level 2 – Feb 2016 





		Corporate Trust Induction  Safeguarding Combined Adults Level 1 and Childrens Level 2 – Mar 2016 



















		Course title

		

		Before training

		After training



		Safeguarding Junior Doctors

Level 3

		

		Rate

		Q1

		Q2

		Q3

		Q4

		Q5

		Q6

		Q7

		Q8

		Q9

		Q1

		Q2

		Q3

		Q4

		Q5

		Q6

		Q7

		Q8

		Q9



		

		February

		1

		0

		2

		0

		1

		0

		1

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0



		

		

		2

		5

		3

		7

		5

		7

		3

		2

		3

		4

		0

		1

		0

		1

		0

		0

		0

		0

		0



		

		

		3

		5

		5

		2

		3

		2

		5

		4

		4

		4

		3

		4

		0

		4

		3

		0

		0

		3

		4



		

		

		4

		0

		0

		0

		1

		1

		0

		2

		2

		1

		5

		5

		7

		4

		4

		7

		7

		6

		5



		

		

		5

		0

		0

		1

		0

		0

		0

		1

		0

		0

		2

		0

		3

		1

		2

		2

		2

		0

		0









Rate: BT (before training) AT (after training)

BT1	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	0	3	0	0	0	0	0	0	0	AT1	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	0	0	0	0	0	0	0	0	0	BT2	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	3	5	1	2	1	0	0	2	4	AT2	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	0	1	0	1	0	0	0	0	0	BT3	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	10	9	7	8	9	2	1	4	8	AT3	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	1	2	2	0	1	2	0	1	5	BT4	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	6	2	8	8	7	12	10	7	5	AT4	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	9	10	5	12	10	3	5	4	8	BT5	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	0	0	3	1	2	4	7	5	1	AT5	Q1	Q2	Q3	Q4	Q5	Q6	Q7	Q8	Q9	9	6	12	6	8	14	14	14	6	BT1	Q1	Q2	Q3	Q4	Q5	3	1	2	4	1	AT1	Q1	Q2	Q3	Q4	Q5	0	0	0	0	0	BT2	Q1	Q2	Q3	Q4	Q5	6	2	2	6	3	AT2	Q1	Q2	Q3	Q4	Q5	0	0	0	0	0	BT3	Q1	Q2	Q3	Q4	Q5	6	7	6	5	3	AT3	Q1	Q2	Q3	Q4	Q5	2	0	1	1	0	BT4	Q1	Q2	Q3	Q4	Q5	3	6	5	2	7	AT4	Q1	Q2	Q3	Q4	Q5	11	13	7	10	7	BT5	Q1	Q2	Q3	Q4	Q5	0	2	3	0	4	AT5	Q1	Q2	Q3	Q4	Q5	6	6	11	7	12	BT1	Q1	Q2	Q3	Q4	Q5	14	1	1	5	1	AT1	Q1	Q2	Q3	Q4	Q5	0	0	0	0	0	BT2	Q1	Q2	Q3	Q4	Q5	16	4	9	16	3	AT2	Q1	Q2	Q3	Q4	Q5	1	0	0	0	0	BT3	Q1	Q2	Q3	Q4	Q5	32	18	20	18	19	AT3	Q1	Q2	Q3	Q4	Q5	6	6	3	3	1	BT4	Q1	Q2	Q3	Q4	Q5	13	32	25	17	22	AT4	Q1	Q2	Q3	Q4	Q5	34	29	28	19	18	BT5	Q1	Q2	Q3	Q4	Q5	0	4	8	7	19	AT5	Q1	Q2	Q3	Q4	Q5	23	29	33	42	45	BT1	Q1	Q2	Q3	Q4	Q5	1	0	0	1	0	AT1	Q1	Q2	Q3	Q4	Q5	0	0	0	0	0	BT2	Q1	Q2	Q3	Q4	Q5	8	2	5	5	0	AT2	Q1	Q2	Q3	Q4	Q5	0	0	0	0	0	BT3	Q1	Q2	Q3	Q4	Q5	12	10	7	11	6	AT3	Q1	Q2	Q3	Q4	Q5	1	1	0	0	0	BT4	Q1	Q2	Q3	Q4	Q5	1	9	8	5	10	AT4	Q1	Q2	Q3	Q4	Q5	13	10	7	5	6	BT5	Q1	Q2	Q3	Q4	Q5	0	1	2	0	6	AT5	Q1	Q2	Q3	Q4	Q5	8	11	15	17	16	Safeguarding Junior Doctors
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Eves on — Enhancing our Practice

Learning from the audit: Multi-Agency Audit

A summary:

Within Oxfordshire the importance of multi-agency working is recognised amongst professionals
working to support vulnerable children and families.

As part of Ofsted’s inspection of services for children, Children’s Social Care are required to
audit case files and provide the results with supporting documentation to the inspection. Ofsted
chose cases which include: children in need of help and protection; looked after children; and
care leavers. Interagency working is assessed as part of this.

In March 2014, as part of the preparation for the inspection, Oxfordshire undertook a multi-
agency audit of 6 case files of young people ranging from age 2 to 18. The aim was to gauge
areas for improvement and weaknesses. Two audit tools were developed, one for the services
who have had on-going complex involvement, and a second shorter audit tool for agencies
providing focused support. It involved each partner completing an audit of their files followed by
a multi-agency meeting to discuss the conclusions of the audits. The partners were:

¢ Youth Offending Service
Early Intervention Service
Children’s Social Care
Health
Special Education Needs Service
Virtual School

Findings:

The strengths identified on the individual cases could be grouped into six areas:
Timely assessments,

Effective planning and decision making

Proactive implementation and review of plans

Regular management oversight and challenge

Good recording

Effective working between social care, community and universal services to support
looked after children

Key areas for improvement were:

e Ensuring relevant information relating to risk is shared when appropriate
e Strengthening multi-agency input to child protection conferences

Themes in common with other audits in Oxfordshire

v" Neglect tool kit to be better embedded
v Joint planning could be stronger

Multi-Agency Audit on Thresholds . QAA Learning from the Audit March 2014





Oxfordshire Saféguarding Children Board

v" Managing risk on a multi-agency basis could be improved
v" Holding partners to account is in everyone’s interest

Three learning points for managers

e Direction: ensure that practitioners are using all available tools especially the threshold
of needs matrix and ‘neglect tools’ Awareness of Neglect | Oxfordshire Safeguarding
Children Board and plan actions reflecting on these

e Reflect and Evidence: Seek to examine case management processes and ensure that
management decisions and oversight are clearly evidenced and recorded

e Check: that there is good information sharing of minutes and that step up / down
processes include all services and agencies

Action points for practitioners

e Remind yourself of the Threshold of Needs Matrix to ensure you make the right kind
of referral and know what to expect

e Understand when you need to consider a CAF, and refer to the early intervention
service for advice

e Use the referral form and provide complete information to the best quality that you can

e Be consistent support a family throughout the time that they receive safeguarding
support, contribute to decisions, help determine risk and think through contingency plans

Key messages for inter-agency learning

e Promote the guide to good multi agency working and check procedures
e Reinforce a shared use and understanding of the threshold of need matrix.
e Embed a shared use and understanding of the neglect tool

Take the time to reflect...

e Make decisions that you have confidence in. A reflective approach enables the decision
maker to examine why the decision was made and based on what information. It should
also help workers to explore their feelings and ideas about what is happening

Reminder to practitioners

e OSCB online training — the OSCB offers a variety of face-to-face and online courses to
suit most safeguarding needs. If there is a course you feel we should be running, tell us!

e Multi-agency safeguarding procedures — The OSCB multi-agency procedures cover a
wide variety of situations you may encounter. You can access them at
http://oxfordshirescb.proceduresonline.com/

Multi-Agency Audit on Thresholds . QAA Learning from the Audit March 2014
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Thresholds document — Professionals need to know the thresholds for accessing
services within Oxfordshire. The OSCB has on the website a copy of the Thresholds
document. You can access it here: The OSCB Thresholds of Needs Matrix
Good multi-agency practice guidance — The OSCB have created a model of good
multi-agency practice incorporating the Local Assessment Protocol. Good _multi-
agency practice guidance
Seven Golden Rules for Information Sharing — Professionals should familiarise
themselves with the golden rules for sharing information. There is a downloadable flyer
available on the OSCB website: 7_Golden Rules.pdf
No Names Consultation — Use the no names consultation service for advice and
information on a child or young person, without having to divulge full information. Contact
your Locality Social Worker who will advise you on next steps and whether you need to
make a referral

North: 01865 323039
South: 01865 323041
City: 01865 328563
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http://oscb.phewinternet.com/wp-content/uploads/7_Golden_Rules.pdf
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Oxfordshire Safeguarding Children Board

Eves on — Enhancing our Practice

Learning from the Audit: Neglect

Neglect is the persistent failure to meet a child's basic physical and/or psychological needs,

likely to result in the serious impairment of the child's health or development. working Together,
2013

A summary:

OSCB conducted a multi-agency audit to look at children on child protection plans due to
neglect. Neglect is the most common reason for children becoming subject to a child protection
plan (and to a repeat plan). Neglect is a common feature in the county’s recent serious case
reviews.

The purpose of the audit was to check compliance with procedures in relation to inter-agency
working and shared assessment, planning, intervention and review systems. The audit focussed
on the use of the Childcare and Development Checklist (known as the neglect tool kit), which
was launched as a means of improving recognition and assessment of neglect. It sought to
answer the question of whether staff members are in a better position to assess neglect
effectively and better protect children.

The audit looked in depth at the cases of 6 children ranging from 1 %2 years to 8 years spread
across the county. Agencies included children’s social care, the early intervention service,
schools and mental health services. The audit findings showed that there was work to be done
to improve interagency working.

The more recent Ofsted inspection of services for children in need of help and protection,
children looked after and care leavers reported that the development of the neglect toolkit has
been ‘highly effective’ to support the identification of neglect in cases. Whilst this is positive the
OSCB remains committed to promoting better ways of working.

Findings

e Domestic abuse, parental substance misuse and parental mental health issues
influenced family dynamics in most of these cases

¢ Plans needed to have structured actions and measures of progress

e Parents were better able to engage with help when responses from professionals were
honest and structured in terms of what needed to change

Themes in common with other audits in Oxfordshire

v' Parents managing to avoid challenge and support and were able to ‘wrong-foot’
professionals

v Joint plans could be stronger and provide tangible, successful measures and outcomes
for the child/family

Neglect Audit Summary FINAL 26092014
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v" Managing risk on a multi-agency basis could be improved by jointly agreeing and adding
to the Risk Assessment
v Holding partners and agencies to account is in everyone’s interests

Learning points for managers

e Remember that the Neglect tool should be completed for all children subject to a child
protection plan for neglect and for all children coming to legal panel: know where to find it
and promote its use within your team

e Check that your team members are confident in knowing how to contribute to child
protection planning and can support the objectives of the child protection plans they are
involved in

¢ Identifying neglect is a matter of professional judgment; ensure that your team members
are bringing as much objective evidence as possible to the judgment

Action points for practitioners

e Ensure that each child in a family is offered the same level of assessment however well
the child appears to be doing

e Be transparent with families and clear on your expectations of what ‘better’ will look like

e Recognise that parents may give the appearance of compliance: keep the children at
heart of what you do and be objective

e Take a forensic approach: this could be done by asking other professionals to complete
the checklist, discussing findings and repeating at regular intervals

Key messages for inter-agency learning

e Model good practice as agencies: work well together and set clear, agreed goals

e Promote training for practitioners to gain an understanding of the key factors of neglect,
such as mental health, substance misuse, domestic abuse, poverty etc

e Think and plan long term together; consider changing levels of risk

Remember to use the resources available....

e Positive working relationships and key contacts within agencies make multi-agency
working more successful

e Seek advice and support from other agencies — If you have any queries or questions you
can contact other agencies for advice and to share information

Reminder to practitioners

e OSCB training — the OSCB offers a variety of face-to-face and online courses to suit
most safeguarding needs.
Booking Training

e Multi-agency safeguarding procedures — The OSCB multi-agency procedures cover a
wide variety of situations you may encounter. You can access them at
http://oxfordshirescb.proceduresonline.com/

Neglect Audit Summary FINAL 26092014
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e Threshold of Needs document — Professionals need to know the thresholds for
accessing services within Oxfordshire. The OSCB has on the website a copy of the
Thresholds document. You can access it here: The OSCB Thresholds _of Needs Matrix
Good multi-agency practice guidance — The OSCB have created a model of good
multi-agency practice incorporating the Local Assessment Protocol.

Good_multi-agency practice_guidance

e Seven Golden Rules for Information Sharing — Professionals should familiarise
themselves with the golden rules for sharing information. There is a downloadable flyer
available on the OSCB website: 7_Golden_Rules.pdf

e Neglect Tool the Check- The Neglect Toolkit (Childcare and Development Checklist)

e Domestic Abuse - For advice, support and information on Domestic Abuse please visit
www.reducingtherisk.org.uk

e Serious Case Reviews — Child H
http://portal.oxfordshire.gov.uk/content/publicnet/other_sites/oscb/documents/new/about-
the-board/case-reviews/Child-H-Overview-Report-Sept-2014.pdf

e Serious Case Reviews — Child Y
http://www.oscb.org.uk/user_controlled Icms_area/uploaded_files/Child%20Y%20-
%20Executive%20Summary%20-
%2007082014%20%28pdf%20format%20314KB%29.pdf

e Mental Health services — For children and young people
http://www.oxfordhealth.nhs.uk/children-and-young-people/oxon/community-camhs/

e Drug and Alcohol Screening Tools — The Parental Substance Misuse Toolkit
http://portal.oxfordshire.gov.uk/content/publicnet/other_sites/oscb/documents/professiona
Is/IPSM/PSM _toolkit.pdf

e Drug and Alcohol Team, Public Health — Visit www.oxfordshiredaat.org for up to date
information on all drug and alcohol services for adults and young people.

e OSCB Substance Misuse and Parenting Training
http://www.oscb.org.uk/training.html

¢ No Names Consultation — Use the no names consultation service for advice and
information on a child or young person, without having to divulge full information. Contact
your Locality Social Worker who will advise you on next steps and whether you need to
make a referral

North: 01865 323039
South: 01865 323041
City: 01865 328563
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ITEM 5c 

OSCB: Domestic abuse multi-agency case audit April 14th 2015



Timescale: after 6 months of MASH starting and as early as possible, thereafter. 



To Identify 2-3 cases from each of the following: MARAC/Child Protection/Child in Need - children affected by domestic abuse (6-9 cases)



Process and learning from this

1)  9 cases were randomly selected by OCC Performance Team -3 in each category MARAC /CIN/CP. However this process proved problematic.

· This was not the best way to select MARAC cases as there is no means of identification other than going through case notes. MARAC cases were subsequently selected through a request to the IDVA team for random selection from their data base of post MASH MARAC referrals but this was late in the process.  [See comments below re recommendation for improving process]. 

· In addition only 4 of the 9 cases proved truly relevant to the audit purpose. Consequently the audit session focussed primarily on multi agency discussion of these cases in some detail.



2) An audit tool was sent out to all agencies for completion and requests for attendance at the audit session by an agency representative who could speak to the completed audits.

· In part due to the pressures on staff capacity early in the year related to CSE the detailed planning and implementation of this process and subsequent timeframe ran into the Easter holiday period. This created significant difficulties in the audits being completed and in attendance at the audit session.

· Requests to TVP were via MASH staff which in terms of the audit was sensible but they had no prior knowledge of the audit. The DAIU who had participated in the planning were not contacted until too late.

The outcome of this was that the audit tool completion and attendance was restricted to CSC Health and IDVA service and the findings below are drawn from a tiny proportion of cases. 



3 The terms of reference for the audit did not include a time frame and request for responses to include dated references to case notes: so that, while the audit raised questions of adequate communication between agencies, audit members sometimes struggled to assess whether apparent inconsistencies were because of poor communication/poor recording or a problem created through lack of reference to case-note dates in the audit reports.



Nevertheless there was a unanimous view that this multi agency approach to auditing had proved extremely useful as a learning process and has significant future potential. Participants recommended that the experience should be built on and improved  (see recommendations). 



The audit though small raised helpful issues in relation to partnership working with recognition of good practice and suggestions for improved practice. This report provides: 

· a broad response to the questions asked by the audit  (Page 2)

· specific examples of good practice and some thematic issues (Page 4)

· recommendations (Page 7)



Findings re. the audit questions from these 4 cases



1 How well were children identified at first point of contact with agencies?

There was consistent evidence of children being identified and safeguarding needs being recognised at first point of contact in all cases. 



2 What was the impact of MASH[footnoteRef:1]? [1:  The question of whether there may be a risk that safeguarding issues where DA reports are standard may not all be identified through MASH would not be assessed through this audit (which by definition is working with cases referred through MASH) but are being addressed though the triage system.
Other evidence of  strengths and issues in relation to DA safeguarding and MASH  will be included in a broader report to OSCB on DA pathways.
] 


Good and rapid information collation – especially from across children’s services.

There was evidence of a need for a process for early identification by Child Social Care (CSC) of cases which have been referred to MARAC: in two cases it appeared that decisions were made by CSC without this knowledge (CSC was subsequently informed through the MARAC process itself).



3 Information sharing: with whom, what did they do with the information to safeguard children

7 Effective/in effective joined up planning and intervention

There was evidence of good immediate sharing of information about children with CSC by both child and adult agencies 

The audit suggested there is need to ensure that DA specialist agencies are included in ensuing strategy meetings wherever relevant and possible



There was one instance of information about previous child involvement not being available to MARAC (but rectified rapidly after)



There was good evidence of joint planning to provide effective interventions bilaterally (ie interventions between professionals from two different agencies.) However, other than through the formal multi agency processes, there was a weakness in coordinating information amongst several agencies ie agencies were less good at completing the ‘circle of information’ so that everyone involved remained aware of each other’s work and processes.  In one case professionals from three agencies coordinated well together at different times to work in pairs but did not effectively update as a three.



At times of step down in agency involvement – Health or CSC - there was not always consideration given to 

· the full impact on the family/implications for on-going multi agency support, 

· wider multi agency consultation to inform the decision. 

For example a CSC decision to close a case without knowledge of/reference to a high-risk assessment recently made of the parent and referral to MARAC, and in another case there was no evidence of communication re impact on support of changes in key health staff 



4 How well did the adult services recognise and work with children’s safeguarding needs?

5 How well did child-focussed services recognise and work with the adult victim’s safeguarding needs?

9 Impact of specialist adult/DA services on children’s safeguarding



a) Child to adult: 

· In one case there was evidence of strong SW and IDVA practice 

· and in another extremely good practice by a HSLW in recognising safeguarding needs of both child and adult and close work with IDVA

b) Adult to child: The four cases provided evidence of :

· understanding and commitment by the adult agency to the primacy of child safeguarding and capacity to support this  

·  support for adult victims to safeguard their children 

· work with the non abusing parent to recognise the impact of DA on their children;  

· persuasive and effective support to participate in CP processes – example of supporting an initially reluctant  victim to engage in the CP process. More broadly their work to make the primary carer safe contributed to safeguarding.  





One concern is that CSC notes do not always accurately report involvement of adult agencies: (in one case there was an error about which agency) – nor clearly record MARAC involvement. The information available did not make it possible to establish how far this reflected issues of effective communication by adult agencies or poor understanding/recording by CSC staff, or the deficiencies in the audit process – ie difficulties of making comparisons without dated reports.



6 Did children’s services engage appropriately with the perpetrator?

There is evidence of good practice by SW and HV in work with a family to promote perpetrator understanding of the needs of the child. 

There is possible evidence in high-risk work of lack of understanding by SW of enforcement processes with a high-risk perpetrator (recorded as no longer living at the address but in fact on remand).



8 Access to /impact of specialist DA services for children

None applied in this audit – there was no referral to refuge and the short length of time after referral through MASH made it less likely that there would be a referral to therapeutic resources.  (These on the whole apply when the immediate risks to carer and child have been addressed).



10 Impact of MARAC/Child protection planning, Child in Need planning – do they add value/create barriers?

There was good evidence of the MARAC giving weight to safeguarding actions and working to ensure an integrated approach to adult and child safeguarding needs.  The MARAC is well placed to agree an integrated plan to reduce risk incorporating work to safeguard both adult and child. 

There was evidence of actions being taken forward to ensure effective information sharing and immediate coordination: eg an action at the MARAC to ask CSC DMO to relay discussions and concern from MARAC to the MASH and request that mother be reassessed as high risk victim. This was done immediately after the MARAC with consequence that IDVA service and CSC shared full information within 24 hours. 



In summary the MARAC is limited by its focus on risk reduction at a moment of time with no formal process of on-going multi- agency planning – but with this caveat there is clear evidence of added value.



The audit took place too soon to assess CP and CiN planning – which were only just starting in 2 cases We need to undertake further work on this  at a later date. This will give more time to follow CP and CiN processes to their conclusion.  However the value in these processes of bringing agencies together to share information and develop a coordinated plan is re-emphasised given some weakness identified in coordinated information sharing in on-going casework. 





11 Outcomes for children

The audit was conducted only 6 months after the MASH : in one case referral to CP had only just taken place and in all cases safeguarding work is on-going.  We would suggest the audit is regarded as an interim process or first step. 



The audit process did not incorporate the voice of the child and OCDASG has been offered support for this. We would propose a further evaluation in six months to a year’ time with the voice of the child as a significant focus and in which would also be in a better position to assess outcomes.





Summary of learning



1) Examples of good practice



There were a number of examples of strong front line individual and partnership (principally two agency) practice: eg



1) Strong partnership child to child agencies: 

· coordination and recording of carefully considered and committed support of Mother between Health Visitor (HV) and SW 

·  good joined up working between midwife, HV and CSC throughout assessment and CiN process

· good appropriate assessment and referrals by HSLW (supported by Head-teacher)

2) Good partnership between adult and child agencies ie:

· SW and RtR outreach 

· well planned intervention by SW and RtR IDVA

· good co-working HSLW and IDVA 

3) Good open discussion between Social Worker and perpetrator and victim to enable them to explore their own experiences of DA and to recognise the impact on the child

4) IDVA safeguarding practice including work with a ‘reluctant to engage’ parent at high risk which included persuading her to attend ICPCC and work to enable mother to recognise the impact of DA on her children

5) Good immediate action following MARAC by SW DMOs

· immediate reopening of a CSC case which had been closed

· referral to MASH leading to Sect 47



2) Thematic issues 

										

		Thematic Issues

		Examples



		Multi agency working is inconsistent – sometimes key agencies are “missing”

		· One case included details from a health audit of long-term support prior to MASH. While this records extremely good bi-agency partnership there is less good record of coordinated multi agency communication and information share – and in particular to inform moments of transition or step down in support/moments of transition

· One case showed lack of early referral to/involvement of adult DA agencies in a CiN cases

· One case shows a HSLW referral both into MASH and MARAC/IDVA. While there is evidence of good partnerships between two agencies subsequently – (eg shared visit to Mum HSLW and IDVA) and good information share after the MARAC there is no evidence to date of fully joined up work amongst the three agencies. 



		Work with parents with moderate learning disability (ie below adult safeguarding threshold) potentially compromising their capacity to safeguard themselves and their children. Lack of involvement /consultation with Specialist Adult services. This raises some questions: 

How effective Is multi agency practice in support for victims of DA who are additionally vulnerable through moderate disability? 

Do adult DA services feel they have sufficient expertise or access to expertise in their work with victims with learning disability? 

Does OCDASG have capacity to include in its action plan assessing/enhancing associated multi agency practice?

		· Work with mother who is additionally vulnerable through mild/moderate learning disability. This is a key feature of health audit of support prior to MASH referral but not of the later (post MASH) CE&F audit – auditors are not sure why – would be useful to follow up.

.



		Points of transition of staff / step down of services need particular attention

		· Continuity of support re changes in staff: In one case HV was a key worker for Mum and there was a well thought out transfer to a new HV but then another rapid change. It isn’t clear whether the implications for Mum’s support was fully appreciated and communicated.

· Decision made to close case by CSC despite IDVA/MARAC involvement which is not referenced within the assessment summary. 



		Use of risk assessment (and therefore of specialist DA services and multi agency resources to safeguard the adult victim) is variable evidence of professional judgement not being applied and of risk assessment not being understood as a dynamic process



		· Need to remind staff across agencies 

· that DASH is subject to professional judgement – in one case DASH ‘ticks’ did not themselves reach the high risk threshold. In the view of the auditors the additional information about the family should have been sufficient to cause concern and consult with the DMO about use of professional judgement

· that DASH should be repeated as new information comes to light – dynamic process

eg Incident graded medium risk – incident was strangulation of partner who was 2.5 months pregnant & had a 10 month old child; perpetrator has history of DA with his own mother; perpetrator very drunk at time; both minimised incident. And she had tried to end the relationship, so separation a factor (highlighted as high risk factor in many DHRs). Should this have been high risk?  Should repeat DASH risk assessment have been undertaken later by another professional – could have included mental health problems that came to light later and family history of DA which would have increased risk rating



In one case a SW report states that both parents could be perpetrators of DA but no evidence/rationale to support this



		Information sharing and recording can be inconsistent 

		· Information sharing between IDVA and CSC is sometimes confused –information is not always clear/consistent

· Language used in different agencies can lead to incidents described differently which can affect assessment of risk as same incident can appear to be both low and high risk

· IDVA not always included in Strategy Meetings where relevant and possible (the time element is recognised as a difficulty) 

·  Police reports wordy /can be difficult to read

· DOM5 DASH no longer attached as part of report to DOM5, - first responders notes can be very important 



		In CSC records it is not obvious that a MARAC has been held and information about past CSC involvement with children is not always available to the MARAC at the time

		· There are examples of information about prior CSC involvement with a child not being available to a MARAC – although also examples of good practice in taking information back from MARAC to MASH/CSC



		Work with perpetrators

1 Inconsistent use of Restraining Orders













2 SW understanding/recording of enforcement processes





3 information/assessment in relation to the perpetrator not consistently available

		

· Police did not apply for restraining order despite Judge suggesting one was needed [Please note this case has been followed up and DAIU aware of the issue and in full support of ensuring restraining order applications where applicable. Casework evidence from outside the audit shows CPS not always consistent and this is being addressed. Restraining Orders are a vital element in safeguarding adult and child) 



· Reference to the perpetrator no longer living at the address when in fact they were on remand. 



· Instance of lack of information re the mental health of the perpetrator available to MARAC 



		Delays in agency internal arrangements prior to referral to CEF can lead to delay for children and families

		· Referrals from school to CSC can be delayed whilst Designated Lead advice sought resulting in late in the day referral to CSC after child had disclosed early morning – impact on child and family [note reason for this was not able to be checked with schools so auditor`s impression]





3) Recommendations based on learning from the audit for OSCB, OCDASG and ODASG



The audit was based on a very small sample however there are some recommendations.



· A further audit  A review/further audit should be conducted in six months to a year to:

· incorporate the voice of the child

· review any impact from the recommendations

· incorporate work in relation to action from SCR with request for information about DA pathways – within this there will be focus on MASH

· possibly follow up queries on these cases and Complete the audit with a further c 4 cases enables outcomes for children to be evaluated 



· Enhancing practice  OCDASG should consider together how to: 

· ensure greater multi agency contribution to (risk) assessment at period of changes in patterns of support

· undertake more work on effective multi agency communication:  how might this be approached - especially updating amongst more than two agencies; and any recommendations for  how individual agency casework notes might best record the multi agency context and practice

· confer with ODASG and the new safeguarding lead about a focus on safeguarding and disability



· Risk Assessment  There should be a reminder for front line staff that the DASH risk assessment is: 

-      Not confined to a number of ticks in answer to questions but subject to professional judgement and if there are any additional concerns they should be discussed with the relevant DMO.

· A dynamic process and should be repeated in light of further information

In addition DASH is no longer attached to DOM5: it is recommended that Copy of DASH risk assessment be sent to CSC



· Restraining Orders  CPS should consider applying for a Restraining Order in all DA cases



· MARAC  CEF should consider whether a flag can be added to Frameworki to indicate a MARAC has been held; and all agencies reminded that information about current and past involvement with the children and about the perpetrator are important to effective risk management and action plan and should be brought to MARAC



Improvements to the audit process

There was broad agreement that this multi-agency process and the discussions it prompts are beneficial but the following would assist:

1 More agencies involved -so timing and advance notice is important – not linked to major holiday times

2 It would be helpful to give a more specific terms of reference to agencies invited including time lines

3 It would be helpful to ask agencies for a brief case summary of their involvement and for dates in order to more fully appreciate comments and to help compare audits 

4 Method of selection of cases needs careful thought. This audit tried to choose a random sample with the consequence that not all cases were suitable – some drilling down or agencies suggesting examples would have been preferable in this instance.

[bookmark: _GoBack]Romy Briant Chair OCDASG May 2015
































Appendix A – Action plan 



		
Recommendation (national or local)

		Action

		Impact (expected outcome of recommendation)

		Evidence

		Completion date

		Lead

		Progress

		Status (RAG rating)



		1

		Further audit to review practice



		Multi-agency audit to be conducted which includes:

· Views of young people

· Review of audit recommendations e.g. to include risk assessment

· Review of DA Pathways (child H recommendation)



		Views of young people supported in this circumstance are better understood.



Learning is embedded from the SCR on Child H

		Audit report submitted to PAQA which includes views of young people

		March 2016

		New lead

		Work in progress

		



		2

		Enhancing practice when working with domestic abuse



		OSCB ‘Eyes on’ learning summary is produced.



The OSCB ‘Eyes on’ Learning summary is used as part of the learning event to be held in the autumn.



The above audit checks:

· Multi-agency contribution to risk assessment planning during periods of change

· Multi-agency communication – to include best practice esp. in terms of recording 

· Safeguarding in the context of DA where a parent has a (learning) disability



		Managers and practitioners understand the learning points from this audit in terms of working with families where there is domestic abuse.

		Audit able to evidence enhanced practice.

		March 2016

		Lara Patel OCDASG

		Work in progress

		



		3

		DASH Risk assessment to be a dynamic process 



		Current DASH training to reinforce that

· Not confined to a number of ticks in answer to questions but subject to professional judgement and if there are any additional concerns they should be discussed with the relevant DMO.

· A dynamic process and should be repeated in light of further information



Reminder to be send out through champions data base and networks to ensure that current front line staff are reminded



Include in the ‘Eyes on’ learning summary



		Managers and practitioners understand and use the DASH Risk assessment as a means of making and evidencing good decisions when managing risk.

		Audit able to evidence enhanced practice.

		March 2016

		Reducing the Risk charity to lead. 



Romy Briant, Chair  

		Work in progress

		



		4

		Use of restraining orders 



		Contact CPS to ask them to consider applying for a Restraining Order in all Domestic Abuse cases.

		Victims have  safe accommodation away from perpetrators

		Letter

		March 2016

		Chair of OSCB 

		No action as yet – subject to agreement



		



		5

		MARAC 

 

		Contact CEF to consider whether a flag can be added to Frameworki to indicate a MARAC has been held

		Agencies reminded that information about current and past involvement with the children and about the perpetrator are important to effective risk management and action plan and should be brought to MARAC

		Letter, minutes of discussion

		March 2016

		Check if this should be someone other than Lara



Lara Patel, CSC

		Work in progress
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Swindon Wiltshire, and Bath & North East Somerset (BaNES)



Introduction 

Oxford Health NHS Foundation Trust must provide evidence to the Clinical Commissioning Group (CCG) of compliance to ten core safeguarding children and young people standards that are informed by legislation, statutory guidance and evidence from research. 



The Trust also has a statutory duty to make arrangements to safeguard and promote the welfare of children under Section 11 of the Children Act 2004 and CQC Regulation 13 “Safeguarding service users from abuse and improper treatment”. The Trust is a statutory member of the Local Safeguarding Children Boards (LSCBS) under section 13 of the Children Act 2004 and must comply with documents related to safeguarding children, these include:

· Children Act 1989

· Children Act 2004

· Working Together to Safeguard Children 2015

· Safeguarding Children & Young People: Roles and Competences for Health Care Staff (Intercollegiate Document 2014)



Purpose 



To provide assurance to the Clinical Commissioning Group that the Trust is compliant with the ten core safeguarding standards:

· Governance and Commitment to Safeguarding Children  

· Policy, Procedures and Guidelines

· Appropriate Training, Skills and Competences 

· Effective Supervision and Reflective Practice 

· Effective Multi-Agency Working 

· Reporting Serious Incidents 

· Engaging in Serious Case Reviews

· Safe Recruitment and Retention of Staff

· Managing Safeguarding Children Allegations Against Members of Staff

· Engaging Children and their Families



Compliance against Standards



1.  Governance and Commitment to Safeguarding Children  



The Trust Board Safeguarding lead is Ros Alstead, Director of Nursing and Clinical Standard.

 The Trust Safeguarding Children Service is hosted by the Children and Families Services Division and is provided across Wiltshire, Swindon and Bath & North East Somerset (BaNES) to reflect the LSCB areas and services provided by the Trust. In abbreviation this geographical are is known as SWB



The Safeguarding Children Service is led by the Trust Lead Nurse who is accountable to the Director of Nursing and Clinical Standards and by the Trust Lead Doctor Safeguarding Children who is accountable to the Medical Director. The Trust Leads work collaboratively and report to the Trust Safeguarding Committee.



The Safeguarding Children Policy explicitly outlines Trust Board statutory safeguarding children responsibilities, and roles of senior managers in safeguarding children.



 A Trust action plan is in place and this is monitored via bimonthly SWB Trust Safeguarding Committee meetings.  The Trust Internet Website includes a statement on recognition of statutory duties to safeguard children.  The Trust is registered with Care Quality Commission and is compliant Regulation 13; “safegfuarding service users from abuse and improper treatment” Evidence of compliance is required from all services on a quarterly basis and monitored by Trust Board.  



The Named Doctor and Senior Named Nurse roles for SWB were introduced in 2014 to ensure the service needs of the area are met and are now fully operational. Along with a dedicated Trust Safeguarding Children Team, advice, support and training is provided for all staff. Job descriptions are in place for Named Safeguarding Children professionals and roles are outlined in Trust Safeguarding Children Policy.



Service Director Children and Young People’s Services, Pauline Scully has delegated responsibility to Michelle Maguire, Head of Service as Board member for SWB LSCB’s and reports back as appropriate via Trust Safeguarding Committee, local safeguarding meeting, service operational governance meetings and email communications.                                                                       



A quarterly Trust Safeguarding Committee chaired by the Director of Nursing and Clinical Standards is in place. This forum ensures robust governance of all safeguarding practice and activity across the organisation. Nominated senior divisional leads (both clinical and business support functions where appropriate) are required to evidence the contribution of their service area to ensuring that safeguarding children, young people and vulnerable adults is embedded in practice from front line practice to board.  



Safeguarding Children and Vulnerable Adults Leads attend and report to this committee. This includes evidencing delivery against Serious Case Reviews, Section 11 Audits and assurance in relation to CQC Regulation 13.The group has in place reporting arrangements to the Safety Committee and Trust Board.



Safeguarding Children reporting is also in place via Divisional Performance meetings to the Trust Executive team and to CCG commissioners and Designated Nurse Safeguarding Children.



2. Policies, Procedures and Guidelines 



The Trust Child Protection & Safeguarding Children policy is in place and has been reviewed in line with the revised statutory guidance Working Together 2015.This policy outlines the roles and responsibilities of the Board and all staff and includes details of safeguarding supervision and training arrangements. 



The Safeguarding Children intranet page is constantly revised to ensure increased access to safeguarding children key policies and guidance including a link to the Wiltshire and BaNES LSCB websites and South West Child Protection Procedures. New LSCB Policies and Procedures and other Policy and safeguarding updates are announced via Intranet and Safeguarding Children webpage and communicated via Trust meetings, email and incorporated into all training. Managers are expected to ensure that all their staff have read and understood any new or revised policy and this should be recorded. A monthly safeguarding newsletter is distributed to team managers to cascade to their staff - safeguarding children is a standing agenda in team meetings



Safeguarding reviews within staff teams were undertaken in 2014/15 to understand the following and will be undertaken again in 2016/17.

•	That staff are clear about their safeguarding roles and responsibilities

•	That staff are aware of and follow Oxford Health / LSCB Safeguarding Policies and Guidelines

•	That safeguarding is embedded in practice

•	That learning from incidents and SCR`s take place

•	To identify areas for professional development

•	To identify areas of risk to the organisation.



CQC inspection of Oxford Health 28th September- 2nd October 2015 

The safeguarding team worked together with the CQC taskforce to develop a plan in preparation for this inspection. Following the inspection the safeguarding children action plan is in place which includes:

· To continue programme of safeguarding children reviews

· Develop further practice guidelines for staff for documentation of safeguarding practices – with specific reference to risk assessment and risk management in safeguarding.

· Continue to highlight the range of tools available to assess risk that are staff can access via the safeguarding children website, newsletters and training these include  LSCBs – Threshold Matrix

                                      - Assessment Framework  

                                      - CSE aide memoire

· Continue to highlight via training and supervision; use of  Domestic Abuse and Stalking /Harassment risk assessment that is used to inform referrals to the police for MARAC



· As part of the review of the MARAC protocol undertake an audit of the quality of these risk assessments





3. Appropriate Training, Skills and Competences



A Trust Training Strategy with training programmes in line with Royal Colleges Intercollegiate guidance 2014 is in place, which includes an appendix specifically around requirements for Child Sexual Exploitation (CSE) training. This was completed following the emerging findings on Child Sexual Exploitation from Serious Case Reviews that have been completed both locally and nationally.  

Trust Corporate Induction programme delivered locally is in place for all new staff and includes Safeguarding Children training at level 2. Safeguarding Children Level 3 training is delivered locally, ensuring local safeguarding procedures and processes are discussed. 



The Trust has in-house training from induction and levels one – three training dependant on staff roles. All materials have been updated by the Safeguarding Children Team who deliver training. Multi-agency training is also available via the SWB LSCB’s and staff are encouraged to access this, however  a training needs analysis has revealed that staff are not attending MA training. This will be addressed within the annual safeguarding plan. Each staff member has a training matrix for their role which indicates required mandatory training. Required Training levels are communicated via learning portal and monitored via the PDR process. Oxford Health NHS Foundation Trust have introduced the Moodle, which is a web-based learning system providing learners and course facilitators with a range of options for interactive online courses. The Moodle provides an opportunity for flexible learning opportunities in order to acquire and maintain safeguarding knowledge and skills, drawing upon lessons from research, case studies and serious case reviews. Oxford Health has connected it to the Online Training Records system so that staff can access their learning and learning records in one place.



All training is reported with training evaluations completed by attendees’ pre and post training to evidence learning. Further discussion takes place within safeguarding supervision where the focus is on the child and training gaps can be highlighted. Training is monitored by learning and development department and managers through monthly reporting mechanism to ensure follow up of any non-compliance issues.  Reports are routinely scrutinised by Trust Board & are reported as part of contract. 



Safeguarding Children Training data SWB- Qtr 4 2015/16





		Area and Team

		Sessions

		Trained

		% of Trained

		Training Gap

		



		

		

		

		

		

		



		BaNES Community 

		37

		32

		86%

		3

		



		BaNES Crisis And Outreach Team

		28

		28

		100%

		0

		



		BaNES Tier 2 CAMHS

		6

		4

		67%

		2

		



		TOTAL SESSIONS

		71

		64

		90%

		3

		



		Area and team

		Sessions

		Trained

		% of Trained

		Training Gap

		



		

		

		

		

		

		



		Swindon Community 

		39

		37

		95%

		1

		



		Swindon Crisis & Outreach Team

		21

		19

		90%

		2

		



		Swindon CAMHS LD

		25

		20

		80%

		0

		



		SWB Medical

		48

		48

		100%

		0

		



		TOTAL SESSIONS

		133

		124

		93%

		3

		



		Area and Team

		Sessions

		Trained

		% of Available Trained

		Training Gap

		



		

		

		

		

		

		



		Wilts - Marlborough Community

		32

		28

		88%

		2

		



		Wilts Crisis & Outreach 

		24

		20

		83%

		4

		



		Wilts - Melksham Comm 

		59

		53

		90%

		5

		



		Salisbury Community Team

		30

		23

		77%

		5

		



		FASS Wilts & BaNES

		8

		8

		100%

		0

		



		TOTAL SESSIONS

		153

		132

		86%

		16

		











Compliance with training attendance is generally good. In the above chart, percentages for Level 2 three yearly may appear low due to the small number of staff requiring this training.





Additional Action required: 

· To continue to monitor training compliance and ensure contractual targets achieved. 

· To monitor attendance at CSE training in line with new Trust strategy requirements.

· To ensure that staff are accessing appropriate multi-agency training.



4. Effective Supervision and Reflective Practice 



Trust policy is that all identified staff receive safeguarding Children supervision to support them in developing and maintaining their knowledge and skills, and to identify any additional training needs in order to deliver a high quality service.  This is outlined in The Trust Supervision Policy CP40. Clinical supervision is a forum in which safeguarding children issues can be both identified and addressed. 

CAMHs have in place the following arrangements that provide an opportunity to discuss cases: 

· Safeguarding Children group supervision in teams, facilitated by the Senior Named Nurse Safeguarding Children or the Named Dr Safeguarding Children

· Through discussion at caseload or clinical supervision sessions 

· At multi-disciplinary clinical meetings 

· At CPA review meetings (the care planning process – all CAMHS patients are subject to CPA)

· Through caseload audit – e.g. on in-patient wards matrons review records and care plans on regular audits for ‘essential standards’ Trust wide supervision audit completed includes a safeguarding children component.



Safeguarding children supervision guidelines and arrangements are also in place, through a dedicated safeguarding children team of nurses and doctors. This service aims to ensure high quality advice and consultation, support and supervision is available to all Trust staff commensurate to their role to enable them to fulfill their safeguarding children responsibilities and to feel supported.



In SWB safeguarding children advice, case consultation and 1:1 safeguarding case supervision can be requested from the Senior Named Nurse or Named Doctor, or from a member of the Trust safeguarding team. Formal records are kept and scanned onto electronic records.  Safeguarding children advice and case consultation is available Monday - Friday 9-5. Staff have access to Local Authority Emergency Duty social care teams and Trust on- call managers for out of hour’s advice and support.



Group Supervision has been introduced across all CAMHS teams within SWB during 2015/16, following the Named Nurse post being vacant until December 2015. A Supervision Matrix and Outline of Group Supervision was produced to detail this and was shared with the CCG by the previous Named Nurse Safeguarding Children.

Accurate data relating to the number of staff receiving supervision will be recorded from Quarter 1 of the next financial year



The Senior Named Nurse and Named Doctor receive their own Safeguarding Supervision from the Designated Nurse and Designated Doctor.



Additional Actions required: 

· To further develop data collection to evidence contacts by individual services and Safeguarding Children team activity.

· Use of data analysis to inform safeguarding service priorities for training and supervision. 

                                                                                                             

5. Effective Multi-Agency Working



The Mandate from the Government to the NHS Commissioning Board (NHS CB) for April 2013 to March 2015 (published in November 2012) states: 



“We expect to see the NHS, working together with schools and children's social services, supporting and safeguarding vulnerable, looked-after and adopted children, through a more joined-up approach to addressing their needs.”[footnoteRef:1] [1:  Safeguarding Vulnerable People in the Reformed NHS 
Accountability and Assurance Framework 
First published: 21 March 2013 
Prepared by: NHS Commissioning Board] 




The Trust continues to work in partnership with other agencies and specifically in relation to both child protection and child in need cases. 



The Trust is a statutory member of SWB LSCB’s, and is represented on the board by the Head of Service and senior staff, including Senior Named Nurse attend relevant sub-groups. Work includes supporting delivery of business plans and priorities in line with national and local safeguarding priorities.



The previous Named Nurse Safeguarding Children worked closely with other Named Nurses in SWB to ensure engagement with the Multi Agency Safeguarding Hub (MASH), Multi-Agency Public Protection Arrangements (MAPPA), Multi-Agency Risk Assessment Conferences (MARAC) to ensure Trusts public protection role re high risk violent or sex offenders and high risk domestic abuse victims is maintained Due to various staffing changes across the region, these arrangements need to be re-initiated and this will be a priority action in the forthcoming year.

The Threshold matrix is highlighted to all staff and is available on the Trust intranet via the LSCB links. The differences between child welfare and child protection concerns are discussed in staff consultations and supervision with the Senior Named Nurse and in training. An audit has been undertaken as an action following recent CQC inspections. This includes quality of referrals to social care, and appropriateness measured against the Threshold matrix. This audit has been shared with CCG.



Case conference and core group attendance and engagement is expected practice for invited relevant staff in line with Trust policy and guidance. Arrangements have been confirmed with the Head of Review and Conference service for Wiltshire to copy in the Senior Named Nurse to invitations so that attendance can be monitored. Data is shared in any safeguarding concern with practitioners and with commissioners.  Information may be referred regarding an individual in an inter-agency way, with police social care etc. Commissioners are advised of safeguarding issues as a matter of course and via regular meetings. This has also been commences with Banes and Swindon services although technological issues have made this problematic.



Discussion takes place within consultations and supervision about outcomes for a child and the need to escalate concerns for unsatisfactory outcomes. LSCB escalation guidance and flowcharts are followed and included in training and are available on Trust safeguarding children webpage. The audit mentioned above was in two parts to include escalation and review of child protection case records. This considered appropriateness of the practitioner’s role in the child protection process and plans and detailed clinicians understanding of ‘Think Family’ and impact on the child.



Formal Written Escalations to WSCB in 2015/16:  One, at Level 3 escalation

					                     



Information sharing is included in the Trust Safeguarding Children Policy and includes reference to LSCB information sharing protocol. Information sharing is also incorporated into induction with a presentation from the Head of Information Governance, and safeguarding training which is mandatory for all staff. The Trust has a Caldicott Guardian, whom managers can access for advice in relation to information sharing.   Risk notes on children and young people who disengage from treatment after refusing consent to share information, and children and young people who refuse to allow information sharing are given at mandatory training and discussed in consultations and supervision.



Additional Actions Required:

· Audit of case conference attendance and submission of reports to be undertaken



6. Reporting Serious Incidents



The Trust's Incident Reporting and Management Policy and Serious Incidents Requiring Investigation Procedures and an online incident reporting system is in place. This will be followed for all safeguarding children incidents and near misses and the results of any subsequent reviews shared with the Senior Named Nurse or Named Doctor.



Serious Incidents requiring investigations are reported to the CCG or NHSE in line with Trust Incident reporting policy.



Serious Incidents that indicate safeguarding children concerns may also be reported to 

the safeguarding children board via the Designated Nurse in the Clinical Commissioning Group. This process is included in the Trust Safeguarding Children policy. 



7. Engaging in Serious Case Reviews   



The Trust has established robust systems for completing Internal Management Reviews, implementing actions plans and sharing learning as part of Serious Case Reviews (SCR’s) when commissioned by the LSCB in line with Statutory Guidance ‘Working Together to Safeguard Children 2013’ and Local Safeguarding Children Board processes. 



The multi-agency learning points from SCRs will be shared with services on receipt of final reports and services supported in implementing learning from them. Learning from National SCR’s is incorporated within training. As described in 3. All staff are expected to undertake training in Child Sexual Exploitation.



There have not been any SCR’s involving the Trust within Wiltshire over the year 2015/16.

Oxford Health contributed to a scoping process for Banes and this will become a Serious Case Review for the children named in the review. CAMHS worked with 3 of these children

Oxford Health contributed to the Swindon local case review into Child N which has been submitted to the Board. This related to concerns about learning difficulties and sexual abuse. 



Swindon: Domestic Homicide review- Basildon case. This related to a, now adult, male who had been known to Swindon CAMHs for a short period of time 4 years prior to the incident. An IMR was submitted by CAMHs service manager with support from the Senior Safeguarding Children nurse.



Wiltshire: Domestic Homicide. This case concerned the death of a young woman who had been open to the Wiltshire OSCA team for 6 months prior to her 18th Birthday. The OSCA worker was praised in the report for working intensively with the young person during this time period.



8. Safe Recruitment and Retention of Staff

The Disclosure and Barring Service (DBS) launched on the 1 December 2012 and merges the services previously provided by Criminal Records Bureau (CRB) and the Independent Safeguarding Authority (ISA). The primary role of the Disclosure and Barring Service (DBS) is to help employers in England and Wales make safer recruitment decisions and prevent unsuitable people from working with vulnerable groups including children.



Trust actions:

· CRB checks are mandatory and form part of the wider pre-employment checking process which encompasses good safer recruitment practice and monitored by the Recruitment team. CRB checks are renewed on change of post. 



· Enhanced CRB checks are completed prior to appointment on all staff who are likely to have unsupervised contact with children. The application process includes online access to expedite the recruitment process. 

· In line with safer recruitment guidelines the Trust reserves the right to carry out repeat checks on staff and proposes to carry out 3 yearly checks for staff who have access to children and vulnerable adults.

· In August 2015 the Trust Executive Team, have made the decision to re-check all employees where an enhanced or basic DBS check is required and is more than 3 years old.

· The Trust has a rolling programme to deliver safer recruitment training. To date a total of 270 managers, who are responsible for recruiting staff have been trained. This is in the process of being updated with input from senior members of the safeguarding Children Team.

· The Trust has three staff within HR who have completed the NCLS Train the Trainer Programme. 

· Managers/staff are also required to attend relevant safeguarding training levels 1 – 3 commensurate with their role.

· Interview panels consist of at least one manager who is trained in safer recruitment practices.

· Recruitment documentation has safeguarding statement and safeguarding is included within job descriptions

9. Managing Safeguarding Children Allegations Involving Members of Staff 



The Trust has clear procedures for handling complaints and allegations against staff and encourages staff reporting with a Trust Whistle Blowing policy in place. 



Reporting process is contained within the Complaints policy, Trust Safeguarding Children policy and Allegations Management policy ratified by Trust Safeguarding Committee in July 2013. These policies apply to all staff and volunteers. 



Members of the HR team have been trained in managing allegations and all of this information is delivered as part of Safe Recruitment Training.The Trust has a nominated allegations officer for handling allegations about children and vulnerable adults. These would then be managed in line with Working Together to Safeguard Children 2015, LSCB and Trust Policy which includes reporting to the Local Authority Designated Officer (DOFA previously known as LADO). 



Patient Advice & Liaison Service (PALS) is available to all young people and their families, during normal working hours, via PALS Free phone telephone service, email, prior appointment or drop-in service. The CAMHS website shows Children and their families how to access this service



During the period 01.04.15 – 31.03.16 there was 1 LADO strategy meeting which did not meet the threshold for a formal investigation.



During the period 01.04.15 – 31.03.16

PALS received no complaints that related to Safeguarding Children concerns



10. Engaging Children and their Families 



The CAMHS service model was designed to increase the accessibility and acceptability of CAMHS to children, young people and their families and carers. Service availability includes evenings and weekends for this purpose.                                                                                                                                                    



There is an active participation group that includes young people, children and their families in service design at all levels and improves acceptability of services by ensuring that we are developing and tailoring services to meet needs in a way that is acceptable to local populations.                                       



All Children open to CAMHS are subject to Care Programme Approach (CPA). All children and young people have a care plan, risk assessment and care coordinator in place, CYP contribute to the CPA and the care plan is shared with them. Children and young people are routinely offered to be seen by themselves. A current up to date risk assessment is a key component within the CPA process. A risk assessment includes assessment of any safeguarding issues.



Summary of Key Objectives for 2016 / 2017



· Continue to work in partnership with local authorities and partner agencies and also ensure the Trust is prepared to demonstrate effective and safe practice through the new Inspection framework. 

· To support the development of the MASH for Banes and Swindon

· Ensure support and advice to frontline staff and managers is in place across each LSCB area

· To improve learning from incidents where safeguarding concerns are identified sharing the learning with services.

· Develop a robust pathway to share learning from SCRs Trust wide and ensure actions are followed up and completed.

· To continue to provide assurance of safeguarding children practice within the Trust to inform assurance for CQC compliance.

· To continue to review safeguarding children service model in light of any Trust wide service developments and care pathways, to ensure the service delivered reflects the needs of care groups, locality and interagency working across the five LSCB areas in which the Trust provides services

· To continue to monitor training compliance and ensure contractual targets are achieved.

· To further develop data collection and analysis of Safeguarding Children team activity.

· To ensure robust service evaluation for 2016/17.The Board is asked to note progress of work and approve this report.





Jane Murray

Senior Named Nurse for Safeguarding Children – July 2016
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