[image: image1.jpg]Kingston e \
Children & Young People's Trust
Making a Difference Together




The Royal Borough of Kingston upon Thames
Local Safeguarding Children’s Board

Annual Report 2009 -2010
[image: image4.png]KINGS&%!




Kingston upon Thames Local Safeguarding Children Board
Annual Report 2009 -2010
1 Summary
The Board undertook a thorough review of its effectiveness in the period February to March 2009 prompted by a longstanding commitment to scrutinise its governance arrangements, but also in response to initiatives arising from the death of baby Peter in Haringey the previous autumn. An away day, followed by a peer review and the Laming review, identified 16 key areas for improvement. These were the foundation of an Improvement Plan for 2009-2010.
1. Ensure there is a clearer focus on outcomes for safeguarding children and young people

2. Develop clearer KPIs to assess and evaluate the outcomes

3. Connect Learning and Practice so that quality standards are assured

4. Clarify and develop the roles of board members

5. Improve the marketing, communication and profile of the LSCB

6. Improve user engagement so that the voice of children and the views of families have greater impact on practice

7. Balance universal and targeted work so that there is greater impact on children’s safety and well-being through earlier intervention. 
8. Draw up a strategic plan for improving safeguarding outcomes with partners and the LSCB using the local joint data set from all agencies

9. Take steps to improve our evaluation of the impact of interventions designed to improve safeguarding, eg our programme of training and raising awareness around domestic violence and the early intervention and prevention strategy

10. Develop a more strategic audit programme so that there is improved understanding of the reality “on the ground” and more detailed risk assessment of the issues affecting the protection and safeguarding of children

11. Improve the engagement of adult services and mental health services in safeguarding arrangements

12. Develop clearer working arrangements between the Children’s Trust Board and the LSCB

13. Ensure the council carries out more regular scrutiny of safeguarding arrangements

14. Review the engagement of the PCT in children’s safeguarding to reflect both commissioning and provider service responsibilities

15. Review arrangements and capacity to undertake serious case reviews

16. Establish a lead Child Protection Training Group

Appendix 1 shows the Improvement Plan 2009 updated to March 2010 detailing progress and achievements.
There were significant achievements in relation to ensuring clear focus on safeguarding outcomes and an unannounced OFSTED inspection in January 2010 demonstrated the 
Local Authority’s readiness for an unannounced inspection and resulted in no priority actions. A further peer review visit by the Safeguarding Improvement Team in March 2010 examined safeguarding within NHS services. It concluded that services in Kingston were safe and that there were good systems in place, with a number of examples of good practice and a small number of improvement points identified. 
Other notable achievements include improvements to the governance arrangements for the LSCB, in particular joint agreement from agencies to appoint an Independent Chair and a full time Business Manager to bolster capacity for the Board’s work. Recognising the importance of taking a holistic approach to addressing children’s needs within the context of their family circumstances, links between the Adult and Children’s Safeguarding Boards have been strengthened, with the business managers of each sitting on the respective boards.  Arrangements for ensuring that robust systems and procedures are in place for quality assurance of safeguarding services and activities have been considerably strengthened through the establishment of a Quality Assurance Sub Group. 
Work to upgrade the LSCB web-site has resulted in an effective and attractive tool for keeping local agencies informed of initiatives, policies and resources to support safeguarding practice, as well as communicating important safeguarding messages to the local community. 
2. Governance and accountability arrangements

The Kingston LSCB was established by statute in April 2006 with a clear remit to coordinate, and ensure the effectiveness of, action by partner agencies to improve the safeguarding of children and young people in Kingston. The board brings together representatives from key agencies and designated professionals to jointly plan and scrutinise services to safeguard children.

Kingston LSCB reports annually to the Children’s Trust board following the statutory guidance in Working Together to Safeguard Children March 2010 s3.34. In turn the Children’s Trust Board is expected to draw upon the advice and findings in the report in drafting the Children and Young People’s Plan. 
The following agencies are represented on the LSCB which meets four times a year:

· Learning and Children’s Services

· Housing

· Legal Services

· NHS Kingston 

· Kingston Hospital Trust

· SW London and St Georges Mental Health Trust

· Connexions

· Metropolitan Police

· Probation Service

· CAFCASS

· Voluntary Sector

· Faith Groups
WTSC s3.74 sets out the legal basis for appointing representatives from the local community as lay members of the LSCB and states that the local authority must take reasonable steps to recruit two lay members. The business manager will work with the London LSCB on a standard pan London approach to a job description and recruitment procedure with a view to recruiting by March 2011.
Partners have demonstrated commitment to the work of the Board and attendance at Board meeting continues to be good.
There are 9 sub groups aligned with the LSCB functions detailed in Working Together to Safeguard Children. These have Terms of Reference and Workplans approved by the LSCB and linked to the Improvement Plan 2009-10
· Serious Case Reviews

· Monitoring and Evaluation

· Domestic Violence

· Child Death review

· Communications and awareness

· Policy and Procedures

· Training

· E- Safety
· Quality assurance
The functional subgroups meet at least quarterly and report to the main board at each meeting. Summaries of work progressed through the year can be found in section 4 of this report.
Following a review of governance arrangements, it was agreed that an Independent Chair should be appointed, funded jointly by the local authority and primary care trust. In addition, funding was also agreed for the appointment of a LSCB Business Manager to coordinate the work of the board. Both posts have been advertised and it is anticipated that successful applicants will be in post in September 2010.  
As an interim measure the Board is chaired by the Director of Clinical Development, NHS Kingston. The Director of Learning and Children’s Services and the Lead Member for Children’s Services are also active participants.
As follow up to action points arising from a Serious Case Review in addition to approving a Joint social care and mental Health Services Protocol the Board also strengthened links with Mental Services who are regularly represented at meetings.
Links between the LSCB and the Adult safeguarding Board have been enhanced by the respective development officer / business managers attending each other’s board.

Budget 

The total expenditure for the year was £170K with income contributions as follows
	Kingston LSCB Income 2009-10

	Local authority
	         140,700 

	Training
	             9,900 

	Police
	             5,000 

	Probation
	             2,000 

	PCT
	           12,400 

	TOTAL
	         170,000 
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The local authority and NHS Kingston have agreed to fund the appointment of a Business Manager and Independent Chair from September 2010.

3. Monitoring and evaluation and quality assurance activity

Quality Assurance Group

During 2009 a multi agency Quality Assurance subgroup was set up chaired by the Local Authority Head of Prevention and Integration, Children’s Services. Its primary function is to ensure that overall systems are in place and used to inform the LSCB of the quality of services and support to keep children safe. The long established Monitoring and Evaluation subgroup is tasked with overseeing the implementation of audits, sharing best practice and issues that arise and is responsible for reporting key outcomes to the Quality Assurance Group
The Quality Assurance group will lead on all serious care reviews and critical incidents on behalf of the LSCB.  A serious case review has been undertaken during 2009/10 and work is on-going to assimilate the lessons to be learned and formulate an action plan. 
The overall aim of the group may be summarised as ensuring that there are effective systemic approaches in place to inform senior managers in all agencies that practice is consistently safe and of high quality. Key performance indicators will be reviewed and service users views taken into account in seeking to highlight any issues that compromise the ability of any agency to provide services that keep children safe.
Monitoring and Evaluation Group

During 2009-10 the Monitoring and Evaluation group operated a revised structure whereby the previously separate ‘core’ and ‘full’ groups combined to form a single forum, meeting quarterly.  Terms of Reference and membership were also reviewed and revised. 

The group has focused on a number of activities over the course of the year. It has examined the recording of case conferences, with reference to their purpose, equipment and incidence of complaints. In addition, NHS Kingston has carried out a Core Group audit.
Issues and concerns around ‘Cross Borough’ working have been explored. These are still problematic and a transfer policy needs to be approved by the legal team.

Peer review of cases has been a particularly valuable part of the group’s work. At each meeting one member agency has provided a case study for review and some have subsequently reached the threshold for a Child Protection Conference. Cases have been provided by The Named Midwife for Child Protection, The Named Nurse for Child Protection, Education, Social Care and Adult Mental Health. 

The use of chronologies has been increasingly requested to assist and inform the peer review. Guidance on the use of chronologies was provided by NHS Kingston. This has helped all professionals to understand what information is required when attending the Monitoring and Evaluation Group and to assist in the risk analysis, as well as in the implementation of any Child Protection Plan.

Looking forward, the group will need to ensure the full involvement of all agencies to its work to ensure that learning is maximised.
Quality Assurance and Audit Activity

Following agreement of its Quality Management Strategy in June 2009, the Council has implemented a new Case Work Audit Policy for Children’s Social Care. The policy aims to ensure that case work is routinely audited against the Council’s Quality Standards to ensure that social care practice, recording, risk management and decision making is effective, consistent, and robust. 
Implementation has involved monthly case file audits of 20 cases drawn from across the Children in Need, Child Protection and Looked After populations. The audits are conducted by a Service or Team Manager, Practice Supervisor, Strategic Manager or other qualified person. Information contained within case records is assessed against the quality standards and judgements made about compliance. Action plans are developed in response to the audits and completion required within a four week timescale. 
The information gathered from the monthly case work audits is used to ensure continuous quality improvement is achieved in the management of case records by children’s social care. A report on the results of the monthly audits, progress achieved, and any emerging training needs will be produced after the first year of operation.
Unannounced Inspection of Contact, Referral and Assessment Services
Each year Ofsted carries out an inspection of the contact, referral and assessment arrangements in each local authority children’s services department in the country. This is a core feature of the external regulatory framework for children’s safeguarding services. Kingston was inspected in January 2010. 

During the two day visit inspectors sampled the quality and effectiveness of the Authority’s safeguarding arrangements and their impact on minimising the incidence of child abuse and neglect. Alongside examination of a range of evidence, including case records and supervision files, social workers and senior practitioners were observed undertaking referral and assessment duties, and interviews were held with a cross-section of staff including social workers, managers, other practitioners and administrative staff.
The inspection highlighted several areas of strength. The effectiveness and impact of the CAF process was acknowledged as well as good working relationships with partner agencies in safeguarding and the injection of robust support and additional resources to tackle the steep rise in initial assessments and the number of children subject to a protection plan. The small number of development areas identified was, in part, due to the pressures on the referral and safeguarding services resulting from increased demand for services.
Safeguarding Improvement Team Peer Review 

This peer review of safeguarding in health services focused on NHS Kingston, encompassing community health services, Kingston Hospital, South West London and St George’s Mental Health Trust (relating to Kingston services). The team consisted of expert staff from four NHS organisations led by an independent chair. Included within the scope of the review was scrutiny of NHS performance in terms of improved services for children and improved assurance of good practice.
The outcome was positive, with an overall judgement that services in Kingston are safe and that good systems are in place for safeguarding. Particular areas of strength effective multi-agency working at strategic levels, the school nursing service, the designated doctor and nurse roles and good facilities for children and young people in Kingston hospital. 
The report did make some recommendations for action which are being prioritised and addressed via specific organisations’ action plans.
Serious Case Review 

 An action plan, arising from the SCR has driven a number of significant developments and improvements over the year.  The LSCB has implemented a number of specific recommendations.
Training modules have been included in the 2010 -11 training plan on:
· assessing cultural, racial and religious aspects of child care immediately before and after birth. 
· Dealing with pre-birth concerns through early referral and assessment, the significance of medical terminology and engaging fathers in the assessment process.

The social care / mental health protocol has been extensively revised to clarify the roles and responsibilities of hospital staff and a joint training programme for safeguarding children social workers and community mental health workers initiated.
A Thresholds guidance pathways document and related Service Directory have been produced and publicised through a series of multi agency road shows. These were in response to the recommendations to make referral pathways simple and clear and clarify how to proceed if a second opinion is needed. 
Child Death Overview Panel 

Significant work took place in 2009 – 10 supported by the LSCB and key agencies to establish processes for responding to a child death and to establish the Child Death Overview Panel. This is a joint panel arrangement with Hounslow and Richmond. The panel is independently chaired and a report was presented to the LSCB in September 2009 summarising progress for the first year of operation. 
There were 6 child deaths in Kingston in the year, 4 expected and 2 unexpected, and none were due to suicide accident or abuse. No significant trends were identified.
CDOPs across London are collating data and larger numbers may reveal themes of statistical significance which will be reported on annually. The aim is to  use data to identify trends and local issues to inform the prevention of child death.
4. Progress on priority policy areas
Significant progress has been made on implementing key areas of the Improvement Plan 2009-10. Systems were in place to cope effectively with the unannounced inspection of safeguarding services in January and the authority was judged to have no areas requiring priority action. 
Policy and Procedures Subgroup

The group met quarterly throughout the year and a number of policy and procedure documents were reviewed and ratified before being presented to the LSCB for endorsement and implementation.
· Pan London guidance on assessing families where an adult has downloaded child sexual abuse images
· Mental Health – Safeguarding Services Protocol

· Kingston bereavement service Child protection procedures

· Safeguarding Policy for Work experience students

· Domestic Abuse policy for Kingston PCT

· Social Care Thresholds and Service Directory. In addition, five well attended briefing sessions were targeted at social care staff, head teachers and staff and managers from partner agencies to publicise and explain the new threshold document. 

· Mosques and Madrassahs safeguarding procedure has been drafted and is being considered by the Kingston Mosque management committee.

· Libraries and Heritage Service Child Protection Policy
Domestic Violence Subgroup
This subgroup is a collaboration between the Kingston Domestic Abuse Forum and the LSCB. 
In addition to the ongoing 3 level training programme (see Training sub group section) a number of initiatives have been undertaken or supported:
· The Safespace project has been established and carries out 1 to 1 and group work with children in schools and Children’s Centres promoting healthy relationships. Referrals come form schools, family support workers and the ASKK service.

· The Caring Dads programme started in October and accepted referrals from the Safeguarding Service, probation family support workers and ASKK.

· The Domestic Abuse protocol was reviewed.
Communications and Awareness Subgroup

There were four meetings of the group in the year 09-10. The main achievement was the complete overhaul of the LSCB website. The site is now hosted on a council server and design and content have been updated to ensure that information is easily accessible to the children’s workforce and also members of the public, adults and young people. The site can be viewed at www.kingstonlscb.org.uk.
The group has identified the following themes to be prioritised for the coming year:

· Increasing public awareness of the LSCB and the website. This will be linked to the process of recruiting lay members to the board.

· Increasing the participation of young people and families in the work of the board.
· Ensuring that the website is a reference point for information about the work of the Independent Safeguarding Authority and the requirement for all organisations to adopt safer recruitment procedures.

Training subgroup

Attendance

The LSCB training programme has continued to be developed and respond to the needs of local organisations. Attendance on training courses in 2009-10 increased almost 37% from the previous year, with a record attendance of 1732 staff.  
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The increase in demand for training, in particular from school staff, has led to the re-introduction of the Training for Trainers programme. So far 14 staff from 9 schools in the Kingston Town Cluster have attended.

Chessington Cluster staff will be trained in June and Malden and Coombe cluster staff in the autumn term. 

E-learning will also need to be developed, particularly to support staff requiring training at Level 1.

Domestic Abuse Training 
All courses continue to be well attended. The content and format of all three levels are being revised and updated. Level 1 will include the SPECSS assessment, Level 2 will incorporate the CAADA-DASH risk assessment and Level 3 will predominantly focus on hard to engage victims.

Working Together to Safeguard Children 2010 and The London Child Protection Procedures
Towards the end of March 20101 the Government issued Working Together to Safeguard Children 2010, which replaces the 2006 edition. The first 8 Chapters of the document are mandatory guidance. 

Chapter 4 refers to Training and includes a table outlining suggested target groups for training as well as content, methods and employers LSCB responsibilities. 

The suggested target groups are as follows:

· Staff with infrequent contact with children, young people and or parents/carers

· Those in regular contact with children, young people and or parents/carers 

· Staff predominantly working with children, young people and or parents/carers who could potentially contribute to assessments and planning

· Members of the workforce who have particular responsibilities in relation to undertaking s.47 enquiries

· Professional advisers, named and designated lead professionals

· Operational managers at all levels

· Senior managers

· LSCB members

The subgroup will have to take chapter 4 into account when drafting future training plans.

More generally, the new Working Together incorporates a number of changes which will have an impact on practice and training. All of the training material will need to be revised to incorporate these.

The London Safeguarding Children Board has appointed 3 London Regional Safeguarding Advisers. Part of their remit will include involvement in Training and Development work and identifying training needs.
E- Safety
The e-safety group met four times in the period covered by this report.
The e-safety strategy was endorsed by the LSCB and distributed to all schools with an expectation that each school would appoint an e-safety coordinator and commit a member of staff to attend CEOP (Child Exploitation Online Protection) ambassador training.
An online survey was conducted on e-safety arrangements in Kingston schools and there was a 60% response rate, including 9 out of 10 secondary schools. The results confirmed that there is a good deal of excellent practice in Kingston schools and that we can feel confident that young people and the work force can use ICT safely and securely.
However, the survey did highlight a number of areas where practice could be improved and led to a number of recommendations around implementing an Acceptable Use Policy, adopting the Securus monitoring system, appointing an e-safety coordinator and ensuring that school governors annually review e-safety policies.

The LSCB secured funding in conjunction with the ContactPoint project to make e-safety training sessions available for parents. These were provided by the Lucy Faithfull foundation and, although attendance was patchy, feedback confirmed that they were found to be informative and enjoyable by parents and staff.
The main work of this group has been to ensure that the e-safety strategy is implemented by schools and as this has largely been achieved the future of the group will be reviewed. 

5. Priorities for the following year
The LSCB has identified ten key priorities for 2010-11:
·  Ensure that children and young people are kept safe from harm through high quality practice
· Ensure that we identify concerns for vulnerable children swiftly and intervene early

· Ensure that we intervene effectively with children and young people living in families where there are parental problems

· Ensure safeguarding is effective for particularly vulnerable groups of children and young people

· Ensure that we engage children, young people and families from all backgrounds in the planning and delivery of services

· Effectively communicate with the community to promote awareness of the importance of safeguarding and the work of the LSCB

· Ensure there is sufficient skill and capacity in the workforce to effectively safeguard children and young people 
· Ensure that effective quality assurance of services, activities and processes supports improvements in safeguarding practice and learning from Serious Case Reviews

· Ensure that child deaths are robustly scrutinised and any lessons on preventable deaths appropriately inform the LSCB’s work
· Ensure that Kingston LSCB is effective.
Appendix 1: LSCB Improvement Plan 2009-10 with progress report
Appendix 2: Demographic profile of Kingston 

Appendix 3: Child Protection Data Report – 1st April 2009 to 31st March 2010 
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