Blackburn with Darwen

Local Safeguarding Children Board (LSCB)
Annual Report (2011-12)
Business Plan (2012-13)

Contents
page 2

2. Governance and Accountability
Committee Structure
Relationship of the LSCB with Political Structures
Budget & Resources
Attendance at Board Meetings

page 3
page 3
page 8
page 10
page 11

3. Blackburn with Darwen: the place, the people and their needs

page 13

4. Monitoring Activity of the LSCB
Case File and Practice Audits
Multi-agency Case Reviews (MARs)
Serious Case Reviews (SCRs)
Performance Monitoring
Training Provision
Consultations

page 17
page 17
page 18
page 18
page 19
page 20
page 21

5. Child Death Overview Panel

page 22

6. Examples of Multi-Agency Work in 2011-12

page 23

7. 2011-12 Business Plan Progress

page 27

8. Priority Areas, 2012-13

page 32

9. LSCB Business Plan, 2012-13

page 34

Annual Review
2011 - 2012

1. Introduction by the Independent Chair

Introduction
by the Independent Chair

Annual Review 2011 - 2012

Welcome to Blackburn with Darwen (BwD) Local Safeguarding Children Board’s (LSCB) annual report for
2011-12 and business plan for July 2012 to June 2013. This document sets out the activity of the Board
through its various committees and provides a picture on the performance of agencies that are involved
in safeguarding children locally.
The past year (2011-12) has been a challenging year for all agencies involved with safeguarding children,
implementing their own sector changes and efficiencies as a result of the national austerity measures and
reforms to public services. These changes are being made alongside the reforms the review by Professor
Munro recommended in May 2011. All this activity has been within the context that all services have faced
an increased demand for their services as families themselves experience considerable challenge to their
circumstances as a result of the difficult economic context.
Locally, agencies were involved in a Peer Review of Safeguarding in November 2011 and a full Ofsted
Inspection of Safeguarding in January 2012. In addition to their own sector reforms, agencies have also
prioritised implementation of the learning and actions from these inspections. It is a great testament to
the efforts of all agencies that both inspections found, overall, safeguarding services to be ‘good’ with
‘outstanding’ features and I would like to take this opportunity to both thank the agencies for their hard
work and congratulate them on their performance. The inspection findings highlighted the continued
commitment and dedication by staff in all agencies at both strategic and operational levels to maintain the
safety and improve the wellbeing of the children and young people of this borough.
Whilst the task of responding to these challenges is great, I have every confidence that all agencies will
respond efficiently and effectively to revise, where appropriate, our local safeguarding system.

Independent Chair
Blackburn with Darwen LSCB
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Governance and Accountability

Annual Review 2011 - 2012

Committee Structure
The Board structure in 2011/12 broadly remained the same as in 2010/11, however following an
independent review of the LSCB after the Peer Review and Ofsted Inspection and implementation of the
new Working Together to Safeguard Children guidance, the structure in 2012-13 is likely to change.

LSCB

Pan Lancashire and Cumbria
Chairs and Managers Group
Pan Lancashire Policy
and Procedures Group
Blackburn with Darwen
and Lancashire Child
Death Overview Panel

Serious Case
Review
Committee

Learning and
Development
Committee

Performance
Monitoring
Committee

Quality
Assurance
Committee

Communication
and
Participation
Partnership
Committee

Education
Committee

The function of each of the current committees is outlined below.

Pan-Lancashire & Cumbria LSCB Group (rotating Chair for each meeting)
To identify joint working initiatives across Lancashire and Cumbria to ensure duplication in LSCB functions,
policies, procedures and processes for the LSCBs and its partner agencies is reduced.
To identify cross border issues of concern for the four LSCBs and provide strategic oversight to improve
cross border safeguarding.
To share learning in relation to child protection practice in order to ensure practice across the region
reflects ‘best practice’ and ‘innovative practice’.
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Governance and Accountability

Pan – Lancashire Policy and Procedures Committee (rotating Chair for each meeting)
Annual Review 2011 - 2012

To develop pan-Lancashire multi agency policies in relation to safeguarding and promoting the welfare of
children.
To respond to changes in legislation by revising policies and procedures.
To revise multi-agency safeguarding policies and procedures as necessary and in line with the bi-annual
update cycle with Tri-X.

Child Death Overview Panel (Chair, Dr Shelagh Garnett, North West Strategic Health
Authority)
Through a comprehensive and multidisciplinary review of child deaths, the Pan-Lancashire Child Death
Overview Panel (CDOP) aims to better understand how and why children in the area die and use the
findings to take action to prevent other deaths and improve the health and safety of children.
In carrying out activities to pursue this purpose, the CDOP will meet the functions set out in Chapter 7 of
Working Together to Safeguard Children (2010) in relation to the deaths of any child normally resident in
the area.
The CDOP will commission and monitor through the region’s Primary Care Trusts a rapid response service
in line with guidance set out in Chapter 7 of Working Together to Safeguard Children (2010).

Serious Case Review Committee (Chair, Paul Lee, Head of Service, Blackburn with
Darwen Safeguarding Unit)
To recommend to the LSCB Chair where cases meet, or do not meet the criteria for conducting serious
case reviews in accordance with Chapter 8 of Working Together to Safeguard Children (2010).
To produce action plans for recommendations made by serious case review panels.
To report the findings and lessons learnt from serious case reviews to the Local Safeguarding Board and
to agencies with safeguarding children duties.
To lead on the monitoring of action plans from serious case reviews.
To produce guidance on how serious case reviews will be conducted locally in accordance with Chapter 8
of Working Together to Safeguard Children (2010).
To regularly collate lessons and themes from serious case reviews locally, regionally and nationally,
including from annual reports of the Child Death Overview Panel and disseminate these lessons to all
agencies with a duty to safeguard children.
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Governance and Accountability

Annual Review 2011 - 2012

Learning and Development Committee (Chair, Jackie Gower, Head of Service, Social
Work, Blackburn with Darwen Borough Council) – a joint committee with the Local
Safeguarding Adults Board (LSAB)
To develop, co-ordinate, implement and evaluate a successful LSCB learning and development strategy
and action plan.
To develop and commission multi-agency learning and development opportunities which support agencies
to safeguard and protect children.
To manage the identification of training needs and using the information to plan effective learning and
development programmes.
To employ rigorous processes to evaluate single agency and inter-agency learning and development
programmes.
Statutory agencies to participate in the development and/or delivery of LSCB multi-agency learning and
development programmes.
To develop effective models of engagement that foster a shared understanding of the tasks, processes,
principles and roles and responsibilities outlined in national guidance and local arrangements for
safeguarding children and promoting their welfare.
To promote sound decision making based on information sharing, thorough assessment, critical analysis
and professional judgement.

Performance Monitoring Committee (Chair, Dean Holden, Detective Chief Inspector,
Eastern Division, Lancashire Constabulary)
To provide the LSCB with performance information on the effectiveness of single agency and inter-agency
working to safeguard children.
To make recommendations to the LSCB and individual agencies about improving safeguarding and child
protection practice.
To lead on the production and development of the LSCB’s dataset with a range of performance indicators
from partners of the LSCB.
To analyse and report to the LSCB on the performance indicators contained within the LSCB dataset.
To analyse and report on the LSCB Annual Business Plan and Annual Review.
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Governance and Accountability

Annual Review 2011 - 2012

Quality Assurance Committee (Chair, Susan Crorken, Designated Nurse Child Protection,
NHS Blackburn with Darwen Teaching Care Trust Plus)
To provide the LSCB with information about the quality of inter-agency working in relation to safeguarding
children, collated through case file auditing.
To make recommendations to the Local Safeguarding Children Board and individual agencies about
improving safeguarding practice.
To lead on the Section 11 Audit process.
To lead on the Multi-Agency Case Review Process.
To lead on evaluating agency compliance with standards on safe workforce.

Communications and Participation Partnerships Committee, CaPP (Chair, Julie
Wareing, Chief Executive, Brook Blackburn until July 2012) – a joint committee with
the Children’s Trust and Local Safeguarding Adults Board (LSAB)
To develop methods for reaching the organisations that have contact with children and young people in the
Borough to raise the profile of the LSCB in order to ensure that safeguarding is everyone’s responsibility
To develop effective communications that reaches all sectors and communities
To co-ordinate the development of public awareness and associated materials as identified in the
Communication and Media Strategy
To lead on the development, organisation and management of ‘stay safe’ activity.
To lead on the development and maintenance of the Blackburn with Darwen LSCB website.
To ensure that safeguarding communication mechanisms and strategies of LSCB partner agencies are
aligned.
To develop and disseminate positive communications for children and young people in respect of
safeguarding.
To develop and maintain an induction process for the LSCB.
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Governance and Accountability

Annual Review 2011 - 2012

Safeguarding in Education and Learning Committee (Chair, Lisa Bloomfield, Director,
Training 2000)
To ensure that safeguarding in education is effective, robust and appropriate for both children and
vulnerable adults.
To ensure that Children in Our Care (CIOC) and pupils that are home schooled have effective safeguarding
arrangements in place.
To facilitate high quality interagency communication and strengthen links between Primary, Secondary, FE
/ HE and Work based Learning provision.
To lead on safer workings practices and tackle issues relating to the safeguarding culture in Educational
establishments.
To ensure that children are safeguarded via the curriculum, including e-safety and awareness of keeping
children and young people safe is embedded at appropriate ages.
To monitor and develop safeguarding arrangements inline with statutory guidance and Education bodies,
including Ofsted and The Institute for Learning.
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Relationship of LSCB with
other partnership Boards

Children, Young People and Families Trust

Annual Review 2011 - 2012

There are a number of connections with Blackburn with Darwen Children, Young People and Families Trust
(hereafter referred to as the Children’s Trust) to ensure that work to monitor safeguarding and promote the
welfare of children by partners is effective at both the strategic and operational levels.
At the strategic level, the Chair of the LSCB and Head of Service for the Safeguarding Unit are members
of the Children’s Trust Board. The Safeguarding Development Manager for the Safeguarding Unit is also a
member of the Children’s Trust’s Performance Management and Commissioning Group.
The Chair and the senior manager responsible for the work of the Children’s Trust both attend the LSCB
and provide the LSCB with regular updates on progress in relation to Stay Safe priorities in the Children,
Young People and Families Plan (hereafter referred to as the Children’s Plan). The LSCB is consulted and
contributes to the annual needs assessment and plan of the Children’s Trust. The 2010-13 Children’s Plan
prioritises actions from both the LSCB and Child Death Overview Process. The priorities for 2010-13 for the
Children’s Trust relevant for the LSCB to monitor are:
•
•
•
•
•

Reduction in the number of children and young people admitted to hospital;
A reduction in risk taking behaviour;
A reduction in the numbers of homeless children and young people;
Ensuring children and young people who are known to social services but not in care are safe; and
A reduction in the levels of infant and child mortality.

Shadow Health and Wellbeing Board

The Chair of the LSCB attends the Health and Wellbeing Board to present the LSCB’s Annual Report.
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Relationship of LSCB with
other partnership Boards

Community Safety Partnership

Annual Review 2011 - 2012

The Head of Service for the Safeguarding Unit attends the Community Safety Partnership Steering Group
and the following links are made with groups within the partnership:
• The Head of Service for the Safeguarding Unit attends the Youth Justice Service (YJS) Management
Board
• The Head of Service for the Safeguarding Unit Chairs the Channel Panel (Referral Panel to identify
preventative work for children and young people at risk of violent extremism);
• The Head of Service for the Safeguarding Unit is a member of the Lancashire MAPPA Strategic
Management Board and the Safeguarding Development Manager attends the MAPPA Serious Case
Review group;
• The Head of Service for the Safeguarding Unit attends the Strategic Domestic Abuse group and
contributes to the task and finish groups on implementing the 2011-14 domestic abuse strategy;
• The Safeguarding Development Manager attends the Forced Marriage and Honour Based Abuse group;
and
• The Safeguarding Development Manager has regular liaison with the Drug and Alcohol Team (DAAT) to
ensure commissioned services, polices and procedures are compliant with statutory child protection
and safeguarding guidelines.

Local Safeguarding Adults Board (LSAB)

The Head of Service for the Safeguarding Unit is the lead officer for the LSAB. During 2011-12 the
Safeguarding Unit has assisted in developing further the structure and work of the Board, leading to
effective co-ordination of work and a transparent infrastructure for the LSAB.

Relationship of the LSCB with Political Structures

The Executive Member for Children’s Services and Education attends the LSCB (as a ‘participating observer’)
and the Director of Children’s Services and Education reports through the Council’s accountability structure
to the Leader of the Council, Opposition Lead, Chief Executive’s Strategy Group and Council Committees.
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Budget & Resources

Children’s Services & Education
Adult Services				
NHS BwD Care Trust Plus		
Primary & Secondary Schools		
Lancashire Constabulary 		
Lancashire Probation Trust		
Training 2000				
CAFCASS				

		

£77,100
£50,000
£50,000
£32,550
£13,260
£5,967
£3,000
£550

DfE funding, SCIE Pilot		
		
Munro Grant				

£10,300
£16,886

Total				

£259,613

Annual Review 2011 - 2012

The Safeguarding Unit is funded by a range of agencies to deliver against the functions of the Boards
across both the children and adult safeguarding agendas. Agreed contributions by partner agencies for
2011-12, including grant funding were as follows:

Contributions by partner agencies for the 2012-13 year remain the same.
As well as the above financial contributions, many LSCB agencies provide their staff to deliver the multi
agency training programmes and agencies commit staff time to attending as members of the committees.
The majority of the LSCB training takes place at Blackburn College and Newfield School (90%) who allow
the LSCB to use their venues at no cost. This continues to result in significant savings for the LSCB on
training venues.
The Unit’s staffing and costs were approximately £210,000 in 2011-12. Below is a breakdown of the Unit’s
spending in 2011-12:
Salaries					
Fees: MARs, CDOP & TRI-X
Training & E-Learning 			
Office, Committee & Meeting costs

£160,058
£28,988
£18,191
£3,607

Total						

£210,844
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Attendance at Board Meetings

The attendance rates below cover the calendar year 2011.

Independent Chair
Lay Member, BwD Governor’s Forum
Lay Member, BwD CVS Children & Families Forum
Executive Member, Children’s Services and Education
Director, Children’s Services and Education
Adult Services
Children’s Safeguarding and Protection, Children’s Services and Education
Education, Children’s Services and Education
Public Health
East Lancashire Hospitals NHS Trust
Lancashire Care Foundations NHS Trust
(Adult Mental Health & Community Provider Services)
Great Manchester West NHS Foundation Trust (Adult Substance Misuse)
Via Partnership (Connexions Service)
Lancashire Constabulary (Force Public Protection Unit)
Legal Services, Blackburn with Darwen Borough Council
Youth Offending Team
Lancashire Probation Trust
Community, Voluntary Services (CVS)
Lancashire Council of Mosques (LCM)
Children and Family Court Advisory and Support Services (CAFCASS)
Primary Schools Representative
Secondary Schools Representative
Blackburn College
Children, Young People and Families Trust
Chair Serious Case Review Committee and Lead Officer CDOP and Safeguarding Unit
Chair Performance Management Committee/ Lancashire Constabulary
Chair Quality Assurance Committee/ NHS Blackburn with Darwen Care Trust Plus
Chair Education and Learning Committee/ Training 2000
Chair of Learning and Development Committee / Children’s Services and Education
Chair Communications and Participation Partnerships Committee / Brook

Annual Review 2011 - 2012

Organisation/Member

2011
Attendance
Rate
100%
71%
29%
100%
57%
43%
86%
43%
86%
57%
100%
86%
57%
100%
57%
57%
71%
86%
75%
0%
71%
86%
71%
86%
100%
71%
100%
83%
86%
71%
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Attendance at Board Meetings

Committee
Serious Case Review Committee
Learning and Development Committee
Performance Monitoring Committee
Quality Assurance Committee
Communications and Participation Partnerships Committee
Education and Learning Committee

2011 Attendance Rate –
average for all meetings
75%
73%
64%
70%
45%
83%

Annual Review 2011 - 2012

In last year’s annual report the LSCB had outlined that attendance rates at committee meetings will
also be published from this year. The average attendance rates of all meetings of the committees
are detailed below:

The acceptable attendance rate at Board and Committee meetings remains at 75%.

12
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Blackburn with Darwen:
the place, the people and their needs

Over the last 20 years the borough has experienced the continuing loss of traditional industries (large scale
manufacturing in urban centres, farming, mining and quarrying in rural areas) and the current recession
has had a significant impact, with increasing numbers of workless residents and increasing long term youth
unemployment. Overall there are proportionally fewer people in work in the borough than in the North West
or nationally, with low levels of self-employment and high numbers of people claiming benefits. Over the
last ten years, while there has been national economic growth with significant regeneration activity locally
through direct programmes and the impacts of the improvements in communication links, there has been
little reduction in the levels of economic disadvantage and social exclusion in the borough.

Annual Review 2011 - 2012

Blackburn with Darwen comprises the two towns of Blackburn and Darwen and the surrounding countryside.
The Borough covers an area of 13,700 hectares, has 55,000 households and a population of 140,000.
The population is diverse, with non-white population amongst the highest in the region. Most of the nonwhite population comes from Indian (9%) or Pakistani (9%) backgrounds, whose representation is almost
four times the national average. The borough has a young population with 30% aged 0-19 compared
with 24% nationally. Each year there are 2,300 births in the borough contributing to the young age profile
as there are around 1,000 more births than deaths each year. This annual increase of around 1,000 in
population is counterbalanced by an estimated 1,000 more people that move out of the borough than
move in, with one of the largest net losses being about 500 young people aged 15-19. This means that
despite the high birth rates placing demands on health, social care and education services, the overall
0-19 population of children and young people is projected to remain stable over the next 20 years.

The Borough experiences high levels of material deprivation, being the seventeenth most deprived borough
(based on the 2010 Index of Multiple Deprivation), with eight small neighbourhoods amongst the most
deprived 1% nationally. Some of our most deprived neighbourhoods appear to becoming relatively more
deprived through comparison between 2007 and 2010 indices of Multiple Deprivation. The combination
of embedded disadvantage and a fast-changing demography results in concerns around social cohesion.
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Blackburn with Darwen:
the place, the people and their needs

Housing

Community Safety

Crime and disorder has been a consistent priority for residents and communities over the last ten years
and it is important to understand the relationship between community safety and health and wellbeing.
Crime and disorder has a direct impact on the health of residents but also on the wellbeing communities.
In Blackburn with Darwen since 2009/10: crimes of violence against the person are down by 5%; sexual
offences are down by 13%; robbery has increased by 5%; burglary has increased 16% and vehicle crime
is up by 7%.

Annual Review 2011 - 2012

Within the main urban areas, both Town Centres of Blackburn and Darwen are surrounded by large
areas of high density terraced housing, parts of which are in poor condition, with an estimated 27,000
properties non decent and 12,300 experiencing a category 1 hazard, posing a risk to the health and
safety of residents. Both towns also have significant areas of “suburban” development, comprising a mix
of larger older properties and more recent development, some of which has spilled beyond the confines of
the valley sides. Blackburn with Darwen is amongst the worst 20% of local Authorities for fuel poverty with
almost one in four households (24%) experiencing fuel poverty and almost one in three (30%+) in some
neighbourhoods.

One of the direct impacts of crime on health is the rate of emergency admissions for assault in the borough,
in particular with most admissions coming from deprived areas. Ambulance callouts related to violence
were consistently above the North West average and in the year to July 2011, 25% of violent crimes
recorded by police in Blackburn with Darwen were flagged to indicate that alcohol was a contributory factor.

Road Traffic Accidents

During 2010 there were 574 recorded road traffic casualties, of which one was a fatality, 59 were serious
injuries and 514 were slightly injured. These figures are above the England average and highlight the key
role road safety has to play in individual and community health and wellbeing. Deaths and serious injuries
in traffic accidents for children under 16 is a significant issue for Blackburn with Darwen, with the rate per
100,000 children (44.1) significantly higher than the national rate (25.1).

Child Poverty

Almost three out of ten children (29%) in Blackburn with Darwen are living in poverty, a rate which
increases to four out of ten in Bastwell (37%), Sudell (39%), Wensley Fold (41%) and Audley (42%) and
almost half of all children (48%) in Shadsworth with Whitebirk. As would be expected, many of these
children live in single or two-parent families that are dependent on benefits, but one in four live in working
families. The authority undertook detailed research on child poverty in 2011 to fulfil the requirements
for the Child Poverty Strategy. The research was undertaken to understand what poverty in general and
more specifically child poverty means to local people. The outcomes highlighted challenges for children
in poverty around their mental health & wellbeing, general health and the impact upon education. Issues
such as peer pressure (alluding to appearance at school) and lack of quality time for children with their
parents were also identified as challenges for children in poverty.
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Blackburn with Darwen:
the place, the people and their needs

Infant and child mortality

Of the 7000 births in Blackburn with Darwen between 2007 and 2009, 50 children died in their first year
of life which is significantly higher than the average for England and Wales.

Annual Review 2011 - 2012

This is a key issue for the borough. In the period 2008-10, there were a total of 56 infant deaths in
Blackburn with Darwen (i.e. deaths under one year), or 8.0 per 1,000 live births. This was the highest
rate of any PCT or upper-tier local authority and significantly higher than the England average of 4.6 per
1000. In addition to this, a new indicator measuring the mortality rate for children aged 1-17 (i.e. explicitly
excluding infants) was introduced in 2011. Due to the small numbers involved, this rate was calculated
over nine years (2001-09). Blackburn with Darwen had the highest rate of any upper tier local authority,
and was still in that position when the indicator was updated for the 2012 Child Health Profiles, using
2002-10 data.

Wellbeing

Clear indicators for emotional wellbeing are not widely available, although young people admitted to
hospital resulting from self-harm shows that rates in Blackburn with Darwen (178/100,000) match the
North West (180) but are higher than the national rate (138).

Hospital Admissions

Hospital admissions for children and young people remain high and higher than regional and national
averages in the areas of accidental injuries, alcohol and self harm. Data shows that the 0-4 age cohorts
are those most susceptible to unintentional and deliberate injuries. The number of children attending
hospital for illnesses also remains higher than regional and national averages.

Education and Learning

Performance in education and learning remain strong through all ages. As a Borough we equal if not
outperform peers in similar authorities across all key stages of the early years and 5-19 age curriculum.
The percentage of young people achieving a level 3 qualification by age 19 is now above national average
which is a major achievement for our children and families, given the challenges we face as one of the
most deprived boroughs nationally.

Young Lifestyles

Alcohol, illegal substances and smoking pose a significant threat to the health of young people in Blackburn
with Darwen. Young people aged 15-16 are more likely to consume alcohol at least twice a week (17%)
than those in the North West (14%), but are also more likely not to consume alcohol at all (28%, North
West 18%), reflecting differing attitudes between ethnic groups. Substance misuse generally is similar to
the North West, but worse than England, although the estimated rate of problem drug users aged 15-24
in Blackburn with Darwen is the fourth highest in the region. Smoking amongst young people is a further
key issue, with more than one in four (26%) of young people aged 15-16 smoking, significantly more than
in the North West (19%).
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Blackburn with Darwen:
the place, the people and their needs

Teenage pregnancy

Think Family

Families with multiple and complex problems in some of the most deprived neighbourhoods in Blackburn
with Darwen require significant health and social care resources. The borough currently has 365 looked
after children, while the government estimates that there are 465 troubled families in the Borough needing
significant coordinated intervention. At the end of 2011-12 there were 1,800 children known to children’s
social care receiving a range of statutory level services. Think Family has been a major initiative to provide
a new model of support and intervention for families with complex problems. A multi-agency initiative, the
partnership approach will see family advocates coordinate agency responses to the issues experienced
by families.

Annual Review 2011 - 2012

From the high point in 1998, rates of teenage pregnancy have fallen faster than regionally or nationally,
and by 2009 had virtually closed the gap with the England average.

The Integrated Strategic Needs Assessment (ISNA) highlights the priority areas for children, young people
and their families in the Borough and through this the following priority programme areas have been
developed for the Borough’s 2012-15 Health and Wellbeing Strategy:
•
•
•
•
•

Best start for children and young people;
Health and work;
Safe and healthy homes and neighbourhoods;
Health, wellbeing and recovery;
Older people’s independence and social inclusion.
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Monitoring Activity of the LSCB

Case File and Practice Audits

Suicide/Self Harm Audit

As part of a follow up from the Child A serious case review, the LSCB commissioned an audit of multi-agency
activity in the safeguarding arrangements and services provided by Lancashire Care Foundation Trust’s
service to 16 and 17 year olds who self harm or attempt suicide. This service was redesigned following the
serious case review to reflect the learning from the review. The audit measured practice against a number
of standards from the LCFT Transition Policy, Pan-Lancashire LSCB procedures and specific lessons from
the Child A review. Managers from two in-patient units also provided additional service level responses
clarifying how services were actually delivered at frontline level.

Annual Review 2011 - 2012

The LSCB has undertaken a number of multi-agency audits during 2010-11 and a brief outline of the
findings are provided below. Each audit has an action plan agreed with the relevant agencies and these
action plans are monitored quarterly through the Quality Assurance Committee.

The audit found a significant and reassuring level of compliance and good practice within the service that
is delivered across Lancashire. Against the LCFT Transition Policy standards it was found that file recording
and updating of levels of vulnerability required improvement, and from the specific lessons of the Child A
review, improvements could be made to communicate updated plans/risks with all agencies involved with
the young person.

Quality of Referrals Audit

The quality of referrals received by Children’s Social Care has been an area of audit on a number of
occasions in the last few years. This audit focused again on the appropriateness of the referral but also
measured the quality of the information provided by agencies at the point of referral.
In three-quarters of all referrals (level 5, child protection and level 4, child in need) the audit found that the
agency was appropriate in making the referral. However, the level and detail of the information provided
by the agencies within the referral was not always of a standard that could have assisted Children’s Social
Care make their decision on service response in as efficiently a way as possible. Basic information about
the child, family, referrer and consent to share information was missing in some referrals making the task
of deciding the appropriate service response more difficult.
The findings of the audit will inform planning and service design of the Multi-Agency Safeguarding Hub
(MASH).
The Quality Assurance Committee has set a timetable for 2012-13 and anticipates undertaking audits in
three areas:
•
•
•

Common Assessment Framework (CAF) – arrangements and use of early intervention processes
Children’s Voice in service experience and service design
Single Agency Audit on Safeguarding Activity
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Monitoring Activity of the LSCB

Multi-agency Case Reviews (MARs)

The Child W and Family F reviews were completed within the year; the Child L review is in the process of
being completed.
Child W and Child L MARs were undertaken using the pilot Social Care Institute of Excellence’s (SCIE)
systems’ methodology. SCIE has three pilot methodologies and the Child W MAR was undertaken (with
SCIE’s supervision) using their ‘collaborative’ methodology. The Child L review used a locally adapted
‘condensed’ methodology .

Annual Review 2011 - 2012

The LSCB has approved and commissioned three multi-agency case reviews (MARs) during the year. Two
cases had been referred from the serious case review committee as they did not meet the criteria for
serious case reviews.

The Family F MAR used a different approach to the SCIE methodologies and the locally agreed MAR process.
The methodology focused on the learning in the case within the context of past SCR/MAR learning to
enable the LSCB to identify which previous learning had not been fully embedded and identify with the
relevant agencies why lessons were recurring.
The three reviews have a number of common areas of learning and these will be collated together after all
the reviews are completed to produce a local action plan to address cultural and practice improvements.

Serious Case Reviews (SCRs)

Three cases were referred to the SCR Committee for consideration. Two cases did not meet the threshold
for SCRs but the LSCB Chair commissioned MARs, and in the third case the LSCB is awaiting further
information before any decision can be made.
During the year the LSCB published the Executive Summary in the Child H case that was completed in
2010-11. All six SCRs undertaken by the LSCB have now been published on its website.
Action plans from all six SCRs have also been fully implemented. Lessons from the reviews, along with the
learning from the MARs, continue to be disseminated to local services and teams as well as through the
Pan-Lancashire SCR Briefing events.

1

The third SCIE systems’ methodology is the ‘focused’ model
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Monitoring Activity of the LSCB

Performance Monitoring

Areas of Improving Performance

Areas to monitor in 2012-13

Repeat referrals to social care continuing to fall
throughout the year

Increasing workloads where safeguarding and child
protection is a concern for the following agencies:
Social Care, Police, Probation Trust, Health, CAFCASS
& Family Courts, Engage Team

Increasing number of referrals to social care
meeting thresholds for assessment – referrals
increasingly meeting thresholds rather than being
inappropriate

Increasing number of referrals and assessments in
social care leading to:
• Increase in the number of initial, core and section
47 assessments
• Reduction in assessments completed within
statutory timescales
• Increasing number of initial child protection plan
conferences and children subject to plans

Marginal decrease in the number of children
taken into care

Significant number of cases requiring family court
decisions (when compared with numbers nationally)
and delays within the process meaning nearly a third
of local cases taking longer than 50 weeks

Reduction in the number of children reported
missing from home

The relatively high number of looked after children
missing from home who go missing frequently and
require multi-agency interventions

Reduction in the number of children offending;
increased confidence in reporting sexual crimes

Rise in the number of children who were victims of
crime, in particular violent crimes, sexual crimes and
those referred to the Engage team

Increasing number of cases reviewed by CDOP
and a lower than national proportion of these
deaths with identified modifiable categories

For deaths reviewed where modifiable factors were
identified, the categories of ‘neonatal/perinatal
event’ and ‘sudden unexpected, unexplained death’
remained the highest categories

Annual Review 2011 - 2012

The 2011-12 dataset identifies a number of areas where performance has improved and a number of
areas where additional monitoring may be required in 2012-13. These areas are summarised in the table
below.

During 2012-13 the LSCB will begin to implement the national Children’s Performance Improvement
framework and the local priority areas to monitor will be included in the framework.
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Training Provision

BwD LSCB Training

11 courses were provided on 38 occasions throughout the 2011-12 academic year. 34 of these sessions
were provided in free venues at Blackburn College and Newfield School. In total the courses had the
capacity to train 845 people. 789 people booked on the courses through the year (93% of places booked)
and 572 people attended their booked place (72% attendance rate). Of people booking on courses, just
fewer than 60% were non local authority staff from a range of agencies; of the local authority staff that had
booked places, nearly three-quarters were Children’s Services & Education staff.

Pan Lancashire Serious Case Review (SCR) Briefings

Annual Review 2011 - 2012

The BwD LSCB provided 11 different courses through its training schedule and one Pan-Lancashire briefing
on lessons from Serious Case Reviews. In addition to these courses the LSCB also initiated a number of
e-learning courses on a range of topics during the year.

6 sessions were provided throughout venues across Lancashire including one session at the Royal
Blackburn Hospital. In total 441 people attended these sessions and three-quarters of staff attending
these sessions were from Social Care and Health agencies. The course content has been regularly revised
to reflect lessons from recent case reviews, Child Death Overview Panel (CDOP) findings and national SCR
findings. The course continues to be delivered by LSCB staff from all three Lancashire LSCBs.

E-Learning

e-learning courses were launched by the LSCB in February 2012 and have attracted just over 400 people
to undertake the training online by the end of June 2012. 72% of these people have completed and
passed the relevant course they had undertaken.
During the year the LSCB undertook a training needs analysis to identify demand for courses during 201213; this analysis has identified more demand in the local workforce and the 2012-13 training schedule now
has 11 more training sessions than the previous year. The 11 additional sessions include four sessions on
two new courses.
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Consultations

Eighty children and young people from a wide range of organisations attended the event. These included
representatives from all three Neighbourhood Youth Forums, Blakewater College, Brook, Nightsafe, Kids
Next Door, T Shop, Looked After Children, Crosshill School and Blackburn College.
The children and young people were asked two questions around the impact the cuts in services and
funding had on them and a further question on their suggestions for future improvements. Around the
theme of ‘staying safe’ both questions identified the following issues of importance for children in the
borough:

Annual Review 2011 - 2012

The Children, Young People and Families Trust (hereafter referred to as the Children’s Trust) undertook
one large consultation event on children’s views to inform service planning during the year called ‘Your
Services. Your Call’. The event was led by the Executive Member for Children’s Services and the Executive
Member for Leisure and Culture. Several other Executive Members, Councillors and the Director of
Children’s Services and Education also attended to support the event. Also present, as an observer, was
the Ofsted Lead Inspector from the Safeguarding Inspection.

• “Feeling that there are less professionals or agencies to help us and that built up trust and relationships
have now gone”
• “Need for more activities in communities, youth clubs etc to reduce crime and there is a need to
improve communication on what is available using posters, Facebook and Twitter”
• Bullying was raised as a major issue – “gangs”; “intimidation”, “internet bullying”
• It was felt there was a need to improve street safety – need “more police”, “cameras” [CCTV], “more
street lights that work”
• “Need for ‘safe’ activities to attend – youth clubs, community centre in local areas”
• “Provide better safeguards on the internet to prevent internet bullying etc”
• “Increase the number of police officers / PCSO’s on the streets, especially at weekend”
Through other consultation events planned during 2012-13, the children have been reassured that they
will be provided feedback on how their views have shaped services and the difference their views make to
the work all agencies undertake.
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Child Death Overview Panel

The CDOP, on reviewing each death, categorises the death using a standard typology and in the tables
below the categorisation is presented for the past year and the four year period since CDOP has been
functioning:

For the deaths reviewed in 2011-12:
Category 1 – Deliberately inflicted injury, abuse or neglect
Category 3 - Trauma and other external factors
Category 4 - Malignancy
Category 7 - Chromosomal, genetic and congenital anomalies
Category 8 - Perinatal/neonatal event
Category 9 - Infection
Category 10 - Sudden unexpected, unexplained death

Total

below 5
below 5
below 5
17
7
below 5
below 5

Annual Review 2011 - 2012

The Child Death Overview Panel (CDOP) reviewed 33 deaths for Blackburn with Darwen in 2011-12. There
remain six deaths (two from 2009-10 and four from 2011-12) to review. In total in the period 2008-12
since CDOP has been operational 85 of the 91 deaths of children have been reviewed.

33

For the 2008-12 period, all deaths were categorised as:
Category 1 - Deliberately inflicted injury, abuse or neglect
Category 2 – Suicide or deliberate self-inflicted harm
Category 3 - Trauma and other external factors
Category 4 - Malignancy
Category 5 - Acute medical or surgical condition
Category 6 - Chronic medical condition
Category 7 - Chromosomal, genetic and congenital anomalies
Category 8 - Perinatal/neonatal event
Category 9 - Infection
Category 10 - Sudden unexpected, unexplained death
Total

below 5
below 5
below 5
5
below 5
5
34
23
below 5
7

2%
1%
2%
6%
2%
6%
40%
27%
5%
8%

85

For the 2008-12 period, 14 of the 85 deaths reviewed (16%) were found to have modifiable factors compared
to 23% in Lancashire and 20% nationally. The modifiable factors/risk factors in the family environment
identified from the reviews included parental smoking, domestic violence, parental mental health, poor
housing conditions and factors linked with poor access to service provision and poor engagement with
services.
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Examples of multi-agency work and
outcomes that protected children
and families in 2011-12
Example from Health:

Annual Review 2011 - 2012

A family had been on the Core Programme for Health Visiting services; no unmet health needs or
safeguarding issues had been identified. A Health Worker from the Health Visiting Team made a routine
home visit to complete the second mood assessment. During the visit the mother was alone, she did
not disclose any problems and presented emotionally well. Just before the Health Worker was about to
finish the visit she provided further information about the role of a Health Visitor and enquired further
about the mother’s wellbeing. At this point the mother disclosed that she had experienced past physical
abuse from her husband and other family members and was not allowed out of the home alone. Mother
said that her children had witnessed the abuse and were frightened and upset by the assaults on her.
The mother was afraid of what would happen if the father’s family found out that she had disclosed this
information. The Health Worker told her that she would discuss the situation with the Health Visitor and
that they would be able to offer multi agency support; the mother said that she was willing to accept help
and that she would be willing to leave the family home and seek refuge.
Having identified that the mother and children were at risk of significant harm, the Health Worker
discussed the concerns with the Health Visitor and they felt that they needed to work in partnership
with relevant agencies in order to formulate a safe plan of support. A referral to Children’s Social Care
was made. The WISH Centre was contacted and a specialist worker was informed of the situation. The
specialist worker made checks with Immigration Services regarding the mother’s immigration status to
ensure she would not be adversely affected and could be supported should she leave her home.
A multi agency discussion meeting was arranged. The purpose of the meeting was to explore the mother’s
wishes and involve other agencies in safety planning. The Health Visitor, specialist worker from WISH,
the School Teacher and mother were all in attendance; the Health Worker who had visited the mother at
home did not attend in case a family member had followed the mother to the meeting venue. The Social
Worker had not visited the family at this point to allow safe action plans to be put in place but would act
immediately if the action plan was not proving effective.
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Examples of multi-agency work and
outcomes that protected children
and families in 2011-12

• A refuge space would be sought as a priority;
• Mother would return home, act normally and gather any important documents if possible without
raising suspicion;
• Police would be informed and would be alerted when a refuge space was found so that they could
undertake a rescue operation;
• Daily liaison between all involved agencies was to take place so that each agency would be informed
of any changes or progress in relation to the plan and any escalation of concerns could also be
shared.

Annual Review 2011 - 2012

During the meeting the mother disclosed a long history of abuse and it was clear that there were
significant safeguarding concerns for the safety of the mother and the children. At the meeting the
following plan was agreed:

Following the meeting the action plan was followed and four days later, mother and children were rescued
by the Police and escorted to a place of safety.
Mother and children have now settled in a new area and mother has contacted the Health Visitor and
Health Worker to thank them for their support. She has told them that life for herself and her children is
now much better and that she is grateful for their assistance.
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Examples of multi-agency work and
outcomes that protected children
and families in 2011-12
Example from the Police:

The referral was reviewed by MASH and as a result of prompt information sharing with Children’s Services
it was established that there was a young child residing with this vulnerable adult. As a result of the Adult
Social Care worker’s contribution to MASH team further information was gathered in respect of the adult
female. It was revealed that similar concerns were raised in November 2011. Children’s Services had
not been made aware of this. The only previous information on their system was in relation to historical
domestic abuse in 2008.

Annual Review 2011 - 2012

A vulnerable adult referral was received by the Multi-Agency Safeguarding Hub (MASH) regarding an
adult female who had historically been subject to domestic abuse. Concerns were raised by the attending
police officer of her subsequent mental health state which was felt could encourage the female to
inadvertently put herself at risk. Within the police log there was mention of an ‘infant’ at the address but
no further details.

A section 47 enquiry was then conducted in respect of the child.
Checks with nursery did not raise any concerns other than that the child’s attendance was erratic
The outcomes were as follows:
• The adult female is now engaging with the WISH Centre to address anxieties from historical
domestic abuse incidents
• The referral was shared with mental health services who in discussion with her GP are now
addressing her depression and other mental health issues
• Awareness has been raised with staff of the nursery that the child attends.
• Family members are providing the female with additional support (they were previously unaware of
the issues)
• The adult and child continue to be supported by Children’s Services and receive appropriate health
support.
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Examples of multi-agency work and
outcomes that protected children
and families in 2011-12
Examples from Children’s Social Care:

• The police, using Youth Involvement Officers, facilitated a residential army course for a 15 year old
boy who wasn’t attending school and presenting significant verbal and physical control issues for
his parents. He is now attending school and seeking a career in the army. The repeated referrals
regarding this young person have now abated.
• A domestic abuse report to the police revealed the presence in the household of an individual
with historic sexual convictions. As a result of this information, Children’s Social Care were able to
secure protection of the child

Annual Review 2011 - 2012

• As a result of MASH development and particularly the co-location of Children’s Social Care staff and
the police, the team were able to quickly retrieve a family with two children who had tried to avoid
social work involvement by disappearing from the area.

• A domestic abuse referral involving a pregnant female initially appeared to be low level. Prior to
MASH, Children’s services and health would have only been made aware of incidents within the
past 12 months. Police checks revealed a further 18 previous incidents since 2009. This, coupled
with information from the victim and health that the female had previously miscarried on a number
of occasions, raised the concern. As a result, Children’s Services immediately progressed the
referral to an Initial Assessment and Health agencies agreed to more closely monitor the family
situation.

page 26
3

There was no need for the group to be reconvened as adverse sensitivity around single issues
(Madressahs, Consanguinity etc) have not materialised. There may still be a need for the group
to provide advice on how the BME community increase their uptake of services.

Identify what services work and how
public health and prevention messages
are going to be effectively delivered

Continuation of the BME safeguarding
reference group

BME Safeguarding

The Madresah safeguarding policy was reviewed, updated and approved by the LSCB in
November 2011. Lancashire Council of Mosques have consulted their member Mosques and
approved the policy for use in the Madresah sector. It has been circulated to all Mosques and
Madris in the borough.

The policy will be included in the Tri-X website (Pan Lancashire).
Improving links with
Policies and guidance to be developed in The Pan Lancashire Policies Group is reviewing the national YJB guidance to determine if local
youth justice
relation to safeguarding young offenders tools and the Pan-Lancs TRI-X tool require updating.
Ensure the education Development of the Education
The Education and Learning Committee was established and first met in November 2011.
sector are engaged in Committee and work plan to aid schools,
the Board
FE colleges, nurseries, training providers The terms of reference were developed and approved by the LSCB.
and Mosques
The Committee has developed its priorities for 2011-12 and has made considerable progress
in implementing their first year objectives.

Agreement through to implement the
Madresah Safeguarding Policy

The Performance Monitoring Committee is to begin collating data on neglect - initial work was
to agree definitions before data is requested from agencies.
Public Health messages and services in relation to Consanguinity have been commissioned by
NHS BwD to provide the immediate and wider family with genetic counselling. Referral points
for the service are through local maternity, GP and Health Visitor services.

Neglect training was delivered on a multi-agency basis and delivered in house four times a
year for a period of two years which resulted in approximately 400 staff being trained during
2009 – 10. It was agreed that the programme needed to be reviewed in 2011 and form part of
the 2012-13 TNA.

Monitor the direction of services,
assurance on practice, monitoring of
performance and adequate training for
professionals

Children subject to
abuse and neglect

Progress

Actions

Priority Area

There has been good progress made to complete and deliver against the priorities and actions set out in the last business plan. The table below RAG rates the
completion of each priority; green for complete, amber where work is ongoing, and red where progress has been slow and the objectives of the task have not
been fully realised.

2011-12 Business Plan Progress
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Business Plan 2011 - 2012

page 3

Identify what are local needs
(community referencing) and what
innovative approaches can be used to
deliver services in the current climate

Develop reporting and governance links
with BwD’s early adopter Health and
Wellbeing Board

Reduce the number of committees and
increase attendance at the committee
meetings

Innovative
approaches to deliver
services

Development of links
with Health Boards

Reduce the number
of meetings and
increase attendance
by agencies
Complete the
timetable of audits
identified by the QA
Committee

Following the annual development day, the view of the Board assisted agencies by reducing
the number committees and increasing efficiency within the structures of the LSCB.
Committee attendance is good.

The LSCB Annual Report was tabled at the Shadow Health and Wellbeing Board.

Safeguarding Unit officers attend internal Health Committees.

The LSCB has strategic representatives form the local Care Trust Plus, Provider Services
(Lancashire Care NHS Foundation Trust) and East Lancashire Hospital Trust.

Innovation and Creativity sessions established and focused on the development of a Early Help
Framework.

Engage continues to gain national recognition.

Think Family pilots in three areas of the Borough are ongoing and are providing innovative
examples on how service delivery can be remodelled.

Progress

• Practice in Adult Mental Health
LCFT have completed a self harm and suicide audit (June 2011)
Services when young people attempt
suicide
The Family F review audited the recurring themes for a number of agencies.
• Recurring lessons from serious case
The QA Committee undertook an audit on the quality and appropriateness of referrals in place
reviews and multi agency reviews
of this audit.
• Identification of lessons for practice
from examples of good practice

Actions

Priority Area

2011-12 Business Plan Progress
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Development of the
SUDC service

Undertake a further
detailed s.11 audit
around issues
identified as weak in
the 2009 audit
Monitor safeguarding
performance across
a range of indicators
including analysing
and understanding
areas of concern
Work with Public
Health to address
specific causes of
preventable death

Report by the Director of Public Health completed, with analytical comparison of the categories
of death from CDOP and Public Health Data.

Analyse CDOP and Public Health
data to understand the categories of
preventable deaths

Work with health teams and other
partnerships across Lancashire to
ensure messages are disseminated to
prevent future deaths
Development of the service to enable
it to deliver end of case discussion
meetings (ECDMs) in line with statutory
guidance in chapter 7 of Working
Together and in line with the recovery
plan approved by Lancashire PCTs

Ongoing via Performance Monitoring Committee

Improve the analysis and understanding
in areas of safeguarding concern

Recovery Plan completed and SUDC service specification revised.

Public Health representatives from across the Lancashire PCTs are now part of the CDOP that
provide information on ongoing child health campaigns. CDOP now commissioning Lancashire
wide partnerships with additional campaigns/research in other categories of death.

Planning currently taking place. Audit to be completed in 2012-13.

Undertake a detailed audit of
participation strategies and CAF
adoption in agencies of the board

Monitoring the implementation of action
plans from serious case reviews

Monitoring the implementation of action Ongoing – actions from the Core Group audit, self harm/suicide audit are being quarterly
plans from case file audits and multimonitored. Family M MAR actions are also being monitored.
agency reviews
All SCR Action Plans now signed off as complete.

Monitor the action
plans of case file
audits, multi-agency
reviews and serious
case reviews

Progress

Actions

Priority Area

2011-12 Business Plan Progress
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Actions

Revise and review programmes on:
•
Neglect,
•
Child sexual exploitation
•
Working Together
•
Common Processes
•
Allegations management
•
Self harm/suicide

• Development of the pool of trainers
• Sharing of training resources and
delivery of programmes across
Lancashire and Cumbria LSCBs
• Develop tools on measuring
effectiveness of training
programmes

Priority Area

Revision and review
training programmes

Review the functions
of LSCB training

A new model of evaluation was implemented from September 2011. This includes ‘in-action’
and ‘on-action’ evaluation and from January 2012, an impact assessment of learning will
review the September – December 2011 period.

Sharing of learning and resources across Lancashire and Cumbria has included mental health
and working together. A link to Pan Lancashire and Cumbria is formalised via the North West
Inter - agency Training Team (NWIAT).

Self Harm and Suicide – training was commissioned from September 2011 and will continue
to be offered during 2012-13.
The training pool has recruited new members (now has in excess of 20 members).

Management of allegations - this programme has been discussed at the Learning and
Development Committee. There is a new LADO in post and training will be delivered from
September 2012.

Common Process was discussed at the Learning and Development Committee and as it is
at level 1, the Committee and LSCB agreed that it was for individual agencies to provide.
E-learning at level 1 is now provided through the LSCB website.

Working Together – the WT training was evaluated and reviewed to make it more focused
and ensure delivery of content in one day rather than over two days. This was delivered form
September 2011 and will continue to form part of the multi-agency training offer for 2012-13.

Child Exploitation – training reviewed and updated in November 2011. This will continue to
form part of the multi-agency training in 2012-13.

Neglect training was delivered on a multi-agency basis and delivered in house three or four
times a year for a period of two years which resulted in approximately 400 staff being trained
during 2009–10. It was agreed that the programme needed to be reviewed in 2011 and form
part of the 2012-13 TNA.

Progress

2011-12 Business Plan Progress
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Child W MAR undertaken using SCIE’s Collaborative Methodology and Child L MAR is being
undertaken using the principles of SCIE’s ‘Focused’ methodology. The chronology template for
reviews has been adapted to assist agencies in thinking/completing reviews using the systems
methodology.

Multi-agency training continues to be reviewed, evaluated and developed. Formal reports
quarterly are made to the L & D committee.

Awaiting national guidance and revision of Working Together.

Awaiting national guidance and revision of Working Together. However, a task and finish group
• Implement the duty to secure
sufficient provision of local early help has been established to focus on early help led by the DCS
services

• SCRs to be undertaken using
systems methodology

• LSCB monitoring to include:
• assessment of the effectiveness
of help provided (including
effectiveness and value for money of
early help); and
• effectiveness of multi-agency
training

• Annual Report to be submitted to
Annual report submitted to the Chief Executive, Leader of the Council and Health and
the Chief Executive and Leader of
Wellbeing Board in November 2011.
the Council and subject to legislation
to Police Commissioners and Chair
of Health and Wellbeing Boards

Six SCR briefing sessions have been held throughout the year to share lessons learnt across
Lancashire, Blackpool and Blackburn with Darwen.
Work initiated in December 2011 using Munro Report and other national reports as guidance.

• Deliver SCR briefing sessions with
Lancashire and Blackpool LSCBs
• Development of a twin-core dataset

Implementation
of Munro
Recommendations

Local briefings have taken place to share SCR lessons with colleagues and partners. Ongoing
monitoring of agencies to ensure dissemination of lessons at agency level.

• Disseminate lessons for specific
BwD cases to local agencies

Disseminate lessons
from SCRs

Progress

Actions

Priority Area

2011-12 Business Plan Progress
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Priority Areas, 2012-13

-- Implementation of Munro recommendations (Assessment Framework, Quality & Learning
Frameworks, Early Help Strategy, SCR changes and workforce development)
-- Implementation of findings of the LSCB Review recommended by the Peer Challenge Team
-- Continued strong focus on the impact of cuts on safeguarding and child protection
-- Continue to develop the learning and development arrangements and ensure sufficient capacity
within the multi agency training pool

Business Plan 2011 - 2012

From the review of the Board’s activities in 2011-12, the Board has considered two major issues in
identifying the priority areas of action for the 2012-13 year: what is required locally to improve
safeguarding arrangements and what is required to ensure the LSCB continues to discharge its statutory
functions? The priority areas of action are therefore:

-- Continue the development of evaluating the quality of single agency safeguarding training
-- Strong focus on looked after children (LAC) and Child Protection (CP) numbers
-- Ensure Mosque and Madresah safeguarding policy is communicated, implemented and monitored
-- Ensure learning from Serious Case Reviews (SCRs) and Multi-Agency Reviews (MARs) are
communicated, embedded in practice and evaluate the impact changes are having on practice
-- Ensure the SCR and MAR processes remain robust and fit for purpose
-- Work closely with the Community Safety Partnership (CSP) to ensure that MAPPA, MARAC and new
domestic abuse arrangements are effective
-- Continued strong focus on children who are sexually exploited (CSE) and those who go missing from
home (MFH)
-- Undertake a training needs analysis for multi-agency LSCB training
-- Continue to develop strong pan-Lancashire and regional work
-- Support the ‘Think Family’ service developments
-- Continue to improve engagement with the education sector, particularly schools
-- Strengthen participation from young people and look at developing stronger mechanisms around
channels for their voices to be heard and acted upon
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Priority Areas, 2012-13

-- Implementation of the revised arrangements to investigate allegations concerning people working
with children
-- Continue to monitor and evaluate the effectiveness of what is done individually and collectively by
the agencies of the Board to safeguard and promote the welfare of children and advise agencies on
ways to improve policies, procedures and practice
-- Monitor and develop safeguarding arrangements in education, including non maintained, free and
studio schools, Mosques/Madaris and University Technical Colleges (UTCs)

Business Plan 2011 - 2012

-- Strengthen public safety messages undertaken individually or collectively by agencies to ensure that
parents, carers, children and the children’s workforce are fully informed of the messages from the
Board’s monitoring and co-ordinating activity

-- Strengthen e-safety messages and awareness throughout the Borough
The Board has identified that the following priority areas are recommended to the Children, Young People
and Families Trust and the Health and Well-Being Board to include in their planning activities:
-- Indentifying local needs (community referencing) and what innovative approaches can be used to
commission and deliver services in a financial climate of reduced resources
-- Implementation of the Munro Recommendation to develop a local Early Help Strategy
-- Continued focus on the high child mortality rates and high accident rates
-- Continue participation in the local planning and commissioning of services to ensure safeguarding
and the welfare of the child remain priority areas
-- Strengthen public safety messages undertaken individually or collectively by agencies to ensure that
parents, carers, children and the children’s workforce are fully informed of the messages from the
Board’s monitoring and co-ordinating activity.
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Continue to develop the
learning and development
arrangements and ensure
sufficient capacity within the
multi agency training pool

Implementation of findings
of the LSCB Review
recommended by the Peer
Challenge Team
Continued strong focus
on the impact of cuts on
safeguarding and child
protection

After national guidance
is finalised

Children, Young People and
Families Trust
SCR & Quality Assurance
Committees
All Committee Chairs

• Development of a Early Help Strategy and support the ‘Think
Family’ service developments

• Review the frameworks through work with Pan-Lancashire and
North West groups
• Review the structures and governance arrangements of the Board

Ongoing
December 2012

• Continue to provide specialist e-learning programmes

• Develop and implement a local workforce development strategy.

Ongoing

December 2012

December 2012

January 2013
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March 2013

SCR Committee & Quality
Assurance Committee

• Development of a Learning & Improvement Framework

• Finalise the report and action plan from the Impacts of Cuts
LSCB & Children, Young People
analysis
and Families Trust
• Continue participation in local planning and commissioning of
services to ensure safeguarding and the welfare of the child remain
priority areas
• Undertake a training needs analysis for multi-agency LSCB training Learning & Development
Committee
• Review the training pool and training arrangements following the
training needs analysis

March 2013

Quality Assurance Committee

• Development of a Quality Assurance Framework

March 2013

After national guidance
is finalised

Quality Assurance Committee

• Implementation of the Assessment Framework

Implementation of
Munro recommendations
(Assessment Framework,
Quality & Learning
Frameworks, Early Help
Strategy, SCR changes and
workforce development)

Timescale

Lead Committee

Actions

Priority Area

LSCB Business Plan, 2012-13
Business Plan 2011 - 2012

page 3

Work closely with the
Community Safety
Partnership (CSP) to ensure
that MAPPA, MARAC and
new domestic abuse
arrangements are effective

Ensure learning from Serious
Case Reviews (SCRs) and
Multi-Agency Reviews
(MARs) are communicated,
embedded in practice and
evaluate the impact changes
are having on practice
Ensure the SCR and MAR
processes remain robust and
fit for purpose

Strong focus on looked after
children (LAC) and Child
Protection (CP) numbers
Ensure Mosque and
Madresah safeguarding
policy is communicated,
implemented and monitored

• Review the process to implement the Learning & Improvement
Framework
• Review the processes through work with Pan-Lancashire and North
West groups
• Regular reporting at Board level from the CSP to monitor and seek
assurances of partnership arrangements

• Learning from local reviews and national reviews collated regularly
and communicated to all agencies
• Evaluation of impact changes are making to practice through
audits and section 11 audits

• Work with Lancashire Council of Mosques and the Pan-Lancashire
LSCBs to communicate, implement and monitor the policy

Quality Assurance Committee

Quality Assurance
Committee, SCR Committee &
Communications Committee

Education and Learning
Committee
Quality Assurance
Committee, SCR Committee &
Communications Committee
Learning and Development
Committee

Pan Lancashire Policies &
Procedures Group

• To review the method of how single agency training on safeguarding Learning & Development
and promoting the welfare of children is evaluated focusing on type Committee
of provision, reach of training, quality and impact of training on
practice
• Review the evaluation frameworks through work with PanLancashire and North West groups
• Monitoring of performance data and analysis of trends
Performance Monitoring
Committee

Continue the development
of evaluating the quality of
single agency safeguarding
training

Lead Committee

Actions

Priority Area

LSCB Business Plan, 2012-13

Ongoing through the
year
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After national guidance
is finalised

December 2013 and
Ongoing with new
cases

January 2013

Quarterly through
dataset analysis

June 2013

Timescale

Business Plan 2011 - 2012
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June 2013
June 2013

December 2012

Communications Committee &
CDOP
Communications Committee

• Review the range of single agency safety messages to identify any
gaps that multi-agency communications can assist in

• Development of child, parent/carer and practitioner appropriate
communications

• Review child, parent/carer and practitioner appropriate
Communications Committee
communications through work with Pan-Lancashire and North West
groups

• Revision of the processes and performance monitoring
arrangements for LADO investigations

Quality Assurance Committee

June 2013

Communications Committee

• Develop mechanisms to collate from all agencies the views and
opinions of children they provide services to inform safeguarding
practice and aid service development

June 2013

December 2012

• Audit and performance monitoring of CSE & MFH arrangements
Quality Assurance
• Co-ordinate work through Pan-Lancashire and North West groups
Committee, SCR Committee &
and share/learn best practice through regional and national groups Communications Committee

Timescale

Continued strong focus on
children who are sexually
exploited (CSE) and those
who go missing from home
(MFH)
Strengthen participation
from children and look
at developing stronger
mechanisms around
channels for their voices to
be heard and acted upon
Strengthen public safety
messages undertaken
individually or collectively
by agencies to ensure that
parents, carers , children
and the children’s workforce
are fully informed of the
messages from the Board’s
monitoring and co-ordinating
activity
Implementation of the
revised arrangements to
investigate allegations
concerning people working
with children

Lead Committee

Actions

Priority Area

LSCB Business Plan, 2012-13
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Actions

Continue to monitor and
• Implementation of the revised arrangements to investigate
evaluate the effectiveness of
allegations concerning people working with children
what is done individually and
collectively by the agencies
• Self assessment audits by agencies on how the voice of the child
of the Board to safeguard
and early help is embedded within practice
and promote the welfare of
children and advise agencies • Self assessment audits by schools and learning institutions on
on ways to improve policies,
compliance with s.175 & s.157 duties
procedures and practice
• Continue to improve engagement with the education sector,
particularly schools
Monitor and develop
• Continue to share best practice and feedback from local
safeguarding arrangements
inspections
in education, including non
• Link with local providers and develop effective relationships across
maintained, free and studio
the Education sector, from Early Years through to Higher Education.
schools, Mosques/Madaris
and UTCs
Strengthen e-safety
• Review the current e-safety policy and charter to ensure it reflects
messages and awareness
advances with media and technology.
throughout the Borough
• Develop key messages to raise awareness of potential risks

Priority Area

LSCB Business Plan, 2012-13
January 2013
June 2013

Quality Assurance Committee
Quality Assurance Committee

Education & Learning Committee March 2013
and
Communications Committee

Education & Learning Committee Ongoing through the
year

Education & Learning Committee March 2013

Education & Learning Committee June 2013

Timescale

Lead Committee
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