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List of Abbreviations 
	CAF
	Common Assessment Framework

	CAFCASS
	Child and Family Court Advisory and Support Service

	CDOP 
	Child Death Overview Panel 

	CHSCB
	City & Hackney Safeguarding Children Board 

	CoL
	City of London

	CPA
	Community Partnership Advisor

	CPP
	Child Protection Plan 

	CRB
	Criminal Records Bureau

	CTB
	Children Trust Board

	CYPSP
	Children & Young People Strategic Partnership

	DAAT
	Hackney Drug and Alcohol Action Team 

	DCS
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	DWP
	Department of  Work and Pensions

	ECM
	Every Child Matters

	FGM
	Female Genital Mutilation

	HCVS
	Hackney Council for Voluntary Service

	LADO
	Local Authority Designated Officer

	LSCB
	London Safeguarding Children Board

	LBH
MPM
	London Borough of Hackney
Management Planning Meeting

	NHS 
	National Health Service

	PCT
	Primary Care Trust

	PSHE
	Personal Social Health & Economic

	SCR
	Serious Case Review

	VCS
	Voluntary and Community Sector


Introduction from the Independent Chair


It has been both a pleasure and a challenge to chair City and Hackney Local Safeguarding Children over the past year. The challenges come from the nature of the work that the Board oversees and the reduced resources that all the partner organisations are facing as they deliver safeguarding services. However the things that I find inspiring far outweigh the challenges.
The Munro Review of Child Protection outlined the learning culture that would ideally be promoted by a strong Safeguarding Board. Our work and priorities over the last year have confirmed for me just how much the partners on the Board want to challenge themselves and each other.  We consistently question how we measure the combined impact of what we do and how we can target our work as effectively as possible.  Another thing that I find challenging is chairing a Safeguarding Board that covers two areas as different as the City of London and the London Borough of Hackney. However, as in previous years, learning has been transferred from the City experience to Hackney and the other way round. 
Although there continues to be huge change in the NHS, strong relationships built up in the past have stood us in good stead to deal with these. These relationships with individuals have also helped the Board members to think through where we position the Board as government increasingly looks to Safeguarding Children Boards to take on more oversight of preventative services and early help for children. Our culture of challenge and learning puts us in a good position to do this, but we have changed some of our Board members and asked people from different organisations to lead different pieces of the Board’s work because we have to balance the new responsibilities coming our way and the excitement of all learning activities, with staying focused on the quality of the work that keeps children safe. 
Over the year I have had great support from members of the Board and its sub-committees. We have lively and challenging debates and it is a tribute to the people I work with that they are so able to put the interests of the Board first while they take part in Board work. The organisations that make up the Board also fund a very able team of workers to ensure the Board carries out its functions. The work and ability of this small team, as well as their support to me, never ceases to impress me. I am also consistently supported by the two Directors of Children’s Services in Hackney and the City and I would like to thank all these colleagues for their contribution to such a strong partnership.
Fran Pearson

Independent chair of the CHSCB
Context for where we are now
This is something of a period of transition for all Local Safeguarding Children Boards.  The government has accepted the vast majority of the recommendations of the Munro Review of Child Protection without question.  We know that the Munro Review acknowledges the significance of Boards and seeks to strengthen their function, but we do not yet know how statutory guidance is to be amended in relation to this and whether the nuts and bolts of what we do is likely to change in any way.  
The fact that the Munro Review so reinforces the role of the Board prompted us earlier in the year to reflect collectively on where we are now and what it is we aspire to.  At a Development Day in October 2011 we agreed a vision and statement of principles which were integrated into a revised Board Constitution in March 2012.  These are the ingredients of an organisational philosophy against which we hold ourselves to account.   The Constitution is available to download from the CHSCB website, at www.chscb.org.uk .
This Annual Report is split into five sections. Part 1 focuses on ‘Governance and Accountability Arrangements’. Part 2 looks at the co-ordination role of the Board. Part 3 reviews how the CHSCB monitors and evaluates the effectiveness of what is done to safeguard children. Part 4 highlights achievements and challenges for the City of London. The full CHSCB Business Plan is included at Appendix Two.
Part 1 

Governance and accountability arrangements

1.1 Board Structure & Membership
1.1.1 The City & Hackney Safeguarding Children Board covers the London Boroughs of Hackney and the City of London.  This partnership arrangement was made partly because the City of London as an authority is so small and partly because the City of London and Hackney share the East London & City NHS trust.  The independent Chair, Fran Pearson, is accountable to the Directors of Children’s Services (DCS) in both areas, through a performance framework for which she reports directly to the Hackney DCS.

1.1.2 The structure of the Board was reviewed in January 2012, resulting in the creation of a small Executive – accountable to the main Board - to monitor progress against the Business Plan, drive the work of the sub-committees and agree the agendas for Board meetings.  The change was a response to the fact that the Board had grown to a level that – while representative of the vast majority of interests – was bigger than desirable for the conducting of business.  Chairs of each of the Board’s sub-committees are represented on the Executive.
1.1.3 The Board constitution was reviewed and updated in parallel to this structural change and the Executive agreed the revised constitution in March 2012.
1.1.4 The Board agreed to a membership review in January 2012 in response to the creation of an Executive.  The number of agencies represented will not decrease.  Representatives sit on the Board at a senior level from the following agencies :

· Children and Family Court Advisory and Support Service (CAFCASS)
· Children’s Social Care - Hackney Council Children & Young People’s Service
· City of London Corporation 

· East London NHS Foundation Trust 
· GPs

· Hackney Council for Voluntary Service 

· Homerton University Hospital NHS Foundation Trust
· The Learning Trust
· Metropolitan Police Service 

· NHS East London & City 

· Safer Communities Service – Hackney Council
· Schools 

· Young Hackney – Hackney Council Children & Young People’s Service
1.1.5 The CAFCASS seat on the Board is currently vacant following the retirement of the previous representative; a replacement is actively being sought.  We are in the process of securing appropriate representation for Hackney’s schools.
1.1.6 Hackney’s Lead Member for Children’s Services, Councillor Rita Krishna, is a ‘participant observer’ on the CHSCB. Cllr Krishna is also chair of the Children’s Trust Board, which will continue to operate until arrangements are in place to secure a children’s focus within the structure and sub-structure of the Health and Wellbeing Board.  Cllr Krishna also chairs the Corporate Parenting Board.  
	Effective Practice example:

The independent Chair of the Board and the Professional Advisor hold annual review meetings with every Board member as a means of holding individuals to account for their responsibility


1.2
Supporting structure


Sub-Committees

1.2.1 In order to assist the Board to undertake its objectives and functions, there are well-established multi-agency sub-committees in place.  Each sub-committee has met on schedule this year.  Chairing arrangements changed to the Quality Assurance and Training & Development sub-committees mid-year following the departure of the Assistant Director, Children & Young People’s Service and the Assistant Director, Children & Families within Community Health Services.  The operation of the sub-committees was not affected and new chairing arrangements were put in place promptly.
1.2.2
The roles of the individual sub-committee are outlined briefly below and the work of each sub-committee is highlighted throughout this report:
· Child Death Overview Panel – reviews all child deaths and ensures that learning points are acted upon
· City of London sub-committee – monitors effectiveness of multi-agency child protection arrangements in the City of London. 
· Finance sub-committee – recommends a budget to the Board, agrees partnership contributions and monitors spending.
· Quality Assurance sub-committee – monitors effectiveness of safeguarding arrangements across the CHSCB partnership.  Links to operational groups.
· Serious Case Review sub-committee – commissions serious case and other case reviews and oversees the ongoing implementation of action plans resulting from the learning that is generated
· Training and Development sub-committee – oversees the delivery and development of the multi-agency training programme and evaluates its impact. 
1.2.3 Intelligence about frontline activity is communicated through sub-committee members, who link out to a range of operational fora.  
Task groups

1.2.4 The independent Chair will on occasion require the creation of a temporary ‘task and finish’ group to address a specific practice priority.  This is in line with the function of the Board to co-ordinate multi-agency safeguarding activity.  

1.2.5 The Sexual Exploitation Forum is the only task group in operation at the time of writing. It is chaired by the Children’s Social Care Head of Safeguarding who is a key member of the Quality Assurance sub-committee. Feedback about the work of the Forum is a standing item on the agenda.

1.2.6 The CHSCB Business Plan for 2010-11 set an objective milestone for sub-committee chairs to demonstrate that they are providing effective leadership and steer to their areas of responsibility.  The group of sub-committee chairs that was established in response to this is the foundation of what is now the CHSCB Executive.  The accountability of individual members is enshrined in the Terms of Reference for the group and Chairs are subject to regular challenge from the independent Chair. 
1.2.7 The Board closely monitors attendance of Board and sub-committee members throughout the year. The attendance break-down of the Board and sub-committees can be found in Appendix 4. 
1.2.8 The CHSCB is aware of the requirement that LSCBs take reasonable steps to appoint two lay members from the local community to the Board.  The voluntary and community sector in Hackney remains well represented on the Board by the Chief Executive of Hackney CVS.  Having now completed the review of Board structure and membership we are in a position to take this requirement further in the work programme for the Board Executive.
1.2.9 The work of the Board and its sub-committees is supported by a small team of officers: a Professional Advisor has a specific function around multi-agency liaison at senior level, providing advice, intelligence and analysis to both Directors of Children’s Services, the independent Chair and to elected Members. Part of the brief of the job is to provide an independent perspective on all aspects of safeguarding across the partnership.  A Group Manager manages the delivery of the Board’s work programme and the support team, which comprises a Development Officer/Child Death Overview Panel Co-ordinator; a Community Partnership Officer; Training Co-ordinator and a Business Co-ordinator.
	Effective Practice example:

The stand alone role of Professional Advisor reinforces the Board’s capacity for the provision of expert safeguarding advice and independent challenge.   They are the professional advocate for the protection of children and young people.


1.3
Business Planning

1.3.1
To what degree are we effective?  Once the Board vision and set of working principles was formally agreed in January 2012 - and in preparation for post-Munro responsibilities – we conducted an evaluation of the degree to which we measure up to our own aspirations. This exercise enabled us to refresh the wording of Business Plan activities that are continuous to bring them in line with new thinking post-Munro, to remove actions that have been completed and to highlight specific areas that need further work.  The Board Executive agreed the use of a tool
 in order to do this that is nationally recognised as ‘good practice’ and which contained explicit measures of effectiveness.  The tool is based on research as to what constitutes good multi-agency working.

1.3.2 The existing CHSCB strategic objectives are consistent both with the audit tool and with Ofsted judgements of effectiveness; we have continued to structure the Business Plan for 2012/13 around these.  In addition to the ‘business as usual’ cycle of quality assurance and learning, the new plan provides additional focus on outcomes-based quality assurance work, on relationships between the Board and different strategic partnerships and on routes by which feedback is sought both from frontline practice and from service users.
1.3.3 It is important that the Board Business Plan is relevant to both Hackney and to the City of London – two authorities that which are different in size, demography, and volume of work on the ground.  Despite their difference they share challenges.  The child population of both is ethnically diverse- around 85% of school children are from a black or minority ethnic group
.  Hackney has the second highest rate of domestic violence reporting in London per 1000 per population, when compared with the 9 most similar boroughs
; levels of domestic violence are increasing in the residential population of the City of London.  For this reason domestic violence remains a key practice focus for the Board, along with the sexual exploitation of young people and the interface between children’s and adults’ services.
1.3.4 The Business Plan for 2012/14 is available to download from www.chscb.org.uk 
	Effective Practice example:
Our Business Plan priorities are rooted in a self evaluation of our overall effectiveness and on intelligence from frontline practice


1.4 Relationship to other Strategic Boards 

1.4.1 The independent CHSCB Chair sits on the Children’s Trust Board (CTB) and provides a challenge by ensuring safeguarding is on the agenda in the planning, designing and delivery of services for children and young people in Hackney. The Chair of the CTB, Cllr Krishna, sits on the CHSCB as ‘participant observer’.  The independent Chair and Professional Advisor to the Board both sit on the Health & Wellbeing Board Advisory Group.  The independent Chair will sit on the Health & Wellbeing Board when it is formed as an expert advisor.
1.4.2 Along with the Director of Children’s Services, the Lead Member for Children & Young People has been able to ensure that safeguarding is an agreed priority for the shadow Health & Wellbeing Board of which they are both members.
1.4.3 CHSCB has direct links with the Safer, Cleaner Partnership; core members of the Board either chair or are represented on the four partnership sub-groups for Domestic Violence, Drugs & Alcohol, Safer Young Hackney and Performance Co-ordination.
1.4.4 The City of London Children’s Trust arrangements were realigned in 2011 and are now managed by a sub-committee of the Health and Wellbeing Board.  The link between this and the CHSCB is the Director of Children’s Services, City of London.
1.5 Relationship between DCS and Independent Chair 

1.5.1 The independent Chair of the CHSCB is performance managed by the Director of Children’s Services (DCS) for Hackney. The DCS meets on a monthly basis with the independent chair and the Professional Advisor to the Board. The DCS for the City of London joins these meetings on occasion.
1.6 Other relationships

1.6.1 The CHSCB is represented on a number of other strategic groups, both locally and regionally. The independent chair is a member of the London and national chairs network. The Professional Advisor to the Board sits on the Hackney Children’s Resource Panel and the Homerton Hospital Safeguarding Regulatory Group. The CHSCB Group Manager is a member of the London Safeguarding Children Board Business Managers’ Forum.  The CHSCB Community Partnership Advisor (CPA) represents the Board on the Hackney Refugee Forum, HCVS Children and Young People Provider Forum, the Orthodox Jewish Community Health Forum, the NSPCC Muslim Children Safeguarding Group and the national Female Genital Mutilation (FGM) Safeguarding Advisory group. The CPA is a core member of the London Safeguarding Children Board sub-committee for Faith and Culture. 
1.7 Financial Arrangements 
1.7.1 The CHSCB pooled budget is managed by the London Borough of Hackney. The Board is funded jointly by partner agencies and contributions for 2011-12 were agreed as set out below:

	Organisation 
	Contribution
	Percentage

	London Borough of Hackney
	£186,929
	60.29%

	Homerton Hospital NHS Trust
	£36,000
	7.74%

	The Learning Trust
	£24,000
	7.74%

	East London & City Health Authority
	£24,000
	7.74%

	City of London Corporation
	£24,000
	7.74%

	Hackney Borough Police
	£7,000
	2.26%

	London Councils (Metropolitan Police Authority)
	£5,000
	1.61%

	London Probation Services
	£2,000
	0.65%

	CAFCASS
	£1,100
	0.35%

	Total
	£310,029
	100%


Final outturn figures for 2011-12 are:

	
	CHSCB Annual Report 2011/12

	
	EXPENDITURE
	 BUDGET 
	 FORECAST OUTTURN 
	 FORECAST VARIANCE 

	
	Staffing
	  198,278 
	     186,312 
	    ( 11,966 )

	
	Expenses
	
	
	

	*
	Independent Chair
	    23,000 
	        23,585 
	              585 

	
	Serious Case Review
	    33,000 
	          6,483 
	    ( 26,517 )

	
	Training
	    42,000 
	        34,631 
	       ( 7,370 )

	
	underspend b/f from 10/11
	
	      ( 4,572 )
	       ( 4,572 )

	
	
	 
	 
	 

	
	
	  296,278 
	     246,439 
	    ( 49,840 )

	
	Not Included above
	
	
	

	
	Misc Contingency
	    13,751 
	
	    ( 13,751 )

	
	Misc Expenditure
	
	          4,246 
	          4,246 

	
	Misc Income 
	
	      ( 1,550 )
	       ( 1,550 )

	
	
	    13,751 
	          2,696 
	    ( 11,055 )

	
	Total
	  310,029 
	     249,135 
	    ( 60,895 )

	
	
	
	
	

	*
	Includes work as a Lead Reviewer for  SCIE pilot
	    10,000 
	          4,950 
	       ( 5,050 )


1.7.2 The Finance sub-committee ensures that the CHSCB is properly funded; partner contributions are fair and spending is overseen so that finances are used effectively and efficiently. The sub-committee normally only meets twice per year - once to oversee the year-end spend and to ensure the funding for the following year is sufficient and once to monitor spend mid-year and agree virements to ensure the CHSCB’s priorities can be implemented.

1.7.3 The Finance sub-committee is not proposing an increase in budget next year but continues to balance the need to achieve value for money looking at ways of reducing expenditure in order to ensure that priorities can be funded.  
Part 2 
Local work to safeguard and protect the welfare of children: Co-ordination, Communication, Training & Development
	The CHSCB holds a statutory responsibility to ‘co-ordinate’ work to safeguard and protect children, which in essence is about supporting people to do their job to the best effect.  We do this by:
· Producing local procedures and practice guidance to guide work in particular areas, sometimes highlighted as needing improvement by audit or case review
· Establishing ‘task and finish’ groups to coordinate multi-agency work on a particular topic for a period of time  
· Improving the knowledge and skill-base of practitioners through the provision of multi-agency learning opportunities covering different aspects of child protection work; at the core of which is our multi-agency training programme

· Supporting the wider community in all its cultural diversity to understand the laws that protect children from harm and helping smaller voluntary and community groups operate in a way that is safeguarding aware

· Hearing from children, young people and parents/carers about the kind of challenges they face and how we can better support them

· Getting the views of frontline staff and supporting their work in a complex and ever-changing landscape




2.1
Local procedures & practice guidance 

2.1.1 Although all CHSCB partners sign up to and are guided by the pan-London Child Protection Procedures there is sometimes a need for explicit local protocols and/or guidance around specific multi-agency practice issues.  As important as recognising when this is a need is some kind of measurement of the degree to which the guidance is understood.
Hackney Child Wellbeing Model

2.1.2 The Hackney Child Wellbeing Model is a partnership-agreed model which defines the different levels of services available to families according to their assessed level of need. The Child Wellbeing Model was introduced in 2009 and is currently being refreshed, both to reflect the changes that have taken place across the partnership and to make the threshold levels applicable to more agencies, promoting ownership across the partnership.
2.1.3 One of the priorities in the CHSCB Business Plan for 2010-11 was to ensure member agencies have a shared understanding of the local thresholds in relation to risk and safeguarding.  We have addressed this by:
· Including information about the model in all our multi-agency training courses, including lunchtime seminars.  

· Including a specific standard (standard 5.4) in our 2011 s.11 audit to test the degree to which the model is addressed in single agency training;

· Including questions in our multi-agency case audit tool to test knowledge and understanding of the model and quality of decision-making around risk;

· Conducting a “Tier 2” audit of targeted or, ‘universal plus’ services to test the effectiveness with which the model was used in decision-making and the quality of referrals.
2.1.4 Three quarters of the statutory agencies audited gave a positive response to the s.11 audit question about the inclusion of the child wellbeing model in single agency training.  The training delivered to GPs by designated health professionals was an example of an agency being appropriately responsive - between January and December 2011 35 out of 42 (80%) GP practices received bespoke safeguarding children training updates at their practices.  Representatives from Children’s Social Care attended practices to present the “Hackney Child Well Being model” and give guidance on making referrals.
2.1.5 The few agencies falling short of this standard were predominantly adult focussed in their practice.  In response a rolling programme of bespoke child protection awareness training for Hackney Homes and Adult Social Care staff is being rolled out from April 2012. This includes a component on the Child Wellbeing model.
2.1.6 Three of the four multi-agency case audits undertaken between April 2011 and January 2012 rated professional judgement around thresholds highly.  One recommended an enhancement to the model around stages of child development and this is being taken forward. The fourth was a City of London case.
Tier 2 Audit April – June 2011

2.1.7 A ‘Tier 2’ service response to concerns about children’s welfare is at the level below that which would prompt consideration of a child protection investigation.  The audit was designed to test the degree to which decision-making at this level was appropriate and in so doing measure how well different individuals and agencies understood the Child Well Being Model.  A sample of case work (29 cases in total) was jointly audited by members of the CHSCB Quality Assurance sub-committee and a multi-agency group of professionals.
2.1.8 The audit found evidence that overall, the Child Well-being Model was well understood and applied and decision-making around risk was effective.  Standards were not so well met in a very few cases specifically in relation to understanding of risk and response in domestic violence.
	Effective Practice example:

We tested how well our practitioners understand the Hackney Child Wellbeing Model by using a range of audits.  Recommendations from these fed back into the review process to improve the model still further.


Challenges and priorities for 2012/2013
· Changes to a refreshed Hackney Child Well-Being Model are communicated to all frontline practitioners across the statutory and third sector;
· Increase learning opportunities around recognition of risk in domestic violence for staff in services offering support to families below that of statutory level;

· Conduct a themed Tier 2 audit on domestic violence casework in order to better pin-point where practitioners need additional learning

Mental Health Joint Protocol

2.1.9 The joint protocol between Adult’s Mental Health services and Children’s Social Care was reviewed and updated in 2011 to reflect changes to organisational structures. The development and implementation of the original Joint Protocol was a recommendation of the Serious Case Review into the deaths of Child A and B in 2007/2008 - specifically that the ‘City and Hackney LSCB should review multi-agency working with respect to parents with mental health problems, so as to ensure that joint working protocols reflect the need for multi-agency involvement, even if the children are not currently living with the parent with mental health problems.’

2.1.10 The revised protocol is currently being printed and will be re-launched to staff across the two agencies in the early summer.

2.2
Co-ordination of multi-agency work 
2.2.1
Sexual Exploitation 

2.2.2
The sexual exploitation of children has had a high national profile over the past year, with the government publishing its ‘Tackling Child Exploitation Action Plan’ (DfE, 2011), the Children’s Commissioner’s office launching an inquiry into Child Sexual Exploitation in Gangs and Groups, the Home Office announcing funding to support local efforts to address sexual exploitation and extensive press coverage of high profile criminal cases.  The issue has similarly been a prominent one in the local area and has been identified as a key issue for the CHSCB for the coming year.

2.2.3
In the previous CHSCB annual report, information was presented about a half day scoping event that was undertaken in January 2011.  At this time professionals in a range of agencies were reporting much anecdotal evidence about young people being sexually exploited within a gang context but there was little concrete information coming to light about individual young people who may be at risk.  Following this event it was agreed that a small task group of agency representatives would continue to meet for a time-limited period to address a number of specific issues and service gaps identified at the event.  Since this time the level of identification of young people either known or suspected to be subject to sexual exploitation in the area has increased very significantly.  

2.2.4
The increased identification of sexual exploitation has been supported by the extension and development of a number of dedicated services within the voluntary sector.  Barnados have continued to provide direct interventions with young people identified as being involved in sexual exploitation under a service level agreement with the local authority.  This provision was extended to meet increased demand over the past year.  A number of new services, aimed specifically at young people who may be at risk within a gang or group context, have also been developed.  These include: mentoring services provided by Chance UK for girls aged 5-10 who are identified as potentially being at risk in later life; individual counselling, group work and educational programmes in schools provided by Safer London and a range of services, including professional awareness training, direct work with young women at risk of gang involvement and schools projects provided by Nia.  Hackney is also one of a number of Boroughs that have been successful in a joint bid for funding from the Home Office for Sexual Exploitation Advocates.  This service is likely to become operational in the summer/autumn of 2012.

2.2.5
As professional awareness, identification and service provision has grown, so has the need to ensure that there is strong coordination and leadership across agencies in both developing an understanding of the risks to young people in the area and ensuring that interventions are effective.  The CHSCB have responded to this need by re-constituting the previous task group into a formal Working Group of the Board.  Meetings of this Working Group are held every two months.  The group has been very well-attended and has continued to expand as new services have developed.  In addition to ensuring that all agencies are well-informed about local knowledge and are cooperating in their activities, the Working Group has coordinated the local response to the Children’s Commissioner’s Offices inquiry and has played a lead role in the development of a Sex and Relationships Education (SRE) resource for schools.  

Priorities for the Working Group over the coming year will include:

· the on-going mapping of the local profile of risk and need; 

· ensuring robust evaluation of the effectiveness of service provision; 

· identifying resources to support young people to ‘exit’ from exploitative relationships; 

· developing preventative interventions with young people at risk of perpetrating sexual exploitation and continuing to raise professional awareness of the complex dynamics of sexual exploitation
 

2.3
Communication, Training & Development
CHSCB Training & Development Sub-Committee

2.3.1
The Training & Development Sub-Committee met 6 times between April 2011 and March 2012.   Chairing responsibility passed in September to Sheila Durr, who has since been appointed Assistant Director of Hackney Children’s Social Care.   The key Business Plan priorities relating directly to the work of the sub-committee were extended from the previous year and primarily covered the realisation of the 2010 Communication Strategy and the ongoing evaluation of the impact of training on multi-agency practice. Membership includes mental health practitioners and the DAAT.
2.3.2
The 2010 Communication Strategy identified a number of ingredients that taken together would ensure good messaging to professionals, members of the public and service users.  These were:

· Creation and development of a website

· Access to different learning opportunities

· Channels for communication with frontline practice

· Channels for communication with children and families

2.3.3
The Training & Development sub-committee of the Board has steered the strategy to a point now where all the above are in place; the challenge is to continue to add to and develop each one and learn from what access to ever-growing numbers of people tells us.  
City & Hackney Safeguarding Children Board Website – www.chscb.org.uk 
2.3.4
An independent website for the Board went online in August 2010.   The figures below indicate – although the timeframes are not identical - that use has grown – in some areas quite considerably; figures for the next full year will enable a closer comparison to be made.  It is used to publish key local and national publications and policies, signpost users to other agencies and resources and market the multi-agency training programme. The data relating to website usage is highlighted in Figure 1 below:

Fig 1 Top viewed website pages

	
	Web page 
	Views of page 1st April 2011-31st March 2012
	August 2010-31st January 2011

	1 
	Training calendar
	7,091
	3,838

	2 
	Welcome page
	7,080 
	3,502

	3 
	Training application form
	3,002
	1,246

	4 
	Training application submission
	1,962
	791

	5 
	Serious Case Reviews
	1,094
	536

	6 
	About the CHSCB
	1,012
	326

	7 
	Contact us
	1,010
	392

	8 
	CHSCB members and partners
	875
	334

	9 
	Publications
	626
	346


2.3.5
The figures display that the website continues to be particularly effective in promoting the multi-agency training programme and its capacity to allow professionals to apply for courses online is very popular. The training calendar is the most-viewed page on the website between 1st April 2011 and 31st March 2012.  

Priorities for 2012/13
· Introduce monthly news bulletins to publicise different areas of work
· Develop mechanisms for direct feedback from site users on different issues, such as a facility for online voting
· Refresh the existing design to enable clearer cataloguing of publications 
CHSCB Multi-agency Training Programme 2011/12
2.3.5 As well as providing learning across key areas of safeguarding practice, CHSCB’s multi-agency training courses are an opportunity for practitioners across the partnership to learn from each other and about themselves.  Our trainers encourage people to consider how their own personal values, experiences and beliefs shape their responses to the families that they work with and their relationships with colleagues. The demography of the City of London and Hackney is diverse; practitioners can use these courses to reflect on how they can work positively and respectfully with difference whilst maintaining clarity about the types of belief systems and practices that are harmful to children. Similarly, practitioners are encouraged to respect and value difference within multi-agency groups whilst also being confident in constructively challenging the views and practices of colleagues when they feel that these are unhelpful.  
	“Excellent - a brilliant facilitator.  Very motivated, sense of humour, gets information across to a large group of people well.  Commendable”  - excerpt from an evaluation form


Attendance

2.3.6 CHSCB courses are targeted at different training levels, distinguished by grouping as A, B or C.  Group A is a foundation level - for anyone whose work brings them into contact the children and families.  Group B targets practitioners who work directly with children and families and who as a consequence will have some degree of safeguarding responsibility.  Group C is intended for any with supervisory or designated responsibility for safeguarding work.
2.3.7 A total of 42 one and two day training courses covering 23 different subject areas were delivered between April 2011 and March 2012 – an average of almost four a month (no courses are run in the month of August).  In addition to this we put on seven lunchtime seminars - a further four of these are planned before August 2012 – and two action learning sets.
2.3.8  A greater number of people came on training this year and courses were closer to capacity:  877 delegates attended the full day courses taking up 84% of available places in comparison to 792 and 72% of places in 2010/2011.  See Figure 2 below for a full breakdown.
	Effective Practice example:
A major strength  of CHSCB training is the way that learning from case audits and reviews feeds directly back into the content of training courses, joining up learning and QA processes


Fig 2 Overall attendance on group A, B and C training courses:

	Training Group
	Course
	Actual attendance

	A
	Safeguarding children - a shared responsibility
	147

	 
	Communicating with children within a safeguarding context 
	43

	 
	Working with diversity in safeguarding children
	49

	 
	 
	239

	B
	Responding to sexually harmful behaviour by children and young people
	22

	 
	Working together to safeguard children - sharing responsibility
	63

	 
	Impact of parental substance misuse on children and young people
	44

	 
	Impact of Parental Mental Health on Children and Young People
	67

	 
	Safeguarding disabled children
	16

	 
	Impact of domestic violence on children and young people
	34

	 
	Impact of abuse and neglect on the development of children and young people
	39

	 
	Supporting parents to develop parenting skills to safeguard children
	24

	 
	Working with uncooperative families
	50

	 
	Risk assessment, analysis and decision-making
	43

	 
	Working with cultural and economic diversity in safeguarding children
	32

	 
	Applying systemic theory to child protection and multi-agency working
	50

	
	Working with child sexual abuse
	21

	 
	Overcoming dangerous dynamics in professional practice
	17

	
	Working with sexual exploitation
	21

	
	Impact of parental learning and development on children and young people
	18

	
	Working with neglect
	19

	 
	 
	580

	C
	Managing allegations against professionals working with children (AM Session)
	24

	 
	Safer recruitment
	9

	 
	Training for designated safeguarding officers
	25

	 
	 
	58

	Grand Total
	 
	877


	“I believe it is vital to deliver this training with a group of professionals from different organisations. I would not have gained the same level of insight had it been professionals only from Children Services”- an excerpt from an evaluation form


2.3.9 The distribution of attendance by agency is interesting although the way that the information is automatically generated does not allow for easy identification of particular roles within an agency such as the Homerton Hospital NHS Trust, which covers community health provision as well as hospital-based staff across a range of disciplines.  Figure 3 below shows the distribution figures:
Fig 3 Breakdown of number of attendees from different agencies:
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2.3.10 It is important to take into consideration other factors that might affect the degree to which individuals from particular agencies might attend multi-agency training provided by CHSCB.  Some organisations, the Metropolitan Police being one, provide a high quality central training programme for their staff. Others, such as East London NHS Foundation Trust, might straddle more than one LSCB area, meaning that adult mental health workers can also access multi-training via Tower Hamlets or Newham LSCBs.  The figures point to very healthy attendance from social work staff and the Homerton Hospital NHS Trust, Young Hackney, Hackney Learning Trust and Housing staff. We especially welcome the strong attendance from voluntary sector organisations.

2.3.11  Of more concern on paper are the attendance levels from schools, from GPs and from the City of London Corporation, although schools and GPs do attend lunchtime seminars in greater numbers.  For the former, time will almost certainly be a factor.  For schools, the fact that there is a Safeguarding Unit housed within the Learning Trust with a remit for training delivery is a positive but will without doubt affect numbers. Safeguarding training was delivered by the unit to 19 schools and their Nominated Safeguarding Children Advisors, and to 13 early years settings over the period covered by this report.  The possible reasons for poor attendance levels from the City of London will be interrogated further by the Training & Development sub-committee this year.
Lunchtime Seminars

2.3.12 Our growing programme of lunchtime seminars is one way in which we can demonstrate our responsiveness to intelligence from front-line practice and from the findings of audit and case review.  The format allows us to focus in on particular elements of child protection and safeguarding practice that might only be signposted within a course with a broader focus. Seminars have been prompted by issues highlighted in the work of the LADO, from findings as they emerge from serious case and case reviews and from CHSB areas of priority practice focus.

	“Excellent and extremely informative seminar.  Very applicable to my work – really valued this”




2.3.13 459 delegates attended lunchtime seminars in comparison to 383 the previous year.  In total, combined with the attendance figures on regular courses, this means that 1,336 people attended multi-agency training between April 2011 and March 2012.  Even if we take into account that some of these will be the same people attending different courses, the overall numbers are very good.
Table below details Lunchtime Seminars that took place in 2011/2012:

	Lunchtime Seminar
	Date
	No. of delegates

	Witchcraft and spirit possession
	11.07.11
	107

	Children who display problematic sexual behaviours
	25.05.11
	63

	Child Abuse and the Internet
	13.06.11
	52

	Impact of Parental Personality Disorder on c&yp
	17.11.11
	91

	Introduction to Domestic Violence
	31.01.12
	55

	Working with Fathers
	29.02.12
	54

	Recognition and management of risk in domestic violence
	23:03.12
	37


Action Learning Sets
2.3.13
Action Learning Sets can be a valuable additional learning method that allow people reflective space over a number of weeks to address a topic from their personal experience and the experience of others.  We introduced two in the multi-agency context for the first time this year – one to look at Parental and Professional Challenge and the other to address Sexually Inappropriate Behaviours.  Both Sets are drawing to a close at the time of writing so a full evaluation will be included in the 2012/13 Annual Report.
	“I will reflect a lot more on my actions/interventions with young people and families I meet”



Evaluation methods: how does the Board assure itself that training is of an appropriate standard and that it is having a positive impact upon practice?
2.3.14 All training materials, whether the trainer is commissioned externally or provided by a partner organisation, have to be submitted to the CHSCB support team for scrutiny before a course is run and new materials will go to the Training & Development sub-committee for a wider discussion.  This is partly to quality assure the content but also to ensure that the trainer is integrating local information such as referral pathways and findings from case reviews. 
2.3.15 Externally commissioned trainers are contracted to provide a service.  The CHSCB Manager and Training Co-ordinator have annual contract review meetings with providers, both to flag any issues that might have emerged from the feedback of participants but equally to hear concerns/positives from the trainers themselves.

2.3.16 Members of the Training & Development sub-committee attend courses as observers, triangulate their observations with the immediate feedback of participants and feedback their views to the sub-committee.
2.3.17 Every delegate has to complete an evaluation form at the end of a training course in order to receive a certificate of attendance.  The information from these is collated after reach course and then circulated to the trainers and brought to the sub-committee for noting.  The process of collation is a laborious one for the CHSCB Training Co-ordinator, so we are considering different ways of generating feedback from participants that will not compromise on the volume and quality of information.

2.3.18 Evaluating the on-going, longer-term impact that a training course has on an individual is a challenge to do with any measure of robustness.  There are various models around that rely on’ testing’ through feedback immediately following a course and then by follow up, generally by some form of questionnaire, a few months later.  We will be trialling one of these on domestic violence courses in 2012/13 to see whether or not it adds value.  The examination of practice through multi-agency audit and case review tells us more about a practitioner’s understanding, but the numbers of individuals are small and must be triangulated with their training records to make any sense in this context.
Challenges and forward plans

· To get a better understanding of the degree to which the numbers per agency attending training matches the numbers that each agency might be expecting to attend, we will be requiring all partners to complete a short training needs analysis in 2012.

· We will continue to explore different ways by which we can measure the long-term impact of training upon individual practice.

· Domestic violence remains a key focus for the CHSCB and numbers of referrals to Children’s Social Care with domestic violence as a component hover around the 75% mark.  We are running three workshops targeting specifically staff from early help and preventative services, with the aim of developing their skills in identification, risk assessment and response both.  If these are a success we will make this a rolling programme.
· The Training & Development sub-committee will investigate and address reasons for low figures of attendance from particular areas 
· Hackney has the largest Orthodox Jewish population in the UK.  There is evidence that children and young people within the community are potentially vulnerable as a consequence of levels of disability and the size of sibling groups.  In order to help professionals to better understand the community’s context and develop and deepen cultural awareness we are commissioning three Cultural Awareness Workshops from community trainers.  Aligned with this we are commissioning child protection awareness training to be run for members of the community who work with children and families.  We are doing this in partnership with the London Borough of Haringey in recognition of the fact that roughly a quarter of the community live across the borough border.
· The CHSCB Community Partnership Officer is working directly with a group of young people with a view to their hosting of a conference – for young people and for professionals – to debate safeguarding issues that resonate for them.  This was an idea that came directly from the young people who had been involved in making a DVD as part of a pan London Culture & Faith Project in 2011 (see 2.4.3).
2.4
Hearing from children, young people and parents/carers
2.4.1
Promoting the message that safeguarding is everyone’s responsibility is central to the work of City and Hackney Safeguarding Children Board (CHSCB). In order to achieve this, the CHSCB strategy has been to identify the main groups within the community where this message needs to be disseminated and then work in partnership with key partners within the statutory and voluntary sectors to deliver this message. The targeted groups over the past year have included those at the “heart” of Hackney’s community: young people, parents, tenant resident associations (TRAs), voluntary and community sector (VCS) organisations and places of worship.  

Work with young people
2.4.2
Hearing the voice of children and young people about issues affecting them and their views on solutions is crucial to protecting them. Therefore, having a willingness to listen to and learn from young people, to understand and consider their point of view and to be willing to re-examine our opinions, attitudes, strategies and policies  based on children's views is imperative to effectively safeguarding them. 

2.4.3
CHSCB used funding from the London Safeguarding Children Board Safeguarding Children Culture & Faith Project to finance a project with young people which focused on hearing their thoughts about forms of violent abuse that can have a particular cultural identity: domestic violence, “honour” based violence, forced marriage and gender based violence. The young people’s discussions were filmed and a DVD has been produced that is now providing a basis for further discussion with wider groups of young people and with professionals. The views expressed by the young people provided an insight into their understanding of issues and their perspective on solutions. Overall the young people felt safe within their community and home. A conference run by and for young people based on the project findings is currently in the planning stages.

The full report on the project can be downloaded from www.chscb.org.uk .
Engaging with parents/carers 

2.4.4
Engaging with parents/carers and delivering the safeguarding children agenda onto the estates and neighbourhoods within the borough is a key way to promote a safeguarding culture within local communities. Tenant Residents Association (TRA) committees represent the views of their local community and they co-ordinate and deliver activities in support of families. There are 336 TRA committee members in Hackney.  Part of the CHSCB Community Partnership Advisor’s 2011 work programme resulted in an increase in time invested with Tenant Resident Associations:

· We have worked in partnership with Hackney Homes to develop a child protection policy template for TRAs. 
· Safeguarding children awareness training is being rolled out to TRA committee members.
2.4.5
Improving the understanding of parents and carers about safeguarding issues and ensuring that they are aware of where to access resources is an ongoing challenge that will have different resonance for different cultures. An essential aspect of this work is to make certain that parents are targeted who may be prevented from having easy access to information for a range of reasons.  The CHSCB Community Partnership Officer focused attention in 2011 on engaging with parents/carers through children’s centres and primary schools and by working in partnership with organisations providing a service to refugee communities. The children’s centre and primary school work was done in conjunction with the Learning Trust Parenting Involvement worker and in direct contact with the settings themselves. A total of 11 safeguarding and internet safety awareness sessions were delivered to parents using 6 different children’s centres in 2011.  

2.4.6
Sessions were run for parents based on what the parents themselves voiced as important to them and what the organisations felt the parents needed to be aware of in order to better safeguard their children. For example, one primary school wanted to have a session on the role of the designated safeguarding officer as parents were unaware of this role. The sessions also provided a unique opportunity for the CHSCB Community Partnership Officer to hear directly from parents/carers about the main safeguarding issues they believe are having a deleterious effect on their children’s ability to achieve positive outcomes. 

2.4.7
Some of the sessions to parents have been linked to national events such as Parents Week and Internet Safety Day.  Some sessions have been delivered at Coffee Morning sessions. The internet safety sessions were co-delivered with the NIA project.   

	Effective Practice Example:

CHSCB employs a full-time Community Partnership Advisor to forge links with children and young people, parents and voluntary community organisations and advocate on their behalf in different settings.  


2.5
Supporting the wider community

Work with voluntary and community sector (VCS) projects

2.5.1
Grassroots VCS organisations offering services to children and young people either through after-school clubs, sporting activities or arts and theatre are well placed to be the “eyes and ears” of the community. Therefore, it is imperative that this sector understands its responsibility to safeguard children. These smaller VCS organisations may also lack facilities, IT equipment, staff and other resources that can make the act of communication easier. To circumvent this challenge, CHSCB is working flexibly and in partnership with Hackney Community and Voluntary Service (HCVS) on a number of linked strategies:

· CHSCB is supporting Hackney Community and Voluntary Service to run a Community Safeguarding project to capacity build the harder to reach community organisations around safeguarding awareness.  As part of this project the Community Partnership Advisor will deliver regular ‘surgeries’ to VCS organisations requiring assistance to develop a ‘safeguarding culture’ within their organisation.
· The Community Partnership Adviser continues to support VCS organisations by being actively involved in HCVS Children and Young People Providers Forum. 
· CHSCB – again through the Community Partnership Advisor - delivered bespoke in-house training to VCS organisations during weekends and evenings. This training was delivered to 147 participants from 18 organisations across the sector.
· One to one support was provided to commissioned organisations that completed the CHSCB s.11 audit (see p. 31 of this report) to implement outstanding actions

Culturally targeted work

Female Genital Mutilation
2.5.2
Increasing awareness of Female Genital Mutilation (FGM) amongst the community continues to be of significant concern to the CHSCB as it ensures that increasingly, women and girls are protected. The CHSCB worked in partnership with Rise Community Action to deliver a community conference on FGM in February 2012. There were 44 attendees representing 15 different nationalities. The outcomes included:

· Increased awareness and better understanding of the impact of FGM 

· An opportunity to speak out against FGM openly and share experiences and find solutions to end the practice

· Increased knowledge within participants on how to influence positive change 

Work with Congolese, Somali and Vietnamese communities

2.5.3
The organisation Family Action offers a family support service to members of the Congolese, Somali and Vietnamese community in Hackney. Through engagement with Family Action, the CHSCB Community Partnership Advisor was able to identify the key issues these parents experience and develop a plan of action that included the provision of two awareness raising sessions. One session focused on smacking, parenting, child protection and local support services. The other session focused on domestic violence and this was co-delivered with Hackney Domestic Violence Team, Off Centre and Shelter. 

Work with the Orthodox Jewish Community

2.5.4 The CHSCB have continued to support the Interlink Foundation to provide safeguarding awareness training to different settings in the community.  The CHSCB Child Death Overview Panel invited the Orthodox Jewish Health Team to speak to them in April, in response to the fact that 3 out of 4 unexpected child deaths in 2011/12 were from the community.  Work continues on the ground to build trust and confidence between members of the community and those with professional responsibility for safeguarding. 
Witchcraft and spirit possession

2.5.5
The role of the Community Partnership Adviser is central to the CHSCB’s work to raise awareness of children abused through a belief in spirit possession, witchcraft and child trafficking. The Child D case review, completed in 2011, highlighted a number of key learning points especially in relation to the link between parental mental health and the belief in spirit possession. As a result of the work done in this area the Community Partnership Advisor was invited to deliver a presentation at a Newham Safeguarding Children Board’s lunchtime seminar; a response to a high profile case there. A similar presentation was delivered to the Conference Liaison Officers based within the Police Child Abuse Investigation Team (CAIT). Two briefings on child trafficking were delivered to the Housing Benefits Team in December 2011, together with a presentation to consultant social workers and a CHSCB lunchtime seminar earlier in the year.  A follow up seminar is planned for July 2012.
2.5.6
The CHSCB received a request from the Forced Marriage Unit to facilitate 2 meetings with the Norwegian Government’s Forced Marriage Unit and the Norwegian school counsellors’ Forced Marriage Team. This is a real recognition of the importance of the Community Partnership role and the commitment of the CHSCB to engage with both professionals and the community to raise awareness of difficult issues. 

Work with faith leaders
2.5.7
Places of worship play a significant role in the lives of many families, especially in terms of the support they provide. Faith leaders and others within these organisations are viewed by their community as being central to providing solutions for their problems. Therefore, supporting places of worship to improve their safeguarding arrangements is a continued awareness-raising responsibility. For a second year running the CHSCB was approached by the Office of the Chief Rabbi to co-deliver training with the Metropolitan Police to over 30 rabbis. Further training was delivered to a church and a mosque. The Community Partnership Advisor has also provided invaluable guidance to investigations in relation to alleged misconduct in faith settings. 
	Effective Practice example:

Through the training provided to faith based organisations the CHSCB have been able to engage with faith leaders and by adopting an approach that involves sustained engagement we have been successful in developing relationships with these organisations. One such example relates to our recent case review of Child D, where the report author needed the advice of an imam to understand the family’s culture and religious views. The imam of a local mosque was approached as he had previously attended safeguarding children training and given the relationship that was sustained with him, the imam agreed to the request to provide advice.


Challenges and forward plans
2.5.8
There is perhaps an inbuilt tension around the fact that the Community Partnership role is housed in and associated with organisations which have statutory child protection responsibilities; linked in the heads of some simply with the power to take their children away.  The CPA spends time ‘myth-busting’ in order for the value of the service he offers to be properly realised. Positioning the role within the CHSCB support team gives it organisational status, additional independence and oversight of issues.
2.5.9
Once initial links have been made with communities, parents, young people, places of worship and VCS organisations the challenge is to sustain and develop relationships over time? Communities and organisations have to continually deal with a plethora of issues that do not exclusively relate to safeguarding children. Some organisations are neither linked into the work of the CHSCB nor engaged with partners such as HCVS. Reaching them involves continued outreach work.
2.6
Hearing from frontline staff

2.6.1 Developing the mechanisms by which the CHSCB both hears from and communicates with frontline staff is one of the core business plan priorities for 2012/13.  We already do this in a number of different ways:

· The CHSCB website sets out the stall to potentially large numbers but is not currently a vehicle for information exchange rather for information provision.  The addition from April 2012 of regular news bulletins on the site will make this more ‘live’.

· Our programme of multi-agency audits is directly involving of practitioners from different agencies who were involved in a particular case.  As we move to a more reflective systems-based model the opportunity for staff involvement will increase.

· CHSCB staff take part in regular children’s social care case audit days and multi-agency meetings, part of which involves observation of unit meetings 

 2.6.2
Part of the Community Partnership Advisor’s role is to act as consultant on casework where there is a particular cultural element and through this we get insight into the complexities of frontline work. 

Overview of cases between April 2011 to March 2012

2.6.3
During this period a total of 75 cases were referred for consultation. The level of support provided ranged from the provision of advice to staff to the conducting of joint home visits and office interviews with parents and children. The graph below gives a flavour of the type and volume of work. 
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2.6.4
This type of engagement with professionals provides a unique opportunity to learn first-hand about the level and quality of practice. The feedback enables the CHSCB to identify learning need and potential gaps in partnership working. 

2.6.5
Cases involving spirit possession (spirit possession, witchcraft and magico-religious belief grouped into one category) and child trafficking together make up the two highest requests for support. The spirit possession cases involved both Christian and Muslim families; the children were mainly from first generation Black and Minority Ethnic background and in two of the cases the child was disabled. Within this cohort the religious organisation and faith leader played a significant role in influencing or confirming the parents’ beliefs. 

2.6.6
The child trafficking cases had some element of church involvement although it is difficult to say with any conviction that the organisation itself was systematically involved in the trafficking of children. Within these cases a number of children were privately fostered and the top country of origin was Nigeria. The type of exploitation that featured the most was domestic servitude.

2.6.7
The cases involving honour based violence and forced marriage mainly concerned Bangladeshi females. The other leading ethnic background was Kurdish. There were 4 cases where the intention to conduct Female Genital Mutilation (FGM) was suspected. Whilst none of the children actually had FGM performed the identification of this suggests that there is an understanding of this issue amongst staff.

2.6.8
More generally there appears to be an awareness of the need to consider the impact of culture and faith in people’s lives. This is reflected in the increasing number of requests for information, for example, on Orthodox Jewish, Nigerian, Congolese and Gypsy families and other various others.  Other requests for information included 3 separate cases where schools had concerns about young people and extremist views.  This is a new reason for making contact with the Community Partnership Advisor and for staff addressing the concern appears to be a knowledge gap.
Challenges and forward plans

2.6.11
Information about and from frontline practice tends to reach representatives on the main Safeguarding Board second-hand through reports about activity in general or as a result of some kind of practice review, such as a Serious Case Review.  In order to increase the opportunities for the Board to learn directly about work on the frontline, the Executive Group is introducing an ‘events diary’ for its members, so that each can spend time in a different setting to observe practice and talk to staff.  This will serve the double function of bringing Board members closer to practice and practitioners closer to the Board. 
Part 3 - Monitoring and evaluating the effectiveness of what is done to safeguard and promote the welfare of children
	We carry out our core responsibility to MONITOR THE EFFECTIVENESS of work to safeguard and protect children and young people by:

Using a variety of quality assurance mechanisms to form a view as to what is working well, what is working less well and what the challenges are for every day practice.  These include the following:

· Oversight of data about the volume and type of work coming through our front door and whether or not we are processing it in a timely way (quantitative information that can highlight broad trends)

· Measuring the degree to which our partners comply with statutory safeguarding requirements through regular audits against s.11 Children Act 2004

· Multi-agency case file audits that can pick up the detail of work on a case

· Multi-agency case reviews (that don’t meet the serious case criteria) that allow practitioners reflective space to think about casework

· Serious case reviews that drill down to the reasons that a particular child or children die or end up badly harmed 

· The collection and analysis of information about the allegations that are made about professional misconduct in a safeguarding context – the work of the LADO;

· The collection and analysis of information about the deaths of all children resident in the City of London and borough of Hackney, to identify any matters of concern about agency responses or concerns around general public health or safety.




3.1
Quality-assurance activity  

Background and remit of Quality Assurance (QA) sub-committee

3.1.1 The QA sub-committee is a formal sub-committee of the CHSCB. Its overall responsibility is to ensure that the quality of safeguarding practice within and across agencies is monitored and evaluated to support a learning cycle of continuous improvement. The sub-committee meets bi-monthly; chairing responsibilities will be taken up from April 2012 by the Chief Nurse and Director of Governance, Homerton Hospital NHS Trust.  Arrangements changed over the course of the year when the previous Chair left Community Health Services; the Director of Operations for the Homerton Hospital NHS Trust proved an excellent and challenging care-taker between September 2011 and March 2012.
3.1.2 A focus for the sub-committee from this point forward is on refining the purpose of the data collection that we do.  We are revising our multi-agency scorecard to ensure that it includes indicators that point to the outcome of interventions and testing continuously the usefulness of the information we collect.  This is a necessarily lengthy process which will enable us, in conjunction with information derived from child, families and practitioners, to be better informed as to the difference that our multi-agency work is making to young lives.
3.2
What do the statistics tell us?
3.2.1
The CHSCB, through its QA sub-committee, needs to have oversight of the work flow from point of referral to the close of a case.  This represents the child’s journey through the child protection system and although statistics tell us very little about the quality of work with an individual child, they are useful for picking up trends and spotting differences, which can then trigger further enquiry.  All this helps to form an overall view of the effectiveness of practice.
Challenges and Future Plans

3.2.2 This section concentrates on Hackney data.  One of the priorities for the coming year is to build a multi-agency scorecard that will enable us to consider trends in Hackney’s practice alongside that of the City of London.

Key Hackney Data

3.2.3 Responsibility for the safety and welfare of children and young people rests with the local authority, working in partnership with other statutory organisations, the private and voluntary sector and service users. Within local authorities, Children’s Social Care is the principal point of contact for children about whom there are welfare concerns. The First Response Team is the ‘front door’ for Children’s Social Care provision in Hackney. The service currently receives an average of 200 contacts per week for advice and support around child protection issues. During the screening process, the First Response team ascertain if a statutory assessment is required and if so, the case progresses as a referral.
Number of referrals for social care interventions 

	2009/10
	2010/11
	2011/12

	4484
	3360
	3756


3.2.4
The decrease in the number of referrals from 2009/10 to 2010/11 is attributed to the robustness of the First Response Team in ensuring families are signposted to preventative services, a clear understanding amongst professionals of the thresholds for accessing services, as set out in the Hackney Child Wellbeing Model, and ensuring that only those children meeting thresholds for statutory services are assessed. The number of referrals is similar this year, demonstrating that the First Response Team is maintaining a strong front door, despite a 16% increase in contacts. 
3.2.5
The Access and Assessment Service is a statutory service responsible for assessing level of risk and identifying the need for extra support and protection. The service completes an average of 55 assessments per week and 2848 assessments were completed over the year.  Hackney Children’s Social Care currently one of eight ‘Trail Authorities’ that have dispensation from the Department for Education to conduct a single assessment of children’s needs in a timescale that is appropriate to each case, as part of the arrangements to support the Munro Review of Child Protection. Existing statutory guidance requires two separate assessments, each conducted to particular and measurable timescales. Findings so far include that the overall quality of assessments remains good, with no evidence of any deterioration in standards since the introduction of the dispensation. The quality of assessments has consistently been judged as high by both internal managers and external inspectors. Management audits have shown that, whilst some assessments are taking longer, this has not caused delay in families receiving the support that they require.

3.2.6
The Children in Need Service is responsible for the safeguarding of children and young people assessed as at risk including child protection work, court proceedings and family support to help children remain at home. As of 31/03/12, this service was working with 770 children and young people. 
3.2.7
Initial Child Protection Conferences (ICPC) and Child Protection (CP) Plans

	
	31/03/10
	31/03/11
	31/03/12

	Cases subject to ICPC
	277
	175
	314

	Cases on a CP Plan
	241
	128
	195

	% of children on a CP plan for 2 or more years
	8.1%
	10.5%
	8.1%


3.2.8
The significant fall in the numbers of children subject to Child Protection Plans in Hackney during the year 2010/11 was extensively interrogated through both data-analysis and case audit activities. The decrease in numbers of children subject to Child Protection Plans did not indicate that children are being left at risk, but rather that assessments are appropriately identifying risks, and timely and robust plans are being put in place to address risks and prevent escalation of concerns.  

3.2.9
The possible reasons for the increase in the number of cases progressing to Initial Child Protection Conference in 2011/12 are currently being analysed.  

3.2.10
% of children subject of a Child Protection Plan for a second or subsequent time

The percentage of children becoming subject to Child Protection Plans for a second or subsequent time in Hackney rose to 17.9% in the reporting year April 2011 to March 2012.  This compares to rates of 11.9% in each of the two previous years. A total of 45 children from 24 families became subject to CP plans for a second or subsequent time.

3.2.11
Early analysis shows no clear single pattern emerging in relation to this cohort of children.  However the group includes a number of complex families with chronic problems where high levels of support from all agencies have historically promoted improvements in parenting that have not been sustained when these were withdrawn. Domestic violence features prominently in several cases (parents separating and then later reuniting or mothers meeting new men who are also violent). There are also a number of cases involving mothers who were substance misusing pre-birth, appeared to have made progress in addressing this during pregnancy but subsequently relapsed, or parents with sporadic substance misuse issues.  

3.2.12
Preliminary audit suggests that there were sound grounds for the original decision to remove children from plans, although an area for further analysis will be whether there was sufficient evidence and testing of the capacity of families to maintain the changes that had been achieved.  

3.2.13
Looked After Children. 

By the end of March 2011 Hackney was responsible for looking after 263 children compared with 299 at the same time in 2010. This shows a 12% decrease over the year. However by March 2012 this number had risen to 302. Some early hypotheses to explain this emerging trend are:

· An increase in very young children being taken into care due to a higher number of these meeting the threshold for Interim Care Orders 

· A growth in numbers of 16-17 year olds becoming looked after due to the Southwark Judgement (2009) which redefined how Local Authorities support homeless 16 and 17 year olds

The overall longer-term trend has seen a significant reduction in the care population – a 31% decrease since March 2007 when the Looked After Children population was at 439.
3.3
The “section 11” Audit 
3.3.1
‘Section 11’ is a reference to s.11 of the Children Act 2004, which imposes a duty on named statutory organisations to be mindful of the need to safeguard and promote the welfare of children when going about their business.  The audit measures the degree to which organisations comply with this duty, against a set of 8 standards covering governance and accountability arrangements, training, safe recruitment processes, effective multi-agency working, information sharing and whether and how organisational development is informed by the views of children and young people.
3.3.2
CHSCB conducted a second s.11 audit in 2011 and included in its scope commissioned services and the voluntary and community sector, for which s.11 represents a standard of good practice.  We used an electronic self-assessment tool which automatically generated an action plan for agencies identifying standards that were either partially met or not met at all.  Supporting evidence had to be provided where a standard was judged to be fully met.
3.3.3
Seventeen statutory organisations completed the audit.  Standards were declared fully met by eight of these:
· City of London

· City of London Police

· City of London School

· Hackney Children’s Social Care

· Hackney Drug & Alcohol Team

· Metropolitan Police

· NHS City & Hackney PCT (now renamed East London & City)

· Hackney Youth Offending Team

3.3.4
The remaining eleven agencies each submitted an update report by January 2012.  The vast majority of these had been partially compliant with the original audit.  The organisation that perhaps understandably had struggled most to meet standards was Hackney Homes.  In response, a programme of safeguarding awareness training has been developed with the CHSCB Community Partnership Officer and is being rolled out to Hackney Homes staff from April 2012.
3.3.5
The areas covered by the audit that have resulted in most work can be summarised as:

· Ensuring that appropriate supervision and support arrangements specific to safeguarding practice are reflected in organisational policy and behaviour:  this is being addressed for adult mental health practitioners within East London Foundation Trust, for housing workers within Hackney Homes and by the Learning Trust.
· Ensuring that commissioning arrangements include explicit reference to compliance with s.11 standards: this is being addressed by Young Hackney and the Learning Trust.
· Ensuring that service development takes into account the views of children and young people: this is being addressed by Community Health Services and by Hackney Homes.

· Ensuring that all staff working or in contact with children understand how to recognise abuse and neglect and – an additional requirement inserted by CHSCB – that their training includes the Hackney Child Wellbeing model: this is being addressed by Adults’ Social Care, Hackney Homes and Young Hackney. 

· Ensuring that referrals to Children’s Social Care are of a high enough quality: this is monitored via other audit processes and is being addressed by Hackney Homes and Young Hackney.
3.3.6
The s.11 progress report of January 2011 generated an Implementation Plan which is being re-circulated at the time of writing in order to capture further detail about the work being done in different agencies to address the s.11 standards.

3.3.7
In order to allow time for work to be completed and bear fruit, CHSCB will be conducting shorter, ‘deep dive’ audits on specific standards within s.11 over the next two years.  Topics will be drawn from intelligence gathered via other processes. It is proposed that the first of these looks at safe recruitment processes and the sampling will cross refer to the work of the LADO (see 3.7 below).

3.4
Multi-Agency Audits & Case Reviews  
Multi-agency audits

3.4.1 CHSCB have a visible and long-standing commitment to multi-agency audit and review as a means of testing the quality of practice.  An important additional outcome from each audit is what the exercise tells us about the audit process itself; as a consequence our multi-agency audit tool evolves over time and is continually adapted to ensure that the process itself is of maximum benefit to staff who participate and to organisational learning.
3.4.2 Four multi-agency audits and a “Tier 2” audit (see p. 13 of this report) were conducted between April 2011 and March 2012.  Three of the multi-agency audits were on Hackney cases, one on a case from the City of London.  The latter was selected deliberately for learning purposes but the Hackney cases were randomly selected within certain practice themes – all within the general context of child protection work.
3.4.3 Building on the experience of conducting a full case review using the SCIE ‘Learning Together’
 model, we invited consultants from SCIE to join the City of London audit in November 2011 and a Hackney audit in January 2012.  Although the end result was inevitably a bit of a hybrid between an existing process and something more systems-based, it proved a positive experience for practitioners and for the audit group.  A proposal to pilot a methodology to support a focussed process combining audit and review is currently being developed.

3.4.4 A report is produced following each audit which is shared with the CHSCB Quality Assurance sub-committee and multi-agency staff groups.  Findings are fed back into single and multi-agency training processes and these included:
· Recognition of how social work intervention that is purely reactive to triggers does not provide a consistent support to families, rather can imitate their own volatile patterns.  There was a strong message from this audit (Case 7) about the benefits of multi-agency intervention, as evidenced later on in the case;
· If multiple problems are present for a family, some may distract professional attention from other, ‘quieter’ difficulties that stand to bring about more lasting change if properly addressed.  This was evidenced here (Case 8) by the initial professional attention on domestic violence and alcohol abuse, rather than the learning disabilities of the mother.  Once this was addressed and work took place to support her parenting capacity, visible improvement was noted in the children’s presentation;

· The ‘challenge’ in working with challenging parents is most often evidenced in abusive or violent behaviour, or non- or falsely compliant engagement with professionals, but this audit (Case 9) exposed the challenge posed by people who are very articulate and well-connected, who can pull strings in order to achieve the outcome that they want, which may not be the same as the outcome of a professional assessment;

· The level to which someone has become emotionally dependent upon professional support may not always be evident and can be made worse through the blurring of professional boundaries – albeit with the best of intentions - such as provision of out of hours access to telephone contact. Step-down planning at the point that a case (Case 10) is closed to children’s social care should include consideration of the emotional impact of the removal of social work support as well as on-going practical support needs.  This is equally important for parents, whose wellbeing directly impacts upon the health of their children.
3.6 Serious Case and Case Reviews
3.6.1 City & Hackney SCB has a standing Serious Case Review sub-committee which met six times during the year. It receives notifications of serious safeguarding incidents. Members of the sub-committee decide whether there are issues in each of these cases that require a Serious Case Review according to criteria set out in Working Together to Safeguard Children. Over the last year no cases have met the criteria for a Serious Case Review.  However evaluations came back during the year of two Serious Case Reviews that were carried out in 2010-2011 and Ofsted concluded that these were both ‘Good’.  The Board’s training programme for the year reflected learning from these two reviews and others in preceding years.
3.6.2 Despite this there has been considerable debate about a range of cases, and in three instances there was agreement that aspects of the case needed to be explored in more detail because they could provide valuable learning. Independent authors were commissioned in each instance to write up these cases and agree recommendations for the entire Safeguarding Board. 
3.6.3 The Sub-committee is responsible for revisiting the Action Plans from all previous Serious Case Reviews and carrying out an annual review of each action to ensure that it is still being carried out, or where organisations or guidance have changed, agreeing an updated and relevant version of the original action. This enables the Board to have assurance that practice has changed as a result of Serious Case Review recommendations and that the change in practice has been sustained over a period of years. 
3.6.4 In addition the Sub-committee oversaw the Board’s participation in a London pilot scheme which tested out a systems approach to case reviews. This brought practitioners together in a way that is quite different to a conventional Serious Case Review, enabling the ‘Review Panel’ of SCR  Sub-committee members, to explore which features of the chosen case were common across the local system of working.  One current review, linked to a Domestic Violence Homicide Review, is also using this systems approach, developed by Social Care Institute for Excellence. The outcomes from both will be in next year’s annual report.
3.6.5 The Sub-committee is chaired by Fran Pearson, Independent Chair of City and Hackney Safeguarding Board. One of the strengths of the sub-committee is the challenging but constructive debate about cases. There is a close link to the Training and Development sub-committee of the Board which ensures that the training programme reflects the latest learning from all case reviews, not just ones that meet the criteria for Serious Case Reviews.
3.7
Allegations against professionals: Report of the Local Authority Designated Officer (LADO)

3.7.1
The named LADO for Hackney is the Group Manager of the City & Hackney Safeguarding Board.  Placing the LADO responsibility squarely within the structure of the Board allows for oversight and quality assurance of the process to feed directly into Board business.  It is a very transparent embodiment of the Board’s statutory responsibility to co-ordinate and monitor the effectiveness of practice, relating here to organisational culture, safe recruitment processes and identification of training need and delivery.

3.7.2
The LADO in the City of London is the Children’s Social Care Manager.
3.7.3
The Hackney LADO manages a greater number of investigations than the City of London and is supported in this task by a multi-agency network comprising Child Protection Conference Chairs, HR officers from Hackney Learning Trust, Safeguarding leads for schools and early years from the Learning Trust, Hackney First Response Service and the police Child Abuse Investigation Team.

3.7.4
There were no referrals to the City of London LADO between April 2011 and March 2012 so the content of this report refers only to Hackney.
3.7.5
A total of 94 referrals were made to the LADO in this period, prompted by concerns about the behaviour of adults who work with children. This was two more than the previous year.  As would be expected the majority of referrals relate to adults who work directly with children. Allegations were made against: 

 
28 Teachers (incl. 10 teaching assistants) (30%)

14 foster carers, including 1 kinship carer and 1 respite carer (15%)

13 early years workers (14%)

4 Youth Workers (4%)

4 Care Workers (4%)

2 Rabbis (2%)

2 student nurses (2%)

3.7.6
One allegation was received concerning each of the following: optician, medical consultant, school care-taker, school meal supervisor, chef, interpreter, child minder, a suspected childminder, NVQ student, volunteer, student nurse, escort/driver, volunteer Scout, taxi driver, football coach and an academic. 

3.7.7
Teachers, teaching assistants and non-teaching school based staff together accounted for about one-third of all allegations.  

The nature of the concerns 

3.7.8 Physical abuse was the main concern in 42 (44%) of cases. 14 of these related to teaching staff and their alleged rough handling of children.   

3.7.9 29 referrals (31%) were prompted by concerns about behaviour in the person’s private life and what this might indicate about their suitability to work with children.  10 of these related to teaching staff, 8 to early years workers. Examples of the kind of things that gave rise to concern included: inappropriate use of You Tube; lewd material on a mobile phone and a laptop; someone’s own children being subject to child protection plans; someone being subject to criminal proceedings for neglect of own children; reported domestic violence at home.

3.7.10 The concerns in 12 cases related to possible sexual abuse/sexual harassment.   Five of these were allegations against staff in school settings, two against youth workers, two were volunteers. 4 referrals related to emotional abuse and 2 to neglect. 6 investigations involving Hackney children were managed by a different authority.

3.7.11 Overall 56 referrals (60%) resulted in at least one Management Planning Meeting (MPM).  The remainder were dealt with by the employer following discussion with the LADO and HR professionals. Very few allegations that progressed to a planning meeting resulted in a criminal charge being brought, although one is currently in the court arena and one from the previous year has resulted in a successful conviction.

Commentary
3.7.12 The total number of referrals in 2011/12 is about the same as it was last year – the number increased by 2.   As such there is no conclusion to be drawn in terms of trend information from numbers alone.

3.7.13 The majority of allegations were about concerns that physical harm caused to a child by a professional responsible for their wellbeing.  Very few children showed any evidence of actual injury or backed up the allegation once it was investigated.  Very few resulted in a criminal investigation.  Some could have been avoided had the professional concerned been more mindful of their own presentation; for example, long finger-nails can be a non-intentional risk if working in a child-care setting.
3.7.14 Although relatively few allegations were substantiated and only a few resulted in criminal convictions it is important that the benefit of the process itself is recognised.  A substantiated allegation that results in the dismissal of a member of staff is a very visible outcome, but there are hidden gains for organisations that are involved in the majority of cases where outcomes are unsubstantiated or unfounded.  Involvement in the process helps organisations become more thoughtful about the way they conduct business and recruit safely. 

	Effective practice example

A pornographic You Tube clip was brought to the LADO’s attention. Chat accompanying the clip identified one of the people in the clip as a possible youth worker.  After some investigation in liaison with Young Hackney and Hackney Community & Voluntary Service (HCVS) the person’s identity was revealed.  The LADO held an MPM as a learning exercise for the Youth Club where the person had worked and invited senior managers from Young Hackney (who hold a commissioning role) and HCVS to come along.  As a result the club is more aware of the safeguards that they need to put in place to manage potential risks in an environment where, laudably, young users of the Club are encouraged to become volunteers or staff members and Young Hackney are updating their commissioning guidelines to take account of the issues raised. 




3.7.15 A significant number of concerns relate to the adult’s behaviour in his/her private life. All adults working with children have responsibility for maintaining public confidence in their ability to work safely with children. It is therefore expected that they follow high standards of conduct in their private life as well as their working life.  The need to reinforce this in settings such as youth clubs, where young people who use the club may be encouraged to become youth workers, is highlighted in the effective practice example above.

3.7.16 The Child Abuse Investigation Team, Hackney First Response, Learning Trust HR and the LADO have worked well together on receipt of referrals, all of which are discussed with the CAIT and with First Response where appropriate.  The LADO meets regularly with the Learning Trust HR Team to discuss progress of cases.  There is a strong link between the LADO and schools and early years safeguarding leads in the Learning Trust, which ensures a robust and timely response to the training needs of organisations – both in general safeguarding terms and specific to safe recruitment/management of allegations.

3.7.17 The Safeguarding Duty Service and individual Child Protection Co-ordinators have provided good support to the LADO role through the co-ordination of Management Planning Meetings from the initial point to the closure of a case.

3.7.18 Improvements have been made this year to the way the process is communicated to others: the CHSCB website now has a page dedicated to the allegation process which includes the latest relevant research and serious case reviews.  The page has a link to the LADO referral form. A closing summary form was created towards the end of the year to enable a better snapshot view of an investigation from beginning to end – this is also available to download from the CHSCB website.

Challenges and Forward Plans

3.7.19 The unpredictability of the timing of incoming referrals can at times highlight the tension between the need for an immediate operational response and the practical capacity to deliver this – it is one of the quirks of the LADO process that there are periods where there are no referrals at all and periods when they appear to come in quantity.   Plans are in place to create a dedicated LADO post to manage the daily business, linked to the City & Hackney Board Manager.

3.7.20 The LADO process is managed differently by different local authorities, yet a referral – such as that of a foster carer living in a different borough - will often involve more than one.  On a very simple level confusion can be caused because the language used is different – one person’s MPM is another person’s strategy meeting.  This therefore underlines the importance for professionals of the need to use simple language and explain what they mean rather than assume understanding on the part of others.
3.7.21
A new social care information system is being rolled out in Hackney Children’s Social care during the autumn of 2012 which will improve the facility for recording and for automatically generated reporting of LADO work.


3.8
Report of the Child Death Overview Panel (CDOP)

3.8.1
When a child dies, there is statutory requirement and public expectation that the death will be comprehensively reviewed and that services provided to the child will be evaluated in a manner which promotes learning and transparency. The review process is also compelled by a deeply entrenched moral imperative to act to protect young lives by identifying and addressing risks and making recommendations for improvement of services. 

3.8.2
The City and Hackney CDOP became active on the 1st of April 2008. Since then the CDOP has reviewed the deaths of 123 children and young people and all recommendations made by the CDOP have been implemented or are in the process of being implemented. 

3.8.3
The CDOP process and annual report aim to promote the transparency of the child death case review requirement by ensuring all cases are scrutinised by an independent appointed panel with expertise in the fields of public health, paediatrics and child health, neonatology, paediatric pathology, mental health, children’s social care, investigations and child protection, nursing, midwifery, general practice, child safety (police), education, youth crime reduction and other members who can otherwise make a valuable contribution. The expertise of its members assists the CDOP to fulfil its role to apply a child-focused consideration to each individual review and to develop recommendations for improvement. 

3.8.4
The CDOP meets quarterly and the meetings are well attended. 

3.8.5
The CDOP reports its themes and learning issues annually to the CHSCB. In addition, the Chair of the CDOP presents the CDOP’s findings and recommendations about the health, safety and wellbeing of all children in the London Borough of Hackney and the City of London to the CHSCB on an annual basis. 

Child Death Data 

3.8.6
In the 12-month period from the 1st of April 2011 to the 31st of March 2012, there were 30 deaths in children and young people who were normally resident in the City of London and the London Borough of Hackney. The CDOP has also completed and reviewed 30 cases during the period from the 1st of April 2011 to 31st March 2012. The 30 cases reviewed included 13 outstanding cases from previous years, that is, from 1st of April 2009 to 31st of March 2010 (4 cases); from 1st of April 2010 to 31st of March 2011 (9 cases); and 17 cases from the current year (1st of April 2011 to 31st March 2012). 

3.8.7
The CDOP is required to categorise the preventability of a death by considering whether modifiable factors may have contributed to the death of the child which could be addressed to reduce the risk of future child deaths. The CDOP identified modifiable factors in six (20%) of the completed case reviews.  

3.8.8
The rapid response group, which is monitored by the CDOP, has considered the unexpected deaths of 4 of the 30 children and young people notified during the period 1st of April 2011 to 31st of March 2012. The findings of all rapid response meetings are discussed at the monthly Serious Case Review sub committee. None of the sudden deaths reviewed by the rapid response group during 2011-12 were recommended to be subject to a Serious Case Review, but one case was recommended for a joint systematic review with another borough. 

Deaths reviewed

3.8.9
Nearly a third of the 30 cases reviewed by the CDOP were deaths occurring within the first 28 days of life (8, 27%) and two thirds (20, 67%) occurred within the first year of life.

Figure 1 
Age and gender of child deaths reviewed between 1st April 2011 and 31st March 2012
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Deaths notified

3.8.10
Of the 30 notified child deaths during the period 1st of April 2011 to 31st of March 2012, more than three quarters were males (23, 77%); 24 deaths (80%) occurred within the first year and more than two thirds of them (16, 67%) occurred within the first 28 days of life.

3.8.11
The majority of children who died  (11, 37%) were Black; including Black African, Black Caribbean and Black British children (these groups represent 21% of the total City and Hackney population);  8 (27%) in Asian children; 7 (23%) in White children; and 4 (13%) in Orthodox Jewish children.  

Figure 2 Ethnic groups for deaths occurring during 2011-12 
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3.8.12
The main cause of death (26, 87%) was categorized as ‘diseases/morbid conditions’ (ICD-10). This category included: congenital abnormalities, perinatal conditions, cancer and seizure secondary to epilepsy. 

3.8.13
External cases accounted for 1 death (3%) due to a fatal assault, 1 (3%) death was classified as SIDS and the cause of death is currently pending in 2 (7%) cases. 

Figure 3 Child deaths in City and Hackney in 2011-12 by cause of death
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Key Priorities, Activities and Achievements 

3.8.14
The CHSCB has significant responsibilities in relation to child deaths. From January 2012 the CDOP Coordinator post was transferred to the CHSCB, the lead role in supporting the CDOP and responding to the CHSCB child death review responsibilities reverted back from NHS East London and the City to the CHSCB. Therefore, the CHSCB support the administrative processes needed to ensure adequate collaboration and coordination between the CDOP and other agencies and entities.

3.8.15
Wherever possible the CDOP seeks to both further the child death review process and improve the wellbeing and safety of children and young people in the area. The main reason for furthering the child death review process is the belief that the quality of the process will directly affect the extent of learning issues that can be derived from the process. These learning issues should in turn play a significant role in informing and improving the safety and wellbeing and services to children and young people in the London Borough of Hackney and the City of London.

3.8.16
The CDOP and the rapid response group identified the following as their main achievements in 2011-12: 

· linking with Hackney Council’s Road Safety Team about young children’s safety on roads and establishing collaborative work between the NHS East London and the City’s Public Health team at a pre-school training event during October 2011;

· reviewing the Homerton University Hospital’s Accident and Emergency policy for the identification of fever in premature babies and highlighting particular caution in treatment of feverish illnesses in pre-term babies; 

· ensuring in relevant cases that parents and siblings are referred to genetic screening and counselling; 

· advising parents about healthy lifestyle choices and risks to children; 

· reviewing and learning from recommendations in Serious Case Reviews (SCRs) and relevant Serious Untoward Incident reports (SUI). In addition, the CDOP is overseeing the implementation of the recommendations in one SUI report; 

· ensuring in relevant cases that siblings are supplemented with vitamin D and subsequently monitored; 

· monitoring of child deaths in IVF cases; 

· monitoring teenage pregnancies (booking data) through six monthly reports to the CDOP from the Consultant Midwife in Public Health and Named Midwife for Safeguarding at the Homerton University Hospital; 

· ensuring that sexual education resources and pregnancy information for schools are available and communication with schools are efficient, particularly as the teenage pregnancy partnership in City and Hackney has come to an end; 

· highlighting issues of monitoring deaths from Herpes Simplex Virus to the CDOP Pan London group; 

· reviewing available leaflets on SIDS to ensure they are culturally appropriate for the Orthodox Jewish Community.  

Emerging Themes

3.8.17
In response to a number of possible themes identified by the CDOP through its case reviews, the CDOP organises ‘themed’ meetings with the aim of furthering the panel member’s knowledge and awareness. During 2011-12 the following presentations were delivered to the CDOP: 

· Acute Asthma in Children, delivered by the Consultant Paediatrician at the Homerton University Hospital; 

· Hackney’s gangs culture including information on gun crimes and the riots, delivered by the Detective Inspector of Hackney Borough Police; 

· Orthodox Jewish Community: Life, Death & Mourning, delivered by the Manager and the Community Health Worker for the Orthodox Jewish Community at NHS East London and the City. 

3.8.19
The CDOP remains concerned about the number of deaths occurring in the first year of life that it has come across during its review activities. The focus in the forthcoming year will particularly be on IVF cases; teenage pregnancies and SUDI cases, identifying risk factors and the most effective preventative measures to reduce them.  

Implementation of recommendations from 2010-11 and outcomes 

3.8.20
The following updates can be noted in relation to recommendations highlighted in last year’s annual report as requiring future action to prevent child deaths: 

· Supporting the development of a policy regarding Vitamin D supplements and raising of awareness of this is one of the most tangible outcomes of the CDOP’s work. The ‘A Healthy Start for All’ initiative is designed to provide FREE vitamins to ALL pregnant women up to one year post delivery and to all children under 4. The initiative was successfully launched on 1st April 2012; all community pharmacies in Hackney now stock Healthy Start vitamins for women and children, and Pharmacists can register Hackney and the City residents onto the scheme.

· The City and Hackney Department of Public Health conducted a review of vitamin D supplementation in primary care and developed local guidelines to ensure adequate provision; a leaflet with information for the public was developed and has been widely distributed.

· The review of asthma-related deaths in children is currently being undertaken by a Consultant Paediatrician at the Homerton University Hospital in collaboration with the C&H Department of Public Health and a review of the shared care pathway will ensure identification of lessons learnt. 

· Awareness raising around safe sleeping is an ongoing task for the CDOP. The CDOP is currently reviewing available leaflets on SIDS to ensure that they are culturally appropriate for the Orthodox Jewish Community.  

· The review of the Homerton University Hospital’s policy in Accident and Emergency for the identification of fever in premature babies is completed and the CDOP is currently liaising with the Neonatal Unit at Homerton University Hospital about the possibility of highlighting particular caution in treatment of feverish illnesses in pre-term babies. 

· The audit of premature and prolonged rupture of membranes cases at the Homerton University Hospital is currently underway; a progress update is scheduled to be provided to the CDOP in October 2012. 
· The independent commissioned report of a City and Hackney child death by stabbing was completed; its findings and recommendations were unclear. The CDOP will continue to foster multi-agency collaboration and discussions to identify areas for improvement to prevent future deaths and safeguard the life and wellbeing of children and adolescents. 
· In raising public awareness of the child death overview process, the CDOP is currently re-designing its child death leaflet and anticipates that the new version can be printed and distributed widely in the community in the summer months of 2012.

Part 4
City of London Annual Report

4.1
The City of London is mainly a business centre with a daytime population of over 330,000 people. It has a resident population of approximately 1,492 children and young people aged 0 to 18, representing 12% of the total population of the area (source: GLA and ONS). In addition, over 2,000 children attend the City’s four independent schools. In 2011, 89% of the school population at the one primary school ( Sir John Cass School) was classified as belonging to an ethnic group other than White British compared to 22.5% in England overall. Some 35% of pupils speak English as an additional language. Bangladeshi is the most recorded commonly spoken community language in the area. 

4.2
The City is represented on the CHSCB by the Director of Children’s Services and an appropriate representative sits on each of the supporting sub-committees.  There is a specific sub-committee for the City of London, chaired by the Children’s Social Care Service Manager and with representation from social care, early years, schools and independent schools, the London Probation Service and the City of London Police.

Announced inspection of Safeguarding and Looked After Children 2012

4.3
The City of London was inspected by Ofsted under the framework for announced inspections of safeguarding and looked after children during March 2012.

4.4
Safeguarding services, outcomes for children and young people and looked after children services were judged as good overall with outstanding work in equality and diversity and with ‘good’ capacity to improve. The domains of health and educational outcomes for looked after children were judged as adequate.  Performance management and quality assurance processes were also judged adequate, reflecting the work necessary to develop qualitative and outcomes measures and to ensure the closer integration of quality assurance processes with practice.

4.5
Broadly, the inspection was very positive.  It did highlight key areas for improvement, although these tended to be procedural changes rather than changes that will affect outcomes for children and young people.

Key themes:

· Early identification of need and service responsiveness is ‘outstanding’ and this is underpinned by a strategic approach that ensures full partnership engagement at all levels

· Inspectors also found ‘outstanding’ examples of preventative work

· Strategic leadership of the council and its partners ensures that safeguarding and looked after children have the highest priority.

· Almost all children in care reported feeling safe or very safe in their placements.

· Whilst recording is of a good standard the electronic integrated system does not support effective practice and management oversight as records are stored in both paper files and electronically.

· Performance and quality assurance processes need to be fully integrated and service user views need to be routinely collated to inform professional practice and improve service delivery.

· Inspectors were impressed by work at Sir John Cass primary school, particularly in relation to the school council’s work on anti-bullying and that of the Children’s Centre in their provision of early help for families and their monitoring of outcomes.

· There was good evidence of multi-agency working in relation to safeguarding

· Because of the size of the authority, individual children are known to members and officers and as a result, inspectors found the Corporate Parenting Panel to be an ‘effective and responsive championing body for all looked after children and young people as well as keeping a close monitoring role on those who need to be safeguarded and protected’

· The quality of looked after children’s personal education plans and pathway plans needs improvement to ensure that clear information is recorded about the child’s achievements, rate of progress and targets for educational attainment.  Whilst children generally do well and go on to achieve there was evidence to suggest that not all of the group are making good enough progress from their starting points.

· Health outcomes for looked after children and young people are adequate.  This stems from assessments not recording children’s weight, height and body mass index, and that records of GP visits, dental and optical appointments had not been routinely recorded.  Whilst assessments are routinely shared with GPs, social workers and foster carers, they are not always routinely shared with children and young people.  Inspectors also found that there was no policy for engaging ‘hard to reach’ looked after children (this relates particularly to asylum seeking children).

4.6
There were a few areas for development highlighted by the inspectors. An action plan has been developed covering these areas but also setting out a ‘roadmap’ to move the authority from ‘good’ to ‘outstanding’.   The full inspection report can be downloaded from www.ofsted.gov.uk 
4.7
Early intervention and early help is key to keeping the numbers of child protection referrals to an absolute minimum within City of London.  The new Early Intervention Framework encapsulates the work undertaken at a very low, almost universal service level with agency partners to prevent issues from escalating even to the level where they would require an assessment under the Common Assessment Framework (CAF).  This model of working has recently caught the interest of Professor Eileen Munro and is considered to be unique.

LADO

4.8
Due to the size and capacity of the City of London the Children’s Social Care Services Manager takes on the role of the LADO. The City of London has annually reported low numbers of LADO referrals, but there were no referrals at all in the year 2011/12.   This was identified as an area for improvement by Ofsted. In response to the low number of referrals the City will be working with partners to raise the profile of the LADO role within the Local Authority, advising on training available through the City and Hackney Safeguarding Children Board.
4.9
The City of London has developed systems and processes to record and monitor allegations against professionals and enhanced procedures for managing these have been produced.
APPENDIX ONE:
BOARD STRUCTURE
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APPENDIX TWO:
City & Hackney Safeguarding Children Board Business Plan 2012-2014 

City & Hackney Safeguarding Children Board agreed a shared vision and statement of principles in September 2011.  In order to measure the degree to which we are meeting these principles, the Board has used a set of standards drawn from the LSCB Self Assessment & Audit Tool (SAIT) developed by Tony Morrison and Jan Horwath
and recommended by both the Social Care Institute for Excellence (SCIE) and the Centre for Excellence and Outcomes in Children and Young People’s Services (C4EO).  The Board has then drawn on this self assessment to inform its business planning and has mapped the relevant standards across into the business plan.  The agreed strategic objectives that underpin our Business Plan remain the same.

Board Vision & Statement of Principles
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Statement of Principles mapped against SAIT




Pages 7 - 8
The Board Vision

“We want children and young people in City and Hackney to thrive and we will work together 

to create the safest possible environment for them to do so”

Statement of Principles

1. At the core of the City & Hackney Safeguarding Children Board’s safeguarding and child protection work is the desire to understand the quality of a child’s experience of local services, learn from individual experiences and to have a positive impact upon young lives

2. In this context the Board will be influential on behalf all vulnerable children, young people and their families

3. CHSCB members are accountable to each other for the effective working of the Board and accountable for the promotion of CHSCB interests within their own organisations

4. Our work is characterised by an attitude of constructive challenge.  We are never complacent but constantly push ourselves to achieve the best for children, young people and their families

5. We will champion a learning culture within our organisations and seek evidence and assurance that practice has improved as a result of this

6. We will fulfil our statutory responsibilities by making best use of our pooled resources

* = revised milestone for 2012/14

	No.
	Strategic objective


	Milestones
	Lead person or group
	Timescale for 

completion

	1
	Good governance with meaningful performance indicators that hold agencies to account for their safeguarding responsibilities
	· The Board continues to have the backing of all agencies for a budget that supports its business despite a context of shrinking budgets (SAIT Standard 14)

· The CHSCB business planning process is informed by self assessment against recognised standards for good multi-agency working (SAIT Standards 1, 2 & 8)*

· The Board delivers an Annual Report that provides a realistic assessment of the effectiveness of local safeguarding practice and the challenges for the multi-agency partnership. (SAIT Standard 19, 20, 21)*

· The role of the CHSCB in relation to other strategic partnership Boards is further refined, implemented and reviewed (SAIT Standard 4)*

· The Executive Group and sub-committees are accountable to the Board and operating within clear terms of reference* (SAIT Standard 13)

· Executive members are accountable for the functioning of the Group - to the independent Chair and to each other. As a consequence the group embodies a culture of constructive and open challenge. (SAIT Standards 6, 13)
· A robust process of audit against s.11 Children Act is in place.  The Board supplements this with annual ‘deep dive’ audits against particular elements of the s.11 duty* (SAIT Standard 7)

	Finance Sub-committee

Independent Chair

Executive Group 

All member agencies 

Independent Chair 

Executive Group

Independent Chair

Executive Group/Chairs 

Independent Chair

Executive Group/Chairs 

Independent Chair

QA sub-committee 


	March 2012

April 2012

July 2012

March 2014

March 2013

Ongoing

March 2013

	2
	Service-users’ views inform all our work
	· We actively consult with children, young people and parents/carers in order to inform our work (SAIT Standard 8, 15)*

· We can demonstrate improvements to the outcomes for children receiving child protection services (SAIT Standard 20)*

· We have a strong professional relationship with the local community that continually builds awareness of safeguarding children. We are appropriately reactive to issues. (SAIT Standard 17)*


	Quality Assurance Sub-committee

Quality Assurance Sub-committee

CHSCB Community Partnership Advisor

CVS


	Ongoing

March 2014

Ongoing

	3
	A programme of learning and reflection is in place to ensure the highest level of practice across agencies -including safer recruitment.
	· The Board sees evidence that each agency is delivering safeguarding training to an appropriate standard to all those that require it (SAIT Standard 16)

· The Board better understands the way different sectors use the multi-agency training and endorse changes to the programme to reflect their differing needs. (SAIT Standard 16)

· The Board makes better use of training data to evaluate whether and how it is improving how we work together as a partnership to safeguard children. (SAIT Standard 16)*

· Each agency provides the Board with evidence that it is meeting its safer recruitment responsibilities and the requirements of the Independent Safeguarding Authority (SAIT Standard 10)

· The Board draws on systemic models of review to assess where and how systems are impacting upon practice (SAIT Standard 19)*


	Training + Development Sub-committee

Training + Development Sub-committee

Training + Development Sub-committee

All member agencies

Quality Assurance Sub-Committee

SCR sub committee

	March 2013

March 2013

March 2013

March 2013

March 2014



	4
	Agency representatives are accountable to the Board on behalf of their agency and at the same time carry out their shared responsibility with other members.
	· Chair continues the regular programme of meetings with the Chief Executive of partner agencies and their representatives, in turn these people alert the Chair to any safeguarding issues within their organisation. (SAIT Standard 7, 12)

· Membership of the Board and sub-committees is appropriate to local need and statutory obligation (SAIT Standard 5)*

· Member agencies have a shared understanding of the local thresholds in relation to risk and safeguarding. (SAIT Standard 9)

· Sub-committee chairs demonstrate that they are providing effective leadership and steer to their areas of responsibility. (SAIT Standard 13)

· Agency representatives on the Board ensure the appropriate agency member attends and takes an active role in the Board’s sub-committees. (SAIT Standard 6)

	Independent Chair

Independent Chair/Executive

All member agencies

All sub-committee chairs

All member agencies


	On-going

March 2013

Ongoing

March 2013

March 2013

	5
	The Board actively seeks out information and makes the best use of it and acts upon it where appropriate to improve safeguarding practice.
	· The Board knows about the quality of practice and ensures that information is meaningfully gathered in a way that furthers knowledge about safeguarding practice generally and in relation to agreed areas for priority focus (SAIT Standard 9, 19)*

· Themes and learning from the Child Death Overview Panel are reported annually to the Board. The Board to ensure that partner agencies act on recommendations appropriately. (SAIT Standard 19)

· Serious Case Reviews are of a high standard and recognised as such by external regulators (SAIT Standard 11)

· The Board satisfies itself that Serious Case Reviews improve practice and that all recommendations are progressed within appropriate timescales (SAIT Standard 11)*

· Learning from all forms of practice review and feedback from practitioners informs our programme of case audit and review and the content of our multi-agency training (SAIT Standard 11)*


	Quality Assurance Sub-committee

Child Death Overview Panel and Independent Chair

Serious Case Review Sub-committee

Serious Case Review Sub-committee / Quality Assurance Sub-committee/ Training & Development Sub-Committee


	March 2014

March 2013

March 2013

Ongoing

Ongoing



	6
	The Board stays close to practice.
	· The Board Executive gains direct experience of frontline practice thorough a programme of shadowing and observation (SAIT Standard 18)*

· The work of the Board is communicated regularly and effectively to frontline staff. (SAIT Standard 8, 18)*

· Independent Chair and Directors of Children's Services continue their rolling programme of membership reviews to ensure the Board and its sub-committees have members who can help deliver its objectives. (SAIT Standard 5, 18)

· Board members know what the practice challenges are, particularly those that might not become apparent through Serious Case Reviews and that these issues are tackled regardless. (SAIT Standard 17, 18)

	Executive Group

Executive Group/all members and CHSCB support staff

Independent Chair and Directors of Children's Services

All sub-committees


	March 2013

March 2013

Ongoing

March 2011


Statement of Principles mapped against Self Assessment & Improvement Tool (SAIT) Standards

At the core of the City & Hackney Safeguarding Children Board’s work is the desire to understand the quality of a child’s experience of local services, learn from individual experiences and to have a positive impact upon young lives

SAIT STANDARD 2:
The Board has specific objectives which aim to improve the safety for specific groups of children
SAIT STANDARD 19:
The Board knows about the quality of practice and actively works to improve this
SAIT STANDARD 20:
The Board can demonstrate improvements to the outcomes for children and young people receiving child protection (and early help) services
SAIT STANDARD 15:
The Board actively consults with children, young people and parents/carers in the development and review of its work

SAIT STANDARD 18:
The Board actively promotes feedback to and from frontline staff about safeguarding policy and practice
The Board will be influential on behalf all vulnerable children, young people and their families

SAIT STANDARD 21:
The Board can show how its own work and work with other partnerships improves safety for all children
SAIT STANDARD 4:
The independent identity of the LSCB as a statutory body is recognised

SAIT STANDARD 17:
The Board is active in informing all members of the community of the role they can play to make their community safer

CHSCB members are accountable to each other for the effective working of the Board and accountable for the promotion of CHSCB interests within their own organisations

SAIT STANDARD 5:
The membership of the Board is compliant with Working Together to Safeguard Children
SAIT STANDARD 1:
The Board has a clear and shared understanding about which elements of safeguarding it is accountable for and for which it is holding others to account
SAIT STANDARD 3:
The members have negotiated a terms of reference for the LSCB

SAIT STANDARD 6:
The LSCB specifies the responsibilities, knowledge requirements and accountabilities of the individuals who sit on the Board 
SAIT STANDARD 7:
The Board holds member agencies to account with regard to safeguarding activity
SAIT STANDARD 13:
The Board has effective sub-groups to deliver its work plan
Our work is characterised by an attitude of constructive challenge.  We are never complacent but constantly push ourselves to achieve the best for children, young people and their families

SAIT STANDARD 8:
The Board has a business planning, reviewing and improvement system linked to specific objectives and improving cooperation and effectiveness
SAIT STANDARD 9:
The Board has developed systems for ensuring governance of multi-disciplinary practice

SAIT STANDARD 12: 
Board members are clear about the role, responsibilities and reporting arrangements of the Chair
SAIT STANDARD 10:
The Board has developed systems to ensure safe recruitment in all member agencies
We will champion a learning culture within our organisations and seek evidence and assurance that practice has improved as a result of this

SAIT STANDARD 16:
The Board has an active multi-agency training & development programme that meets the requirements of Working Together
SAIT STANDARD 11:
The Board has a robust process for reviewing and learning from SCRs (and other forms of case review) which leads to service improvements
We will fulfil our statutory responsibilities by making best use of our pooled resources

SAIT STANDARD 14:
The Board has identified both its required resources in the light of the work programme and dedicated staffing requirements and negotiated a funding mechanism
APPENDIX 3
CHSCB Support Team Contact Details (as at April 2012)
	City & Hackney Safeguarding Children Board Unit 

	Position 
	Name
	Contact Tel No
	Email Address

	 Professional Advisor to the CHSCB
	Sophie Humphreys
	00
  020 8356 4042
	sophie.humphreys@hackney.gov.uk 

	Group Manager & Local Authority Designated Officer  
	Sarah Peel
	020 8356 4569
	sarah.peel@hackney.gov.uk 

	Business and Performance Manager 
	Pernilla White 
	020 8356 4175
	pernilla.white@hackney.gov.uk 

	Community Partnership Advisor
	Leethen Bartholomew
	020 8356 6371
	leethen.bartholomew@hackney.gov.uk 

	Multi-agency Training Co-ordinator
	Muna Rahman
	020 8356 4826
	muna.rahman@hackney.gov.uk 

	Board & Sub-committee Co-ordinator
	Sanna Johansson
	020 8356 3661
	sanna.johannson@hackney.gov.uk 

	Child Death Overview Panel & Rapid Response Co-ordinator
	Pernilla White
	020 835 4175
	pernilla.white@hackney.gov.uk  


APPENDIX 4

Attendance at Board and sub-committees (April 2011-March 2012)

City and Hackney Safeguarding Children Board

	Organisation 
	Number of seats
	% of meetings attended by agency

	Independent Chair
	1
	100%

	Professional Advisor to the CHSCB
	1
	100%

	CHSCB Manager
	1
	25%*

	Children Social Care (Hackney)

· Director of Children’s Social Care
· Assistant Director of Children’s Social Care
· Head of Safeguarding
	3
	100%

	Community and Children’s Services (City of London)

· Director
	1
	100%

	Child Abuse Investigation Team

· Chief Inspector
	1
	100%

	City of London Police

· Detective Inspector
	1
	50%

	Hackney Borough Police

· Borough Commander
	1
	75%

	The Learning Trust

· Acting Chief Executive
	1
	100%

	London Probation

· Principal Officer
	1
	75%**

	Hackney Council for Voluntary Services

· Chief Executive
	1
	50%

	Homerton University Hospital NHS Foundation Trust

· Chief Nurse and Director of Governance Divisional Operations Director
· Division for Children's Services, Diagnostics & Outpatients Homerton
	2
	100%

	NHS East London and the City

· Director of Public Health
· Designated Doctor
· Director of Nursing and Quality for ELC and ONEL
· Associate Director Nursing and Safeguarding
· Designated Nurse for Safeguarding
	5
	100%

	East London NHS Foundation Trust

· Director for Specialist Services
· Consultant Psychiatrist Early Intervention in Psychosis
· Associate Director for safeguarding Children
· Consultant Psychiatrist
	4
	100%

	Safer Communities 

· Head of Safer Communities
	1
	50%

	Young Hackney

· Assistant Director
	1
	50%

	Participant Observer

· Lead Member for children & young people
	1
	75%


*note: Board Manager joined in November 2011

**note: Probation representative joined in May 2011  

City and Hackney Child Death Overview Panel

	Organisation
	% of meetings attended

	Chair – NHS ELC
	100%

	Child Death Overview Panel & Rapid Response Co-ordinator - CHSCB
	100%

	Child Abuse Investigation Team - Metropolitan Police Service
	100%

	Children’s Social Care – Hackney Council 
	100%

	
City of London
	60%

	
City of London Police 
	40%

	
East London NHS Foundation Trust
	20%

	
Education – The Learning Trust
	80%

	
Hackney Borough Police – Metropolitan Police Service
	100%

	
Homerton University Hospital – NHS Trust  
	100%

	Royal London Hospital 
	20%

	
Young Hackney 
	40%


 City of London Sub-committee

	Organisation
	% of meetings attended

	Chair of City of London sub-committee
	100%

	CHSCB
	100%

	Community and Children’s Services (City of London)
	100%

	London Probation
	67%**

	City of London Schools
	67%*

	
City of London Police 
	100%

	NHS East London and the City
	67%

	Sir John Cass’s Primary School
	33%

	St Paul's Cathedral School
	33%

	Charterhouse Square School
	0%


Finance Sub-committee

	Organisation
	% of meetings attended

	Chair of Finance Sub-committee
	100%

	CHSCB
	100%

	Children Social Care (Hackney)
	100%

	East London NHS Foundation Trust
	0%

	NHS East London and the City
	50%

	Community and Children’s Services (City of London)
	50%


Quality Assurance Sub-committee

	Organisation
	% of meetings attended

	Chair of Quality Assurance Sub-committee
	83%**

	CHSCB
	100%

	Children Social Care (Hackney)
	100%

	NHS East London and the City
	50%

	The Learning Trust
	66%

	Community and Children’s Services (City of London)
	50%

	Hackney Borough Police
	33%

	Child Abuse Investigation Team
	66%

	East London NHS Foundation Trust
	66%

	Young Hackney
	33%

	Hackney Ark
	0%*


*Note: Hackney Ark joined the Quality Assurance Sub-committee in January 2012
**Chairing arrangements changed during the year
 Serious Case Review Sub-committee

	Organisation
	% of meetings attended

	Chair of Serious Case Review Sub-committee
	100%

	CHSCB
	100%

	Children Social Care (Hackney)
	100%

	NHS East London and the City
	100%

	The Learning Trust
	100%

	Community and Children’s Services (City of London)
	33%

	Hackney Borough Police
	83%

	Child Abuse Investigation Team
	100%

	East London NHS Foundation Trust
	33%

	Hackney Community & Voluntary Services (HCVS)
	16%


  

Training and Development Sub-committee

	Organisation
	% of meetings attended

	Chair of Training and Development Sub-committee
	100%

	CHSCB
	100%

	Children Social Care (Hackney)
	100%

	NHS East London and the City
	100%

	The Learning Trust
	50%

	Community and Children’s Services (City of London)
	50%

	Hackney Borough Police
	66%

	DAAT
	66%

	East London NHS Foundation Trust
	50%

	Hackney Community & Voluntary Services (HCVS)
	66%



You can find an electronic copy of this document online at:

www.chscb.org.uk
This Annual Report was produced with contributions from Fran Pearson, Sarah Wright, Sophie Humphreys, Sarah Peel, Leethen Bartholomew, Pat Dixon, Sanna Johansson, Pernilla White and the chairs of all the sub-committees.  
The report was developed by Sarah Peel (CHSCB Group Manager).

This publication is the property of the City and Hackney Safeguarding Children Board.  Extracts from this document may be reproduced for non-profit research, education or training purposes on the condition that the source is acknowledged. We regret any errors or omissions that may have, unknowingly, been made.

No use of this publication may be made for resale or for any other commercial purpose whatsoever without prior permission in writing of the City and Hackney Safeguarding Children Board.

City and Hackney Safeguarding Children Board

Hackney Service Centre

1 Hillman Street

Hackney, E8 1DY

Tel: 020 8356 3661
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CHSCB Executive Group


Independent Chair: 


6-8 weekly meetings

















Training and Development 


Chair: Assistant Director Children’s Social Care





Bi-monthly meetings














Finance


Chair: - Chief Executive Learning Trust


Bi-annual meetings














Child Death Overview Panel 


 Chair: Consultant in Public Health


Quarterly meetings














Quality Assurance 


Chair: Chief Nurse + Director of Governance, Homerton Hospital NHS Trust


Bi-monthly meetings











Serious Case Review


Chair: - Independent Chair 








Bi-Monthly meetings











City of London 


Assistant Director Children & Families, City of London


Bi-monthly meetings 














City & Hackney Safeguarding Children Board


Independent Chair


3 meetings p.a.
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� Morrison & Horwath: Self Assessment & Improvement Tool 


� Child Health Profile City & Hackney March 2012


�  Hackney Chief Executive’s Directorate, Policy and Performance Team, June 2010


� SCIE ‘Learning Together ‘ Fish, Munro & Bairstow


� www.c4eo.org.uk/themes/safeguarding/files/safeguarding_briefing_2.pdf
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