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Purpose 

The objective of this report is to provide thee Trust Board with oversight of the 
Annual Report for Cornwall and Isles of Scilly Safeguarding Report 2014/15. 
 

Receive ● 

Approve  

Trust Objectives 

Quality People Partnership Resources 

●  ●  

Executive Summary  

The report sets out the statutory and legislative context of Local Safeguarding Children Board 
(LSCB*). The Nurse Executive represents RCHT at the LSCB. 

 
*LSCBs do not commission or deliver direct frontline services, though they may provide training. While LSCBs do not have the 
power to direct other organisations, they do have a role in making clear where improvement is needed. Each Board partner 
retains their own existing line of accountability for safeguarding. 

 

The report sets out nine strategic priorities for the LSCB including: 

 

- Co-ordination of statutory partners in helping, protecting and caring for children and young 
people in its local area 

- Ensuring a multi-agency training programme is in place 

- Clear mechanisms for ensuring the effectiveness of arrangements and where necessary 
to challenge practice 

- Having a system in place to ensure the voice of the child is heard 

 

The LSCB has various sub groups reporting into it including: 

 

- A learning  group 

- A performance group 

- Child death Overview Panel 

- Serious Case Review Group  

- Strategic Child Sexual Exploitation and Missing Persons 
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The plan also sets out the strategic business plan for 2015/16. Following on from the nine 
strategic priorities in last year’s report the LSCB will be looking at five priority objectives: 

 

- Communication 

- Performance management 

- Overall effectiveness 

- Training 

- Effectiveness of practice 

Key Recommendations 

The Trust Board is asked to note and receive the contents of the report.  

Assurance Framework 

The report provides information on the key risks and current level of assurance in meeting the 
Trust’s objectives. 

Next Steps 

The Annual Report will be presented to the Trust Board. 
 

Corporate Impact Assessment 

CQC Regulations Covers all CQC outcomes. 

Financial Implications None. 

Legal Implications None. 

Equality & Diversity None. 

Workforce and Staffing  

Performance Management  None.  

Communication  None. 
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1 Foreword 
By the Safeguarding Children Board Independent Chair 
 
As I reach the latter part of my first year 

as Independent Chair of the Cornwall and 

Isles of Scilly Safeguarding Children Board 

I reflect on what, in my opinion, has been 

a successful year for the board.  There is 

still much for us to do but we are moving 

in the right direction and I have high 

hopes for 2015/16. 

 

On a personal level my key objectives can 

be separated into two distinct areas.  

Firstly, at a strategic level, my intention 

has been to inspire and motivate the 

senior managers of our agencies to 

continually develop and refine our 

services, concentrating on how we can 

improve the outcomes for our children 

and young people. 

 

Secondly, and at a practical level, I have 

met with as many of our front-line 

workers as possible to enhance our lines 

of communication and to understand the 

day to day issues that they face.  I have 

endeavoured to demonstrate the board’s 

commitment to developing its workforce, 

reminding staff of the overriding need to 

do the right thing for our children. 

 

No matter how noble my intentions have 

been our effectiveness can only be judged 

by what we have achieved and in the 

following paragraphs I will attempt to 

outline where we have made progress. 

 

I was fortunate that when I started in June 

2014 board officials had recently reviewed 

how the board was structured and worked 

and had made a number of 

recommendations.  I was able to oversee 

their implementation and this has 

improved the overall effectiveness of the 

board. 

 

The board has been streamlined and, 

through imaginative agendas and the use 

of different styles in running its meetings, 

we have been able to increase 

participation and contribution.  Board 

members have debated key topics, 

including child sexual exploitation, 

domestic abuse and child protection 

plans.  This has acted as a stimulus for 

agencies reviewing and changing their 

practices.  Members’ feedback has been, 

on the whole, positive to this new 

approach. 

 

The size of the board continues to be a 

matter of contention, with some 

members considering it to have too many.  

Others, including myself, feel that all 

board members are valid contributors and 

hold a key role in safeguarding children.  

To exclude them would weaken our 

approach and devalue their importance.  

The skill will be to maintain the focus and 

effectiveness of our board whilst making 

sure it has life and enthusiasm. 
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The Executive Group has acted as the 

engine room of the board and has 

provided a continual review of our 

business plan, risk register and key 

priorities whilst giving plenty of 

opportunity for other key topics to be 

discussed.  Members of the group have 

provided a distinct feel of energy and have 

facilitated the development of subjects 

such as child death overview, voice of the 

child and communication. 

 

The Learning Group has been a 

particularly well performing group, 

delivering a range of products to support 

the development of staff across all 

agencies.  The board’s website, special 

bulletins, learning lessons workshops, 

seminars and conferences have all been 

arranged by the group with the 

programme continuing well into our next 

business year.  The topics selected have 

been wide, varied and based on a mixture 

of local issues and those identified 

nationally.  The seminars and conferences 

have been well attended and the 

feedback received has been encouraging.  

The board is still trying to develop a clear 

understanding of how the group enhances 

service delivery and we are working with 

our training provider in an attempt to 

resolve this. 

 

The Performance Group has worked hard 

over the past year and has come up with 

an enterprising and robust plan to give the 

board a true understanding of its overall 

and individual agency’s effectiveness. The 

board has a good understanding of how 

some of its agencies are performing but 

this has to be broader and remains a key 

priority. 

 

Child sexual exploitation has been a clear 

priority for the board and although much 

good work is undertaken across our area 

it is clear that our efforts need to be more 

strategic and better understood.  In 

response the board created another 

group, the Missing Children and Child 

Sexual Exploitation Group, and I am 

confident that the group’s plans will 

address our concerns.  Levels of 

knowledge are improving across agencies 

and across our communities but our 

efforts will continue into next year and no 

doubt beyond, until we can fully 

safeguard our children against this 

destructive form of abuse. 

 

The Serious Case Review Group has 

operated effectively for the board during 

the year with one report being published, 

another being completed and a further 

commissioned.  Valuable lessons have 

been learned and improvements have 

already been achieved.  The Learning 

Group works pro-actively on behalf of the 

board and has used its range of options to 

bring about changes in practice. 

 

Child death overview has been a key 

development area for the board and we 

have worked hard to make sure we make 

the most of the opportunities our local 

panel presents.  A review of how the 

panel operates has been conducted and, 

as a result, the type of information and 

the style of communication have 

improved.  The board is using this 

information to examine local practices 
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across our area, to ensure we are doing all 

we can to improve children’s life chances. 

 

As independent chair it is important that I 

have confidence in all the chair persons of 

the different groups and, through 

personal meetings and participating in a 

range of meetings, I have been hugely 

reassured by what I have seen.  The chairs 

are extremely competent and committed 

to the work of the board.  They provide a 

mixture of professional skill, 

determination and tact that allows the 

work of the board to progress smoothly 

and with a sense of quality. 

 

The voice of our children is and remains a 

key priority and I am encouraged in what I 

see.  Case audits, reviews of case 

conferences and meetings with staff have 

demonstrated much excellent practice 

and many of our staff go the ‘extra mile’ 

to understand what our children are 

experiencing and what they want.  We 

need to build on this good practice to 

broaden its delivery across all agencies 

and to develop our understanding of what 

more we can collectively do.  This will be a 

key priority for the board in 2015/16. 

 

As chair I am conscious that the board is 

responsible for two very different local 

authority areas and I have endeavoured to 

make sure that children in both areas are 

a focus of our efforts.  The board has to be 

flexible in its approach to understand the 

specific needs in each area.  I have 

attempted to be influential in both 

settings to facilitate effective cooperation 

and to understand the effectiveness of 

what we do. 

 

In conclusion I am proud of what the 

board  

has achieved over the past twelve months 

and I have confidence that progress in 

2015/16 will be even greater, despite the 

pressures all our agencies are facing.  I do 

not consider my optimism to be naïve or 

misplaced but instead based on what I 

have seen when I have visited our front-

line workers across Cornwall and the Isles 

of Scilly.   

 

 

 
 
John Clements 
Independent Chair 
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2 Statutory and Legislative Context 
for LSCBs 

 

2.1 Children Act 2004 
 
Section 13 of the Children Act 2004 
requires each Local Authority to establish 
a Local Safeguarding Children Board 
(LSCB) for their area and specifies the 
organisations and individuals (other than 
the Local Authority) that should be 
represented on LSCBs. 
 
In Cornwall and the Isles of Scilly the two 
Local Authorities have agreed to 
undertake this responsibility jointly and 
have established the Cornwall and Isles of 
Scilly Safeguarding Children Board. 
 
Section 14 of the Children Act 2004 sets 
out the objectives of LSCBs, which are: 
 
(a) to co-ordinate what is done by each 

person or body represented on the 
Board for the purposes of 
safeguarding and promoting the 
welfare of children in the area; and 

(b) to ensure the effectiveness of what 
is done by each such person or body 
for those purposes. 

 

2.2 Local Safeguarding Children 
Boards Regulations 2006 

 
Regulation 5 of the Local Safeguarding 
Children Boards Regulations 2006 sets out 
that the functions of the LSCB, in relation 
to the objectives under Section 14 of the 
Children Act 2004, are as follows: 
 
(a) developing policies and procedures 

for safeguarding and promoting the 
welfare of children in the area of the 

Authority, including policies and 
procedures in relation to: 
(i) the action to be taken where 

there are concerns about a 
child’s safety or welfare, 
including thresholds for 
intervention; 

(ii) training of persons who work 
with children or in services 
affecting the safety and 
welfare of children; 

(iii) recruitment and supervision of 
persons who work with 
children; 

(iv) investigation of allegations 
concerning persons who work 
with children; 

(v) safety and welfare of children 
who are privately fostered; 

(vi) co-operation with 
neighbouring Children’s 
Services Authorities and their 
Board partners; 

 
(b) communicating to persons and 

bodies in the area of the Authority 
the need to safeguard and promote 
the welfare of children, raising their 
awareness of how this can best be 
done and encouraging them to do 
so; 

 
(c) monitoring and evaluating the 

effectiveness of what is done by the 
Authority and their Board partners 
individually and collectively to 
safeguard and promote the welfare 
of children and advising them on 
ways to improve; 
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(d) participating in the planning of 
services for children in the area of 
the Authority; and 

 
(e) undertaking reviews of serious cases 

and advising the Authority and their 
Board partners on lessons to be 
learned. 

 
In order to fulfil its statutory function 
under Regulation 5 an LSCB should use 
data and, as a minimum, should: 
 
 assess the effectiveness of the help 

being provided to children and 
families, including early help; 

 assess whether LSCB partners are 
fulfilling their statutory obligations; 

 quality assure practice, including 
through joint audits of case files 
involving practitioners and 
identifying lessons to be learned; 
and 

 monitor and evaluate the 
effectiveness of training, including 
multi-agency training, to safeguard 

and promote the welfare of 
children. 

 
LSCBs do not commission or deliver direct 
frontline services, though they may 
provide training.  While LSCBs do not have 
the power to direct other organisations, 
they do have a role in making clear where 
improvement is needed.  Each Board 
partner retains their own existing line of 
accountability for safeguarding. 
 

2.3 Membership 
 
Membership of the Board is set out in 
Appendix 1. 
 

2.4 Structure 
 
The LSCB sub-group structure is set out in 
Appendix 2. 
 
All sub-groups are chaired by Board 
members and appointments are reviewed 
on an annual basis. 

 
 
 



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 9 

 

3 Governance and Accountability 
Arrangements 

 

3.1 Independent Chair 
Arrangements 

 
Every LSCB should have an Independent 
Chair who can hold all agencies to 
account.  It is the responsibility of the 
Chief Executive (Head of Paid Service) – 
two Chief Executives in the case of 
Cornwall and the Isles of Scilly – to 
appoint or remove the LSCB Chair with 
the agreement of a panel including LSCB 
partners and lay members.  The Chief 
Executive(s), drawing on other LSCB 
partners and, where appropriate, the Lead 
Member(s) will hold the Chair to account 
for the effective working of the LSCB.  The 
Chair must publish an annual report on 
the effectiveness of child safeguarding 
and promoting the welfare of children in 
the local area. 
 

3.2 Resourcing 
 
All LSCB member organisations have an 
obligation to provide LSCBs with reliable 
resources (including finance) that enable 
the LSCB to be strong and effective.   
Members should share the financial 
responsibility for the LSCB in such a way 
that a disproportionate burden does not 
fall on a small number of partner 
agencies.  A list of contributions made to 
the LSCB by partner agencies and details 
of what the LSCB has spent during 
2014/15 is included as Appendix 4. 
 

3.3 LSCB Support Team 
 
The Cornwall and Isles of Scilly 
Safeguarding Children Board is supported  

by a dedicated team.  In addition, further 
support is provided by the Safeguarding 
Standards Unit in respect of serious case 
reviews, LSCB website, administrative 
support for sub-groups and induction. 
 

3.4 Safeguarding Standards Unit 
(SSU) 

 
The SSU supports the work of the LSCB 
through the following functions: 
 by providing a professional advice 

service to the LSCB; 
 by providing administrative support 

to the LSCB and sub-groups; 
 by commissioning and quality 

assuring multi-agency training and 
independent audits as directed by 
the LSCB/Executive; and 

 by managing the statutory functions 
of serious case reviews and child 
death reviews. 

 

3.5 Meeting Frequency 
 
The LSCB meets quarterly on the first 
Monday in January, April, July and 
October.  The Executive Group and sub-
groups meet on a six-weekly basis.  Task 
and finish groups are established 
occasionally, as required, to address one-
off pieces of work. 
 

3.6 Attendance 
 
Attendance of Board members 
throughout 2014/15 is set out in  
Appendix 3. 
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3.7 Nine strategic priorities which 
inform the basis of all LSCB 
activity 

 

1 The CIoSSCB will be compliant with 
all its statutory responsibilities as 
defined within the Children Act 2004 
and the 2006 regulations. 

 
2 The CIoSSCB will be able to provide 

evidence that it co-ordinates the 
work of statutory partners in 
helping, protecting and caring for 
children and young people within its 
local area. 

 
3 The CIoSSCB will have clear 

mechanisms to monitor the 
effectiveness of the local 
arrangements to help, protect and 
care for children and young people. 

 
4 The CIoSSCB will have in place a 

multi-agency training programme in 
the protection and care of children.  
This programme will be evaluated 
regularly for its impact on the 
management and practice in respect 
of helping, protecting and caring for 
children and young people. 

 
5 The CIoSSCB will have in place clear 

and effective policies and 
procedures in respect of thresholds 
for intervention which are 
understood and there is evidence 
that these operate effectively. 

 
6 The CIoSSCB will have in place 

mechanisms to effectively challenge 
practice and a system for casework 
audits which drive improved 
frontline performance and strong 
management oversight. 

 
7 The CIoSSCB will be able to 

demonstrate that serious case 

reviews, management reviews and 
reviews of child deaths provide 
learning and feedback opportunities 
to the local authority that drive local 
improvement. 

 
8 The CIoSSCB will be able to 

demonstrate its influence in using its 
evaluation and analysis of local 
performance to inform the planning 
and delivery of high quality services. 

 
9 The CIoSSCB will have in place a 

system to effectively listen and learn 
from children and young people. 

 

3.8 LSCB 3 year Strategic Plan 
 
In light of the Ofsted Review of the 
Effectiveness of Local Safeguarding 
Children Boards it was agreed that the 
review criteria would form the basis of the 
Cornwall and Isles of Scilly LSCB Strategic 
Plan and that work over the next three 
years will focus on ensuring that the 
rating of ‘good’ can be evidenced. This led 
to a review of the Board and sub-group 
arrangements by the Executive Group 
which identified the following work 
streams: 
 
Review of the membership of the LSCB 
and groups 
 
Review of the LSCB Agenda 
The Board agenda will be focused around 
exception reporting in relation to 
performance and understanding of multi-
agency practice through the review and 
analysis of individual cases.  
 
Role of the Executive Group 
The Executive Group is the ‘engine room’ 
for the work of the LSCB.  It monitors 
progress against the strategic priorities 
and assesses whether the work being 
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undertaken makes a difference to children 
and young people. 
 
The Executive Group requires evidence to 
be satisfied that we know that our 
identification of risks and agency 
responses are effective in safeguarding 
and making a difference to children and 
young people. This will be achieved 
through: 
 
 Consideration of thematic reports 

from the sub-groups and wider LSCB 
business; 

 Shortfall reports from the sub-
groups to ensure robust challenge to 
agencies and accountability for 
practice improvement; and 

 Monitoring of progress against the 
LSCB strategic priorities. 

 
Role of the LSCB Groups 
 
Learning Group: 
How do we know that how we 
communicate across the stakeholders in 
safeguarding contributes to the effective 
safeguarding of children and young 
people? 
 
How do we know that what we are doing 
helps to reduce the risk of child death? 
 
Performance Group 
How do we know that our responses to 
specific safeguarding concerns make a 
difference to children and young people? 
 
How do we know if what we do supports 
making safeguarding “everyone’s 
business”? 
 
Quality Assurance and Audit Function   
(the QA and Audit Group will sit beneath 
the Learning and Performance Groups 
and be managed and chaired through the 
Safeguarding Standards Unit) 

 
How do we know that the early 
intervention offered to children and 
families makes a difference? 
 
Child Death Overview Panel (CDOP) 
Independent Chair has attended the SW  
Peninsula LSCB Chairs Group and the 
CDOP to discuss and agree future 
arrangements. 
 
Serious Case Reviews 
The SCR process will be managed through 
the Safeguarding Standards Unit on behalf 
of the LSCB. A revised SCR process has 
been agreed by the LSCB. 
 
Strategic Child Sexual Exploitation and 
Missing Persons (CSE/MISPERS) Group 
A formal sub-group has been established 
given the expectation that every LSCB will 
have an overview and understanding of 
CSE and monitor agency practice  
 
Access to CIoSSCB documentation 
The LSCB Support Team will ensure all 
relevant documents – vision, priorities, 
thresholds, policies etc. – are easily 
accessible on the CIoSSCB website. 
 
Review of LSCB relationships with the 
SAB and other peninsula LSCBs 
 Arrangements have been put in 

place for the SAB (Safeguarding 
Adult Board) and CIoSSCB 
backroom/administrative support 
and professional support to both 
Boards to be brought together. 

 Work to define our relationship with 
Cornwall and Isles of Scilly Children’s 
Trusts, Health and Wellbeing Boards, 
Safer Cornwall Partnership and 
equivalent IOS bodies has been 
initiated but will need to be carried 
over to next year. 
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Establishment of the CIoSSCB Quality 
Assurance Performance Management 
Framework  
The aim of the QAPM framework is to 
understand the story behind the overall 
performance of the LSCB in each quarter, 
monitor progress in implementing the 
LSCB Strategic Plan and to agree actions 
designed to address cultural, systemic and 
structural barriers to achieving excellence. 
 
Step 1: Learning 
The starting place for achieving high 
quality practice consistently is learning 
and all professionals are expected to show 
an ongoing commitment to their own 
professional development. Learning is not 
only about attending training it is about 
putting what you have learnt into practice 
and all managers should be asking how 
individual practitioners are applying the 
learning to individual cases.  
 
The LSCB needs to collate the learning 
from all of its activities to provide a 
framework for achieving high quality 
practice to agencies and their staff.  

Step 2: Procedures 
The best procedures are those that 
managers and frontline staff actually use 
because they are helpful. They should 
simplify complex tasks, be easy to follow 
and provide a clear picture of what is 
expected of individual practitioners to 
achieve in key areas of practice. These are 
the success measures used when 
reviewing guidance and procedures. 
 
The LSCB needs to ensure that its 
procedures are clear and easy to follow 
and regularly reviewed and updated. 
 
Stage 3: Supervision 
All agencies and managers should be 
providing supervision to their staff as it 
provides space to help practitioners to 

reflect on their understanding of a case 
and to challenge thinking and analysis. 
Agencies and supervisors who fail to 
provide supervision become vicariously 
responsible for any shortfalls in practice. 
 
The LSCB needs to ensure that high 
quality supervision is in place within all 
agencies and is reported on in terms of 
what difference it has made to practice. 
 
Step 4: Performance 
Regular reports are required to compare 
local practice against national 
performance indicators and for agencies 
to provide a narrative as to what the 
performance means and explain the 
shortfalls and how this will impact upon 
the outcomes for children. Performance 
data is a useful early warning system to 
identify problems and should invite the 
LSCB to ask questions, sometimes 
urgently. 
 
The LSCB will develop a QA & Scrutiny 
group to replace the Performance Group 
in 2015/16.  
 
Step 5: Audits 
Case audits are undertaken to look at 
practice standards and address multi-
agency practice issues. Audit activity 
needs to be widely reported so that 
everyone understands the findings and 
shares learning and agencies need to be 
able to demonstrate that appropriate 
action has been taken in light of the audit 
findings and that action has led to an 
improvement in practice.  Within the LSCB 
a range of auditing practice takes place: 
 
 Serious Case Reviews 
 Child Death Reviews  
 Multi-agency audit of Child 

Protection Plans 
 Multi-agency audit of Children in 

Care Plans 
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 Serious Incident reports within 
Health 

 Single Agency audit activity/ 
Individual Management Reviews 

 Thematic audits of practice 
 
The LSCB needs to be satisfied that all 
Board Members effectively communicate 
the learning from audit activity 
throughout their organisation and that 
Board Members report on the action 
taken by their agency and the impact of 
this upon outcomes for children and 
young people and their families. The 
LSCB needs to rigorously challenge the 
response of agencies to the learning from 
audits through their Board Member. 
 
Step 6: Service User feedback 
The LSCB needs to hear what it is like from 
children, young people and their families 
to receive services if we are serious about 
improving the quality of practice.  

 
The LSCB needs to develop a process for 
effectively collating the views of children, 
young people and their families. 
 
Step 7: Professional feedback 
In listening to the views of professionals 
the LSCB would have access to a valuable 
source of learning and ideas for improving 
working together to safeguard children. 
 
LSCB Board Members to attend the 
Learning Lessons workshop in order to 
have a direct conversation with front-line 
professionals to ensure their voices are 
heard and listened to. Practitioners and 
Managers to be asked to participate in 
the activities of the QA and Audit Group 
to ensure the LSCB is provided with an 
understanding of multi-agency frontline 
practice. 
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4   Performance Management  
 

4.1  Quality Assurance and Audit 
Framework 

 
The safeguarding of children and young 
people is complex; this is because of the 
complexities of interacting human and 
organisational histories, behaviours and 
relationships. Effective quality assurance 
will recognise and work with this 
complexity. 

 
What matters most in the quality 
assurance of safeguarding is knowing 
about the ‘wellbeing’ outcomes achieved 
by children and their families; the impact 
on real lives – whether and in what way 
their lives are better and safer as a result 
of the various services, interventions and 
arrangements.  
 
The experiences of adults, children, 
parents and frontline staff are an essential 
source of information for determining 
what outcomes have been achieved.  
 
Effective quality assurance is dynamic, 
creative and evolving; owned and 
developed locally by reflective and 
learning organisations taking small steps.  
 
During 2014/15 the LSCB has agreed a 
Quality Assurance and Audit Framework 
which will need to be developed and 
refined over the next 12 months. 
 

4.2 Terms of Reference for the QA 
and Audit Group 

 
The Service Manager Safeguarding Boards 
will have the lead responsibility for the 
quality assurance and audit of multi-
agency practice for 

Safeguarding/Protection of Children and 
Adults. 
 
The Safeguarding Standards Unit 
Management Team will be the standing 
multi-agency audit group with additional 
representatives from Devon and Cornwall 
Police, Probation Service, Health Trusts, 
Voluntary Sectors and other agencies. It is 
intended that the multi-agency days will 
involve appropriate managers and 
practitioners. 
 
Additional representation will be sought 
from Advocacy Services and Child/Young 
Person/Adult and their Family/Carers as 
appropriate. 
 
All LSCB/SAB partner agencies have 
agreed to the participation of their staff in 
the quality assurance and audit of multi-
agency practice. 
 
The multi-agency audit process for 
reviewing children subject to a Child 
Protection Plan, adults subject to an Adult 
Protection Plan and Children in Care will 
continue on a monthly basis and the 
learning and practice issues reported to 
the QA and Audit Group. 
 
Actions arising from Serious Case Reviews, 
multi-agency audits and, where 
appropriate, single agency audits will be 
collated and monitored by the Service 
Manager Safeguarding Boards supported 
by the Safeguarding Boards Administrator 
for Learning and Audits. 
 
The Section 11 and Section 175/157 
process will sit within the QA and Audit 
Framework with the learning 
disseminated to the Learning Group and 
areas of concern and good practice 



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 15 

 

reported by the Service Manager 
Safeguarding Boards into the Performance 
Group.  Where concerns have been 
identified around safeguarding/child 
protection practice in a particular agency 
or educational establishment the unit will 
consider whether an audit is required in 
addition to the Section 11 or Section 
175/157 self-assessment. 
 
There will be an audit of multi-agency 
practice in relation to a thematic issue on 
a bi-monthly basis that will be reported 
into the LSCB and/or by the Service 
Manager Safeguarding Boards who will 
also lead on the dissemination of learning 
to practitioners through workshops, team 
meetings etc. The audit will focus on 
practice areas that have been identified 
through serious case reviews and/or adult 
case reviews and involvement of all 
appropriate agencies is expected. 
 
There will be an audit of multi-agency 
practice in relation to an individual case or 
an area of practice highlighted by the 
Performance Group or Learning Group or 
a national issue on a bi-monthly basis that 
will be reported into the SAB and/or LSCB. 
Involvement of all appropriate agencies is 
expected. 
 
All Partner SAB and LSCB agencies commit 
their staff to participate in the monthly 
QA and Audit arrangements. 
 

4.3 Multi-agency audit group for 
children subject to a child 
protection plan 

 
A multi-agency Child Protection Audit 
group meets every month to audit 2/3 
cases where there has been a second or 
subsequent child protection plan or a case 
has been referred due to concerns around 
multi-agency practice. Membership of the 
audit group comprises: 

 
 Service Manager, Adult and Child 

Protection Conferences 
 Designated Nurse Child Protection 
 DI Public Protection Unit – Devon 

and Cornwall Police 
 Member of the LSCB Independent 

Pool 
 Team Manager Child Protection 
 
The audit group uses the Signs of Safety 
framework as the audit tool.  
 
Following the audit meeting the 
completed audit form is circulated to 
relevant Senior Managers, the Head of 
Service and Principal Officers Child 
Protection and Review. Where concerns 
about the progress or management of a 
case is identified the Senior Manager with 
case responsibility will provide feedback 
on action taken. 
 
Priority areas identified from audit 
activity for professionals involved in child 
protection work to address: 
 
 In cases of chronic neglect, where 

the case is being closed after child 

protection or child in need 

involvement, there needs to be 

absolute clarity about the rationale 

for the decision and clear evidence 

of change, by the parents/carers, 

sustained over a period of time. It is 

not always clear that the 

recommendations from the ICPC 

were achieved or the risks reduced 

yet professionals involved with the 

family advocated the CP Plan should 

end. The audit group found that a 

number of these children would 

become subject to a second or 

subsequent child protection plan. 
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 Cases that involve a large number of 

siblings identified difficulties for 

professionals. The individual needs 

of each child could become lost due 

to the overwhelming needs of the 

family as a whole and the frustration 

of professionals who have provided 

significant support yet the parents 

are unable to sustain the changes 

required over time.  

 Neglectful and chaotic families 

where there are a number of 

children with competing needs are a 

real challenge to professionals and, 

given the age range of the children, 

it is not realistic to expect that the 

answer is care for all of them.  

 Effective multi-agency child 

protection practice needs 

appropriate analysis and SMART 

planning and the skilful facilitation 

at conference to achieve this. This is 

an area of learning for all agencies. 

 Conference Chairs need to be more 

challenging of professionals to 

ensure that professional views are 

supported by clear evidence and the 

Child Protection Plan has sufficiently 

progressed prior to it being ceased.  

 The ‘what needs to happen’ section 

of the Child Protection Conference is 

largely absent and safety planning 

with the family is not being 

sufficiently considered. In many 

cases there is minimal information 

regarding the wider maternal and, 

particularly, the paternal family and 

the opportunity to engage these 

family members within the Family 

Safety Plan has been missed. 

 The safety goals are not explicitly 

outlined in the conference – 

conference did not spend enough 

time focusing on the family safety 

plan or the multi-agency plan –

acknowledge this is an area of 

further development and this needs 

to be the next stage of developing 

the CP Conference process. 

 Good practice is also identified and 

reported on. Whilst the number of 

second or subsequent child 

protection plans in Cornwall remains 

high, the multi-agency audit group is 

starting to see improved risk analysis 

from professionals using the multi-

agency conference report template 

which reflects the signs of safety 

model.  

 Of the cases audited the threshold 

for a child protection plan is being 

met appropriately and there is 

better analysis of the risks to 

children who experience chronic 

neglect. This is also evidenced 

through PLO meetings and care 

proceedings issued. 

4.4 Multi-agency audit arrange-

ments for Children in Care 

During 2014 the Safeguarding Children 

Standards Unit established a multi-agency 

audit group specifically to look at issues 

around multi-agency practice for children 

in care. 
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This is a developing area of audit activity 

but the initial learning would indicate that 

all agencies need to be clearer about their 

involvement in the child’s plan and how 

they involve the child/young person in 

reviewing their child plan. 

The initial findings of the audit group have 

identified a number of practice areas for 

the LSCB to address over the next 12 

months: 

 The views of children looked after 

are imperative and should form the 

centre of discussions and decision 

making.  Listening to the views of 

children is crucial and should be 

central to our practice, especially 

where children need assisted 

communication. 

 

 The role of the birth family and 

extended family member support 

should be negotiated and clarified 

with the child and family when the 

child becomes looked after.  

 
 A child has the right to have contact 

with their birth parents, extended 

family members and friends and the 

arrangements for this should be 

clearly detailed within their Care 

Plan. 

 
 Decisions around contact should be 

clearly evidenced through 

appropriate assessment and 

analysis. This is of particular 

significance where a child is placed 

outside of Cornwall, particularly as 

research would suggest that most 

young people who enter care are 

likely to return home on leaving 

care. Stability of placement is not 

just about the actual placement but 

should be seen in terms of how the 

child/young person maintains 

relationships with their family, 

friends and local community. 

 
 Children in some cases come into 

care without timely evidence of 

permanence planning/long term 

care planning. The expected 

outcomes for the children when 

being accommodated should be 

clear so that all further care planning 

can be measured against these 

outcomes.   

 
 Careful planning of the transition of 

the children is needed at every step 

of the care planning process and 

children should be consulted about 

the transition process and changes. 

 
 When a placement disruption occurs 

for a child looked after, Social Care 

should consult the relevant health 

and education professionals to 

ensure appropriate support is in 

place for the child in the new 

placement. 

 
 Consideration for the child to return 

home should only be made when 

there is evidence that the child’s 

family situation has improved. An up 

to date assessment of the parents’ 

parenting capacity is therefore 

needed to determine if the child’s 

return home would be in the child’s 

best interest.  

 



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 18 

 

 There should be a clear transition 

process to Adult Social Care if the 

young person qualifies for this 

assistance. 

 
 When it is assessed that therapeutic 

intervention for a child looked after 

is needed it would be important to 

ensure that this is progressed in a 

timely manner. 

 
 A child looked after and at risk of 

sexual exploitation should have a 

safety plan to prevent harm. 

 
 The care provided to children placed 

out of county should be monitored 

to ensure the children’s needs are 

being met consistently to a good 

standard.  

 
During 2014/15 agreement has been 

reached across agencies to establish a 

Directorate (Education, Health and Social 

Care) Safeguarding Standards Unit.  The 

unit will have a key role in the quality 

assurance and audit of multi-agency 

practice with regards to children, young 

people and adults subject to a protection 

plan and children in care/care leavers. 

 

In establishing the unit a new post has 

been recruited to which will have 

management responsibilities around the 

arrangements of Children in Care Reviews, 

arrangements for Care Leavers and the 

management of the IRO Service.  The 

Service Manager commences 

employment on 18th May 2015. 

 

 

4.5 Section 11 Audit 
 
Section 11 of the Children Act 2004 places 
a duty on key persons and bodies to make 
arrangements to ensure that, in 
discharging their functions, they have 
regard to the need to safeguard and 
promote the welfare of children. 
 
LSCBs are required to co-ordinate and 
ensure the effectiveness of partners, both 
individually and together, for the 
purposes of safeguarding and promoting 
the welfare of children, including 
arrangements made under the Section 11 
duty. 
 
The far South West Peninsula LSCBs take a 
collaborative approach to Section 11 
audits.  This means agencies covering 
more than one LSCB submit only one 
annual return to be used by all four 
safeguarding children boards.  Partner 
agencies are required to self-evaluate 
their compliance against the standards 
and submit a safeguarding improvement 
plan for the coming 12 months.  Agencies 
can assess their compliance using an audit 
tool reflecting the Children Act 2004 
requirements or complete a one-day 
safeguarding peer review undertaken by a 
small number of members from the 
various LSCBs and then submit the report 
of findings, or sign a declaration of 
compliance.  Agencies are also expected 
to report on the progress of 
improvements to safeguarding during the 
previous 12 months. 
 
Additionally, under the Section 11 
assurance process, the far South West 
Peninsula LSCBs expect front line staff 
working directly with children, and their 
immediate managers, to provide their 
views about their agencies’ policies, 
procedures and practices related to the  
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safeguarding of children and comment on 
how to improve safeguarding children 
practice by responding to the Staff 
Safeguarding Children Survey.  The results 
from these surveys provide further 
assurance of agency compliance and 
provide each LSCB with an indication of 
overall safeguarding children practice 
within their LSCB area.  The individual 
agency survey reports present leaders of 
such agencies with comparative 
information and feedback from their staff 
on where safeguarding children practice is 
considered good and in place and where 
weaknesses exist and need improvement.  
 

4.6 Section 175/157 – 
Safeguarding Assurance from 
Schools 

 
Section 175 of the Education Act 2002 
came into effect on the 1 June 2004.  
Section 175 requires school governing 
bodies, local education authorities and 
further education institutions to make 
arrangements to safeguard and promote 
the welfare of children.  Similar 
requirements are in place for proprietors 
of Independent Schools under Section 157 
of the Education Act 2002.  
 
LSCBs are required to monitor the 
effectiveness of safeguarding 
arrangements in schools and each LSCB in 
the far South West Peninsula undertakes 
an audit at least annually.  The findings 

are analysed with suggested 
improvements made to assist schools who 
have not yet reached the required 
standard. 
 
As a result of feedback from education 
establishments it has been agreed that 
the ownership of the Section 175/157 will 
be held by the Learning and Achievement 
Service within the Directorate of 
Education, Health and Social Care, in 
order for a more qualitative process to be 
developed which will be quality assured 
by the Safeguarding Standards Unit on 
behalf of the LSCB. 
 

4.7 Multi-agency practice 

reporting 

In advance of the LSCB meeting held in 

April 2015 LSCB Members were asked to 

provide feedback around the performance 

and activity of their agency in relation to 4 

key practice areas: 

 Missing Children and CSE; 

 Serious Case Reviews and Child 

Death Reviews; 

 Early Intervention and Support; and  

 General practice issues 

Please see the responses provided at 

Appendix 5. 
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5 Council of the Isles of Scilly 
 

5.1 Overview  
 
The Council of the Isles of Scilly has been 
an active participant in the work of the 
LSCB throughout 2014/15.  Officers from 
the Council have taken an active role 
participating as members of the Board, 
Executive Group, Performance and 
Learning sub-groups.   
 
Officers have endeavoured to take 
advantage of teleconferencing and have 
appreciated the changes to the LSCB 
meeting schedule to facilitate day trips to 
attend mainland meetings.  As partners in 
the Board, officers continue to face 
challenges participating fully in the work 
of the Board due to travel and 
communications constraints in the winter 
period. 
 
In July 2014 a report was provided to the 
Board setting out recent changes in the  
reshaping of the structure of Children’s 
Services at the Council of the Isles of Scilly 
and to provide a brief overview for service 
development priorities. 
 
The Council of the Isles of Scilly, as part of 
its reshaping process, removed the 
Director level of management and instead 
appointed a Senior Manager – Services to 
our Community, to act as the first tier 
officer to support the Chief Executive. This 
role incorporates the role of the DCS and 
DASS.  This reflects both the scale and 
resources of the islands and ensures that 
front line service delivery is protected and 
enhanced. This also allows for more 
efficiency in the use of resources and 
officers and assists in the integration of 
health and social care pathways and 
support transitions for all service users.  

The purpose of the reshaping, which is 
authority wide, is to ensure that the 
Council is fit for purpose, has clear lines of 
accountability and ensures high quality, 
evidence based services that make a 
demonstrable difference to children and 
young people’s lives.  
 
For Children’s Social Care, the structure 
specifically reflects latest guidance on the 
timeliness of response to referrals, the 
requirement for clear thresholds for 
action, effective assessments, a 
commitment to early help and supporting 
universal services to recognise and refer 
sign of harm.   
 
As the CIoSSCB is aware, the islands have 
historically had low numbers of Children 
in Need, Children subject to a Child 
Protection Plan, and Looked After 
Children. However, in order to manage 
risk in such a geographically isolated 
community, there have been two full time 
social workers in post on the islands since 
2008. This means that social workers have 
been able to work with children at a lower 
level of need in order to ensure good 
outcomes and minimise crisis situations as 
outlined in our shared thresholds 
document. It also means that there is 
resilience when a Section 17 or 47 is 
required and in enabling the team to 
access post qualifying training. The social 
workers deal with, on average, 40 cases at 
any one time, the vast majority of which 
are at lower levels of need. 
 
On a wider level, there has been a refocus 
on the second tier structure to ensure 
clearer lines of reporting, accountability, 
resilience and succession management. 
The new structure provides for a new 
role, that of Senior Officer – Children’s 
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Services, so that there is an additional line 
of senior management support. 
 
The team is multi-disciplinary with a broad 
range of experience across health, social 
care, universal and targeted services and 
education. Ofsted has praised the 
provision of universal services in Early 
Years and in Youth Services in the past 
and those services are safeguarded in the 
new structure. 
 

5.2 Future areas of multi-agency 
development  

 
Priorities for service development relate 
to the new Ofsted single inspection 
framework and to themes identified in 
practice. This will link into the new 
Children and Young People’s Plan which 
will be finalised by the end of the year. 
Key priorities at this stage include: 
 
1. Developing better family support 

services to support children, young 
people and families experiencing 
parental separation to enable 
families to identify, own and 
develop solutions to their problems. 

 
2. Continuing to improve the delivery 

of substance misuse services 
through the Addaction contract 
especially around services for 
affected others. 

 
3. Developing better multi agency 

services to identify, support and 
mitigate the impact of Domestic 
Abuse on children and young people 

 
4. Establishing a formal safeguarding 

forum with the Five Islands School 
and GP practice to identify gaps in 

service provision, ensure 
safeguarding processes across all 
agencies and to unblock care 
pathways for children where action 
plans are not progressing. 

 
5. Developing a more formalised 

system to demonstrate the impact 
of service user feedback in service 
and practice development. 

 
6. Improving the mental health 

pathway for children, young people 
and adults. Of particular concern is 
the resilience of the pathway for 
acute mental health crises. 

 
7. Working with NHS Kernow, Cornwall 

Council and NHS England on the 
Children’s Health and Wellbeing 
Service Review to improve 
signposting and delivery of health 
services for children and young 
people. 

 
Future safeguarding priorities for the 
community will focus on developing an 
increased awareness that safeguarding is 
everybody’s business through taking full 
advantage of the training opportunities 
provided by Reconstruct, the multi-agency 
training provider.   
 
We intend to develop further the use of 
accurate child-centred intelligence to 
form the basis of a post-16 risk 
assessment for young people in advance 
of their move into further education or 
employment.   
 
As the Local Authority undergoes a period 
of internal change we look forward to a 
closer integration between adult and 
children’s services on the Islands.  
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6 Safeguarding and Child Protection 
Activity 

 

6.1 Voice of the Child/Young 
Person 

 
There is an expectation that all agencies 
will engage with children and young 
people in order to help them understand 
the processes they are going through.  
Increasingly children aged 10 and over are 
attending for at least part of their child 
protection conference, ensuring that their 
voice is heard.  Where this is not possible 
or safe, or the child does not want to 
attend, advocates from Barnardos can 
present the views and wishes of children 
and young people on their behalf, 
sometimes using some of the tools 
available to them from the Signs of Safety 
approach.   
 
An advocate is an independent person 
who is there to ensure that the voices of 
children and young people are heard 
where decisions are being made.  
Advocates can help children to 
understand the process of a meeting.  
Advocates empower children and young 
people to express their views, wishes and 
feelings themselves or express their 
wishes for them. 
 
Volunteer Cornwall and Cornwall Council 
are working in a ground breaking and 
exciting partnership to offer looked after 
children access to their right to have a 
voice in their care plan reviews, in 
accordance with the Children Act 1989 
Guidance and Regulations.  
 
Volunteer advocates have been recruited 
and trained in safeguarding, advocacy and 
neuro-linguistic programming in order 

that they can advocate on behalf of 
children/young people in care who need 
representation to express a viewpoint at 
Care Plan Reviews.  
 
The advocacy focuses on the child's rights 
and wellbeing and Cornwall Council’s 
Seven Pledges to Children and Young 
People in Care.  Advocates will present 
the child’s views within the framework of 
the seven pledges and in the format of a 
considered resolution which is:  
 
 Realisable – can be reasonably 

achieved for the benefit of all  
 Relevant – to any of the other six 

pledges  
 Rational – it is important to do abc 

because xyz  
 Resourced – enabled  
 Readily measurable 
 

6.2  Apprentice  
 
An apprentice has been working with the 
LSCB since January 2015. Her 
apprenticeship is hosted by Young People 
Cornwall, where she spends part of her 
time. This makes an explicit connection 
between the work of the third sector that 
work directly with young people, and the 
safeguarding oversight of the Local 
Authority and the Safeguarding Children 
Board. 
 
During her time with the LSCB so far, the 
young person has spent time shadowing 
the LSCB Manager and getting to 
understand the structure and operation of 
the Safeguarding Children Board. She has 
researched the resources available to help 
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young people, parents and professionals 
worried about Child Sexual Exploitation, 
and compiled this information into 
posters. 
 
In addition, the young person is compiling 
a spreadsheet of feedback from level 2 
training courses and when this is 
completed, she will undertake an analysis 
of the information and present it in a 
report for the Learning Group. 
 
During the next part of her 
apprenticeship, the young person will be 
undertaking advocacy training to work 
alongside young people and represent 
their views, particularly those of children 
subject to a child protection plan. She will 
also be working with LSCB members to 
map the delivery of CSE awareness 
through PSHE in schools. 
 

6.3 Equality and Diversity 
 
The LSCB is committed to equality and 
diversity and, in all its activities, will take 

account of the need to promote equality 
of opportunity and to meet the diverse 
needs of children.   
 
As outlined in the LSCB code of practice, 
all LSCB partners treat each other with 
respect, dignity and equality of esteem 
and the nine protected characteristics are 
taken into consideration in both the 
conduct of meetings and the booking of 
venues. 
 
In 2014/15 the Safeguarding Children 
Standards Unit (which includes the LSCB 
Support Team) continued to use an 
equality and diversity toolkit as a way of 
demonstrating staff members’ 
commitment to equality and diversity.  
This was monitored as part of the 
appraisal/supervision process.   
 
Building on the success of this, a similar 
toolkit will be considered for use by LSCB 
Board and sub-group members.   
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7 Child Protection / Children in Care 
2014/15 

 
7.1 Introduction 
 
The following is a brief overview of 
performance within Cornwall against key 
national indicators in child protection and 
children in care activity. 
 
As at 31 March 2014 there were 443 
children looked after by the Local 
Authority in Cornwall – the figures are in 
line with numbers for the last five years. 
 

7.2 Profile of our Children in Care 
(the data relates to the position as 
at 31 March 2014) 
 
Age profile: 
 
Ages 0 – 4  77 
Ages 5 – 10  78 
Age 11 plus  288 
 
% of Children in Care for whom their 
Review was in timescale – rolling year to 
March 2014 (NI66) was 92.20% 
(390/423). Target for 13/14 was 95%. 
 
SN (statistical neighbours) average for 
12/13 was 83.7%; England’s average for 
12/13 was 90.5%; Cornwall’s position for 
12/13 was 93.71% 
 
Short term stability of Children in Care: 
Number of placements – rolling year to 
March 2014 (NI62) was 16.03% (71/443). 
The target for 13/14 was 15%. 
 
SN (statistical neighbours) average for 
12/13 was 10.6%; England’s average for 
12/13 was 11%; Cornwall’s position for 
12/13 was 18.36% 
 
Long term stability of Children in Care: 
Length of Placement – rolling year to 

March 2014 (NI63) was 66.09% (76/115). 
The target for 13/14 was 70% 
 
SN (statistical neighbours) average for 
12/13 was 66.7%; England’s average for 
12/13 was 67%; Cornwall’s position for 
12/13 was 68.29% 
 
Number and % of Children in Care who 
directly communicated their views to a 
statutory review – rolling year to March 
2014 end was 93.77% Cornwall’s position 
for 12/13 was 92.35% 
 

 
The majority of children looked after in 
Cornwall at 13 March 2014 (93.3%) are 
from a White British background.  
Historically the ethnic breakdown for 
children looked after in Cornwall has 
varied little. 
 

7.3 Profile of children subject to a  
Child Protection Plan 
 
As of 11th January 2013 there were 590 
children subject of a child protection plan 
within Cornwall which was an increase of 
275 compared to January 2012. As of 
October 31st 2014 there were 359 children 
subject of a child protection plan within 
Cornwall. As of 31st March 2015 there 
were 404 children subject to a child 
protection plan which mirrors the national 
increase with regards to the number of 
children subject to a Child Protection Plan. 
 
As of 31st March 2015: 
 
Emotional Abuse   100 
Neglect   237 
Physical Abuse     57 
Sexual Abuse    10 
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The graphs below provide Child Protection Conference activity across Cornwall: 
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7.4 Emerging themes from case 
audits where a Child was subject of 
a Child Protection Plan under the 
category of Neglect. 
 
Concerns present but threshold not 
evidenced.  
In these cases the concerns were present 
when one considered the whole 
family/case history, case notes and 
supervision notes but the analysis within 
the multi-agency assessment did not show 
evidence that the threshold was met for 
the particular child or young person in 
question.  
 
There was a lot of information regarding 
the family history and circumstances but 
this was not condensed to demonstrate 
how those concerns were impacting on 
the child or young person to constitute 

significant harm or the likelihood of 
significant harm.  
 
There were cases where there had been 
long standing concerns and little progress 
evidenced, typically in relation to low level 
neglect, one event, which in itself was not 
a child protection concern, appeared to 
inform the decision to hold an ICPC. 
 
Early help and preventative work 
There was often a suggestion that the 
family had some form of early help either 
via a CAF or from the Locality services. On 
occasions this took the form of a step-
down from Children’s Services with a 
recommended Child in Need plan.  
However, it was not always clear from the 
files what form the intervention took, how 
progress was being measured or the 
degree of tenacity involved in attempting 
to keep the family engaged in the plan of 
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work. This predominantly related to cases 
of neglect. 
 
Furthermore it was not clear how 
proactively the lead professional 
evaluated progress and the need to 
consider other services or approaches. For 
example, Family Group Conferences do 
not seem to be used within the offer of 
early help and families only access this 
resource once children are subject to 
Child Protection Plans. 
 
Case moving into Child Protection too 
quickly. 
This was largely twofold. Firstly, there was 
a sense of reluctance amongst TACs to 
manage some cases and TACs seemed to 
quickly disband once a referral to 
Children’s Social Care was made.  
 
Secondly, Strategy Discussions were held 
quite early in the trajectory of cases which 
appeared to catapult families into the 
child protection arena and the ‘focus’ 
becomes the ICPC.  This meant cases were 
taken to ICPC without the assessment 
work having been completed, without a 
clear and balanced view of the evidence 
of significant harm or without a period of 
intensive work to attempt to minimise the 
perceived risk.  
 
General observations 
The audit identified a number of cases 
where long term low level neglect remains 
a feature and there has been intervention 
by agencies for significant periods. These 
cases tend to be characterised by periods 
of minimal and intense professional 
scrutiny with the children being 
considered as requiring early help, 
support and protection at different times 
as the parents/carers have not been able 
to sustain required improvements.  
 

 Preventative services/early help were 

not always making use of the total 

range of services or tools available.  

 Agencies appeared to have lost 

confidence in CAF/TAC/CIN meetings 

and as a result the gravitas of the 

Child Protection Conference has 

become lost.   

 Assessments often incomplete so 

Child Protection plans are not 

underpinned by informed decisions or 

evidence based.  

 Strategy meetings are being held too 

soon for children who are not at risk 

of immediate harm. In addition the 

recommendation of strategy 

discussions is to go to an ICPC before 

Section 47 enquiries have been 

completed which means timescales 

for completing assessments are 

constrained. 

 Agencies need to clearly articulate 

the risks for individual children and 

consider whether each child is at risk 

of significant harm. The prevailing 

view appears to be if one child 

requires a CP plan all siblings require 

a CP plan. 

 All plans (including outline) relating to 

children need to clearly set out what 

the specific outcomes are and how 

they will be achieved. Progress needs 

to be measured and to include clear 

contingency plans with timescales. 

This will assist in setting out for 

parents what change is required and 

agency expectations of them. 

 Child Protection Conferences need to 

focus upon the plan and ensure 

progress is monitored in a systematic 

way providing a clearer framework 
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for professionals to determine 

whether significant harm is 

evidenced. 

 The use of ‘the lived experience of 

children’ section within the social 

work assessment framework needs to 

be embedded across all agencies so 

that assessments provide a clear 

analysis of what is happening for 

children and reflect their views.  

 Professionals struggle to articulate 

risks and how they arrived at the 

decision that a CP plan is required or 

why a CP plan is required. Reports 

rarely set out what the concerns are 

or what action is needed by families 

and services to address them. 

 Step down arrangements are not 

always successful in maintaining 

progress or momentum of change 

with families. In many cases progress 

rapidly deteriorated with no sense of 

why. CIN meetings need to have the 

same gravitas as CP Conferences.  

7.5 Response to audit findings and 
learning 
 
Child Protection Conferences 
 
The LSCB meeting on 8th January 2013 
agreed proposed new arrangements for 
CP Conferences informed by the Signs of 
Safety model.  The new arrangements for 
conferences started on 1st January 2014. 
 
24 workshops on the new Child Protection 
Conference arrangements were held 
between November 2013 and January 
2014 for all agencies. These multi-agency 
learning sets were organised to introduce 
professionals to the Signs of Safety  

methodology and the new arrangements 
for Child Protection Conferences that took 
full effect from 1st January 2014.   
 
A further 7 workshops have been held in 
October 2014 to review the arrangements 
for Child Protection Conferences and 
experience of Signs of Safety and to gain 
qualitative feedback from professionals. 
 

7.6 Signs of Safety 
implementation 
 
Cornwall is introducing Signs of Safety as 
our core, multi-agency approach to 
working with families and managing risk 
where children are in need of help and 
protection and is an implementing 
authority. Signs of Safety provides an 
evidence-based approach to working with 
children and families that is based on a 
genuine sense of partnership and 
encourages practitioners to balance needs 
and risks with family strengths. 
 
Signs of Safety training has had a big 
impact on the workers involved so far. 
Currently there is some outstanding Signs 
of Safety practice happening in Cornwall. 
Workers using this practice report an 
increased sense of confidence and 
competence in managing risk, an 
increased sense of partnership in their 
relationships with children and family 
members, and good outcomes for the 
children involved. Our priority now is to 
build on this by developing the depth of 
Signs of Safety practice across Cornwall 
and supporting workers to apply these 
ideas more confidently and consistently. 
The Senior Management Team has agreed 
an implementation plan to achieve this 
over the next 6 months. 
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7.7 Senior Management oversight 
 
As a result of audit activity and reflection 
it was agreed that, where parental drug 
misuse, parental alcohol misuse and/or 
domestic abuse is identified as present in 
families where children are subject to a 
child protection plan, the child protection 
plan will only cease at the first Review 
Child Protection Conference if there is 
Senior Manager agreement. This fits with 
the signs of safety model in terms of 
ensuring that safety is evidenced  
 
A child protection plan should be put in 
place or retained if the child’s social 
worker and their manager recommend 
this at a child protection conference. 
 
All proposals to end a Child Protection 
Plan on children under 8 years old must 
be approved by a social care senior 
manager, who will have reviewed the case 
with the frontline manager/principal 
social worker (PSW) making the proposal.  
 
All proposals to end a Child Protection 
Plan under 12 months duration must be 
approved by a social care senior manager, 
who will have reviewed the case with the 
frontline manager/PSW making the 
proposal.  
 

7.8 Families where multiple 
babies are removed 
 
In response to growing disquiet and 
national debate about the numbers of 
mothers who have multiple babies 

removed, and the failure on a national 
scale to organize services in ways that 
offer more effective solutions to the 
problems, Cornwall is exploring new ways 
of supporting parents to break from 
repeated cycles to reduce the personal, 
social and financial costs of recurrent 
Child Protection plans and care 
proceedings, offering more humane and 
effective SW interventions. 
 

7.9 Supervision 
 
The Children’s Early Help, Social Care and 
Psychology Service (CEHSCPS) is 
committed to providing high quality  
 
professional support and casework 
supervision for all frontline staff.  The 
service has provided learning and training 
opportunities in relation to supervision to 
all practitioners and managers and our 
supervision framework is embedded 
within our case record system in addition 
to staff files. However, audits and other 
learning forums like serious case reviews 
continue to identify the lack of recorded 
supervision as an issue for all agencies and 
this is true of the audits undertaken in 
relation to neglect. Recently, in reviewing 
practice around supervision, Senior 
Managers have identified that the 
frequency and quality of supervision 
requires renewed attention and focus. In 
parts of the service managers are 
undertaking themed audits specifically 
around supervision and the recording of 
management oversight of cases.  
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7.10  Summary of Initial Child Protection Conferences participant feedback 
forms obtained during September and October 2014 
 

Total number of Participant Forms completed for ICPCs - 178 
 
FEEDBACK FROM PROFESSIONALS 
 

QUESTIONS YES NO  PARTIALLY 

1. Were the views and wishes of the child/all children 
made clear? 

113 3 17 

2. Were the risks or concerns made clear? 139 0 2 

3. Were the strengths or safety factors made clear? 137 1 3 

4. Were you able to express your views and did you 
feel heard? 

135 0 1 

5. Was it clear what should happen for the child to be 
made safe? 

130 4 4 

6. Are you clear about what may happen if there is no 
change? 

122 5 11 

7. Did you feel part of the decision making process? 129 0 1 

8. Parents – was the social work information shared 
with you before the meeting? 

7 1 0 

9. Parents – was the health information shared with 
you before the meeting? 

3 1 0 

10. Parents – was the education information shared 
with you before the meeting? 

3 0 0 

 
FEEDBACK FROM PARENTS 
 

QUESTIONS YES NO  PARTIALLY 

1. Were the views and wishes of the child/all children 
made clear? 

32 0 2 

2. Were the risks or concerns made clear? 35 0 1 

3. Were the strengths or safety factors made clear? 35 0 1 

4. Were you able to express your views and did you 
feel heard? 

31 0 5 

5. Was it clear what should happen for the child to be 
made safe? 

35 0 1 

6. Are you clear about what may happen if there is no 
change? 

27 5 1 

7. Did you feel part of the decision making process? 24 3 4 

8. Parents – was the social work information shared 
with you before the meeting? 

20 2 0 

9. Parents – was the health information shared with 
you before the meeting? 

17 5 0 

10. Parents – was the education information shared 
with you before the meeting? 

11 6 0 
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SUMMARY OF VIEWS REGARDING WHAT 
THE CHAIRS DID WELL. 
 
 Kept the Conference children 

focused and allowed all members of 

the Conference to be heard. 

 Handled a difficult parental situation 

with understanding. 

 Managed a very emotional situation 

with sensitivity. 

 Kept the meeting focused on the 

child/concerns. 

 Very clear about processes, reason 

for ICPC; gave parents opportunities 

for their views.  Respectful of 

agency/parent perspectives. 

 Gave everyone opportunity to give 

their views. 

 Communicated well with parents. 

Made sure their views were best 

represented. 

 Encouraged views and listened 

carefully. 

 Voice of the child was made clear – 

family’s opportunity to voice was 

clear. 

 Considered the child’s view from all 

perspectives. 

 Was clear about key information 

and relayed things back to parents 

to ensure understanding. 

 Very caring towards children who 

attended. Meeting went at a pace 

that was easy to follow – calmly. 

(View of maternal grandmother). 

 Sought the views of professionals 

and parents; summarised them well 

while trying to minimise the 

emotional impact on the parents. 

 Clarity, involved all, well planned. 

 Ensured parent was fully involved 

and understood the process. 

 Facilitated and progressed the 

meeting effectively 

 Signs of safety – well prepared – 

emphatic towards mother whilst 

staying focused on the needs of the 

unborn baby. 

 Very clear and easy to understand. 

Explained everything well. 

 Managed the meeting well (parents 

were very defensive) and explained 

the concerns. 

 Explained the purpose of the 

meeting. Kept meeting focused and 

clarified parts. 

 Chair controlled the meeting with 

compassion and the utmost fairness. 

She made me feel what I had to say 

was relevant and important. (Views 

of Grandmother) 

 Clear and precise. Made all, 

including parents, feel comfortable. 

 Good listening, helping with clarity 

of information, respecting people’s 

views. 

 Assertive, child focused. 

 Very good chaired meeting. 

 Kept meeting focused and child 

centred – simple language used for 

parents with learning difficulties. 

 Managed each person individually in 

a safe and appropriate manner – 

respectful and identified all risks. 

 Made sure the point was across and 

let everyone have their say. 

 Kept focused. Allowed time for each 

person to express fully. Respectful. 

Timely. 



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 33 

 

VIEWS FROM PROFESSIONALS/PARENTS 
ABOUT WHAT CHAIRS SHOULD DO 
DIFFERENTLY  
 
 Remember that the professionals 

share facts – do not dilute this in 

order to placate the parents – feels 

the professional is being doubted. 

 Take time to concentrate on what is 

being said by professional or 

parent/carer before writing on 

board. 

 Voices of children were not 

sufficiently raised.  I would have 

liked an advocate to have been 

present to raise their wishes and 

feelings. 

 Some chairs  explain things better as 

I didn’t understand everything 

(views of a mother). 

 Conferences could go on for a long 

time which is stressful for 

professionals who have time 

constraints. 

 
7.11  Summary of Review Child Protection Conferences participant feedback 
forms obtained during November 2014 
 
Total number of Forms completed for RCPCs – 127 
 
FEEDBACK FROM PROFESSIONALS 
 

QUESTIONS YES NO  PARTIALLY 

1. Were the views and wishes of the children 
made clear? 

82 2 0 

2. Do the Family and Agency Safety Plan 
protect the child? 

86 0 10 

3. Were the Family and Agency Safety Plan 
easy to understand? 

93 0 3 

4. If the child was here would they say they 
feel they are safer? 

58 3 16 

5. Were you able to express your views and 
did you feel heard? 

88 0 2 

6. Was it clear what should happen for the 
child to be made safe? 

96 0 1 

7. Are you clear about what may happen if 
there is no change? 

86 3 4 

8. Did you feel part of the decision making 
process? 

89 0 3 

9. Have the risks from the initial conference 
been reduced? 

67 14 23 

10. Were the core group meetings helpful? 64 1 4 
 

11. Were the Family and Agency Safety Plan 
talked about and updated at core groups? 

63 2 5 
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QUESTIONS YES NO  PARTIALLY 

12. Parents – was the social work information 
shared with you before the meeting? 

3 0 0 

13.  Parents – was the health information 
shared with you before the meeting? 

1 0 0 

14.  Parents – was the education information 
shared with you before the meeting? 

0 0 0 

 
FEEDBACK FROM PARENTS 
 

QUESTIONS YES NO  PARTIALLY 

1. Were the views and wishes of the children 
made clear? 

22 0 3 

2. Do the Family and Agency Safety Plan 
protect the child? 

26 0 2 

3. Were the Family and Agency Safety Plan 
easy to understand? 

26 0 2 

4. If the child was here would they say they 
feel they are safer? 

21 2 3 

5. Were you able to express your views and 
did you feel heard? 

24 2 1 

6. Was it clear what should happen for the 
child to be made safe? 

28 1 0 

7. Are you clear about what may happen if 
there is no change? 

27 0 0 

8. Did you feel part of the decision making 
process? 

27 0 0 

9. Have the risks from the initial conference 
been reduced? 

23 0 0 

10. Were the core group meetings helpful? 23 0 0 
 

11. Were the Family and Agency Safety Plan 
talked about and updated at core groups? 

24 0 2 

12. Parents – was the social work information 
shared with you before the meeting? 

24 0 0 

13.  Parents – was the health information 
shared with you before the meeting? 

21 3 0 

14.  Parents – was the education information 
shared with you before the meeting? 

18 4 0 

 
 
SUMMARY OF VIEWS REGARDING WHAT 
THE CHAIRS DID WELL. 
 
 Chaired the meeting well, listened to 

all concerns.  Highlighted the issues 

and discussed all issues despite the 

difficulty of the situation that arose. 

 Listened to all views respectfully. 

Summarised progress and risks in a 

way parents can understand. 
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 Involved parent actively in the 

discussion about past risks and 

possible future action. 

 Good engagement with all involved 

and clear expectations. 

 It was good to have previous safety 

scales scores visible at the start of 

the meeting. 

 Clear decisions, everyone involved. 

 Very professional and 

understanding. Well suited to her 

role. (views of the mother) 

 Positive empowering approach – 

balanced clear risks identified. 

 Very good at listening and 

understanding of situations. (views 

by mother) 

 Good rapport with parents – honest 

and clear. Represented children’s 

feelings. 

 Kept everyone on task and made 

sure everyone was heard. 

 Ensured views from all. Made all 

facts clear. Managed potential 

confrontations between parents. 

 Very difficult case conference 

handled and managed extremely 

well. 

 Talked us through things in a way we 

could understand. 

 Include children’s lived experience 

well throughout. 

 Thorough inclusive meeting. 

 Listened to everyone and ensured 

plan clear and with timescales 

 Related well to parents – was a 

reasonably relaxed environment to 

allow for open and honest 

discussion. 

 Very informative to all parties and 

gave individuals opportunity to talk 

and ask questions. 

 Very positive but realistic, 

approachable, firm and fair. 

 Focused on the needs of the child. 

 Look at the plan from the last 

conference and any changes made. 

 Was able to communicate with all 

well. 

 Clear, listened to parent and 

acknowledged her concerns. 

 Focused on Signs of Safety process 

and child focused. 

 Ensured focus of meeting was 

maintained. 

 Welcoming and calm, friendly 

approach. At the same time he 

spoke clearly and concisely; ensuring 

aims of conference were met. 

 Succinct and clear conference, 

positive outcomes despite difficult 

situation. 

 Addressing the parents’ perceptions 

of current situation and did so in an 

approachable manner. 

 Picked up on all feelings and 

opinions in the meeting. Well 

summarised and clear presentation 

of next steps. 

 Objective and careful observation 

and analysis, displaying empathy 

and compassion appropriately.
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8 Case Reviews 
 

8.1 Child Death Reviews 
 
One of the LSCB functions since April 2008 
has been to aggregate findings from all 
child deaths (this includes deaths of all 
children and young people from birth). 
 
The definition of an unexpected death of 
a child is one where the child is less than 
18 years old which: 
 
 was not anticipated as a significant 

possibility for example, 24 hours 
before the death; or 

 where there was a similarly 
unexpected collapse or incident 
leading to or precipitating the 
events which led to the death. 

 
The aim of reviewing all child deaths is to 
inform local and strategic planning on 
how best to safeguard and promote the 
welfare of the children in their area. 
 
Information is collected from a number of 
agencies and enquiries should seek to 
understand the reasons for the child’s 
death, address the possible needs of 
other children in the household, the 
needs of all family members, and also 
consider any lessons to be learnt about 
how best to safeguard and promote 
children’s welfare in the future.  
 
A peninsula-wide group of multi-agency 
professionals form a Child Death 
Overview Panel (CDOP) which meets 
regularly to review all the anonymised 
information available on a child’s death.  
Any information gathered will be stored 
securely and kept anonymised.  It is vitally 
important that LSCBs establish 
mechanisms for appropriately informing 

and involving parents and other family 
members.  
 
The functions of the CDOP include:   
 
 reviewing all child deaths up to the 

age of 18, excluding those babies 
who are stillborn and planned 
terminations of pregnancy carried 
out within the law;     

 collecting and collating information 
on each child and seeking relevant 
information from professionals and, 
where appropriate, family members;  

 discussing each child’s case, and 
providing relevant information or 
any specific actions related to 
individual families to those 
professionals who are involved 
directly with the family so that they, 
in turn, can convey this information 
in a sensitive manner to the family;  

 determining whether the death was 
deemed preventable, that is, those 
deaths in which modifiable factors 
may have contributed to the death 
and decide what, if any, actions 
could be taken to prevent future 
such deaths;       

 making recommendations to the 
LSCB or other relevant bodies 
promptly so that action can be taken 
to prevent future such deaths where 
possible; and 

 identifying patterns or trends in 
local data and reporting these to the 
LSCB.     

 
There are currently two Peninsula CDOP 
panels in place.  As the majority (61% in 
2012/3) of child deaths notified to the 
CDOP are neonatal deaths (children died 
under 28 days) a decision was made to 
hold separate panels to review neonatal 
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deaths. Midwifery representation on the 
panel has also been arranged. The setup 
of this panel has allowed for some 
changes to the main CDOP in 
administration and business support 
processes which have proved efficient and 
effective for the panel.  

During 2014 the four South West LSCB 
Independent Chairs co-ordinated a review 
of the CDOP arrangements in order for 
the current provider to meet the 
requirements for a further 12 months 
contract. The review highlighted the need 
for the CDOP Manager to have closer 
communication with the four LSCBs and 
ensure that reporting arrangements and 
learning are strengthened. From 
September 2014 the CIOSSCB Chair has 
attended the CDOP and he has been 
providing regular reports to the Executive 
Group. As a result of the review closer 
communication with Public Health has 
been initiated. 
 
The CDOP can make recommendations 
which could help to prevent future child 
deaths or improve the safety and welfare 
of children in the local area or further 
afield.  These recommendations should be 
submitted to the LSCB to ensure that 
appropriate actions are taken. 
 

8.2 Serious Case and Internal 
Management Reviews 

 
Internal management reviews (IMR) can 
be undertaken by one or more agencies/ 
providers of a service to a child or young 
person, in response to a need for a better 
understanding of a process or practice 
within that agency or provider.  
 
The LSCB can request an IMR in order to 
assure the Board that the service provider 
has fully investigated an incident or aspect 
of their service and such requests usually 

originate from the serious case review 
process. 
 
An IMR is not about blaming or shaming 
any one person or provider but rather 
about learning lessons and changing 
practice.  The aim of an IMR is to explore a 
particular incident to see if there is any 
learning which could be incorporated into 
practice or a process adopted to ensure a 
similar incident does not occur for 
another child or young person. 
 
The LSCB has agreed to adopt a 
standardised approach (the SCIE toolkit) 
for IMRs which means any provider 
writing an IMR will be asked to use this 
methodology in compiling their report.  
This standardised approach for all IMRs 
will allow comparison of sectional data. 
  
On completion of an IMR the agency 
involved takes the learning/ 
recommendations to their organisation 
with an action plan and timeframe.  The 
IMR is also submitted to and monitored 
by the Learning sub-group of the LSCB to 
ensure the action plan is embedded into 
the organisation and oversee any wider 
learning. 
 
In 2014/15 there was one serious case 
review completed and one serious case 
review initiated within Cornwall and the 
Isles of Scilly.  The learning and 
recommendations from the completed 
serious case review have been 
disseminated to agencies and progress 
with regards to actions required from 
agencies is monitored through the 
Safeguarding Standards Unit. The serious 
case review has not yet been published 
due to the complexities around the case 
and the inquest not taking place. The 
National Serious Case Review Panel has 
agreed that the report can be redacted 
and published to coincide with the inquest 
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hearing following representation from 
family members. 
 

8.3 Learning Lessons Workshops 

 
The Safeguarding Children Standards Unit, 
on behalf of the LSCB, has successfully 
established termly Learning Lessons 
Workshops to communicate national and 
local learning arising from serious case 
reviews, Health serious incident reports, 
single agency case reviews, the child 
death overview process and single and 
multi-agency audit activity.  The first 
workshop was held in July 2013 and 
focused upon the learning arising from a 
serious case review, practice issues 
identified through the multi-agency audit 
of children subject to a child protection 
plan and a single agency review by social 
care of a long standing neglect case. 
 
During 2014/15 four Learning Lessons 
workshops have been held accompanied 
by a Safeguarding Newsletter. 
 
2nd April 2014: The workshop considered 
the learning arising from national and 
local inquiries/serious case reviews and 
how we implement the learning in our 
practice and change the way we work 
with families in order to protect children. 
The workshop featured: 
 
 Introduction: An overview of how 

we learn and a summary of learning 
arising from serious case reviews 
both locally and nationally 

 The ‘Baby P’ legacy 5 years on: What 
have we learnt? 

 Child Sexual Exploitation: National 
and Local Learning 

 
17th July 2014: The workshop was held 
twice and considered the Ofsted 
framework and schedule for the 
inspections of services for children in 

need of help and protection, children 
looked after and care leavers and Reviews 
of Local Safeguarding Children Boards  
 
The workshops were attended by John 
Clements, LSCB Independent Chair, and 
other LSCB Members to answer the 
questions and to initiate a conversation 
between front line practitioners and the 
LSCB. 

 
In addition the workshops provided 
attendees with the opportunity to hear 
about the new structure of our LSCB and 
the role and remit of the Board, Executive 
Group and LSCB sub-groups.  
 
October 2014: 7 workshops were held 
during October to review and reflect 

upon the use of the Signs of Safety 

Model in Child Protection Conferences. 
 
The multi-agency workshops: 

 
 Reflected on the adoption of the 

Signs of Safety model across 
agencies within Cornwall and the 
Isles of Scilly; 

 Reviewed and reflected upon the 
conference process using the Signs 
of Safety model methodology;  

 Reviewed the quality of Child 
Protection Plans and look at SMART 
planning; 

 Clarified the process for convening a 
Child Sexual Exploitation 
Conference; 

 Developed our understanding of 
Next Steps, Family Safety Plans and 
Family Support Networks; and 

 Considered the learning arising from 
the Multi-agency audit group around 
children subject to Child Protection 
Plans. 

 
10th February 2015: 2 workshops were 
held to discuss the learning and 
recommendations arising from the 
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completed serious case review. In 
addition the concept of fabricated or 
induced illness was discussed and the 
complexities that this poses for 
practitioners and managers across 
agencies. 
 

8.4 South West Peninsula LSCB 
Learning and Improvement 
Framework 

 
The Learning and Improvement 
Framework sets out the far South West 
Peninsula LSCBs’ commitment and 
statutory obligations to ensuring learning 
and improvement not only takes place, 
but does so in a blame free, child centred 
culture.  It describes where practice 
learning comes from, how it should be 
disseminated and embedded in practice 
and finally arrangements through which 
service quality and improvement should 
be evaluated and monitored. 
 
All the LSCBs in the far South West 
Peninsula have implemented the 
framework to ensure consistency in the 
region.  Whilst accountability for learning 
and resulting action will remain locally, a 
consistent framework will help partner 
agencies and lead reviewers across the 
region be more familiar with learning 
processes, case review thresholds, 
methodologies and learning 
dissemination/action programmes.  Over 
time, a consistent approach should lead to 

both professional and public confidence in 
the rigour of the learning. 
 
The framework is based on the following 
principles for learning and improvement 
as set out in Working Together 2015:  
 
 A culture of continuous learning and 

improvement; 
 The views of children, young people 

and families should be sought; 
 Transparency: for example serious 

case reviews must be published in 
full; 

 Professionals must be fully involved 
in case reviews without fear of 
blame; 

 Case reviews should be 
proportionate to the scale and 
complexity of the issues being 
examined; 

 Serious case reviews should be led 
by someone independent and use a 
systems methodology; and 

 Improvements must be monitored 
and reviewed. 

 
For the framework to be effective it must 
be underpinned by the first principle 
stated above in that organisations must 
adopt a culture of continuous learning 
and improvement.  In practice this means 
practitioners, managers and organisations 
taking a reflective, non-blaming and 
analytical approach that focuses on 
achieving improvements and best 
outcomes for children and young people
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9 Private Fostering 
 

9.1 Introduction 
 

The Private Fostering National Minimum 
Standards 2005 Standard 7 stipulates that 
the Local Authority provides a written 
report each year to the Local Safeguarding 
Children Board.   
 
Responsibility for the assessment and 
monitoring of privately fostered children 
and young people in their placements 
rests with the Family Placement Service. 
The Private Fostering service has two key 
functions  
 
 To raise public and professionals’ 

awareness about private fostering 
and the requirements to notify the 
local authority of any actual or 
planned private fostering 
arrangements; 

 
 To safeguard and promote the 

welfare of all privately fostered 
children in Cornwall by responding 
to any private fostering 
notifications, assessing the 
arrangements and providing support 
to the child/ren and adults involved. 

 

9.2 Data Return 2014-2015 and 
performance  
 
 There were 38 notifications of new 

private fostering arrangements 
received in the year 2013/2014. Of 

these 37 were complete within the 7 
working days. 

 
 35 new arrangements began in the 

year and out of these 33 had visits 
within the timescales.  

 
 As of 31 March 2014 there were 25 

children subject to private fostering 
agreements in Cornwall. This 
compares with 18 as of 31 March 
2014. 

 
 The largest group of privately 

fostered children and young people 
came from the 10-15 age groups 
where there were a total of 23 new 
arrangements commencing young 
people during the year. This reflects 
the vulnerability of this group, 
frequently as a result of breakdown 
of arrangements at home leading to 
the young person becoming subject 
of a private fostering arrangement.  

 
 There were four arrangements in 

respect of young people living 
outside of the United Kingdom. This 
is an increase from 2013/2014 
where there was one.  

 
 There were 31 private fostering 

arrangements that ended in this 
period. 
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9.3 Historical comparisons notifications and numbers of children privately 
fostered in Cornwall  
 

Private fostering return  09/10 10/11 11/12 12/13 13/14 14/15 

Numbers of new notifications 
of private fostering 
arrangements received during 
the year  

16 19 24 19 33 38 

Number of children under 
private fostering agreements as 
31st March  

12 11 13 8 18 25 

 

9.4 New arrangements that began 2014-2015 
 

Age at 31.03.15 All children  UK Europe/other Asia 

Under 1       
 

1 - 4 2 2   
 

5 - 9 2 2   
 

10 - 15 23 18 4 
 

1 
 

16 & Over 8 8  
 

All children  35 30 1 
 

 
 

9.5 Overview of current situation 
to date (from 01.04.14) 
 
 The notifications are received by the 

team via the multi-agency referral 
unit (MARU) or through a case 
management decision from area 
teams such the children in need 
teams and child protection teams.  

 The private foster carer is subject to 
an immediate police check within 24 
hours of receipt of the notification 

and the service undertakes a 
screening of mosaic.  

 There is a designated lead social 
worker for private fostering who is 
supported by a support worker. The 
service is overseen by a Principal 
social worker who reports directly to 
the Service manager, Fostering and 
Permanence. 

 The reasons why children and young 
people are in private fostering 
arrangements vary. The vast 
majority are teenagers between the 
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ages of 13-16 where relationships 
within the family have broken down.  
This makes them potentially 
vulnerable to child sexual 
exploitation and homelessness. They 
require high levels of support and 
monitoring that the private fostering 
team have done at times in 
partnership with the CHIN or CP 
teams. 

 This year we have seen a slight 
increase in younger children being 
privately fostered. In a particular 
instance there have been concerns 
raised about the lack of permanency 
planning for the child and legal 
advice was sought.  

 
 We have issued one prohibition 

order since April 2014 as a response 
to unsuitable living arrangements of 
a young person.   

 
 We have sought legal advice in 

respect of a young child who had no 
clear permanency plan.  

 
 Private foster carers are given 

appropriate support and advice 
through statutory visits and are able 
to access the fostering training 
available to approved general foster 
carers.   

 
 Once young people reach the age of 

16, unless they are disabled, they 
are no longer considered privately 
fostered. The 16 plus team in 
Cornwall offer ongoing support as 
they are considered as “qualifiers”. 
A named personal adviser is 
allocated to them. Whilst the 
support is limited, it offers a point of 
contact to these often vulnerable 
young people. There are 12 such 
young people. 

 
Private Fostering Panel     
 
The Private Fostering panel meets on a 
quarterly basis. It consists of the Social 
Worker, Service Manager, Principal Social 
Worker, a legal representative and a 
member of the Cornwall fostering panel. 
A representative from education has been 
invited to join the panel as it is recognised 
that schools form a vital link to the 
identification, monitoring and support of 
privately fostered children.  
 
This panel has been effective in assisting 
the service in addressing a number of 
issues 
 
 Children coming from another 

country of origin where there was a 
complex issue with immigration  

 
 Addressing complex issues of 

permanency planning.  
 

 Providing advice on prohibition 
orders and safeguarding advice  

 
 Providing advice where there are 

other court applications for instance 
Private Law Applications.  

 
The panel assists the service to have a 
“critical friend” plus legal advice to 
address any concerns.  
 
Staffing 
 
Due to the rise in notifications and 
numbers of private fostering 
arrangements, reconfiguration of staffing 
is currently being considered. There is a 
proposal to set up a designated family and 
friends team consisting of three 1 WTE 
social workers and 1 WTE fostering 
support worker to oversee both private 
fostering and regulation 24 (connected 
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persons) work. This will enable the work 
to be shared, for the team to develop a 
greater expertise in the area and reduce 
reliance on one private fostering worker. 
A Principal Social Worker will hold line 
management responsibility for the team.  
 
Publicity and raising awareness of private 
fostering in Cornwall   

There has been an ongoing drive within 
the private fostering team to increase 
awareness both within the council and 
local team and the wider community in 
Cornwall.  

During private fostering week in July 2014 
the following activities were undertake to 
raise awareness of private fostering in 
Cornwall  

 Press release in all local papers and 
on all local radio stations  

  Private Fostering information sent 
to every school via school 
messenger 

 Information on Facebook and 
Twitter (council and police) 

 Information on Cornwall Council 
website and on Family Placement 
section   

  Banner put up outside New County 
Hall Truro  

 
Meetings and presentations to managers 
and their teams have taken place  

Date  Team  

10.06.14 Fostering service 
team development 
day  

04.07.14 CIC nursing team 
meeting  

29.07.14 Presentation to lead 
health child 
protection 
professionals.  

09.09.14 CICESS team meeting  

Date  Team  

23.09.14 Principal Social 
Worker meeting 

05.11.14 Disability team  

19.11.14 SSAFA social work 
service, St Mawgan, 
Newquay  

19.11.14 West area CIC team   

20.11.14 East area social work 
managers team  

09.12.14 East CP team 

12.12.14 Educational Welfare 
service  

18.12.14 East Children in need 
team 

06.01.15 Mid managers area 
social work team 

Jan 2015 Mid CHIN team 
meeting  

March 2015  Specialist adolescent 
team  

May 2015 SAFFA team  

 

Language schools have been identified and 
these have resulted in three more 
notifications since April 2014. 

In May 2015 we received contact from the 
Border Agency in Brussels in respect of two 
15 year old girls travelling to work on an 
organic farm in Cornwall.  

There will be an ongoing raising awareness 
and publicity during 2015 

Child Sexual Exploitation 

A private fostering worker attends the 
Cornwall MACSE forums in the mid, east 
and west. This is to raise further awareness 
of private fostering and to identify any 
young people who are privately fostered 
who may be vulnerable to CSE. Privately 
fostered young people are often vulnerable 
due to the fact they may be estranged from 
their families. Audits and overview of the 
young people have evidenced this.  



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 44 

 

Ofsted Inspection 

 Private fostering standards were, up 
until 2013, inspected separately to 
all other inspections with the local 
authority. However the inspection of 
arrangements for privately fostered 
children is now included in the 
inspection for children in need of 
help, protection, children looked 
after and care leavers. 

 
 There is likely to be a high level of 

scrutiny over private fostering 
arrangements. We are aware of 
recent Ofsted inspections where 
private fostering was found to be in 
need of improvement, due to low 
numbers and private fostering 
assessments not being completed 
within timescales. It is positive 
therefore that numbers in Cornwall 
have increased and timescales are 
being met in terms of statutory 
monitoring and responses to 
notifications. (see attached return)   

Areas of further development  
 
We have a number of priorities for future 
development of the Private Fostering 
service  
 
 Further develop links with host 

agencies for overseas students.  
 
 Further development of improved 

links with MARU, CHIN, CP teams 

through attendance at team 
meetings and learning sets. 

 
 We will continue to promote 

awareness of private fostering 
through radio, twitter, Facebook, 
Cornwall Council website and other 
mediums. A further targeted 
advertising and awareness campaign 
will take place during Private 
Fostering week in July 2015.  

 
 Development of private fostering 

handbook. We would like to develop 
a handbook for young people, 
private foster carers and parents as 
a comprehensive guide to Private 
Fostering in Cornwall.  

 
 Produce the Young Person’s Guide 

to Private Fostering. This will be 
completed in time for Private 
Fostering Awareness week, 6th -12th 
July 2015.  

 
 Invite a member from education to 

sit on the Private Fostering Panel.  
 

9.6 Summary 
 
We have seen a further increase in 
notifications and numbers of children and 
young people being privately fostered in 
the year 2014/2015. This is due to 
increased awareness raising both 
internally and externally.  
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10 Single and Multi-Agency Training 
Provision 

 

10.1 Introduction 
 
Reconstruct were awarded the tender for 
the CIOSSCB Multi-agency Safeguarding 
Training Programme in late September 
2013.  Working in partnership with the 
CIOSSCB, Reconstruct established a 
programme of multi-agency training 
courses and training delivery began in 
November 2013. 

 
10.2 The Programme 
 
The focus of the first year of the training 
programme was to establish and embed 
the Multi Agency Level 3 and Refresher 
courses and the Early Help training. 
 
The training was open to all staff with a 
responsibility for safeguarding from the 
member agencies.  In addition to this, it 
was recognised that, due to the gap in 
safeguarding training provision, there was 
a need to offer training places to agencies 
outside of the contract specification (e.g. 
GPs and schools).  It was also felt that this 
would be a way of engaging these 
agencies in the safeguarding agenda.  
These places were offered at a charge per 
delegate.    
 
The role of the Voluntary and Community 
Sector in safeguarding children was also 
recognised and it was agreed that there 
would be 500 free places offered per 
annum to delegates from this group.  In 
addition to the above, other training 
courses identified by the Training 
Contract Monitoring Group have also 
been delivered as part of the first year 
programme.  These courses have included 

Training for Trainers, Lead Professional 
and Safer Recruitment training. 
 

10.3 Course Delivery and Take Up 
 
The training has been delivered by a pool 
of Reconstruct trainers, some of whom 
are local to Cornwall.   The uptake of 
places during the early stages of the 
programme was not at the level 
anticipated.  To promote training 
opportunities and to support staff with 
booking places, Reconstruct facilitated an 
on-line booking process in January 2014 
through their website.  The aim of the 
website was to provide information on all 
courses being delivered, details on the 
availability of places and venue 
information.  In addition a dedicated 
email address and direct dial telephone 
number for bookings was established. 
 
A full breakdown of information regarding 
attendance at courses, by agency and 
region, has been made available to each 
member agency on a monthly basis 
 
Early Help Training 
The original plans for this training was 
that it would be delivered in the format of 
an e-learning module followed up with a 
half day face to face training session.  The 
provision of the e-learning was delayed 
and is now due to be delivered by spring 
2015.  The delivery of the half day face to 
face sessions started in November 2014. 
 
Location of Training 
The location of the courses raised some 
concerns early in the contract and energy 
has been put in to finding more suitable 
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alternatives. This has resulted in new 
main venues being identified.  
 
Train the Trainer Sessions 
This training was positively received and 
the content of the training has been 
reviewed and agreed through the Training 
Contract Monitoring Group. Reconstruct 
will deliver a skills based two day training 
course to train trainers in the future 
aimed at staff with responsibility for 
delivering child protection level 1 and 
level 2 training in their organisations. 
 
Feedback and Evaluation 
The feedback from courses has been 
evaluated through the monitoring of 
completed evaluation forms and 
information gathered from the piloted 
Reflection in Action module. The analysis 
shows that the training courses have been 
evaluated positively and delegates have 
found the presentation styles of the 
trainers, the mix of practical activities, 
awareness about local policies and 
procedures and theoretical input 
particularly useful. 
 
The number of responses from managers 
and workers to the Reflection in Action 
pilot was disappointing and this will be an 
area of development for 21015/16. 
 

10.4 Key Performance Indicators 
and Financial Information 

 
Reconstruct have been working to the 
KPIs stated in the original tender 
specification.  Due to the delay in the 
development of the e-learning 
programmes and the initial low uptake of 
places there has been an underspend for 
this programme in year one.  In 
agreement with the CIOSSCB unused 
places will be carried over into year two 
and using some of the underspend to fund 

some presentations and  the Neglect 
Conference held in March 2015.    
 

10.5 Challenges 
 
One of the key challenges of year one has 
been ascertaining that the initial 
projections for the number of training 
places required may not have been an 
accurate reflection of actual need.  This 
has been reviewed through the Training 
Contract Monitoring Group and in 
response a training needs analysis 
document was developed which has been 
distributed across the CIOSSCB workforce. 
 
There has also been lack of clarity about 
who should attend which courses.  To aim 
to resolve this Reconstruct led a 
facilitated day with the members of the 
Training Contract Monitoring Group and 
this event resulted in clarification on 
attendance. 
 

10.6 Future Plans   
 
 Facilitate an annual conference for 

the LSCB to include both national 
and local speakers. 

 
 Establish E-learning modules for the 

Early Help training to be established 
and running by Spring 2015.  

 
 Review the Reflection in Action pilot 

as part of the e-learning 
developments.  

 
 All partner agencies to complete the 

Training Needs Analysis in order to 
predict training need. 

 
 The current contract to be reviewed 

to reflect the findings of the TNA 
and to take account of the learning 
from delivering this contract in year 
one.     
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11 Child Sexual Exploitation, 
Prevention and Intervention 

 

11.1 Context 
 
The Peninsula Child Sexual Exploitation 
(CSE) Protocol was revised in September 
2014 and the Strategy has been agreed 
for 2015/16.  The aim is for consistency 
across the four areas and the Protocol and 
Strategy have been updated to reflect 
this.  
 
The Office of the Children’s 
Commissioner’s inquiry into CSE in gangs 
and groups report ‘if only someone had 
listened’ in its framework for action ‘see 
me, hear me’ establishes a set of defining 
principles for safeguarding children from 
CSE. 

  
1. The Childs best interests must be 

the top priority 

2. Participation of children and young 

people 

3. Enduring relationships and support 

4. Comprehensive problem-profiling 

5. Effective information-sharing within 

and between agencies 

6. Supervision, support and training for 

staff 

7. Evaluation and review 

These seven principles will be applied by 
the Peninsula Steering Group in pursuit of 
delivering the CSE strategy and associated 
actions. 
 
In April 2012 Cornwall Council developed 
a new CSE Officer post which was located 
within the Safeguarding Children 
Standards Unit. Initially, it was felt that 
the strategic role of the post was best 

suited in being located within the unit. 
However, following nationally reported 
CSE incidents and the widespread cases 
(Rochdale, Rotherham, Oxford etc), it was 
agreed that the post would be re-located 
within operational services. From 
December 2014 the CSE Lead has been 
located within the Multi-Agency Referral 
Unit and provides advice and guidance to 
all agencies, chairs complex strategy 
discussions/meetings for operational 
services and quality assures information 
collated in respect of CSE and Missing 
Children. During 2014 a Senior Police 
Officer from the Public Protection Unit 
was also seconded into the MARU which 
has improved information sharing and 
promoted improved working 
relationships. 
 

11.2 Aims for Cornwall and the 
Isles of Scilly 

 
 To co-ordinate multi-agency 

resources in Cornwall and the Isles 
of Scilly to ensure that a safe, 
responsive and effective service is 
provided to children and young 
people who experience child sexual 
exploitation; 
 

 To ensure that an awareness raising 
and training programme is in place 
for professionals in Cornwall and the 
Isles of Scilly; 

 
 To enhance public awareness of 

child sexual exploitation, in 
particular parents and carers; 
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 To ensure that young people are 
made aware of the issues around 
exploitation and that preventative 
services are in place and disruptive 
measures are taken; and 

 
 To bring to justice the perpetrators 

of child sexual exploitation and to 
ensure that young people are 
properly safeguarded in the course 
of any criminal proceedings. 

 

11.3 Prevention 
 
There has been a drive to engage partner 
agencies to ensure all professionals 
working with, or in contact with, children 
understand the signs and risk indicators of 
suspected exploitation and to develop 
intervention and disruptive strategies to 
prevent escalation.  The Cornwall and Isles 
of Scilly Safeguarding Children Board now 
has a Missing Children and Child Sexual 
Exploitation sub-group that meets six 
weekly and ensures that the Peninsula 
Strategy and Protocol is embedded 
consistently across Cornwall and the Isles 
of Scilly.   
 
There are three Missing and Child Sexual 
Exploitation (MACSE) multi-agency 
meetings, east, mid and west, that each 
meet on a monthly basis.  The MACSEs 
consider referrals and information where 
child sexual exploitation is suspected or 
identified.  They also consider the children 
who have been reported missing for the 
previous month to identify any themes, 
trends or links to other children or adults. 
 
The aims of the MACSEs are to: 

 
 Consider children and young people 

up to the age of 18 who are at risk of 
or involved with aspects of sexual 
exploitation and/or at risk of going 

missing to ensure they are 
supported; 

 Raise awareness and promote multi-
agency understanding of young 
people at high levels of risk by 
developing and enhancing 
communications between all partner 
agencies who are working to 
improve the services for children 
and young people who are at risk of 
or involved with aspects of sexual 
exploitation; 

 Ensure that all young people 
reported missing receive a Return 
Home Interview where appropriate 
and are identified, if at risk of sexual 
exploitation; 

 Work collaboratively to ensure joint 
planning and decision making to 
make a positive impact on children 
and young people who are at risk of 
or involved with sexual exploitation; 

 Promote link information about 
different children who may be at risk 
from the same perpetrators; 

 Identify the appropriate agency to 
offer support; 

 Share information and raise 
awareness with regard to work 
being undertaken; 

 Share information on perpetrators in 
order to identify patterns of 
behaviour and/or key areas where 
adults may be operating in order to 
assist Devon and Cornwall Police 
with undertaking appropriate 
disruption tactics. 

 
Increased awareness by agencies in 
identifying the risk indicators for child 
sexual exploitation has reinforced the 
need for all agencies in Cornwall and the 
Isles of Scilly to work together and share 
relevant information.  The missing 
persons contact worker within the Multi 
Agency Referral Unit (MARU) is 
responsible for co-ordinating the Missing 
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and Found alerts when children are 
reported missing to the Police.  Going 
missing is a CSE risk indicator for children 
at risk of exploitation.  They can be 
identified at this stage with preventative 
action being taken. A return home 
interview is generated and undertaken 
either by the allocated social worker or 
the Locality Service.   
 

11.4 Training 
 
Since January 2014, we have delivered 
basic and updated CSE awareness raising 
sessions for professionals from a variety 
of agencies, foster carers and the 
voluntary sector, with more planned for 
2015.  Advanced CSE training has also 
been delivered to multi-agency groups 
including social care, education and health 
professionals.  We were also 
commissioned to deliver sessions to an 
independent fostering provider.   
 
Since January 2013 over 950 professionals 
from agencies across Cornwall and the 
Isles of Scilly have attended CSE 
awareness raising sessions. Sessions have 
also been delivered to a Youth Group, 
trainee Health Visitors, Health 
professionals in the Emergency 
Department, Housing, Cornwall Council 
Safeguarding Advocates and Foster 
Carers.  We were also commissioned to 
deliver 12 sessions to an independent 
school.   
 

11.5 Safeguarding 
 
Responses to concerns about child sexual 
exploitation are managed in accordance 
with the South West Child Protection 
Procedures – Section 47 enquiries, 
assessment and a joint investigation by 
Police and Children’s Social Care.  An 
Initial Child Protection Conference, where 
CSE is the main concern, is convened 

where a child/young person is deemed to 
be suffering or at risk of suffering 
significant harm. 
 

11.6 Bringing Offenders to Justice 
 
Police investigations have been initiated 
as a direct result of information shared at 
the Missing and CSE Forums and this has 
led to the detection and prosecution of 
crime.  Due to the complexity of the cases 
there is always a balance to be considered 
between the welfare of the child and 
criminal justice considerations.   
 

11.7 Public Confidence 
 
There is a continuing need to engage with 
local communities and raise awareness of 
child sexual exploitation and missing 
children, not only with young people and 
their families but with businesses within 
the community i.e. hoteliers, taxi drivers. 
 
A further media campaign is proposed to 
increase the awareness of child sexual 
exploitation.  The previous campaign 
proved successful as messages were sent 
out via internal media systems and radio 
interviews took place. 
 

11.8 Next Steps 
 
 Sessions continue to be delivered to 

individual groups by request and 
arrangements are being made to 
deliver further multi-agency CSE 
training and advanced CSE training 
across the county.  Two learning 
lessons workshops on child sexual 
exploitation are being delivered to a 
range of agencies and organisations, 
in June 2015. 

 
 Leaflets are in print for 

Professionals, Parents and Carers 
and Children and Young People and 
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are now available on the LSCB 
website. 

 
 Professionals meetings have been 

implemented where a child or young 
person is suspected of being at risk 
of CSE and/or goes missing.  The 
purpose is to agree strategies and 
recommendations that will assist in 
the disruption and prevention of the 
concerns.  These meetings are 
relevant for all children where the 
risk of CSE is identified and any 
actions can be discussed with them, 
their parents/carers and 
incorporated in their care plan. 

 
 The Missing and Child Sexual 

Exploitation Meetings continue to 
be well attended with information 
being shared that has been crucial to 
preventing and disrupting children 
being sexually exploited.  A dataset 
is being further developed and this 
will inform any themes or trends 
that will enable resources to be 
targeted in identified areas or with 
specific individuals. 

 
 A CSE Tasking Group was formed in 

January 2015 and is chaired by the 
Police Detective Inspector with the 
lead for CSE in Cornwall and the Isles 
of Scilly.  Information shared at the 
MASCEs that requires case building,  
further enquiries or additional 
resources is discussed. 

 
 The quality and detail recorded in 

the return home interview (RHI) of 

children who have been reported 
missing is variable, particularly 
where sexual exploitation is a risk.  
The importance of the RHI needs to 
be highlighted with those 
professionals completing them and 
also emphasis needs to be on 
completing them within the 
nationally recommended 72 hour 
timescale.  Within the Safeguarding 
Standards Unit it has been agreed 
that a multi-agency audit of a 
selection of return home interviews 
will be undertaken and reported into 
the Performance sub-group. 

 
 Continued attendance and 

contribution by Cornwall and the 
Isles of Scilly to the National 
Working Group (NWG) Strategic 
Leads Forums; the Peninsula 
Steering Group; the Missing Children 
and CSE Sub Group; the Missing and 
CSE Meetings; the Peninsula Missing 
and CSE Practitioners Group. 

 
 The professional relationship 

between the Missing Persons and 
CSE Lead and the Missing Persons 
and Safeguarding Police Officer is 
very positive and is seen and 
operates as a ‘Team’.  Proposals are 
to be put forward for a virtual multi-
agency team using existing 
resources. 

 
 Leaflets are in print for 

Professionals, Parents and Carers 
and Children and Young People and 
will be available by June 2014. 
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12 Early Help and Support 

 

12.1 Children and Young People's 
Plan 2014/15 

Partnership priorities: 

1. To provide good quality, consistent 
and multi-disciplinary practice in the 
help and protection we provide to 
children and young people. 

2. To develop and deliver family 
centred and outcome focused early 
help services that are responsive to 
need and achieve value for money 
through effective partnership 
working. 

3. To ensure healthy pregnancy from 
conception to birth, improving 
emotional wellbeing and mental 
health, access and quality of services 
to children, young people and their 
families, reducing hospital 
attendances and admissions. 

4. To enable children and young 
people to fulfil their academic 
potential and make informed 
choices about their futures by 
raising aspiration and enabling 
pathways into high quality 
opportunities in education, training 
and employment. 

5. To develop a confident and 
competent workforce across the 
partnership. 

Multi-agency early help services in 
Cornwall play a big part in narrowing the 
gap in outcomes for those children and 
young people who are vulnerable to poor 
outcomes.  Families, carers and 
professionals identify additional needs 
early and work together effectively to 
assess those needs and to deal with them 
before they escalate into concerns about 

a child’s or young person’s health, 
development, welfare or safety. 
 
Early help is about identifying problems at 
an early stage and providing purposeful 
and effective help as soon as possible 
once they have been identified, working 
with families to solve those problems 
before they get out of hand.  
 
Early help includes help provided in both 
early childhood and early in the 
development of a problem.  Early help is 
available to children and young people of 
all ages from pre-birth up to the age of 17, 
and up to the age of 25 where young 
people have identified additional needs.  
 
Early help is provided across the full range 
of services, from Universal Services, 
through Targeted Services, to Specialist 
Services. 
 

12.2 Universal Services 

 
Early help includes the full range of 
universal services that are offered to all 
children and young people to prevent 
additional needs developing (like health 
visitors, GPs, nurseries and schools).  Then 
there are ‘universal plus’ services when 
additional needs are identified and then 
‘universal partnership plus’ when the 
contribution of another service is needed 
to provide effective help to prevent those 
additional needs from getting worse. 
 

12.3 Targeted Services 

 
Early help also includes targeted services 
that are offered to those children, young 
people and families we know are beset by 
a range of difficulties or risk factors that 
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can have a long-term impact on the 
welfare, health and safety of a child.  
These can include issues like disability, 
unemployment, poor school attendance 
and anti-social behaviour or offending.   
 
They can also include things like being a 
very young parent, being an isolated 
single parent, being a young carer, 
families where there are mental health 
problems, alcohol and substance misuse 
problems, and relationship problems, 
including domestic violence.   
 
Targeted services are resourced and 
skilled to help children, young people and 
their parents/carers to master those 
difficulties and build better life chances.  
For disabled children, ongoing co-
ordination through Team Around the 
Child (TAC) can prevent escalation to 
specialist social work involvement, thus 
reducing the demands on complex and 
acute services.  Targeted services help to 
prevent family breakdown and the need 
for children to come into care.  
 

12.4 Specialist Services 

 
Specialist services also have a part to play 
in assessing more acute and complex 
needs, intervening promptly to reduce the 
risks to a child’s welfare and long-term 
development.  Help and protection is 
most effective in these circumstances 
when people and professionals in contact 
with children and young people, their 
parents or carers make a referral as early 
as possible.  Some acute services, like 
social work and some police teams, have a 
statutory duty to intervene in family life to 
protect children and young people from 
the risk of significant harm. 
 
 
 

12.5 Joint Strategic Needs 
Assessment 

 
The key messages for 2014/15 are set out 
below: 
 
The Challenge for Children’s Services  
The combined impact of the current 
economic climate, inspection regulation 
and demographic pressures creates 
significant challenges for the delivery of 
Children’s Services. Demographic and 
economic pressures mean that more 
children and families are likely to be in 
need of support, yet budgets to provide 
services that meet this need are reducing. 
Greater rigour and challenge from service 
regulation and inspection also places an 
increased demand on the services we 
provide.  
 
There are a number of demographic 
pressures on children’s services:  
 
 There are 116,000 children aged 0 – 19 

living in Cornwall (Census 2011).  
 

 There has been a 21.7% increase in the 
number of children in Cornwall 
between 2000 and 2011.  There was an 
inward migration of pupils last year of 
around 1,000.  Of those children 
around 10% have additional and 
special educational needs and 3-4% 
have acute health and social care 
needs, including maltreatment, neglect 
and abuse.  

 
 Whilst the percentage of children in 

poverty in Cornwall overall (19%) is 
below the national average (21%), 
there are some neighbourhoods where 
the proportion is twice the national 
average.  

 
 



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 53 

 

 The ongoing recession has placed 
additional pressure on fragile families 
and there has been a corresponding 
increase in adult mental ill health, 
alcohol/substance misuse and 
domestic violence.  As the recession 
continues and the welfare reforms 
impact, these pressures are forecast to 
increase.  

 
 The issues of domestic abuse, mental ill 

health and substance misuse remain 
common features where harm/abuse 
have occurred. 

 
 Domestic Abuse - A child or children 

were recorded as resident in the 
household in 37% of domestic abuse 
incidents recorded in the 2012/13 
financial year. There were 760 children 
regarded as living in high risk 
households discussed at Multi-Agency 

Risk Assessment Conferences (MARAC) 
IN 2012/13. This is a reduction of 13% 
compared with the previous year (total 
cases at MARAC fell by 6%). 

 
The views of parents and carers about the 
help on offer are consistent.   
 
 They want services to work in 

partnership with them and not to 
feel ‘done to’.   

 They want help early and not when 
things have got so bad that they are 
more difficult to solve.   

 They want to be able to tell their 
story once, rather than have to 
repeat it to different professionals.   

 They want the professionals that are 
there to help them to talk to each 
other and work together.  
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13 Local Authority Designated Officer 
(LADO) 

 
13.1 Role of the LADO
 
The function of the LADO is a key aspect 
of the overall safeguarding activity of the 
Local Authority and partner agencies and 
the requirement that each county level 
and  unitary Local Authority should have a 
Local Authority Designated Officer (LADO) 
or team of officers to be involved in the 
management and oversight of individual 
cases is set out in the government 
guidance “Working Together to Safeguard 
Children” (2015) and emphasises the need 
to ensure that  any action necessary to 
address corresponding welfare concerns 
in relation to the child or children involved 
should be taken without delay and in a 
coordinated manner. 
 
The LADO’s role should encompass the 
provision of advice and guidance to 
employers and voluntary organisations, 
liaising with the Police and other agencies 
and monitoring the progress of cases to 
ensure that they are dealt with as quickly 
as possible, consistent with a thorough 
and fair process.  
 
The LADO should be alerted to all cases 
where it is alleged that a person who 
works with children has:  
 
 behaved in a way that has harmed a 

child, or may have harmed a child;  
 possibly committed a criminal 

offence against or related to a child; 
or  

 behaved towards a child or children 
in a way that indicates they may 
pose a risk of harm to children.  

Arrangements should be put in place to 
ensure that any allegations about those 
who work with children are passed to the 
designated officer, or team of officers, 
without delay and within one working day 
of all allegations that come to an 
employer’s attention or that are made 
directly to the police.  

There are four key strands in the LADO’s 
consideration of a professional allegation: 

1. A police investigation of a possible 

criminal offence; 

2. Enquiries and assessment by 

Children’s Social Care about whether 

a child is in need of protection or in 

need of services; 

3. Consideration by an employer of 

capability or disciplinary action in 

respect of the individual; and 

4. The potential to identify 

organisational or systemic failings in 

the way an agency safeguards the 

children in its care and/or responds 

to allegations. 

Accessing advice and guidance from the 
LADO is a crucial component in ensuring 
there is timeliness in addressing agencies 
or employers concerns about whether a 
member of staff’s behaviour reaches the 
threshold where there is child protection 
or suitability concerns.   
 
The LADO gives advice, for example, on 
whether a ‘formal referral’ is required or 



 

 

Cornwall and Isles of Scilly Safeguarding Children Board Annual Report 2014/15 55 

 

whether a situation should be resolved 
using internal management procedures. 
 
Since 2011, the number of consultations 
with the LADO has seen a year on year 
increase in both the number of individuals 
discussed and the number of agencies or 
employers seeking advice. This trend is in 
part due to an increase in the levels of 
constructive engagement between the 
LADO and a growing number of agencies 
who have recognised the benefits of early 
consultation. As a development of the 
LADO service moving forward we will be 

capturing in more detail the nature of 
such consultations and the advice given.  
 
The total number of referrals during the 
last two years has remained relatively 
static although there have been some 
variations within employment sectors (see 
table below). 
 
In terms of resolved cases from the 
2014/15 reporting period, to date almost 
26% have been proven to be founded 
with 19% being deemed unfounded at the 

conclusion of the investigation.  

 
 
 

 
 
 

Referrals by Sector to SCSU / LADO 

Employment Sector April 2013- March 2014 
  

April 2014-March 2015 

  

Armed Forces 2 1 

Early Years 18 19 

Education 109 122 

Health 19 17 

Social Care 31 15 

Education Transport 12 6 

Police 9 3 

Voluntary 14 9 

Faith Groups 2 1 

Foster Carers 27 34 

Other 25 23 

Total 268 250 
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14 LSCB Strategic Business Plan 2015/16 
 

 
 

This plan outlines the key priorities for CIOSSCB over the next year. Following on from the nine statements identified as strategic priorities in 
last year’s report, the LSCB has looked at the following 6 key questions: 

 
1. How do we know that our responses to specific safeguarding concerns make a difference to children and young people? 

 
2. How do we know if what we do supports making safeguarding “everyone’s business”? 

 
3. How do we know that the early intervention offered to children and families makes a difference? 

 
4. How do we know that how we communicate across the stakeholders in safeguarding contributes to the effective  

safeguarding of children and young people? 
 

5. How do we know that what we are doing helps to reduce the risk of child death? 
 

6. How do we know that our identification and management of the risks to effective safeguarding makes a difference to children and 
young people? 

 
In devising this strategic business plan we have given consideration to these questions and linked them to the five priority objectives outlined 
below. These priorities for 2014-15 each have clear outcomes for the LSCB and for children and families in Cornwall and the Isles of Scilly. Each 
of the sub-groups of the LSCB will draw up their work plans based upon the outcomes and milestones in this plan. The plan will be reviewed in 

six months and in March 2015 new outcomes for each priority will be considered.  
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OBJECTIVE Milestones 
 

Lead/Subgroup/ 
Agency 

Comments 

Priority Area One: 
COMMUNICATION 

   

 
The LSCB and partner agencies 
communicate effectively with 
children and young people, their 
families and carers, and staff 
from partner agencies 

1 Engagement takes place with 
children and young people 
with different levels and types 
of need and embed their 
inclusion in LSCB activities 

 

 LSCB Manager 
 

January 2015 – apprentice, aligned 
within VCS to undertake work on behalf 
of the LSCB around engagement of 
children and young people appointed 
To work alongside Lay Member (Young 
Person) 
 

2 Practitioners are involved in 
safeguarding audit work and 
the activities of the LSCB  

 

 LSCB Manager & SSU 
Senior Manager 
(Safeguarding) 

 

June 2015 - Quality Assurance and Audit 
framework established within the SSU, 
endorsed by the LSCB. Partner agencies 
have agreed for staff to take part in the 
audit arrangements. 
 
Consultation with professionals is 
facilitated through the Learning Lessons 
workshops. Consideration to be given to 
establishing a practitioner LSCB Forum. 

3 Parents are consulted on 
specific safeguarding issues 
and their views regarding 
their experience of service 
provision collated. 

 LSCB Members 
 SSU Senior Manager 

(Safeguarding) 

Annual consultation event with 
parents/carers involved in the Child 
Protection Conference embedded. 
 
Single agency audit of consultation 
arrangements required by the LSCB/ 
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OBJECTIVE Milestones 
 

Lead/Subgroup/ 
Agency 

Comments 

Priority Area Two: 
PERFORMANCE 
MANAGEMENT  

   

 
The LSCB has a performance 
management framework which 
promotes different ways of 
knowing and learning about the 
effectiveness of early 
intervention for and 
safeguarding of young people in 
Cornwall and the Isles of Scilly, 
moving from compliance to 
active learning. 
 

1 The current Performance 
Group to be replaced by a QA 
& Scrutiny Group which will 
be Chaired by the 
Independent Chair. 

 

 LSCB Chair  
 LSCB Manager 
 

Arrangements to be agreed at July 2015 
Board meeting. Agencies will be 
required to provide the position of their 
agency against learning, 
recommendations and shortfall in 
practice arising from the Section 11 
process, audits/SCRs, LSCB Risk Register 
& performance. 
 

2 Board to participate in single 
focus and thematic audits to 
examine multiple aspects of 
practice from across agencies 
and report out to their 
individual agencies through 
the learning sub group 

 LSCB 
 

Board agenda reviewed to reflect Board 
activity and examination of frontline 
practice issues. In addition Board to 
evidence understanding of local data 
and ensure effective challenge of 
practice and recognition of good multi-
agency practice. 
 
LSCB to learn from national good 
practice with regards to the role of the 
Board 
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OBJECTIVE Milestones 
 

Lead/Subgroup/ 
Agency 

Comments 

Priority area Three: 
OVERALL EFFECTIVENESS 

   

 
The LSCB can demonstrate that 
children and young people in 
Cornwall and the Isles of Scilly 
receive effective early 
intervention that meets a range 
of needs in different 
communities 
 

1 LSCB activities promote 
consistent application of 
agreed thresholds and 
adherence to policies and 
procedures that are compliant 
with national policy and 
statutory guidance 

 

SSU Senior Manager  May 2015 - Regular audit of inter-agency 
referrals to be completed by the 
Safeguarding Standards Unit in 
conjunction with the MARU (Multi-
agency Referral Unit) 
 

2 The LSCB understands where 
the gaps in service provision 
are at all levels of need, 
manages them as a risk and 
challenges those agencies 
involved 

 

QA & Scrutiny Group Proposed arrangements to be agreed by 
the LSCB at the July 2015 meeting 
 
 

3 The LSCB considers on a 
regular basis the impact of 
current resource constraints 
on provision of services and 
the impact of organisational 
changes on safeguarding 
knowledge 

 

Executive Group Communication with Children’s Trust & 
Health & Wellbeing Board to be 
reviewed and strengthened. 
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OBJECTIVE Milestones 
 

Lead/Subgroup/ 
Agency 

Comments 

Priority Area Four 
TRAINING 

   

 
Training is planned and 
delivered which meets the 
needs for knowledge and skills 
for staff working with children 
and young people so that they 
are suitably skilled to intervene 
effectively 
 

1 Contract Monitoring Group to 
work with Reconstruct to 
ensure that the LSCB 
commissioned multi-agency 
training is effectively 
delivered and learning 
measured. 

 

 Contract Monitoring 
Group 

Group to review agency returns in 
relation to the completion of the 
training needs analysis and ensure 
training needs are effectively 
communicated to Reconstruct and 
reflected within the contract. 

2 A Training Programme to be 
agreed based on the 
completion of the training 
needs analysis, to be 
delivered and evaluated by 
the contracted training 
provider with oversight from 
the board 

 

 Contract Monitoring 
Group 

12 month Training Programme to be in 
place for September 2015 

3 Impact of training to be 
reported to the LSCB 
Executive Group 

 

 Contract Monitoring 
Group 

Nationally this is a difficult area to 
quantify – Reconstruct to undertake 
further work around the reflection-in-
action process which is endorsed by the 
LCSB. 
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OBJECTIVE Milestones 
 

Lead/Subgroup/ 
Agency 

Comments 

Priority area Five: 
EFFECTIVENESS OF 
PRACTICE – CSE & MISPERS 

   

 
The LSCB can demonstrate that 
children in the area benefit from 
detailed strategies and effective 
responses to Child Sexual 
Exploitation; and those who are 
at risk receive effective 
intervention 

1 The LSCB has a clear 
understanding of the nature 
and extent of Child Sexual 
Exploitation (CSE)  in Cornwall 
and the Isles of Scilly 

 

Police Public Protection 
Unit 
 

Data collation and analysis to be 
established and reported into the CSE 
Group 
 

2 LSCB to have an 
understanding of the impact 
of early identification and 
intervention where CSE is 
deemed a risk factor. 

 

CSE Group Evaluation of effectiveness of MACSE 
arrangements (Missing & CSE)  

3 Multi-agency practice around 
CSE is robustly quality 
assured. 

CSE Group 
 
 

CSE Group to establish audit 
arrangements to aid analysis and 
understanding of multi-agency practice 
in partnership with the Safeguarding 
Standards Unit 
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Appendix 1 
 

LSCB Membership 
 

Full Members 

Agency Representative 

CAFCASS Aiden Mitchelmore 

Careers South West Tracey Burley 

Cornwall Association of Primary Headteachers Ian Bruce 

Cornwall Association of Secondary Headteachers Tina Yardley 

Cornwall Council:  

 Education, Health and Social Care Directorate – Corporate 
Director 

Trevor Doughty 

 Education, Health and Social Care Directorate – Head of 
Children’s Early Help, Psychology and Social Care Services 

Jack Cordery 

 Education, Health and Social Care Directorate - Head of 
Learning and Achievement 

Jane Black 

Cornwall Council / Council of the Isles of Scilly – Director of 
Public Health 

Vacancy 

Cornwall Housing Jane Barlow 

Cornwall Partnership NHS Foundation Trust:  

 Associate Director of Children’s Services Alison Cook 

 Director of Quality and Governance Sharon Linter 

Council of the Isles of Scilly Aisling Hick 

Devon and Cornwall Police Paul Northcott 

Further Education Colleges:  

 Cornwall College Sue Jones 

 Truro and Penwith College Cheryl Mewton 

Independent Chair John Clements 

Kernow Clinical Commissioning Group Natalie Jones 

Lay Members 
Shikeira Holdroff 

Maureen Read 

NHS England Mandy Cox 

Peninsula Community Health Jacquie Kessell 

Probation:  

 Dorset, Devon and Cornwall Community Rehabilitation 
Company 

Charlotte Coker 

 National Probation Service Georgia Webb 
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Full Members 

Agency Representative 

Royal Cornwall Hospitals Trust Jan Walters 

Voluntary and Community Sector Vacancy 

Youth Offending Service Christine Walker-Booth 

 
 
 

Advisers 

Agency Representative 

Cornwall Council – Education, Health and Social Care – 
Principal Child and Family Social Worker 

Marion Russell 

Designated Doctor for Child Protection Roger Jenkins 

Designated Doctor for Children in Care Eleanor McCartney 

Designated Nurse for Child Protection Judith Parsons 

Designated Nurse for Children in Care Liz Allan 

Legal Adviser (to attend as required) Julie Buckley 

Safeguarding Standards Unit – Service Manager, Safeguarding 
Boards 

Jon Dunicliff 

 
 
 

Participating Observers 

Agency Representative 

Cornwall Council – Lead Member for Children’s Services Andrew Wallis 

Council of the Isles of Scilly – Lead Member for Children’s 
Services 

David Pearson / Avril 
Mumford 
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Appendix 2 

LSCB Structure Chart 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Directorate Lead for 
Safeguarding 

LSCB Independent Chair 

Safeguarding Standards 
Unit Manager 

Executive Group 

LSCB Manager 

LSCB Admin 
Assistant 

Child Death 
Overview 

Panel 

Health 
Safeguarding  

Children 
Forum 

Quality 
Assurance 
and Audit 

Group 

Missing 
Children and 
Child Sexual 
Exploitation 

Group 

Multi-Agency 
Training 

Learning 
Group 

Performance 
Group 

Serious Case 
Review 
Process 
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Appendix 3 
 

LSCB Members’ Attendance during 2014/15    
 

Agency Representative Apr Jul Oct Nov Jan 

CAFCASS Aiden Mitchelmore Apol     

Careers South West Steve West / Tracey Burley    Sub  

Cornwall and Isles of Scilly 
Safeguarding Adults Board 

Jon Dunicliff  Apol    

Cornwall Association of 
Primary Headteachers 

Ian Bruce      

Cornwall Association of 
Secondary Headteachers 

Tina Yardley   Sub   

Cornwall Council:       

 Education, Health and 
Social Care Directorate 

Jane Black / Jack Cordery / 
Trevor Doughty 

     

 Other Corporate 
Directorates 

Paul Masters  Sub    

Cornwall Council / Council of 
the Isles of Scilly – Public 
Health 

Felicity Owen / Stuart 
Bourne 

  Apol Sub Apol 

Cornwall Faith Forum Andrew Yates      

Cornwall Housing Jane Barlow      

Cornwall Partnership NHS 
Foundation Trust 

Alison Cook / Sharon Linter     Apol 

Council of the Isles of Scilly 
Penny Penn-Howard / 
Aisling Hick 

    Apol 

Devon and Cornwall Police Paul Northcott      

FE Colleges:       

 Cornwall College Debbie Wilshire / Sue Jones  Apol    

 Truro and Penwith College Cheryl Mewton      

Independent Chair John Clements     Apol 

Kernow Clinical Commissioning 
Group 

Natalie Jones    Apol Apol 

Lay Members 
Shikeira Holdroff / Maureen 
Read 

  Apol Apol  

NHS England Mandy Cox   Apol Apol Apol 

Peninsula Community Health Trish Cooper / Dee Hore DNA  DNA DNA Apol 
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Agency Representative Apr Jul Oct Nov Jan 

Probation:       

 Dorset, Devon and 
Cornwall Community 
Rehabilitation Company 

Anne Proctor      

 National Probation Service Georgia Webb      

Royal Cornwall Hospitals Trust 
Andrew MacCallum / Jan 
Walters 

 Sub Sub  Apol 

Voluntary and Community 
Sector 

Richard McKie    Apol  

Youth Offending Service Christine Walker-Booth    Apol  
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Appendix 4 
 

LSCB Budget Statement for 2014/15  
 
Employee and Travel  

 

 

Total Staff Costs    127295  

Employee Travel       5,000   

  

 

Employee and Travel Total    132,295   

  

 

Independent Chair 
 

 

Remuneration     22,000   

Travel       1,000   

  

 

 
    23,000   

  

 

Supplies & Services 
 

 

SW Child Protection       1,000   

Child Death Overview Panel     33,000   

Lay Members       1,000   

Voluntary Sector Backfill       4,000   

Participation             -     

Office Supplies       1,000   

Website       2,000   

 
    42,000   

  

 

Training  
 

 

Training Contract    134,000   

  

 

 
  134,000   

  

 

Independent Scrutiny/Audit Pool 
 

 

Independent Auditors     15,000   

  

 

 
    15,000   

  

 

Serious Case Reviews     20,000   

Miscellaneous       5,000   

  

 

Total LSCB Budget   371,295   
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LSCB Income 
 

 

Cornwall Council Net Budget - 123,237  (45.21%) 

Other Cornwall Council -   38,125  (13.99%) 

Careers South West (to be met by Cornwall Council) -     2,964  (1.09%) 

Youth Offending Service -     2,964  (1.09%) 

Isles of Scilly CSA -     4,800  (1.76%) 

Police -   19,948  (7.33%) 

Health -   69,652  (25.55%) 

Probation -     8,269  (3.03%) 

CAFCASS -     1,100  (0.40%) 

Voluntary & Community Sector -     1,500  (0.55%) 

Internal Income from Bernie Doyle - see reserves             -     

Total Income - 272,559   

 
   

Contribution from training reserves -   30,000   

Contribution from reserves -   68,736   

  

 

Total available budget - 371,295   
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Appendix 5 
 

Cornwall and Isles of Scilly Safeguarding Children Board – Single Agency Self-
assessment 

Annual Report 2014/15 
 

1 Missing Children and Child Sexual Exploitation (CSE) 

 
Isles of Scilly  
CSE is discussed at monthly multi agency safeguarding meetings, the screening tool has been 
disseminated to all partner agencies and findings of SCR’s etc. have been discussed at 
appropriate meetings. A presentation to the whole council staff group raising awareness of 
the risk of CSE has been undertaken. 
 
COIS are a very small staff group but all relevant information has been disseminated and 
discussed including the CSE screening tool which, is  discussed in mini MASH meetings. 
 
With regards to Missing children we follow national guidelines in welfare return interviews 
although have been required at this time. We need to explore the process for post 16 young 
people who continue their education on the mainland and develop a protocol with the 
relevant LA where the young person is living. 
 
Cornwall Housing 
CSE was included as a separate training element within the above Pit Stop Training and the 
majority of our staff received this training.  New staff are given awareness training as part of 
our quarterly corporate induction days. 
We produce a 6 monthly Cornwall Housing Safeguarding newsletter in which CSE has been a 
feature.  Staff from housing attend the area CSE meetings and cascade back within team 
meetings. 
 
They would raise them with either their safeguarding advocates or the lead officers from 
Cornwall Housing who sit on the CSE subgroup or area meetings. 
 
These are gathered by the officers above.  Consideration being given to how this is reported 
back to the Strategic Safeguarding Group. 
 
Devon & Cornwall Police 
We have improved our intranet CSE page and website to ensure staff and the public have 
easy access to information on CSE and the action to take if they have concerns. We have a 
CSE working group chaired by the head of crime which leads improvements regarding CSE 
across the Force. We have a dedicated communications team who have produced internal 
messages and visual aids to raise awareness and The Chief Constable supported the CSE 
awareness day on 18th March. This generated internal media which helped us to spread 
awareness messages. CSE is now discussed at all operational tasking meetings raising 
awareness of prevention and tactical options to disrupt and convict offenders.  We have 
published internal guidance to staff regarding tactical options to manage offenders, how to 
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manage offenders on bail, an aide memoir on risk indicators and safeguarding pathways and 
circulated the Peninsula CSE strategy and working protocol.  We have delivered CSE 
presentations to senior management teams, the OPCC, LSCB’s and the OPCC.  We are using 
Hiblio TV to promote awareness and will be using the program within our internal 
communications.  
 
We have 24 CSE awareness training sessions booked across the Force up until December 
2015. This training will be extended to ensure all appropriate staff has completed the 
sessions. The Force has mandated attendance on the course for all front line staff. At this 
time we have trained 126 people and have 996 booked onto courses over the next four 
months.  We have completed safeguarding training to our custody staff. 
 
We have developed a ‘snap survey’ to test the knowledge of our staff after they attend the 
training and three months after the training session. This is still in its early development but 
when delivered will provide quantative and qualitive data. 
 
We have produced a document to ensure staff know their referral process for their area. 
This is also included on the front page of our internal CSE page. The SW child protection 
procedures are also published on our intranet site. 

 
We have developed a new way to identify CSE risk since Jan 15 by researching all our 
databases identifying CSE based on the ACPO definition. This includes researching crimes, 
enquiries, missing reports, intelligence and custody systems. This information is collected 
within our Force Intelligence system, a risk matrix applied and it is tasked to our local 
policing teams for action. We have just started the development of a multi-agency scorecard 
and risk assessment process based on information owned by all agencies. It is intended to 
share the learning from this process across the Peninsula 
 
Directorate of Education, Health & Social Care – Early Help, Psychology & Social Care 
The review reports, strategy, procedures, flowchart and guidance have been disseminated 
across the directorate workforce along with an expectation of social care team managers to 
discuss at team meetings and in supervision. 
 
The multi-agency awareness training has been led by the Council’s strategic manager for 
Missing Children and CSE.  In addition, social workers have access to a research and 
evidenced-based practice on line resource library.  In addition to discussion in team 
meetings and supervision, a case audit is being undertaken of cases where CSE is suspected 
or known. 
 
Concerns are raised with their line manager or safeguarding lead and consult with the 
MARU. The risk or presence of CSE is now recorded in all episodes from Contact and 
Referral, to Assessment, Planning and Reviews. 
 
Directorate of Education, Health and Social Care - Learning & Achievement 
Regular discussions at SMT; briefing for SMT by Lead officer (J Woods) 
 
Regular attendance at CSE Forums by Head of School Improvement with feedback provided 
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to appropriate officers as follow up for action (e.g. Principal EWO; CiCESS Education Officers; 
Senior School Improvement Officers) 
 
Further training to be provided in Week Two May 2015 for all Senior Managers and Middle 
managers as part of wider safeguarding update agenda. 
 
Through discussions at SMT. Dissemination through regular briefings to designated teachers 
for children in care (underway last term and this term).  Briefings to Primary and secondary 
headteachers through CAPH and CASH 
 
Make referrals as appropriate – (One has already been made following a separate 
disciplinary investigation carried out by a senior L and A officer.)  Area of concern for L and A 
is lack of availability of accurate statistics that could be shared with SMT. 
 
Directorate of Education, Health and Social Care – Youth Offending Service 
Consistent attendance at the Missing and Child Sexual Exploitation Forums (East, Mid and 
West) – dedicated practitioner time. Minutes of above Forums securely centrally stored for 
Service. Business Support cross reference all known YOS children and young people from 
minutes. Flagging system in place on ChildView (YOS data base) and email sent to both 
practitioner and line manager. 
 
All practitioners have been emailed CSE toolkit and discussions held within team meetings as 
to its use. Training audit revealed piecemeal picture of training to various levels so YOS to 
commission training from Brook for delivery in June 2015. 
 
CSE added to supervision standing agenda for discussion 
 
All staff aware of CSE toolkit and would share any immediate concerns with line manager. 
Standing item for discussion in supervision. 
 
Quality Assurance and Performance Management (QAPM) process to include CSE upon 
completion of case audit to gain accurate picture – ongoing. 
 
National Probation Service  
It is critical that staff have an awareness of CSE & missing children when undertaking risk 
assessments and work with offenders. As part of their continuous professional development, 
staff are encouraged to attend local CSE & missing children training and seminars as well as 
accessing information about CSE via the LSCB website. There is a probation manager lead 
who attend the Cornwall CSE & Missing group who is also responsible for disseminating 
information via the staff briefing or through “in house” briefings.  
There are dedicated probation staff who attend the 3 local MACSE forums who act as 
“champions” within the organisation. These staff often act as SPOC’s for staff who wish to 
raise concerns or questions about CSE.  
 
Each year, staff are required to complete a skills audit which helps to highlight any gaps in 
their development. The audit informs our annual CPD plan and therefore if CSE is deemed to 
be an area for further training this will be prioritised for delivery. We are currently in the 
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process of undertaking Staff Performance & Development Reviews (SPDR’s) and CSE will be 
part of a mandated suite of training that all offender facing staff will be expected to 
undertake.   
 
At the moment, there is still a great deal of work to be done on our IT system and to my 
knowledge there is no capacity to measure incidents or concerns about CSE. I am aware as 
the chair of the CSE & Missing sub group that data collection remains a priority in the work 
plan and there will be an expectation that all organisations review their current systems for 
data collection with regard to this intelligence.         
 
Peninsula Community Health (PSH) 
1. added document “CSE- information for professionals” to PCH safeguarding children web 

site 
2. training is provided by external agency, has been undertaken by Named Nurse 
3. information widely disseminated via staff meetings, on-site visits and communications 

briefings 
4. Contact line manager/Named nurse initially then discuss with MARU. 
5. any would be recorded via datix 
 
RCHT (Royal Cornwall Hospital Trust) 
The Designated Nurse CIC attends the Peninsular CSE Steering group and the LSCB Steering 
group and reports back The CIC Health Team is represented at each locality CSE Forum.  The 
RCHT Safeguarding Named Nurse forwards any referrals were there are risks of CSE to the 
Social work Manger Lead for CSE (Jacqui Woods)at the same time as referrals to the MARU  
 
The Specialist looked After Children Nurses have all undertaken advanced CSE Training.  CSE 
is discussed at Level 1 and Level 2 single agency training provision.  CSE is discussed at 1-1s, 
in supervision and team meetings 
 
Truro & Penwith College 

CSE training has been provided to the Safeguarding team.  CSE leaflets and posters are 
displayed in the College.   

CSE is part of our safeguarding training packages. Regular meetings with CSE team regarding 
information sharing. Staff are aware via the safeguarding training attended. 

 

Staff will report to a member of the Safeguarding team who will then contact the 
appropriate people (this has happened at least on two occasions this year). In discussion 
with the CSE team and the internal Safeguarding team. 

Cornwall College Group 

All safeguarding leads, counsellors, student liaison officers, residential wardens and senior 
pastoral staff have undertaken training offered locally. Training slides have been circulated 
to our Personal Learning Adviser team of 35 staff and further face to face training is planned 
for June 2015.     
CSE is covered within new staff inductions and update training which all our broader staff 
group undertake on a three yearly basis.  
As with all safeguarding concerns, staff are clear (via our policy, training and code of 
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conduct)  that they would discuss any concerns with their area safeguarding lead or any of 
our Senior Learning Advisers who are all safeguarding level 3 trained. 
We have a reporting database from which we can run reports and analyse the type of 
referrals we are receiving.  We have just refined this so that we can separate out child 
protection from CSE/ASE.    
CSE has featured in our new Safeguarding News Bulletin.   
 

2 Serious Case Reviews and Child Death Overview 

 
Isles of Scilly 
The learning and lessons have been communicated to all staff and specific events were set 
up to discuss the issues.  SCR’s are used for multi-agency scenario testing as we have not had 
an experience of a IoS SCR within our authority. 
 
Cornwall Housing 
Staff attend the council’s sessions, but we also run internal lessons learned sessions where 
there are lessons which are particularly pertinent for us to embed in our practices. 
Dissemination through the sessions above but also in our internal safeguarding bulletin 
 
We have put in place a cross company group to support staff who attend CP conferences etc 
to enable us to ensure that they are able to represent the company appropriately and 
provide a consistent and robust approach. 
We have also developed our monitoring systems of referrals to ensure that we have 
management oversight of referrals and that we use the escalation procedure when 
appropriate.  This is monitored by our Strategic Safeguarding Group. 
 
Devon & Cornwall Police 
There are 63 recommendations with the Police Covalent System relating to SCR and DHR, 
the majority of which are managed directly within the PPU .The current SCR’s are reviewed 
every 2 months by the PPU DCI in consultation with the Force SCR team. Updates are 
provided to the HMIC Liaison and Organisational Learning Officer. 
 
Lessons learnt are circulated internally to the whole Force by our Intranet system and if 
necessary directed emails. 
 
Directorate of Education, Health & Social Care – Early Help, Psychology & Social Care 
The key staff have this knowledge through the dissemination of the SCR reports, discussion 
in team meetings and supervision and attendance at learning lessons seminars.  They also 
have access to the learning lessons newsletter. 
 
A practice guidance note is being produced to refresh awareness of the signs and symptoms 
of fabricated illness. 
 
Directorate of Education, Health and Social Care - Learning & Achievement 
Learning has been disseminated. There has been discussion at SMT; signposting to LSCB 
website; use of SCR findings to inform decision making about operational and strategic 
issues. 
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Ensured that significant improvement was secured for distribution of 121a information to 
schools 
Developed an effective response and recording mechanism for CMOE and CME. 
 
Directorate of Education, Health and Social Care – Youth Offending Service 
Service meetings have regular agenda item to include safeguarding and national and local 
SCR lessons and learning presented and discussed in service delivery area groups.  All YOS 
staff expected to attend a minimum of one Learning Lessons Workshop a year. All national 
and local learning disseminated to staff electronically by senior manager/line managers. 
 
National Probation Service  
The NPS has a lead manager which attends the learning sub group. Any lessons learned 
arising from this group and in particular any SCR’s is cascaded to staff. This is done via a 
weekly team brief and through monthly staff briefings. Where there is particular learning 
linked to probation practice, this will inform our section 11 return and Safeguarding children 
action plan which is reviewed every quarter in our local management team meeting. 
Critically, it is important that we have systems in place that provide assurances that the 
lessons are embedded into practice, and how the impact of these learnt lessons are 
contributing to keeping children safer. Whilst there are now established safeguarding audit 
processes, this does remain an area for development in the organisation and will inform the 
local and national action plan. 
 
Peninsula Community Health (PSH) 
All learning received is disseminated to staff through the safeguarding administrator. Staff 
are required to respond. 
 
RCHT (Royal Cornwall Hospital Trust) 
Specialist Children in Care Staff are encouraged to attend the LSCB ‘Learning Lessons’ 
sessions. 
Information sent from the LSCB is cascaded to Children In Care Health Team members by the 
Designated Nurse CIC.   
Lessons and recommendations are shared through the SCOG 
There is a Link Nurse group for Child protection chaired by the RCHT Named Nurse 
Safeguarding to disseminate information to the hospital. 
Monthly supervision and case discussion is held at key Paediatric Areas and Emergency 
Department 
 
Truro & Penwith College 
Staff involved in Student Services and Safeguarding are aware of the SCR process. Through 
meetings and/or reports circulated.  Heightened awareness of the advice line at the MARU. 

Cornwall College Group 

Review documentation is distributed to safeguarding leads and other senior pastoral staff.  
Where appropriate adjustments are made to our policy and procedures based on lessons 
learned. Serious Case Reviews are discussed at Safeguarding team meetings where there are 
issues that relate to our client group/sector. 
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3 Early Intervention and Support 

 
Isles of Scilly 
Social workers cover early intervention and statutory social work roles.  CSC screens all 
referrals, for CAF, early intervention etc. All cases have recently been reviewed to ensure 
they are being worked at appropriate level of intervention. 
 
The same professionals work with Child Protection, Child In Need and early intervention so 
there is a clear step up and down process with consistency of worker and the cases are 
regularly reviewed.  There is a policy in place and scaling is used in with Signs of Safety. 
 
All cases are audited and this is more easily monitored with the same professionals providing 
all of the services.  There are regular multi agency meetings to look at how early intervention 
and support is delivered with all agencies 
 
Cornwall Housing 
Our engagement is good, and is being monitored through the staff group outlined above.  
Staff within some services such as Housing Management and Housing Options normally work 
closely with early help. 
 
Our housing officers will often continue to have contact as part of their duties and work with 
the family to address any housing related issues which may have been a factor in the child 
protection plan. 
 
Our staff seldom take this role as they do not see that they are normally the key professional 
around the table.  There may also be some reticence in relation to workload involved and 
lack of recent training for Lead Professionals so this is something we are aware of and 
looking into in more detail. 
 
Via supervision and the overview front line staff meetings for those who attend conferences 
and CAF and TAC meetings. 
 
Devon & Cornwall Police 
Generally good. LSCB’s Forcewide have high expectations of Devon and Cornwall Police 
meeting statutory obligations to Working Together guidance, particularly in relation to our 
contribution and attendance at strategy meetings and Initial Case Conferences (ICPC). We 
are expected to have police attendance at 80% of ICPC’s. Across the Peninsula there are in 
excess of 3500 Initial Case Conferences of circa 3 – 4 hours commitment to each. Each 
conference requires research and preparation of a report and attendance at the meeting 
(including travel). This equates to 14,000 staff hours per annum on a case conference alone. 
Work is being undertaken currently on a Peninsula basis to try and develop a process to 
enable more effective and consistent contribution and attendance at statutory meetings, 
including the use of IT to make such meetings more accessible. This piece of work is at a 
stage where performance measures can be agreed upon to ensure that we as an 
organisation meet appropriate requests for attendance. We are also looking at changing 
working patterns to ensure that the PPU have sufficient staff on during core hours to attend 
meetings and exploring the possibility of dedicated resources in each area to overcome the 
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issues raised. 
 
Dependent on who is the lead agency will depend on how we interact with the child and 
families concerned. The Force complies with the national Victim Codes and there are 
statutory time limits and working practices that govern the way we deal with all victims. 
 
Directorate of Education, Health & Social Care – Early Help, Psychology & Social Care 
The Council led on the development of the Early Help Strategy in partnership with CFT and 
launched the strategy at a multi-agency conference.  This was the first Early Help Strategy for 
Cornwall. The Council provides a comprehensive locality-based early help service through 
children’s centres and early help locality teams of family workers and targeted youth support 
workers. 
 
These services, along with the Children in Need Teams support families stepping down from 
Child Protection Plans. 
 
All practitioners act in the role of lead professional, taking the vast bulk of this responsibility. 
 
The Council has a framework for Quality Assurance and Performance Management for early 
help practice/services.  A basket of these indicators are submitted for scrutiny by the 
Children’s Trust Board and the Corporate Leadership Team. 
 
Directorate of Education, Health and Social Care - Learning & Achievement 
Multi agency briefings for SMT from social care; Ed Psychs’ Ofsted have raised awareness.  
 
Monitoring of impact of children’s centres and agencies that work in support of vulnerable 
families. EYQISP monitoring and CSIT monitoring also undertaken of schools and settings   
 
CSIT also carries out investigations following referrals from Ofsted and DfE for potential 
qualifying complaints and for LADO in instances of alleged professional abuse in schools and 
settings. 
 
Directorate of Education, Health and Social Care – Youth Offending Service 
YOS have statutory duty to become involved with out of court (previously known as pre 
court) disposals. Also become involved in prevention work (to prevent a child or young 
person from becoming involved in the criminal justice system. Through partnership working 
with children’s social care when young person is working with YOS and CS care. 
 
Rarely as by the time a YP presents at YOS they are already within established systems of 
support. However, that said, as the YOS increases it work with out of court disposals and 
prevention work, the earlier engagement will increase the likelihood of YOS becoming Lead 
Professionals. 
 
QAPM process – case audit etc 
 
National Probation Service  
This remains an area for development and there is currently an action to map current 
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interventions within Plymouth & Cornwall which provides early support to children of 
offenders. As part of staff’s ongoing professional development, there is also a recognition 
that staff need to be much more proactive in considering the lived experience of the child 
and referring them at an early stage to interventions that recognise the impact of offending 
behaviour on children.  
 
Staff are aware of the need to work in partnership within a child in need and CAF 
framework. They are aware of the importance of contributing vital information at these 
multi agencies meetings. Staff are effective in sharing information in relation to any dynamic 
changes in risk and actively monitor the safeguarding of the child through sentence planning 
and ensuring that any restrictive controls are monitored and implemented. Recently, staff 
have been briefed in using a healthy parenting module, which can be undertaken on a one to 
one basis with offenders as part of their sentence plan.     
 
Staff do not tend to act as the lead professional. As probation staff work with adults, it is 
often the case that the children of offenders are known to other key agencies by the time 
staff become involved with the case post sentence. There also remains an element of anxiety 
about having the appropriate skills to act as lead professionals within a safeguarding 
children’s remit, which does contribute to a tendency to refer to agencies more skilled in 
working with children.  
 
As mentioned, there is a local audit framework in place which will review the effectives of 
staff’s practice in relation to early help. This supported throughout the year by manager 
oversight of all safeguarding cases.     
 
Peninsula Community Health (PSH) 
All PCH’s involvement is through the MARU - PCH are not directly involved with the 
operational management of cases 
 
RCHT (Royal Cornwall Hospital Trust) 
The Children in Care Health Team have a de-accommodation process for the transfer of 
children and young people de-accommodated from care which includes referral to Universal 
health services as indicated by the child or young person’s health plan. 
Referrals for early help are made by RCHT staff to the MARU 
Liaison with other Health partners and referral to health Visiting and School Nursing  
Discharge planning for Children with additional needs 
Specialist practitioners i.e. Diabetic and Epilepsy specialists act as Lead Professionals. 
There is no process in place to monitor this at present. 
 
Truro & Penwith College 
The College is well placed to offer early intervention via its Student Services team which also 
includes the Safeguarding team.  There is a strong link with the College Mental Health Nurse 
and Counselling team.  The Health & Wellbeing team also provide early intervention. 
 
Many of our students have ended their Child Protection Plans when they start College.  WE 
continue to offer support and signpost or refer to other agencies where necessary. 
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Yes – we have acted as the Lead Professional on a few occasions. 
 
Monitoring and evaluation on an annual basis feeding into the Self-Assessment Report for 
the College and the completion of the Section 157/175 audits. 
 

Cornwall College Group 

Our involvement is limited at present due to the nature of our organisation and age of our 
learners, mainly 16+.  Where we are made aware of early support and intervention work 
which is on-going or initiated by other agencies, we will support this.  The exception to this is 
probably our Young Mum’s Will Achieve provision where there is greater engagement due to 
the nature of this cohort and the risk levels they and their children present.  
Our staff would not normally seek to act as Lead Professionals as we are not adequately 
resourced to do this and are often better placed to contribute rather than lead.  Pastoral 
support staff are actively involved in CAF, child protection case conferences and other 
meetings/support processes wherever invited and will seek out such invitations if they know 
that these measures are in place with particular learners. 
 
 

4 General 

 
Isles of Scilly 
QA programme is in place with auditing through line management including up to Chief 
Executive.  Audits are also completed by an independent person.  Multi-agency safeguarding 
meetings are held to discuss lessons learned.  Child Protection conferences are chaired by an 
independent person. Stat visits and core groups signed off by the line manager. 
 
Outcomes used are in line with OFSTED indicators.  Audit pro-forma is in line with these 
indicators and outcomes are measured against the indicators and the impact on the child.  
Use of SoS and feedback forms to measure outcomes against goals.  Scaling of safety from 
families and professionals throughout the process, danger statements, safety goals and time 
limited targets. Use of feedback forms which tell us that children feel safer.  Lessons learned 
from case examples are used to improve practice from all agencies.   
 
Cornwall Housing 
We have a register of complex cases, including safeguarding cases, within the Housing 
Options directorate, which are monitored by senior managers and are looking to replicate 
this in housing management. 
We monitor referrals for compliance with thresholds, and to ensure that referrals are being 
made across all service areas that have a front line role. 
 
We have introduced new monitoring arrangements since the company was set up 3 years 
ago to ensure that we can be sure our staff are making referrals, are engaging in early help 
and are engaged in relevant conferences or meetings.  We have also set up support 
meetings for our front line staff who attend such meetings, and for our advocates.  Our 
strategic safeguarding group monitors activity across the company and shares good practice. 
Anecdotally, feedback from staff during Pit Stop training and the front line staff meetings 
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about the work they do on a day to day basis in a range of roles shows that they understand 
the importance and the difference they can make, whether they are a painter and decorator 
or a homelessness officer. 
 
Devon & Cornwall Police 
As a result of our own internal audits. OFSTED Inspections and HMIC reports of other Forces 
we have reviewed some key areas for development within Devon and Cornwall Police 
 
Children at Domestic Incidents  
 
Safeguarding issues in relation to children and Young People should be captured in DASH risk 
assessments and the 121a process. The VIST which will be rolled out to all areas by the end 
of this year is being reviewed / developed to capture all relevant risks and vulnerabilities. 
Policy and practice has been revised and there have been communications to staff and 
supervisors through various internal communications to ensure that the welfare of children 
is paramount at any reported incident. The implementation of the audit procedure will look 
at emerging issues. One such audit has been carried out in Cornwall and lessons learnt 
circulated. 
 
CSE & Missing  
 
The Peninsula Group has reviewed the CSE protocol and Strategy and together with Partners 
is looking at a media event in June 2015 to re launch both documents and raise awareness.  
A Peninsula media strategy is also being developed.  
 
Actions plans are now in place across the Peninsula and training is now being delivered to all 
frontline staff in the Force to improve CSE investigations and raise awareness.  
 
Centrally the Force Intelligence Centre now has a safeguarding desk and has started to 
deploy researchers to MACSE meetings to look at trends and emerging threats in relation to 
victims, offenders and locations. Opportunities to overlay partnership information are also 
being reviewed. 
 
The Force continues to have officers in each area that are dedicated to dealing with missing 
persons episodes. These officers link in with those conducting return to home interviews and 
also review those that are classified as ‘absent’.  
 
Work is currently underway to identify local neighbourhood officers who can work with PPU 
officers   
 
Welfare of Children - Consistency and uniformity in the recording of information and 
ensuring accessibility to information by all staff who may deal with such cases. 
 
Within safeguarding we have carried out internal audits to review the consistency and 
accuracy of recording practices. We are also part of the Multi Agency Case Audit (MACA’s) 
structure in each local authority area. As a result of this work and are looking to take this 
further with a snap survey developed by our Performance and Analysis department. The 
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survey will enable us to audit at least 70 cases a month. The survey will be conducted in the 
first instance by those in safeguarding and once fully developed we will then look at how this 
can be spread to other areas of business.  This initiative has only just been developed and we 
have run an initial pilot. It is now ready to go live and will not only provide qualitative 
analysis but will also reinforce standards. The results will be fed back through the LSCB 
Boards. 
 
Directorate of Education, Health & Social Care – Early Help, Psychology & Social Care 
The Council has a framework for Quality Assurance and Performance Management that 
includes performance indicators, practice quality standards and feedback from other 
professionals and service users.  A core audit system tracks critical aspects of safe practice, 
picking up and dealing with shortfalls in real time.  Managers also undertake case file audits 
on a regular basis. 
 
The Council funds a Safeguarding Standards Unit that provides additional quality assurance 
in respect of CPPs and CiC Plans – providing double feedback loops to practitioners and their 
supervisors in the first loop and to senior managers. 
 
Service managers hold 6 weekly QAPM meetings.  The Service holds a quarterly QAPM 
Conference. 
 
The high level outcome measures are re-referrals, 2nd and subsequent child protection plans 
and placement stability. 
 
A range of other outcome measures include children supported to live at home safely (step 
down from intervention) children placed with alternative carers who can meet the needs of 
children and keep them safe, court orders to provide children who have experienced neglect 
and abuse with permanence, school attendance and attainment, improved emotional 
wellbeing and mental health as a result of therapy/treatment, improved physical health and 
development as a result of care, improved parental capacity as a result of support, etc. 
 
The data shows that the Council is helping and protecting more children at an earlier stage. 
 
Directorate of Education, Health and Social Care - Learning & Achievement 
Established termly multi agency case study groups to review impact of action taken re 
vulnerable young people. (December 2014; next sessions will take place on 23rd and 24th 
April) 
 
Dissemination of learning to senior managers and Heads of Service. 
 
Revised audit process for 157/175 returns with commissioned quality assurance and 
feedback to schools and on-site follow up visits to schools where concerns are either raised 
or already known to us. 
 
Close working with Ofsted Early Years Lead and Ofsted Senior HMI’s with regular contact 
through email and telephone and termly meetings with Senior HMI (Education and Social 
Care) 
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By having no inspection failures in schools or settings where we have operated. By securing 
rapid improvement in the very small minority of instances where inspection failure occurs. 
 
Standing item at performance SMT (1/4ly) 
 
Directorate of Education, Health and Social Care – Youth Offending Service 
The YOS has a QAPM process that includes safeguarding practice. 
Outcomes are measured against our key performance indicators 
Through YOS representation on SCB, SCB Executive, SCR review panel and Learning Group. 
Through ensuring staff are appropriately trained, informed to enable signposting and aware 
of the escalation policy 
 
National Probation Service  
The probation service is subject to inspections from the HMIP and as part of other statutory 
inspections such as Ofsted. As already mentioned, there is a national review of safeguarding 
practice which will include an audit framework. In the meantime, there are local 
arrangements for safeguarding audits of both Child protection cases and Child in need cases 
every 6 months. The audit criteria is based on the HMIP questions and benchmarking 
specifications. It also includes any areas for development arising from other case findings, 
SCR lessons or local issues. This has allowed for the inclusion of how staff are supporting 
early help interventions as part of the auditing criteria. A report is provided after each audit 
which, along with the sect 11 return, informs the safeguarding children action plan, a 
dynamic document which is reviewed every quarter in the local management team meeting.  
There are also multi agency reviews of MAPPA cases with the police which monitors whether 
appropriate agency representatives were invited and attended meetings, where 
safeguarding concerns were identified.   
 
Plans for 2015/16 include widening the audit process to include staff from other agencies to 
actively contribute to the auditing of probation cases. There are also plans to set up a series 
of peer learning sets where thematic reviews of cases can be undertaken, including cases 
that involve active safeguarding concerns.  
 
Through the local auditing framework, there has been some improvements in particular 
areas of development. This includes representing the child’s voice within case notes and 
other relevant documents. There has also been an increase in home visits with other 
agencies such as children’s services and the police. It is hoped that through the LSCB 
Learning group, probation staff’s practice can be audited and reviewed as a contributing 
partner agency which can be shared with individual practitioners. Key areas of focus for 
2015/16 will be to see an improvement in the consideration of the lived experience of the 
child and implementation of early help interventions.     
 
Peninsula Community Health (PSH) 
Continuous audit of the quality of referrals to the MARU from PCH with outcomes. All 
queries are dealt with via the MARU resulting in a successful recognition and reporting on 
concerns by staff. 
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RCHT (Royal Cornwall Hospital Trust) 
The Safeguarding Children Team RCHT have an annual audit plan to support Quality 
Assurance and Outcome measures for Children in RCHT or receiving health provision from 
RCHT Staff. 
The RCHT Safeguarding Named Nurse receives all invitations to case Conference across the 
County to ensure that RCHT staff have been included if there is relevant information to 
share. 
Support is given to clinicians invited to attend case Conferences and provide reports. 
Referral processes are reviewed regularly and training  is provided to staff around 
recognising of signs of Abuse 
Learning Lessons from Serious Incidents. 
 
The children in care health team have an annual audit plan to support Quality Assurance and 
Outcome measures for Children in Care health provision. 
The Children in Care health team contribute to the Child in Care review processes. 
The Children in Care Team contribute to the Safeguarding Standards Unit multi-agency audit 
processes. 
 
Truro & Penwith College 
Completion of Section 157/175 audits annually; Regular reporting to Governing Body; Three 
year audit cycle of College auditors; Designated Safeguarding Governor visits; Regular 
weekly meetings of safeguarding personnel and Termly training for the Safeguarding team. 

 

Referrals and action; Student progress / feedback; Student achievement and Closure of 
safeguarding plans (with continued monitoring). 

Evaluative frameworks are in place; Self-assessment is a regular feature; Student survey – 
cross-college; Monitoring meetings on a weekly basis to discuss ongoing safeguarding issues; 
Learner Voice; Students meeting with governors; Safeguarding Policy is implemented; and 
Staff involved with cases implementing support strategies, 

‘Security’ systems within College, i.e. name badges, ID cards, etc. 

 

Cornwall College Group 

We carry regular audit activity around our Single Record and student DBS checks.  The Lead 
provides a termly Safeguarding update to the Board of Governors who will explore and 
challenge as appropriate.  The team reviews performance, case studies, good practice and 
outcomes on a regular basis  

We know from the number of referrals we receive that our staff are very aware of 
safeguarding.  Students who are referred to us receive appropriate support from the 
safeguarding team, relevant external agencies are involved and concerns are noted in the 
student’s welfare and support log and communicated to others on a “need to know” basis.     
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CAPH (Cornwall Association of Primary Headteachers) 
 
During the 2014/2015 year the following actions were taken by CAPH to ensure that our 
members were kept informed on safeguarding issues.  
 

 A child protection committee has been set up from colleagues across the county. They 
meet once a term and invite John Clement to their meetings. The aim is to be up to date 
on all issues as well as inviting local officials to meetings to call them to account.  
 

 All important LSCB and associated publications are sent via our Bulletin to heads each 
week with the relevant document attached.  If the document is urgent or of high 
importance this is sent directly to heads as soon as it is received. All these documents are 
filed on our system so that they can be sent if members have failed to retain them. For 
the forthcoming year there will be a link to the LSCB website from our website.  

 

  A member of the Child protection committee sits on the Missing and CSE committee to 
ensure that we are again fully aware of the issues. 

 

 The safeguarding of children is of paramount importance to all our members so we 
remind them all on a regular basis that procedures are there to be followed and will 
ensure positive responses if followed. 

 

 CAPH have worked closely with our partner NAHT and the HR Safeguarding team to 
ensure a full understanding for our members on the disqualification by association 
legislation that arrived in September of 2014. This has meant that there has been a 
standardised Cornish approach to this issue.  

 
 

CASH (Cornwall Association of Secondary Headteachers) 
 
CASH have continued to hold highly effective and successful meetings each term, with the 
Designated Safeguarding Leads from each of the secondary schools, Cornwall College and 
Truro & Penwith College. There are plans to extend this work and link in with CAPH 
colleagues whenever possible in the future. 
 
During this academic year the DSL meetings and communications have covered: 
 

 All relevant SCR information / reflection and lessons learnt 
 

 All relevant information from LSCB meetings, Safeguarding updates / School Messenger 
and key documents distributed. E.g. Cornwall Framework for the Assessment of Children 
in Need and their Families, the Peninsula Strategy, Safeguarding Children, Young People 
and Young Vulnerable Adults policy, Statutory Guidance on Prevent Duty 

 

 Guidance on Disqualification by Association 
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 Information regarding Fabricated and Induced Illness 
 

 All updates and key information regarding CSE, including MACSE and available CLEAR 
projects 

 

 CSE presentation and workshop including Case Studies and Questions 
 

 Presentation regarding the Single Inspection Framework and Early Help (Chris Sands 
resources) 

 

 Dedicated multiagency training (Reconstruct) 
 

 Future of Education Inspections from September 2015 
 

 All work / communication linked to LAC – a priority for Local Authority 
 

 All work connected to 121as 
 

 All work connected to the completion of 175/157 Returns 
 

 Updates from the Safeguarding Education Officer 
 

 Presentation from LSCB Chair – role of LSCB and priorities 
 

 Presentation on  Signs of Safety feedback and child protection support during school 
holidays by the Senior Manager West – Care & Protection 

 

 Planned update on the role of the Police (DNA) 
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