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Agenda Item: 4

MEDWAY CHILDREN’S TRUST BOARD

27 April 2010

Medway Safeguarding Children Board

Annual Review of 2009-10/Business Plan 2010-11
Author: David Worlock, Independent Chair, MSCB

1. Introduction

The attached report:

· provides a review of the work of the MSCB in 2009-2010 and of the safeguarding work of the partner agencies that make up the Board

· sets out the Board’s strategic aims for the next three years and the specific objectives for 2009/10 

· sets out the specific safeguarding objectives of Board partners for 2010-2011. 

2. Background

i. Local Safeguarding Children Boards (LSCBs) have, since their inception, produced business plans setting out what they have done and their work programme for the future. Following the death of Baby Peter, the report of Lord Laming and the range of responses to both, expectations in terms of review and planning for LSCBs have strengthened.

ii. Traditionally, in most areas LSCB reviews and plans have been largely descriptions of process and activity. What is now expected is something different. The new statutory guidance on safeguarding (Working Together, March 2010) emphasises that such reports should focus on the effectiveness of safeguarding in the local area: in other words, on what impact all the activity of partner agencies, acting together or singly, actually has on the lives of children and families. The reports should also “provide robust challenge to the work of the Children’s Trust Board in driving improvements in the safeguarding of children and young people and in promoting their welfare.”

iii. The first of the new form of annual reports has to be completed by April 2011. This ties in with the time-scale for the next Children and Young People’s Plan. This should facilitate linkage between both planning processes. 

iv. The MSCB has used the process of developing the attached review/business plan report as an opportunity to try out a stronger “outcomes” approach to review and planning as envisaged by the new reporting arrangements.  This is a continuous learning process as it requires a major re-orientation of thinking. This will enable the Board to produce an annual report by April 2011which has a clearer “outcomes” focus, which will become stronger in subsequent reports. 

3. Advice and analysis

A key section of the Annual Review / Business Plan for the Children’s Trust Board to note is that containing the MSCB’s strategic aims and specific objectives (Section 5).  The strategic aims cover the period 2010 – 2013, whilst  the specific objectives are got 12 month periods.

4. Consultation

The strategic aims and specific objectives derive from a workshop comprising members of the MSCB; they were further refined at a meeting of the MSCB. Board partners will be making some final revisions to their agency objectives which will be incorporated following the Children’s Trust Board meeting. In particular, they will be framing their objectives more clearly in terms of “well-being outcomes” for children and families. The report will then be published in May. 

5. Implications for Looked After Children

As many of the children who are looked after will themselves have been the subject of safeguarding and child protection services and arrangements, then improvements in those arrangements will benefit this group.  

6. Financial and Legal Implications

None. 

7. Recommendations

The Children’s Trust Board is asked to note and comment on the contents of the attached report. 

Lead Officer Contact

Sally Mortimore MSCB Manager

01634 334326

sally.mortimore@medway.gov.uk

Background papers

Working Together to Safeguard Children, DCSF, March 2010 
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Section 1

Overview Statement by the Independent Chair of MSCB

1. Aims of this Report

This report aims to achieve the following objectives:

i. To provide a review of safeguarding activity by the MSCB during 2009/2010.

ii. To provide a review of safeguarding activity by individual Board partners of MSCB during 2009/2010.

iii. To set out the strategic aims for the MSCB for 2010/2013.

iv. To set out the specific business plan objectives of the MSCB for 2010 / 2011.

v. To set out the specific safeguarding objectives for individual Board partners for 2010/2011.

2. From Process to Outcomes: Making a Difference

1. The safeguarding of children has been high in national and professional consciousness since the death of Baby Peter in Haringey. Peter’s death and the report of Lord Laming that followed from it have given rise to wide ranging debate, and a number of national initiatives – including the publication in March 2010 of a new Working Together. However, setting aside these developments, evidence from analysis of SCRs, both locally and nationally, highlights continuing concerns about fundamental safeguarding issues.

2.  If, then, we are going to make real progress in safeguarding and promoting the well-being of children, then LSCBs and the individual agencies that make up the Boards, will not be able to carry on doing “business as usual”. There will be a need for all involved to do some things differently: to consolidate and develop what works well, but also to think and act creatively. This will not be easy as it will mean stepping outside of comfort zones.

3. Perhaps the biggest refocusing that needs to take place is a move from process to outcome. If one considers the statutory responsibilities of LSCBs as set out in Working Together, then it is probably fair to say that LSCBs have concentrated on, and been most comfortable with, process type functions e.g. developing procedures, protocols, policies, delivering training programmes. Yet there is another large area of responsibility: “Monitor and evaluate the effectiveness of what is done by the local authority and Board partners individually and collectively to safeguard and promote the welfare of children and advise them on ways to improve” (Working Together, March 2010). The key word here is effectiveness; because this is asking what impact, what difference the activity of Board partners working both singly and collectively (and the Board itself) is making to the lives of children and their families. How are their lives better – in terms of concrete safeguarding and well-being outcomes being achieved?

4. Moving to an outcomes-based approach to safeguarding is not easy. It requires coming at things differently, stepping outside of conceptual boxes, adopting and struggling with new ways of thinking. This it is not something achieved as an event, but rather a journey. But it is the right path to be on: if the safeguarding work that Board partners deliver is making a positive difference to the lives of children, then we need to know and celebrate that, so we can build up models of what good practice looks like (instead of trying to work from deficit models of what has gone wrong); if it is not making a difference then we also need to know that so that it can be replaced by practice that does make a difference.

5. This annual review / business plan is a first tentative step in moving towards an outcomes-based approach. Partner agencies have been asked to report their work and future plans in terms of the outcomes made to children’s / families lives as well as the quality and quality of activity and process. A principle underpinning the framing of the Board’s strategic aims and specific annual objectives is that of making a difference; thus when developing the new learning and development strategy, a key element will be the evaluation of learning and development initiatives in terms of their actual impact on practice, and the difference that practice then makes to the lives of families.

6. This is a first step. The process of developing this report is intended as a learning exercise which will inform the development of the new annual report/business plan required in Working Together for April 2011. Thus year on year, the MSCB and its Board partners will be able to report on an increasing amount of their activity in terms of outcomes achieved. 

  3. Quality Assurance and Complexity

To find out how effective the arrangements and services designed to keep children safe and promote their well-being are, LSCBs and their partner agencies need to have in place fit-for-purpose quality assurance arrangements. What we know from the DCSF analysis of serious case reviews and local analysis is that safeguarding children is a complex business: this is because it is a fundamentally human activity; it involves working with complex individuals and families; and the work is undertaken by human beings and organisations which bring their own complexity. To make sense of what is happening will require an approach to quality assurance that recognises this complexity. This is why the development of a robust quality assurance framework is a key strategic aim. As with outcomes, it is not something that is set in place as an event; rather, it is something that is developed and built on.

4. Learning, Development and Supervision

Safeguarding children is about the management of risk within the context of a range of complex human relationships: relationships between professionals, relationships within families, relationships between professionals and children, relationships between professionals and parents / carers – and the internal relationships that professionals have with their own histories and experiences. If professionals are to be effective in the midst of this complexity they need the support to think clearly and imaginatively. For this reason, learning, development and supervision are key elements of MSCB’s forward planning.  

5. Think Family, Act Family

Children are part of family systems. In the safeguarding arena, as noted above, these are often complex family systems, with a whole range of historic and current factors interacting in a way that is detrimental to the welfare and safety of the children. Therefore, to improve the safety and well-being of children, the needs of the whole family have to be considered and addressed. This means effective partnership working and a shared approach is necessary across adults and children’s services, as well as between different children’s services.  This is particularly important in respect of domestic violence, adult mental ill health, substance misuse and learning disability, and this is why they figure in the MSCB’s strategic planning. The aim is not just to change thinking, but for changed thinking to translate into changed ways of working and improved outcomes. 

6. Vulnerable groups

Within the broad range of children in need, there are some groups of children who are particularly vulnerable. LSCBs have a responsibility to identify who the vulnerable groups are in their area, and to give them particular attention. For example, there are two secure establishments in Medway, and Working Together identifies some of the particular issues which make young people in these establishments vulnerable. Each year, MSCB will focus on a particular vulnerable group to ensure the children’s safety and welfare are being effectively promoted.

David Worlock

Independent Chair

Medway Safeguarding Children Board

Section 2

Review of Safeguarding 2009 / 10 – MSCB
The Role of Medway Safeguarding Children Board (MSCB)
The MSCB was established in April 2006 as the statutory requirement of the Children Act 2004. 

The role and responsibilities of Local Safeguarding Children Boards are outlined in full in Chapter 3 of the key Government guidance document Working Together to Safeguard Children 2006.  The MSCB operates according to this guidance. 

The core objectives of the MSCB are: 

· To coordinate what is done by each agency represented on the Board for the purposes of safeguarding and promoting the welfare of children in Medway

· To ensure the effectiveness of what is done by those agencies for that purpose 

The MSCB seeks to fulfil these objectives by undertaking activity in connection with its core functions, which are as follows: 

· Policies and procedures for safeguarding and promoting the welfare of children in the area are developed.  Including:

· setting out thresholds for service provision for children and young people

· ensuring training is provided to meet local need 

· recruitment, selection and supervision

· investigating allegations against those working with children, 

· ensure the safety and welfare of children who are privately fostered, 

· co-operate with neighbouring authorities

· The need to safeguard children and young people is effectively communicated and that the issue of raising public awareness is effectively addressed

· All agencies involved in the welfare of children and young people participate in the planning and commissioning of services

· The effectiveness of Board partners individually and collectively are monitored and evaluated

· Procedures to ensure a co-ordinated response to unexpected child deaths are developed 

· Information about child deaths is properly collected and evaluated

· Serious Case Reviews are undertaken in line with the requirements of legislation and guidance

Board Structure and Membership
The MSCB is the strategic group that ensures that the safeguarding objectives are coordinated, monitored and effective.  It comprises of senior strategic executive officers of the agencies that make up the Board.  

The MSCB is supported by four subgroups:  

· Policy and Procedures subgroup, 

· Training Subgroup  

· Quality Assurance And Case Review Subgroup (QACR) and
· Business Planning Subgroup

The Board and its associated Groups and subgroups are administered by the MSCB Administrator and supported by the MSCB Manager and MSCB Development Officer.
The approved structure is shown diagrammatically below:
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The roles and responsibilities of the MSCB Subgroups can be found in the MSCB Constitution at www.mscb.org.uk 

Review of Business Plan Objectives 

The MSCB’s 2009/10 Business Plan set out the Board’s core objectives, based upon statutory responsibilities and both local and nationally identified priorities.  These priorities were ordered to reflect the different roles of the Board:

1.  
Promoting best practice and improving safeguarding practice and procedures - this encompasses the statutory functions of:

· Policies and procedures for safeguarding and promoting the welfare of children 

· Agency involvement and participation in the planning and commissioning of services

· Child Death Functions

· Serious Case Review functions

2. 
Quality assurance and scrutiny – this encompasses statutory functions:

· The effectiveness of Board partners individually and collectively are monitored and evaluated

3.  
Local Safeguarding Priorities – encompassing local priorities as identified through case file audits, audits of children subject to Child Protection plans and primary concerns.

These will be considered in turn below.  The Board’s success in meeting its statutory functions is measured by:

· Section 11 audits that demonstrate year-on-year improvements in safeguarding children and promoting their welfare

· The extent to which agencies employ staff/volunteers to work with children utilise safer recruitment strategies to safeguard children and young people.

· The extent to which safeguarding referral procedures are clear, widely understood and consistently used.

· An increase in the number of children, young people and their families who are aware of safeguarding issues and are able to access appropriate and effective support and services.

· An increase in children and young people’s involvement in evaluation of the work of the Board and partner organisations in delivering children’s safety

· A demonstrable improvement in practice as recommendations from any Serious Case and Lessons Learned reviews are implemented.

· A demonstrable improvement in staff skills in areas targeted by the Board’s training programme.

· High levels of commitment and engagement of partner organisations in the work of the Board.

Key Objective 1
 - Improving and Promoting Best Safeguarding  Practice and Procedures

a) Safer Employment and professional standards.

Desired outcome:  Minimising the risk to children from those who work with them

What did we do?  How well did we do it?

During 2009, the MSCB continued to deliver its programme of safer recruitment train the trainer events to ensure that partner agencies had a minimum of one member of their staff group able to deliver training to staff with responsibility for recruitment.  Two events were delivered during the year.  An audit undertaken in September demonstrated that all schools in all sectors in Medway and all statutory partners in the MSCB had at least one member of staff with responsibility for recruiting staff trained in safer recruitment.  Agencies also reported, through the s11 compliance self audit completed towards the end of 2009, that they had implemented safer recruitment policies and procedures, in line with that produced by the MSCB earlier in the year.

Following the launch of the Independent Safeguarding Authority and the new Vetting and Barring Scheme on 12 October 2009, the MSCB delivered 6 practice workshops aimed at raising awareness amongst partners about new statutory requirements which come into effect in summer/autumn 2010.  

These workshops were delivered in conjunction with the Local Safeguarding Adults Board and aimed to deliver core information to 200 members of staff across both the children and vulnerable adult workforce.  

Did we make a difference?

Biannual reports from the Local Authority Designated Officer (LADO) indicate that partner agencies are referring allegations against staff appropriately and in a timely fashion.  Investigations are also being completed within timeframe.  

Further evaluation of the effectiveness of training delivered by the MSCB  will be achieved through follow up telephone appraisals with delegates and their managers as part of a wider programme being rolled out during 2010.  It will be a challenge for the Board to identify indicators that will measure and evaluate the impact that its training has and this will be a task for the training subgroup during the following year.

b)
Child death review processes

Desired outcome:  MSCB is compliant with statutory requirements and multi-agency collaboration reduces preventable child deaths in Medway 
What did we do?  How well did we do it?

Under the Children Act 2004, LSCBs must establish Child Death Overview Panels (CDOPs) which will review the deaths of all Medway children – that is, children normally resident in Medway, regardless of where they died.  The Medway CDOP is now well established and published its first annual report in May 2009, under the Chairship of the Director of Public Health. 
The child death notification process continues to work effectively – notifications are made within good time and with the appropriate information.  This means that families who have suffered a bereavement have received a swift, consistent and coordinated response from the agencies involved.  National statistics published recently suggests that Medway is broadly in line with other regions in terms of the numbers, preventability of and response to child deaths.  In 2010, the CDOP will introduce agreed performance targets which will aim to measure the effectiveness of the Rapid Response and of the Panel itself.
Since April 2009, 21 Medway children have died – 16 of them were expected deaths and 5 were unexpected.  One unexpected death was reviewed statutorily as a serious case review under Chapter 8 of Working Together.  The CDOP, which meets quarterly, has fully reviewed 7 of expected deaths (2 of these were carried over from the previous period), all 5 of the unexpected deaths from this period, and requested further information for 6 deaths.  The Panel will review the remaining 5 child deaths at its meeting in March.  One of these 5 cases gave rise to a serious case review and this will be commented on later in this report.   All but one of the deaths reviewed by the Panel during the year has been judged to have been preventable (as per criteria set out by DCSF) and the vast majority of children who have died expectedly have suffered from long term conditions.  The death that was the exception was a child who died of natural causes (Sudden Infant Death) but there were some views that there may have been “modifiable factors extrinsic to the child” (DCSF definition criteria) which made it potentially preventable.  The CDOP will publish its annual report in line with statutory requirements in May 2010.

The MSCB developed an information leaflet for bereaved families to explain the child death review process.  This is as a response to good practice guidelines to ensure that parents are aware that a process of review is undertaken to learn lessons about each child death in Medway and to make parents aware of support services that are available to them in the local area.  The leaflet has been considered and endorsed by a focus group of parents supported by the Demelza House Hospice to ensure that it is appropriate, meets needs and is fit for purpose.  The leaflet is published on the MSCB website (www.mscb.org.uk)

What difference did we make?

It is difficult to establish what difference the |CDOP has made as the numbers of child deaths that it reviews are too small to facilitate the identification of trends and patterns.  However, the information gathered does feed in to regional and national data and from this, more reliable conclusions can be drawn.

c)
Child Protection Process

Desired Outcome:  processes are fit for purpose and promoting positive outcomes for vulnerable children

What did we do?  How well did we do it?

Following the death in 2008 of Peter Connolly (Baby P), the Government announced its intention to review safeguarding practice, policy and procedures.  Lord Laming published his report, “The Protection of Children in England: A Progress Report” in early 2009 and all of the recommendations made, were accepted by the Government.  In mid March 2010, the government will publish a statement which will reflect on the impact that this has made.

Following the publication of Lord Laming’s report, the MSCB commissioned the Council, police and NHS Medway to conduct self audits against the Laming recommendations.  
During the latter part of 2009, the MSCB Quality Assurance & Case Review Subgroup also undertook an audit of partner’s compliance with s11 of the Children Act 2004.

The returns from both audits highlighted similar strengths and good practice and also similar areas for development.  These are considered in more detail under section 4 below.  However, common areas for development were identified as follows:

1) The consistent implementation and use of the Common Assessment Framework (CAF) by local agencies;

2) The need for improved information sharing, management oversight and case supervision;

3) Consistent application and clarity of threshold criteria across al agencies;

4) Improved and systematic engagement and involvement of children, young people and their families in service planning and development;

5) Improved attendance at Child Protection Conferences;

6) Improved multi-agency safeguarding training which reflects workforce needs; 

7) Consistent implementation of safer recruitment methods.

The independent Ingson Review commissioned by the Board at the end of 2008 to look at the quality of child protection activity in Medway for children under five, completed in January 2009, made some recommendations to improve practice which have been implemented and overseen by the MSCB through the 2009/10 Business Plan.  The Board has received regular qualitative reports from the Quality Assurance and Case Review (QACR) subgroup which has shown that significant progress has been made against its recommendations which covered improvements in the process and administration of and multi-agency preparation for Child Protection Conferences and improvements in the numbers of social workers reports available to Child Protection Conferences that have been shared with parents/carers prior to the conference.  

A consultant was commissioned to undertake a review of the RAISE system, which contains the records of all children and young people known to Children’s Care, in order to make it more efficient and useful to staff and more able to produce performance data.  Work is on-going to implement specific recommendations which relate to:

· the format of key documents required for the Child Protection Conference process to ensure that they are outcome focussed and that action plans and objectives are SMART (Specific, Measurable, Achievable, Realistic and Timed)

· improvements to the quality of data inputting

· the quality of management information that can be drawn from the database.

The Policy and Procedure subgroup has started to review the contents of the Kent and Medway Safeguarding Children Procedures 2007 that will be updated and a second edition published in the final quarter of this financial year.  However, publication is being delayed until after the new national statutory guidance “Working Together” is issued in March 2010.  This will be a joint venture between the LSCBs in both Kent and Medway and will ensure consistency in policy and practice across the area.
What difference did we make?

Improvements in processes provide a proxy measure to show the impact that this has had.  Improvements in the ways that Child Protection Conferences are managed means that appropriate information is shared by professionals who are most closely involved with families and that quality decisions can be reached by the Child Protection Conference and its constituent members, as well as senior officer from other statutory partners.

Improvements in the attendance of primary healthcare practitioners, including health visitors and midwives, at pre-birth Child Protection strategy meetings and Child Protection Conferences have meant that key professionals have been able to share information and expertise at an early stage in planning for children both ante- and post-natally. The reflection of children’s views, wishes and feelings are now a requirement of every social work report to CPCs and this is monitored by the Quality Assurance reports provided by the MSCB Manager on a month on month basis and reported to the Director for Children’s Services. 

Information about good and best practice and gaps in practice are fed to senior managers across the Board’s representation to promote accountability and drive practice standards.  

d)
Serious Case Reviews (SCRs) and Lessons Learned Reviews (LLRs)

Desired Outcome:  SCR and LLR recommendations are effectively implemented to improve child safety, with reviews completed within time and judged to be of good quality.

What did we do?  How well did we do it?

LSCBs undertake serious case reviews when a child dies, or suffers serious harm and abuse or neglect are known or suspected to be a factor in the death.  This is to ascertain whether there are any lessons to be learned about the ways in which organisations work together to safeguard and promote the welfare of children. 

Following the publication of new Chapter 8 guidance on how SCRs should be undertaken, the MSCB is re-writing its own local practice guidance which will be published later in 2010.  To accompany this, the MSCB is planning to deliver a series of SCR train the trainer events
The Board completed its first SCR in July and this was judged by Ofsted to be “good”.  In line with good practice guidelines, the SCR was chaired and authored independently.  In March 2010, the MSCB will hold a “lessons learned” session for members of the Board, the Panel and IMR authors to discuss what worked well and how the process may be improved in the future. 

The MSCB has started another SCR and commissioned an independent chair and overview author and aims to complete this review in July 2010.

What difference did we make?

The single agency action plans which underpin the recommendations and which were also submitted to Ofsted for judgement, have been reviewed by the Board in order that progress is monitored.  The MSCB also monitors the implementation of its own action plan through the QACR subgroup.  As a result of this action plan, improvements have been made to the Child and Adolescent Mental Health Services (CAMHS) and waiting lists have been shortened.  Children are seen by the Child and Adolescent Support Team (CAST) within 10 days of a referral being made. 

The National Safeguarding Delivery Unit are currently working on a number of projects which link to a number of issues raised by the SCR – for example, information sharing between adults and children's services, referral practices by all agencies and the Think Family programme.  The newly revised Working Together 2010 which is due for publication in mid-March 2010, emphasises issues relating to undertaking assessments in complex circumstances; giving greater weight to Domestic Abuse, parental substance misuse and adult mental health issues.  The work of the Board in the coming year will be focussed upon these national developments.

e) Multi-agency training and workforce development

Desired outcome:  the children’s workforce is knowledgeable and provides high quality services and practice across all sectors

What did we do?  How well did we do it?

The Board has robust links with the Children’s Workforce Development Group (part of the Children’s Trust). Work has begun to explore whether greater synergy between the multi agency training provided by the Trust and the Board can be achieved.  In 2009, the Board reviewed and approved the e-learning Child Protection training that is about to be rolled out across the Trust partners by the Children’s Workforce Development (CWD) group.

In the period 2009/10, 617 staff from local agencies attended a multi-agency training course delivered by the MSCB on subjects such as basic and advanced Child Protection issues and responses, domestic abuse, sex offending behaviour, neglect and communicating and engaging with children.  This compares with 375 staff attending such a course during the previous 12 month period and illustrates how efforts to raise the profile of the Board and its multi-agency training programme have increased demand and confidence in the MSCB training offer.

Delegates that attended training events were from all of the statutory partners, the voluntary sector and a number of local agencies such as Home Start Medway, Kent Fire and Rescue Service, Kent Association for the Blind, NSPCC and independent nursery staff.

What difference did we make?

The Board is working with partners to develop ways in which it can better evaluate the impact that such training has upon improving practice and consequently improving outcomes for children.  The Training subgroup are taking this forward and members are embarking upon a programme of telephone interviewing delegates and their managers to evaluate the changes that attendance at such training events has brought to practice and staff confidence.
f) Communication and engagement

Desired outcomes:
i) the voice of children and young people is listened to, their views inform decision making and policy and practice are improved

ii) MSCB has a high profile across all partner agency’s staff 
What did we do?  How well did we do it?

The content on the MSCB website has been reviewed and updated to reflect the ever changing context of safeguarding and Child Protection.  Work will begin in 2010 to generate child focussed content, working with young people to design the web pages for young people.  This will ensure that it is accessible and relevant to children and young people.

The MSCB website has recorded a similar number of hits as the previous year, more than half of which came via direct traffic (ie not via a search engine or from a link from a partner’s website).  This demonstrates that efforts to publicise the MSCB and raise its profile have had some success.

The Kent & Medway Safeguarding Children procedures were downloaded 26,969 times between 1 April 2009 and 4 March 2010, compared to 11,974 the previous year.  During 2009, a children’s version of the procedures, designed by children and young people, were published and distributed to all year 6 pupils in Medway.  This was part of the MSCB’s plan to ensure that children and young people were consulted with and contributed to making the Safeguarding procedures more accessible and to ensure that children and young people knew where to go if they were concerned about themselves or their friends/peers.

In January 2009, new Child Protection posters were published by the Board to further raise the Board’s profile and were distributed to schools, libraries and GP surgeries across the area.

In November 2009, a panel of children and young people were engaged in the recruitment and appointment of the new MSCB Independent chair.  The appointment made was the children and young people panel’s first choice. 

What difference did we make?

As part of the workplan for the Board in 2010/2011, a feedback process will be developed to provide information from children and young people and their families about how effective they feel the Board is achieving its objectives to engage with them and raising it’s profile in Medway.

Key Objective 2:  
Quality Assurance and Scrutiny

a) Monitoring effectiveness of safeguarding policy and practice

Desired Outcome: MSCB drives an improvement in practice which leads to improved safety for Medway’s most vulnerable children and young people 

What did we do?  How well did we do it?

Work has continued during the period to develop a quality assurance framework to demonstrate specifically how partners and the MSCB work together to improve outcomes for children.  In August, it was agreed that this would be scoped by the QACR Subgroup and a member of staff was seconded from Kent Police to undertake this piece of work and reported to the QACR subgroup in November.

It has been agreed that the MSCB QA framework will be based upon an analysis of the following elements:
1. Needs

2. Outcomes

3. Views of service users

4. Views of staff

5. Feedback from other agencies

6. Direct quality assurance (audits, observation etc.)

7. Quantitative data set (e.g. performance, budgetary, staffing, training etc)

8. Research / good practice basis for services / arrangements.

Based upon an Outcomes Based Accountability (OBA) approach, the Board will set in place an integrated safeguarding and quality assurance framework which will set out what each agency has achieved against its desired outcomes and the impact that this has had at a performance and a population level.
The case file audit group continues to meet monthly and feeds in to the QA process.  This group has highlighted the need for reports to CPCs to include family compositions, chronologies and genograms to ensure all relevant information is available to address risks to children.  

The Board has, during the year, received reports and updates from both the Child and Family Court Advisory and Support Service (CAFCASS) and Her Majesty’s Youth Offending Institution (HMYOI) Cookham Wood following their inadequate inspection judgements given last year.  This has allowed the Board to scrutinise improvement plans and assure itself that appropriate action is being taken, whilst providing guidance and support about how outcomes may be achieved.  The initial plan from the HMYOI Cookham Wood demonstrated how improvements were being made in the training of staff who had limited previous experience in the juvenile secure estate, having made the transition from working in the adult sector and the new Governing Governor reported progress and improvements that have been made in December 2009.  MSCB personnel are invited by both secure establishments to scrutinise monthly safeguarding data presentations which include safeguarding information about restraints, complaints, Child Protection referrals, bullying and incidents of suicide and self harm.  

CAFCASS also reported in December and have been judged to be “adequate” shortly after their previous report.  

What difference does it make?

The work of the Case File Audit Group has provided a proxy measure to demonstrate the Board’s effectiveness in that formal records of supervision are now monitored across services, which ensures management oversight of Child Protection cases.  This work will be developed upon in the 2010/11 workplan.

The scrutiny of safeguarding data by MSCB staff has been commented on in both Ofsted reports as examples of positive practice.

b) Section 11 audits

Desired Outcome:  all partners demonstrate compliance with s11 requirements

What did we do?  How well did we do it?

Generally, s11 audit returns showed that all partners are compliant with the requirements of section 11.  However, there were a number of development areas that were common to a number of agencies. These were in relation to:

Standard 2 - “A clear statement of the agency’s responsibility towards children is available to all staff”.  Most agencies made reference in their audit response to having an agreed statement about safeguarding in a specific child-related section of their organisation, but that there was no “golden thread” of safeguarding children across all sections and departments.
Standard 4 - “Service development takes account of the need to safeguard and promote welfare and is informed, where appropriate, by the views of children and families”.  It is clear that most agencies do not have formal and systematic mechanisms in place to support the feedback and consultation with children, young people and their families in service planning processes.
Standard 6 - “Recruitment, vetting procedures and allegations against staff”.  This appears to be an area of weakness in a number of organisations whose staff are not aware of safer recruitment policies and procedures that in place and do not have staff who have undertaken relevant training.  Whilst the MSCB is able to show that partner agencies all have staff who have been trained in safer recruitment, it would appear that the learning is not being cascaded through out the organisations
Standard 7 - “Inter-agency working”.  It is clear that a significant number of agencies are either not using the Common Assessment Framework (CAF) or do not have any confidence in the CAF process or in the information sharing process
What difference did we make?

The MSCB will be using the findings from these self-audits to form the thematic basis of business planning for 2010/11.  This will allow the Board to set objectives and indicators to improve outcomes in the coming year.

c) Safe people and Safe Places

Desired outcomes:  Children in Medway are resilient, have positive self esteem and know what to do if they feel unsafe

What did we do?  How well did we do it?

During the year, the MSCB has considered 37 applications for licences.  All applications were approved within timescale by the Board manager, on behalf of the Board and no objections were raised.  The MSCB is the responsible authority for ensuring the statutory requirement for applications to demonstrate that children will be appropriately safeguarded in licensed premises. This is a small but very important part of the Board staff team’s responsibilities and provides a strategic link with the Board’s overall objectives focussing on safeguarding children in the community. 

The Board has promoted its e-safety objective throughout the year and delivered two workshops to 25 parents and staff at schools and also 45 staff based at Medway Council’s HQ, Gun Wharf during September, in order to target parents employed and based at the Council offices.  This supports the work of Medway Council’s e-safety officer who has provided workshops to an additional and parents at approximately 10 local schools.  The Board has an e-safety officer, in line with national best practice recommendations and, it has become apparent, that the MSCB’s e-safety strategy is ahead of some of its regional peers in its implementation.  The MSCB publication, “E-safety:  Helping your children use the internet safely” has been in such high demand, it will be refreshed and republished in 2010. 

The Board has issued “Frequently Asked Questions” information sheets for parents and carers, published guidance booklets and provided training to children, parents/carers and teachers in conjunction with the Child Exploitation & Online Protection Service, Kent Police and Medway Council.  Training is also being rolled out to looked after children and their carers who have received laptops and mobile internet access “dongles” as part of the Home Access initiative rollout for looked after children at Key Stage 4.  All of these events have been positively received, evaluated and more events have been requested.  

Parents, carers and children and young people have all reported finding the booklets and workshops helpful.

What difference did it make?

There are two specific examples of how this work by the MSCB has made a difference.  Firstly, the mother of a teenage child with some learning difficulties who was demonstrating highly sexualised behaviour, discovered that her child was being groomed online by someone using a chartroom after she attended an e-safety workshop and began to monitor her child’s usage of the internet.

A second child who was looked after by the local authority was found by his carers to be putting himself at risk by putting personal information on an open profile on Facebook which allowed him to be traced by his father, a violent perpetrator of domestic abuse.  The child’s carers had also attended an e-safety workshop. 
d)
Private fostering

Desired Outcome:  Private fostering arrangements are strengthened through coordination and effective implementation of statutory guidance

What did we do?  How well did we do it?

The QACR subgroup has received biannual reports from Medway Council’s Adoption Team Manager who has responsibility for ensuring that private Fostering arrangements are appropriately managed in line with statutory requirements.  Children living in private foster arrangements have the same rights to protection and access to services as children living within their family home.  By law, the local authority muct be informed where such arrnagements are in place, ie that a child is being cared for by someone other than their parents or iimmediate family by private arrangments.  The local authority has a responsibility to visit and make enquiries to ensure that children are safe and being adequately and appropriately cared for and ensure that the young person’s wishes and feelings are listened to, and where appropriate, offer advice and support.

The MSCB has supported the awareness raising campaign that Medway Council has in place through explaining requirements on its website and signposting potential enquiries through links on its webpages.  

During the period (and up to 31 January 2010), 22 enquiries were made, of which 16 resulted in assessments of the child’s circumstances to be undertaken.  The remaining 6 were deemed not to be private fostering arrangements.

Did we make a difference?
It is difficult to assess whether the MSCB has made a difference.  Reporting processes are in place and the Board has satisfied itself that the service is responding to referrals within appropriate timescales.  However, an accurate picture of the number of private fostering arrangements in Medway is reliant upon the right information being made available to professionals and carers who report such arrangements. 

e)
Governance and QA

Desired outcomes:  the MSCB is accountable, representative and has a positive impact in promoting outcomes for children and young people 

What did we do?  How well did we do it?

In December 2009, the Board appointed a new Independent Chair.  The MSCB worked closely with the Kent Safeguarding Children Board (KSCB) to secure a joint appointment for both Boards to foster and support continuity in practice and policy across the area and maintain appropriate accountability.

In line with requirements of the Laming recommendations referred to above, the MSCB has secured membership of the Lead Member and will look to recruit lay members when Working Together is published in March 2010 and this becomes a statutory requirement.  The MSCB Chair is a member of the Children’s Trust Board.  The relationship between the Board and the newly established Children’s Trust has been outlined in a position statement agreed by both bodies and will form part of the new MSCB Constitution which will be published following the publication of Working Together.

The MSCB Chair meets regularly with both the Director of Children’s Services, to whom he is directly accountable, and the Lead Member.

The Board’s membership has been stable during the period and attendance is regularly monitored.  This shows that the Board is representative, reflecting not only its statutory membership requirements, but also the constitution of the Medway community.  Details of membership and attendance are appended at ****.  The Board has met on a monthly basis since the publication of the Laming Report to allow for the Board to scrutinise and monitor the progress of the different audits and assessments that have been undertaken during the year, such as the Ingson report and the self audit against the Laming report’s recommendations.  The frequency of meetings will, during the ensuing year, reduce.

As part of the Board’s governance arrangements, the Independent Chair of MSCB presents progress reports to Medway Council’s Overview and Scrutiny Committee twice a year to enable elected Members to scrutinise performance and to hold the Chair to account for the work of the Board.  The MSCB chair presented reports in July and December 2010.

The importance of robust and regular overview of the MSCB’s work by elected Members is consistent with best practice identified in the ‘Safeguarding Children – Third Joint Inspectors’ Report on Arrangements to Safeguard Children 2008’ and reinforced by the Government’s response to the recommendations made in the Laming Report.

Did we make a difference?

The Board has been able to ensure that it has an accurate picture of the safeguarding in Medway at both an individual agency and a holistic level.  It will be well placed to make a statement about the difference that this has made to outcomes for children in 2010 when it agrees some indicators for assessing its objectives against.  Furthermore, it will be able to ensure and evidence that it has operated effectively during the year.  Whilst attendance and membership are stable, the Board will need to measure the contribution that partners make when they attend and the work that they undertake which inputs to achieve the desired outcomes.

Key Objective 3
Local Safeguarding Priorities
a)
Domestic abuse and violence

Desired outcomes:  
What did we do?  How well did we do it?

This section requires further work. The MSCB remains committed to its objectives relating to the impact of domestic abuse and the needs of other vulnerable children.  A programme to promote awareness of domestic abuse is currently being rolled out through education representatives on the Board supported by training that has been delivered throughout the year to staff across all agencies via the Kent and Medway Domestic Violence Strategy Group and the Board’s own training programme.  
b) Neglect

Desired Outcomes:

What did we do?  How well did we do it?

The MSCB is currently involved in regional research and practice development projects with Government Office South East in relation to the neglect of children.  In Medway, neglect accounts for more than 60% of children being subject to Child Protection plans.  This is in line with findings across the region as well as nationally and is cited in recent research as being a primary cause of child deaths in the UK.  This work will be completed in 2010.

The Board commissioned bespoke multi-agency training on neglect, intervention and preventative practice in September 2010.  The Board aims to run this training twice a year in order to raise awareness and improve practice to prevent the longer term effects upon children’s welfare and their ability to achieve positive outcomes.  Twenty five practitioners, managers and strategic personnel from all agencies attended this training which was very positively evaluated.  The training materials will be used to create practitioner guide during the next period.
Did we make a difference?
In the next period, the MSCB will develop the way it evaluates the impact on practice of the training that it delivers.  This evaluation will consider whether staff feel more confident in recognising, assessing and working with neglect as well as considering whether children and young people and their families feel that interventions have been helpful.

Section 3

Review of Safeguarding 2009 / 2010 – Partner Agencies

3.1  The Medway Health Economy

	3.1.1  NHS Medway
	

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	1. A number of audits undertaken across the  health economy throughout 2009  

· Section11

· Care Quality Commission Review of Safeguarding

· Strategic Health Authority Self Assessment 

· Independent audit of Laming Recommendations

2. Recruitment of a Named GP for Safeguarding children. 

3. Review of the Child & Adolescent Mental Health Service (CAHMS) 

4. Safeguarding and protecting children training offered to independent Practitioners, GPs & Dentists.

Data base set up to monitor GPs attendance at safeguarding training.


	1. Action Plan in place which  incorporates the out comes of all audits within  the three main Providers i.e. Medway Community Healthcare,  Medway Foundation Trust and Kent & Medway Partnership Trust.

 Action Plan is reviewed monthly by NHS  Medway health economy committee to monitor compliance.

Main findings of audit were around:

Commonly related Processes, Multiagency Interactions,

Information sharing and Workforce issues.

Across the health economy 90% of eligible staff have been trained at level 1. 

100% increase in ability of systems to evidence work in relation to allegations against staff.

2. GP appointed and working for one session a week

3.  Referral route into service streamlined via one point of entry for both CAMHS & Child & Adolescent Support Service (CAST).   Professionals have a simple referral process and a  consultation  process which means  children and young people are  seen as appropriate.  

4. Training delivered on mental health issues in young people and safeguarding to 98 out of 175  GPs and their practice staff in response to a Serious Case review.

 Out of the 67 practices 6 individual General Practices have received safeguarding training in their own surgeries.  GPs continue to attend  single & multi agency training. A data base is now in place to monitor levels of training so figures will be available later in the year.

There are  approximately 350 independent dental staff and a training event was delivered to 120 staff at one event. Dental staff are now seeking advice to safeguard children.

	
	3. Is anyone better off? (Outcome)

	
	1. Delivery of the health economy action plan and that  systems are in place to safeguard children across the health economy.   

2.  GPs will be better supported within their own discipline.  As the named GP is newly in post it is too early to evidence this.

3.Contact from professionals has doubled since this referral route was  simplified.  Since October 20009 140 referrals were made to the service. Due to the simplified referral process parents learn earlier the outcome of referrals. As a result 90 children seen by CAST for support, 20 children referred onto CAHMS where there is currently no waiting list. The other children were signposted to other services as appropriate.

4. Safeguarding issues identified earlier and referrals made where appropriate. Currently evidence is not available.


	   3.1.2  Medway Community Healthcare
	

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	1. Family Nurse Partnership (FNP), part of a national programme, established.  Programme pro-actively offered to all first time young parents who meet the criteria i.e. aged 19 and under.  

2.Health staff within Children’s services teams trained to use the Solihull Approach Programme, the aim of which is to provide a shared language across professionals working with families and young people.

3.Post natal mental health of mothers  assessed through two core contacts by Health Visitors at 6-8 weeks and 3 months.  Post natal depression support group run as a pilot in Sure Start Area.

4. Domestic violence asked about at all initial assessments of new families.  Training around  Multi Agency Risk Assessment Conference (MARAC) process delivered to children services.

5. Stronger supervision arrangements in place for children’s services where they have children on a CP plan. 

6. Implementation of safeguarding supervision to the Children’s   therapy team.(formerly CDC)

7. Professional links for Safeguarding children and adults  to aid the Safeguarding Team (child and adult) in protecting both vulnerable adults and children from harm, recruited across the 42 services within Medway Community Healthcare. 
	1.Team of Family Nurses recruited, 64 young mothers enrolled and receiving a service from the FNP.  There is earlier intervention in vulnerable families.  Young parents were  involved in appointment  interviews for family nurses and supervisors. FNP team can evidence that  Mothers were offered the programme early in their pregnancy and once enrolled up to the child’s second birthday.

2. 51 Staff within Children’s services teams trained to recognise the lack of  reciprocity, early intervention and earlier referral to specialist services when required.  This is  evidenced in the number of children being referred to CAST as staff are recognising issues at an early stage.

3. In the Sure Start Area 8 Mothers attended the post natal support  pilot group.

4.  Medway Community Health care represented at Multi Agency Risk Assessment Conference (MARAC) to highlight cases of DV.  Cases referred  by health have risen from 0 to 6.3% . 

5. 97- 100%  of staff who have children with a Child protection Plan receive supervision bi monthly.  

6. 100% of Staff within the Children’s Therapy team attended supervision.

 7. Links in place for 40 services.   Supported via leads for safeguarding children & adults by quarterly meetings.

	
	3. Is anyone better off? (Outcome)

3.Professionals who ran the group can evidence that 87% of mothers who attended felt supported and had an improvement in levels of depression. Parents report, and workers observe, that children appear more settled and demonstrate higher levels of emotional well-being.

5. 100% of staff receiving supervision reported they felt well supported.



	3.1.3 Kent and Medway NHS and Social Care   Partnership Trust.
	

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	1a) Establishment of Executive and Operational Safeguarding Structure (Head of Safeguarding and Named Professionals)
	1a) Improved representation and attendance by Trust personnel at MSCB and its’ subgroups.  

	1b) Improved records of training received by staff.
	1b) By centralising/standardising the training record database there has been an 80% increase in ability to monitor (on a quarterly basis) and act upon, uptake of mandatory training requirements that directly impact on widest range of staff groups awareness levels/actions to take to safeguard children and young people.    

	
	

	1c) Increased safer recruitment structure/policy development established in preparation for CQC/ISA requirements.
	1c) Establishment of clear structure for managers/HR team to deal with allegations against staff and take appropriate actions that will be required under the new (for health services) regulatory processes. 100% increase in ability of Trust systems to evidence work in relation to allegations against staff

	
	

	1d) Embedded the recording of child welfare/protection needs in Adult Mental Health assessment processes for adults with child care responsibilities (CPA 4 doc)
	1d) October 2009- All clinicians/practitioners advised/updated that CPA 4 docs assessment of child welfare/protection needs must be completed and acted upon as indicated.

	
	

	
	3. Is anyone better off? (Outcome)

	
	1a) 75% increase in Board and external assurance/governance for the (specific) safeguarding agenda.

	
	

	
	1b) Increased contacts to Trust Named Professionals and children social services by Trust practitioners (awaiting stats).

	
	

	
	1c) Implemented with full effect from January 2010. First quarter monitoring available from April 2010.

	
	

	
	 1d) Full audit to be completed to evidence improved direct safeguarding of individual users.

	3.1.4  Medway NHS Foundation Trust 
	

	1. How much did we do? 
	2. How well did we do it? 

	This year has seen a significant focus on audit activity within the Trust, undertaken between February and November 2009. These were 

initiated by 

· South East Coast Strategic Health Authority 

· Healthcare Commission (now care Quality Commission) 

· Kent Safeguarding Children Board Section 11 Audit

· NHS Medway led Local Health Economy Audit 

· MSCB Section 11 Audit including staff survey 

In July 2009 inspectors from the newly formed Care Quality Commission visited the Trust to review the evidence folder against which the Trust had declared compliance with Core Standard 2: Safeguarding Children. The outcome of their assessment was that the evidence was not adequate in demonstrating compliance. 

In the same month the CQC published a report on the effectiveness of safeguarding within the NHS and David Nicholson the NHS Chief Exec wrote to all NHS Chairs and CEOs requesting that as a minimum Boards assure themselves that a minimum set of standards were being met. These were set out in the letter and once Boards were assured that they were compliant, a declaration to that effect must be placed on their Trust website. 

As a result of these drivers the focus of the work undertaken by the Trust this year has been shaped by the need to complete a range of audits and to ensure that sufficient evidence of robust safeguarding arrangements was in place. 

Alongside this there has been measurable increases to Trust capacity for safeguarding namely 

· Appointment of a full time Band 7 trainer 

· Appointment of a full time Band 7 Named Midwife 

· Protection of 2 x 4hour sessions per week for Named Doctor 

· Preparation of >10 additional supervisors 

· Participation of 2 named professionals on regional leadership programme

· Appointment of Looked After Children ( LAC) nurses team 
	All audits were completed as requested. The outcome of this work has helped shape the strategy and structure for delivering future improvements to the capacity and capability of the Trust for safeguarding children. A strategic steering group has been in place since Summer 2009 and there are a number of work-streams with leads to take forward the work programme. 

Evidence of training numbers was an area in which we were found inadequate by the external inspection. This has now been addressed with a review of training needs, formulation of a training strategy and a database created incorporating staff from all departments in the Trust where children access services. By March 31 2010 >90% of eligible staff will have completed training at minimum of level 1 

Evidence of protected time and clear role definition for Named Doctor was another area where we lacked evidence of compliance and this is now addressed. 

There is wider understanding and ownership of all CQC standards across the organisation. 

The six key standards identified in David Nicholson’s letter related to 

· CRB checks

· Child protection policies and systems

· Training 

· Designated and Named Professionals

· Executive Leadership

· Board Assurance and Overview 

This work has been completed and the declaration placed on the website on 1 March 2010. 

There is evidence that responsibilities for safeguarding children are now shared across the organisation and not seen solely as those of the Children’s Directorate. There is increased Board focus and better understanding of the complexity of safeguarding issues within the NHS. 

An event to be held at Medway Maritime Hospital on 19 March 2009 will complete the programme of awareness raising for this year. 

Improved focus on ensuring attendance at case conferences by midwifery representatives has come about following the appointment of the Named Midwife and initiating of a monitoring system. 

Overall attendance at initial conferences increased in 2009 to 74% from 51% in 2008 and for review conferences this went to 60% from 56% in 2008. 

Having appropriate agency representation at conference results in better outcome for the child. 

There has been positive feedback from LA partners regarding quality of the reports for cases, particularly coming from the Paediatric Ward. 

Significant improvements have been made in completing individual health plans for LAC as a result of increased capacity of health team. This was an issue against which Medway was failing in a previous LA inspection. We have been meeting the target whereby 84% of assessments are completed and plans returned to LA within 6 weeks. 

We hope that audit activity in the coming year will be focused on identifying and capturing further case examples to demonstrate good outcomes in order to support wider, ongoing learning across the organisation. 



	
	3. Is anyone better off? (Outcome)

	
	There is evidence of effective risk assessment outside of the Paediatric Department. An example of this can be evidenced in a SCR undertaken by Kent SCB. Although the incident in question took place in 2007 it does demonstrate the knowledge and skill of staff working in a theatre environment to identify CP risk to a child and follow up appropriately. 

Following purchase of a colposcope, all sexually abused children requiring a medical examination now have video evidence of the examination. This is the gold standard as advised by the Royal College of Paediatrics and Child Health, and prevents the children having to undergo a second examination if a second opinion is requested by the Courts. 

The expansion of the safeguarding team has resulted in more training being made available to staff in the Trust. This raised awareness has resulted in more staff working outside of the children areas making contact for advice and support. The number of staff contacting the named professionals within the Trust has doubled in the past 6 months. The areas involved are the day unit, outpatients, vision screening and some of the adult areas. Within the adult the areas there have been requests for support and advice around domestic violence, and in one case support for a single mother who had an acute illness and needed help with her child at home. A particularly good piece of work was highlighted when a young man of 25 attended the A&E department after an episode of self harming. He was admitted to the observation ward where he disclosed he worked in a school and had feelings for children. Staff knew who to contact and in following up the case it was found that the school also had concerns about his mental health, and a meeting was held where it was discovered he was known to the mental health team. The team was contacted and he was removed from working with children.

There are standards to be attained in Emergency Departments as outlined by the Clinical Effectiveness Committee of the College of Emergency Medicine. Two of these involved safeguarding children. 

· 95% of children who have attended more than 3 times in the past year with different conditions should be notified to the community health visiting team or social work team within 5 days of attendance- The Trust average score was 99%

· 95% of patients < 16years of age presenting to ED should be notified to GP and community health visiting team or school nursing team within 5 days- The Trust average score was 94% for Health Visitors and 90% for school nurses 

 This audit was undertaken in the A&E department between the 1st September 2009 and the 30th November 2009.




3.2  HMYOI Cookham Wood 

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	1. Implementations of the HMIP Action Plan recommendations have been achieved and are on going. The HMIP inspection took place between 2-6 February 2009. The inspectors found that many of the establishments local policies and procedures were not yet embedded, nor had staff and young person relationships developed. The inspection highlighted that young people felt unsafe and that measures that were in place to tackle bullying were wanting. Across the safeguarding agenda, information and data analysis did not take place, nor was it shared. This hindered the indemnification of risk and misinformed measure to address risks. Against the healthy prisons test, the inspectors found that safety was categorised as 2- Not performing sufficiently well.

Of the 211 recommendations, 39 related specifically to safeguarding.

Main Safeguarding findings:-

( Over complicated policy documents.

( A lack of management oversight within safeguarding.

( Procedures that were weak, complicated and not   embedded.

( No means or structure for collating, analysing and identifying trends from data across the safeguarding agenda.

( Poor attendance to Safeguarding meetings, lack of Young Person Involvement.

( Poor relationships between Staff and Young People.

( Good referral processes with regard to Child Protection Issues.

( In most cases the referrals were timely and quickly acted upon.

( Where appropriate, internal investigations had taken place.

2. Introduction of data analysis and recording to identify risks and threats to the safety of young people through trend analysis.

3. Improvement to our processes to challenge, manage and change anti social behaviour within our young people.

4. Improvements in the identification and management of those young people who have demonstrated risk of self harm or acts of self harm.

5.  Reduction in the occurrences of incidents having to be resolved by intervention using force.
	1. The HMIP action plan was apportioned to functional leads and agreed actions time bound for implementation.

2. The safeguarding manger introduced Exell spread sheets collating data across the safeguarding agenda which allowed comparative analysis and indentified risk factors and groups.  This information is shared by practitioners to help inform practice and develop strategy. The collation and analysis of data has helped develop and inform strategy and practice, which has added to delivery and achievements above

3. Changes to the identification of those exhibiting anti social behaviour has been introduced along with greater consistency in the assessment of A.S.B. Structured care planning has been put in place for individual young people to help them address and change their behaviour.  

4. The Suicide and self harm prevention coordinator has introduced processes to ensure that all children identified as being at risk are appropriately assessed and supported in the early stages. This is then galvanised by individual and appropriate care planning with the agreement to of the young person. This care plan is multi agency and closely monitored and reviewed through to delivery. On going and continued support is put in place for the child even after the risk has diminished.

5. The establishment of a weekly use of force meeting where all uses of force are reviewed and practice is informed through feed back, adjustments in training delivery to meet specific local issues and trends. Recognition of best practice and areas for development are discussed and agreed action points implemented. 

	
	3. Is anyone better off? (Outcome)

	
	1. Statistical data clearly demonstrates that there are significant reductions across the safeguarding agenda areas of concern and risk (Self Harm, Child Protection & Violence Reduction). The evidence shows real progress in ensuring a safer environment for young people, staff and visitors to Cookham Wood. 

Quarterly Totals (Inclusive months)

Acts of Self harm

Assaults

Fights

Use of Force

Child Protection Referrals

Feb – Apr 09

75

60

35

167

17

May – Jul 09

34 

29

44

95

8

Aug – Oct 09

28

49

61

89

6

Nov09 – Jan 10

16

16

29

88

2

2. There have been clear reductions in the acts of violence and bullying within the population, making young people feel safer and giving growing confidence in the processes and procedures. 

Quarterly Totals (Inclusive months)

Assaults

Fights

Use of Force

Feb – Apr 09

60

35

167

May – Jul 09

29

44

95

Aug – Oct 09

49

61

89

Nov09 – Jan 10

16

29

88

3. There have been clear reductions in the acts of self harm and an increase in the identification and management of those at risk within the population, making young people feel safer and giving growing confidence in the processes and procedures. The trend analysis shows correlation between increases in acts of violence and the acts of self harm, similarly reductions in violence reflect in a reduction of self harm.  

Quarterly Totals (Inclusive months)

Acts of Self harm

Feb – Apr 09

75

May – Jul 09

34 

Aug – Oct 09

28

Nov09 – Jan 10

16

4. Clear reductions in the incidents where force is used have reduced, which has positively impacted on young person and staff injuries. The increased use of de-escalation techniques along with improved staff and young person relationships has clearly benefited both staff and young people.  

Quarterly Totals (Inclusive months)

Use of Force

Feb – Apr 09

167

May – Jul 09

95

Aug – Oct 09

89

Nov09 – Jan 10

88




3.3  Medway STC

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	· All staff (240) have received safeguarding training within the Centre, whether it be initial, second level refresher or an introduction.  This includes all care staff, teachers, nurses, youth offending services, Facilities and catering.

· All incidents of self harm are assessed and risk management plans are considered.

· All young people involved in assaults and fights are tracked for potential bullying, before a decision is made about a management programme.

· All allegations made against staff are referred to Medway Children’s Services

· All staff at the Centre receive monthly formal supervision, which includes reference to safeguarding.

· All incidents involving restraint are scrutinised by a senior manager the next day including the use of CCTV.


	· This has increased the knowledge of non custodial staff who had not previously received any training on safeguarding.

· Incidents of self harm have reduced and remain low, although this depends on the needs and behaviours of individual young people.

· Only 13% of tracking logs required full anti-bullying programmes in 2009.

· Out of the 34 allegations made in 2009 none led to any further action from police or Children’s Services.

· 98% of planned supervisions took place within timescales.

· Any practice issues were raised through reflective practice and where necessary information shared with Children’s Services for transparency.



	
	3. Is anyone better off? (Outcome)

	
	· Staff are better informed, especially non custody staff, concerning safeguarding issues and practice.

· Less episodes of self harm is positive, serious concerns involve consultation with MH professionals.

· Incidents of bullying are tackled swiftly, supported by the independent advocacy service.

· Transparent reporting of allegations, provides reassurance about safeguarding practices at the Centre and external feedback and scrutiny to young people and their families.

· Improved supervision assists the quality of practice and retention, promoting a more stable environment.

· Incident of restraint followed a reducing trend throughout 2009, aided by close senior management oversight.


3.4  Children and Adults’ Services

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)
	3. Is anyone better off? (Outcome)

	Provided safeguarding services against a background of nationally increased demand:

· Since the 1 April 2009, 2675 children have been referred to children’s care (up 12.5% from the same period last year). 
· In terms of referrals in which CP concerns are identified, there has been a 24% increase in S47 investigations undertaken in the last 6 months compared with the same period a year ago, however comparison over the last full year shows only a 2% increase.
· Since 1 April 2009, 231 CYP have been placed onto child protection plans; 39% more than the same period last year. 
· 12% increase in the number of LAC
	The number receiving an IA with 7 days (NI59) has increased to 78% against the 73% achieved last year.  Referrals leading to an IA have also increased to 59% against the 55% achieved for the same period last year.  The number of unallocated referrals has been maintained at less than 30 at any time within the year.

Of these 239 CYP, 39 (16.8%) had previously been on a plan (NI65). this is above our LAA target of 14% repeat CP plans, however comparison with other authority results confirm the volatile nature of this indicator.  Our combined result for the last 2 financial years is 13.8%, which is below this year's LAA target.

94.7% LAC reviews held on time (NI67)

96% CP conferences held on time (NI66) and 84% CP were quorate.


	

	Review of safeguarding practice to meet statutory requirements and guidance.

· Responded to Lord Laming progress report through a comprehensive audit of practice on child protection and created additional capacity.
· Commissioned two external reviews:

· front line multi-agency practice;

· FASST (family and school support team)

· Undertook ‘deep dive’ into operation of CAF resulting in the establishment of the CAF co-ordinator post and rolling out CAF training:  CAF awareness training 121 delegates; CAF Assessor training  - 100 delegates ;CAF Lead Professional training  - 77 delegates; Elected Members trained to a CAF awareness level
· Undertook ‘deep dive’ into operation of SEN in mainstream schools.  Identified key issues relating to:
· identification
· roles and responsibilities
· transition
· communication with parents, carers and children
· All issues identified tracked in SEN strategy action plan.
· Implemented boundary changes between integrated area teams to balance demand.
· Commissioned Young Lives Foundation to undertake review of satisfaction with LAC reviews.

	Since increasing the children’s social care teams (by 3 senior practitioner, 3 IRO,16 family worker, 1 senior support officer and 5 administrative posts), Core Assessments completed within 35 working days (NI 60) has increased from a pre-change average for the financial year of 65% to a post-change average of 82%.  However, the overall NI 60 result for the current financial year is currently 70% against our LAA target of 79%.

7.2% increase in the number of Social Workers in the IATs since the changes to establishment and the concurrent re-grading of social worker staff was performed.  

201 CAF’s have been received since Jan 2009. Currently we have 18 CAF Champions across agencies. 

Balancing case loads and pressure across IATs has led to an equitable service by all IATs in terms of assessment capability for children and families

Unannounced inspection took place in January 2010 and identified no priority areas for development.  We were already self aware of all areas identified for development and have action plans in place.
	Since 1 April 2009, our work with these CYP and their families have reduced concerns to the extent that 160 CYP have been taken off of their CP plan with support continuing at CiN level via the FASST teams.  Of these 160 plans, only 7 (4.4%) of these plans were in place for longer than ideal resolution period of 2 years (NI 64), well below the England average of 6% for this NI.

Medway continues to achieve amongst the highest national results for placement stability in both NI61 and NI62.

CYP from Young Lives Foundation report that they are largely happy with the way LACR are chaired but suggest improvements to process which will be carried forward in 2010 service planning

	Worked with schools to develop safeguarding practice to meet statutory requirements and guidance.

· Monitored the outcome of Ofsted inspections.

· Commissioned child protection and safer recruitment training: 520 staff attended safeguarding training events:  40 of these received safer recruitment training;  213 designated child protection staff were trained. 212 staff attended child protection awareness training; 14 staff received specialist training on domestic abuse; 41 staff undertook other multi agency training via MSCB courses.

· Completed internal audit on safer recruitment in Medway schools and identified key areas for action, against 

· Risk 1: Insufficient action by the LA to fulfil its statutory responsibilities in preventing unsuitable people being employed in schools; and 

· Risk 2 Insufficient action by schools to prevent unsuitable people gaining access to children.
· System for stranger danger in place.
	Ofsted inspected 23 schools and 72 early years setting and child minders.  One school has been identified as requiring a notice to improve on the safeguarding outcome.  Of the settings and childminding inspections, one setting that is still open has been issued with a notice to improve on the safeguarding outcome.

Judgement satisfactory - against Risk 1, HR has provided comprehensive guidance to schools to ensure headteachers and governors can fulfil their statutory responsibility to carry out appropriate checks when recruiting new staff and ensuring that all people granted access to children have been vetted appropriately, in line with Safeguarding Children legislation and OFSTED inspection requirements.
Judgement insufficient - against Risk 2 - Inconsistent standards were identified at the sample of 11 schools visited, primarily in the following areas: -pre employment checks;, single central record checking records of supply teachers/contractors, CRB disclosure retention. Follow up to address issues required at each school.

	

	Responded to children’s views coming out of the ‘Tell Us’ survey.

· Worked with police to deliver ‘operation staysafe’.

· Appointed anti-bullying co-ordinator.
	Successful partnership work with police, YOT, DAAT, Connexions in operation stay safe with 40 young people returned to their home

14 out of 19 secondary bullying policies reviewed. A higher proportion of children and young people in Medway (17%) feel ‘a bit unsafe’ in the area in which they live compared to the national findings (14%) and Medway’s statistical neighbours (15%); however, there is no real statistical difference once Medway’s context is taken into account (16%).
	Too early to be able to measure reductions in bullying although TellUs data is now more in line with national



	Worked with health to improve the CAMHS services

· Introduction of a single point of access for all Tier 2 and Tier 3 referrals.
· Rollout of Solihull training to 115 members of staff across health, social care and education.

· TaMHS project became operational at the start of the new school year offering a range of therapeutic interventions in Strood and Hoo Primary and Junior Settings.
	NI51 (effectiveness of CAMHS services) increase to 12.

The average number of referrals to the Tier 3 team has reduced from 71 to 31 since the introduction of the single point of entry, suggesting that a more focused and appropriate care pathway to the specialist service.

Health and education professionals have reported improved access to CAMHS services.


	Reduced waiting times for CYP Tier 3 assessments.



	
	
	(Further measures to be developed following agreement of a comprehensive quality assurance framework by the Safeguarding Board)


3.5  CVS Medway

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	Through CWDC Workforce Strategy Partners Programme Contract:

· Delivery of CWDC Core Induction Standards Training to VCO’s

· Delivery of Safeguarding and Child Protection Conference to VCS in Medway 25/3/2010

· Updating of Safeguarding and Child Protection Web Pages 
	· CWDC Training attended by 80 participants from VCO’s over the 4 sessions held in the year.

· Conference previous years attended by 120 representatives from VCO’s. This years conference programme includes workshops on:

E: Safety, Tackling Bullying, Introduction to ContactPoint, Safeguarding and Child Protection Risk Assessments, What to do if you have concerns about a child or young person, and family and young people in conflict. With speeches on Vetting and Barring and the role of the MSCB



	
	3. Is anyone better off? (Outcome)

	
	· Immediate evaluation of CWDC induction training attendees positive and a similar evaluation of the conference will take place. Please see Section 2 for proposals for impact evalution.


3.6  Kent Probation Service

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)



	Example 1: Kent Probation in partnership, with St Giles Trust has delivered 12 Integrated Domestic Abuse Programmes (IDAP) across Kent and Medway. The programme continues to be delivered. Victims of the perpetrators attending the programme are offered contact from Kent probations Women Safety workers.

Example 2: Kent probation in partnership with the St Giles Trust deliver a Children and Families Project (CAFÉ), often referred to as an intensive floating support project to work with vulnerable and marginalised offenders and their families. The aims of the project are;

· To support parents who are offenders, in their parental role

· To enable offenders to develop and  sustain the relationship within the family and

· To prevent future intergenerational offending. 
	Example 1: 56 Domestic Abuse perpetrators ( including 13 from Medway) have completed the IDAP programme during the business year April09 to March10 

Example 2: This project achieved 130  open cases across Kent and Medway. Kent County Council supports 80% of the project costs.

Kent Probation supports the Medway element by 100%.

	
	3. Is anyone better off? (Outcome)



	
	Example 1: A minimum of  56 direct victims and their children have been made safer through the perpetrators completing the programme either as a sentence of the court or as a licence condition.

Example 2 Across Kent and Medway 159 children were assisted by this project in the current year.                  

Case Sample: TW – This woman was referred by a domestic violence project, with serious parenting issues, alcohol abuse and a continuing relationship with her violent ex-partner.  Her 3 youngest children were subject to an interim care order, but living with TW’s mother.  The CAFÉ worker attended a Family Group Conference meeting with TW, just to offer personal support, and helped her apply for an injunction against her ex-partner.  She also researched local support networks which might be helpful and liaised with the local council over repairs to the house following a domestic incident.  TW appreciates the options her CAFÉ worker identifies for her, without giving advice, which she describes as empowering.  She believes that the consistency and reliability of support from the CAFÉ worker has made her stronger.  She has attended “core groups” run by the Social Services team, and a “Braveheart” group for victims of domestic violence and has stopped drinking.




3.7  CAFCASS

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	1]. Four Family Court Advisers appointed in 2009

2]Four Family Support Workers recruited in2009

3]Established Intake and Safeguarding service for public and private law

4]Established computer links to police for safeguarding checks

5]Implemented Parenting Information Programme

  
	1]Backlog of children awaiting service eradicated.100%of children now receive a service according to the President’s Interim Guidance and Cafcass operating priorities.

2]80%allocation of Family Assistance Orders within 2 days of Court Orders.40 children allocated to FSW’s with shared case plans

3]100% risk assessment of Court applications. All court applications risk assessed and prioritised  for action according to safeguarding concerns

4]70% increase in return of completed police checks within two days

5]All Kent Courts now using PIP as a Contact Direction-

	
	3. Is anyone better off? (Outcome)

	
	1]30% of children report feeling safer as a result of Cafcass allocation.

2]20% of children report  contact with non resident parent improved after FAO and allocation of Family Support Worker

3]20% increase in children having safeguarding concerns identified and referred to the local authority

4]70 %o f children have safeguarding concerns identified within two days of application.

5]30% of children report their parent’s attendance at the Parenting Information Programme has improved contact handovers. 




3.8  Kent Police    

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	a. Implemented DASH (Domestic Abuse Stalking Harassment & HBV) risk assessment tool

b. New Child Protection Policy Introduced 

c. Roll out of MARAC (Multi Agency Risk Assessment Conference) to all BCU’s

d. Introduction of ACPO minimum standards for Protecting Vulnerable People (PVP) as part of protective services

e. Increase in number of cases detected involving offences of Child Exploitation On-Line

f. Compliance with MAPPA guidance on home visits to registered sex offenders

g. Risk Management plans for registered sex offenders to be published with 24 hours
	1) 1842 officers trained in DASH with implementation to all areas by the 31st March 2010 on schedule.

2) Policy completely re-written to fall in line with ACPO guidance.

3) Co-ordinators sourced for all MARACs and all up and running before September 2009 ahead of Force Policing Plan target of March 2010

4) 84.5% compliance against a Force Policing Plan target of 80%

5) 36 cases detected to end of Jan 2010 against a target of 25 in Specialist Operations Policing Plan.

6) Target of 85% compliance against arrangements exceeded with 114% compliance to date

7) 99.6% of all plans published within 24hrs



	
	3. Is anyone better off? (Outcome)

	
	1) Evaluation of North Kent has demonstrated an increased awareness of Police Protection. In period October to current date, 11 children have been taken into Police Protection. In the same period before the training only 2 children had been subject to Police Protection.

2) Kent Police response to investigating child abuse in line with National Best practice as identified by HMIC.

3) 476 cases heard to the end of Jan 2010 involving 697 children. A repeat victim rate of 6.83% and no domestic homicides from any case assessed.

4) Increased capability, capacity and flexibility to deal with incidents of child abuse.

5) 45 children referred to Social Services as a direct result of this pro-active policing.

6) Registered Sex Offenders recalled to prison due to breach of conditions

7) All partner agencies clear of the plan to protect the public from Registered sex offenders being managed at Level II and III of MAPPA




3.9  Youth Offending Team

	1. How much did we do? (Quantity)
	2. How well did we do it? (Quality)

	h. Five Parenting programmes delivered using Triple P Model.

i. Reduction in first time entrants to youth justice system

j. Appointed a temporary YOT worker

k. 100% screening for addictions use.

l. Five group work programmes delivered using “Smart thinking” programme.

m. Appointed specialist resettlement worker.

n. Speech and Language therapy, bought in from PCT.


	1. 85% completion on courses ran, successfully combined both compulsory parenting Orders and voluntary intervention.

2. Exceeded target set by GOSE for reduction of first time entrants resulting in a 9.4% reduction against previous year, i.e. 150 less children in the system! Work of YOT prevention officer, YISP and active diversion.

3. Allowed reduction in case loads for all practitioners resulting from long term sickness effecting two senior staff members.

4. Use of ASSET YOT screening tool and DUST screening tool to determine those young people who would benefit from an intervention.

5. High completion rates 75% and high levels of engagement by high risk and vulnerable young people. Able to gain an understanding of consequential thinking.

6. Able to support young people returning into community from custody and reduce risk of return to custody, six young people.

7. To date six young people assessed for speech and langue difficulties.

	
	3. Is anyone better off? (Outcome)

	
	1. Parents feel better supported in dealing with problematic young people, have formed new supportive friendships within group. Reductions in re-offending by children of target group. This is evidenced through both follow up visits to participants by the parenting officer and post course evaluation. Re-offending rates are recoded via the processes for monitoring NI 19 within the Local area Agreement.

2. Less young people are in the system, therefore are not subject to risk and vulnerability factors. The YOT were set a target of achieving 514 new entrants to the youth justice system the estimated year-end total is 480.
3. This briefing space has allowed practitioners to concentrate on getting assessments right and identifying young people for appropriate levels of intervention and services, thereby reducing both risk and vulnerability. 

4. During current year around forty young people reefed on for addictions treatment as a result of comprehensive assessment. Reduction s in harm and vulnerability within those young people who have successfully engaged. Outcomes are measured and recorded by Kent Council for Addictions, who submit data to the Medway DAT.

5. Reduction in seriousness and frequency of offending by a significant number of those taking part in-group work programme. Increased levels of confidence and self-esteem. This is measured by assessment at the end of the ten-week course by the facilitators.

6. At  least one very high-risk individual has been successfully supported in the community, who on previous occasions would have been returned to custody!

7. Two young people successfully diverted away from youth justice system to more appropriate services as a result of this service.


Section 4

Safeguarding Activity and Performance Information

Quantitative data about the age and gender of children subject to Child Protection plans shows that most are aged 0-5 years and that this has remained unchanged over the past 2 years.  The data also shows that the vast majority of children are made subject to plans under the categories of neglect although the second most frequent category in 2008/9 was physical harm, registrations for emotional harm have dramatically increased in 2009/10.  Tables 1 and 2 below show the numbers of children subject to Child Protection plans in Medway 2008-2010 by age and category.  

1.)
Children Subject to Child Protection Conferences

Table 1
Child Protection list as at 31.03.09 by age, gender and category

	CP list as at 31/03/09
	0-5
	6-10
	11-15
	16+
	Grand Total

	Reason for CP plan
	F
	M
	U/K
	Total
	F
	M
	Total
	F
	M
	Total
	F
	M
	Total
	

	Neglect
	21
	30
	2
	53
	6
	15
	21
	6
	18
	24
	0
	2
	2
	100

	Emotional Abuse
	9
	4
	0
	13
	2
	6
	8
	2
	2
	4
	1
	0
	1
	26

	Sexual Abuse
	7
	4
	0
	11
	5
	3
	8
	2
	8
	10
	0
	0
	0
	29

	Physical Abuse
	6
	7
	1
	14
	0
	0
	0
	0
	2
	2
	0
	0
	0
	16

	Grand Total
	43
	45
	3
	91
	13
	24
	37
	10
	30
	40
	1
	2
	3
	171


Table 2
Child Protection list as at 17.03.10 by age, gender and category

	CP list as at 17/03/10
	0-5
	6-10
	11-15
	16+
	Grand Total

	Reason for CP plan
	F
	M
	U/K
	Total
	F
	M
	Total
	F
	M
	Total
	F
	M
	Total
	

	Neglect
	38
	29
	1
	68
	8
	16
	24
	7
	10
	17
	1
	3
	4
	113

	Emotional Abuse
	14
	17
	0
	31
	10
	9
	19
	6
	8
	14
	0
	0
	0
	64

	Sexual Abuse
	8
	5
	0
	13
	5
	3
	8
	8
	3
	11
	0
	0
	0
	32

	Physical Abuse
	7
	6
	0
	13
	3
	4
	7
	1
	1
	2
	1
	 
	1
	23

	Grand Total
	67
	57
	1
	125
	26
	33
	59
	22
	22
	44
	2
	3
	5
	232


Table 3
Primary cause for concern resulting in CP Conferences 2008/09

QA data gathered by Medway Council’s Children’ Independent Safeguarding & Review Service also shows that parental substance misuse (alcohol and drugs) and domestic violence are the main causes for children to be made subject of CP plans during 2008-10.  

	 
	Apr-08
	May-08
	Jun-08
	Jul-08
	Aug-08
	Sep-08
	Oct-08
	Nov-08
	Dec-08
	Jan-09
	Feb-09
	Mar-09
	Total
	%

	No Conferences
	37
	30
	34
	38
	22
	36
	26
	40
	25
	27
	34
	31
	380
	 

	Alcohol Misuse
	2
	5
	5
	3
	2
	9
	4
	6
	7
	9
	2
	6
	60
	15.8

	Drug Misuse
	4
	6
	6
	11
	6
	8
	11
	8
	5
	6
	8
	12
	91
	23.9

	Learning Difficulties
	3
	7
	8
	11
	7
	9
	3
	9
	3
	1
	3
	4
	68
	17.9

	Mental Illness
	2
	6
	5
	5
	6
	4
	2
	7
	2
	4
	5
	4
	52
	13.7

	Physical Disability
	1
	0
	0
	0
	0
	2
	1
	1
	0
	0
	0
	1
	6
	1.6

	Chronic Illness
	0
	1
	0
	2
	1
	0
	0
	1
	2
	0
	0
	1
	8
	2.1

	Lone Parent
	2
	10
	10
	11
	6
	9
	6
	0
	0
	0
	0
	2
	56
	14.7

	Domestic Violence
	8
	9
	12
	7
	6
	13
	10
	11
	9
	9
	10
	11
	115
	30.3

	Unacceptable Physical Standards
	0
	0
	0
	0
	0
	0
	0
	8
	6
	12
	6
	8
	40
	10.5

	Other
	0
	0
	9
	9
	5
	13
	5
	0
	0
	0
	0
	0
	41
	10.8

	Other generally relates to: Vulnerable care leaver, Sexual behaviour/abuse and Poor hygiene within the home.

	 
	Apr-09
	May-09
	Jun-09
	Jul-09
	Aug-09
	Sep-09
	Oct-09
	Nov-09
	Dec-09
	Total
	%

	Number of Conferences
	38
	29
	37
	48
	24
	40
	43
	47
	27
	333
	 

	Alcohol Misuse
	13
	6
	12
	7
	10
	7
	6
	19
	8
	88
	26.4

	Drug Misuse
	5
	4
	12
	10
	3
	8
	12
	10
	9
	73
	21.9

	Learning Difficulties
	6
	3
	4
	8
	2
	6
	3
	6
	3
	41
	12.3

	Mental Illness
	5
	6
	5
	7
	4
	7
	5
	10
	4
	53
	15.9

	Physical Disability
	3
	0
	2
	0
	1
	0
	0
	2
	0
	8
	2.4

	Chronic Illness
	2
	1
	1
	3
	1
	0
	0
	0
	0
	8
	2.4

	Lone Parent
	0
	0
	0
	0
	0
	0
	1
	0
	0
	1
	0.3

	Domestic Violence
	16
	14
	13
	16
	9
	15
	14
	24
	12
	133
	39.9


However, whilst this may help us to understand the rates of CP plans under the criteria of emotional abuse and neglect, what the data does not include is any reflection of how children become subject to CP plans under the category of sexual abuse.  These rates are somewhat higher in Medway than other areas, which may be an indication of enhanced awareness and assessment amongst the multi-agency professionals and the positive benefit of the training provided by the Board.

Table 4
Reasons for Child Protection Plan (excluding other LA) and length of CP plan

	
	Length of plan
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	Emotional Abuse
	00-06 months
	41
	48
	47
	53
	52
	54
	32
	25
	27
	23
	20
	

	
	06-12 months
	5
	6
	7
	6
	8
	15
	32
	27
	26
	28
	32
	

	
	12-18 months
	3
	3
	5
	4
	3
	2
	2
	3
	4
	5
	5
	

	
	18-24 months
	1
	
	
	1
	2
	2
	2
	2
	3
	
	
	

	
	24-36 months
	
	1
	1
	1
	1
	
	
	
	
	
	
	

	
	36-48 months
	
	
	
	
	
	
	
	
	
	
	
	

	
	48+ months
	
	
	
	
	
	
	
	
	
	
	
	

	
	TOTAL
	50
	58
	60
	65
	66
	73
	68
	57
	60
	56
	57
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Neglect
	00-06 months
	52
	47
	50
	62
	66
	54
	50
	60
	58
	55
	51
	

	
	06-12 months
	31
	32
	26
	23
	25
	34
	34
	32
	36
	51
	54
	

	
	12-18 months
	16
	17
	18
	14
	16
	14
	17
	16
	15
	14
	14
	

	
	18-24 months
	6
	4
	2
	1
	1
	5
	6
	6
	7
	7
	7
	

	
	24-36 months
	1
	5
	4
	4
	4
	3
	3
	4
	4
	4
	2
	

	
	36-48 months
	
	
	
	
	
	
	
	
	
	
	
	

	
	48+ months
	
	
	
	
	
	
	
	
	
	
	
	

	
	TOTAL
	106
	105
	100
	104
	112
	110
	110
	118
	120
	131
	128
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Physical Abuse
	00-06 months
	7
	7
	6
	8
	9
	16
	15
	17
	20
	19
	19
	

	
	06-12 months
	4
	4
	5
	4
	4
	5
	4
	4
	3
	5
	7
	

	
	12-18 months
	1
	1
	1
	1
	
	1
	1
	1
	2
	1
	1
	

	
	18-24 months
	
	
	
	
	1
	1
	1
	1
	1
	1
	
	

	
	24-36 months
	
	
	
	
	
	
	
	
	
	
	
	

	
	36-48 months
	
	
	
	
	
	
	
	
	
	
	
	

	
	48+ months
	
	
	
	
	
	
	
	
	
	
	
	

	
	TOTAL
	12
	12
	12
	13
	14
	23
	21
	23
	26
	26
	27
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Sexual Abuse
	00-06 months
	14
	6
	4
	6
	7
	14
	19
	20
	23
	21
	18
	

	
	06-12 months
	7
	16
	12
	12
	10
	8
	8
	4
	3
	
	4
	

	
	12-18 months
	
	
	
	
	
	2
	2
	6
	7
	6
	6
	

	
	18-24 months
	
	
	
	
	
	
	
	
	
	
	
	

	
	24-36 months
	
	
	
	
	
	
	
	
	
	
	
	

	
	36-48 months
	1
	1
	1
	1
	1
	1
	
	
	
	
	
	

	
	48+ months
	
	
	
	
	
	
	1
	1
	1
	1
	1
	

	
	TOTAL
	22
	23
	17
	19
	18
	25
	30
	31
	34
	28
	29
	


Table 5
Performance against NI 64:  CP Plans lasting 2 years or more and NI 65:  CP Re-registrations

	Child Protection
	Target
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	YTD1

	NI64: CP Plans lasting 2 years or more
	<10%
	10%
	0%
	6%
	0%
	0%
	12%
	0%
	0%
	0%
	0%
	13%
	
	4%

	NI65: CP Re-registrations
	<14%

(LAA)
	18%
	19%
	13%
	40%
	20%
	8%
	18%
	14%
	31%
	0%
	0%
	
	17%

	NI67: CP reviews on time

	100%
	94%
	95%
	96%
	
	96%


NI64 measures the percentage of children ceasing to be the subject of a Child Protection Plan during the year ending 31 March, who had been the subject of a Child Protection Plan continuously for two years or longer.  Performance against it is well under target, but it would be useful to consider how many children in Medway who are currently subject to a plan have had it in place for 2 years or more

NI65 measures the percentage of children who became subject to a Child Protection Plan at any time during the year, who had previously been the subject of a Child Protection Plan, or on the Child Protection Register of that council, regardless of how long ago that was. Medwayhas failed to meet the target set.  Analysis by Medway Council Children’s Care of re-registrations has shown that there is no evidence to date to suggest that children are removed from plans prematurely or that decision-making regarding plan closure was overly optimistic or flawed.  This has been a concern in the past when SCRs and LLRs undertaken in Medway have highlighted some flawed decision making in CP Conferences in 2005 and 2007.  An audit by Children’s Care of the cases completed in the 3rd quarter of 2009 showed that the children and young people continued to be supported as children in need for an average of 8 months after they ceased to be subject to a CP plan.  The length of time between plans ranged from 12 months to 4 years with an average time between plans of 23 months.  Re-registration triggers have commonly been due to changes in external circumstances for the family such as people being released from prison, new partners, and development or re-occurrence of mental health problems.  Comparisons with other authorities has shown this is a particularly volatile indicator.  17.8% of children becoming subject to a plan for a second time represents 38 children since 1 April 2009.

Table 6
Initial Child Protection Conferences 2006 – 2010
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2)
Referrals made to Children’s Care

Table 7 
Patterns of referral to Children’s Care


[image: image4.wmf]Number of Referrals

160

210

260

310

2007

190

289

294

287

230

201

259

212

168

2008

246

270

238

204

182

249

236

188

256

259

240

264

2009

298

211

262

205

252

292

297

244

299

295

299

235

2010

257

Jan

Feb

Mar

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec


At present, we do not analyse the reason for referrals but we will, in the future record the primary reason for referral and the agency making the referral.The reasons for referrals into Children’s Care is not a variable that is well collected at present as the database provides a vast list of poorly targeted options.  However, Medway Council has provided some analysis of the referral data for the 9 months 1 April – 31 December 2009.  This shows that 17.5% (272) of children and young people referred had another referral within the previous 12 months.  This can be broken down into 14.3% (222) had 1 previous referral, 2.6% (41) had 2 previous referrals and 0.6% (9) had 3 previous referrals.  No clients had 4 or more.  Table 8 below expands this analysis further.

Table 8
Repeat referrals
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 Table 9
Referrals by Duty Team in Children’s Services
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Please note that boundaries were changed in November 2009 to support staff in the Chatham Integrated Area Team with the high number of referrals to that team and the higher level of deprivation in the community.

3.)
Children Subject to Child Protection investigations

Table 10
S47 Child Protection investigations instigated by month
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This table shows how many s47 Child Protection investigation were started during each month and should be viewed in relation to the number of Initial CP Conference in table 6 above.  What is not currently available is any mapping and analysis of what happened following the conclusion of the s47 investigation for those cases that did not proceed to a CP Conference.  

4.)
Children subject to care proceedings, the Public Law Outline and Private Fostering Arrangements

Table 11
Children in Care Proceedings
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Data regarding the reasons for children coming into care is not readily available for analysis.  

Awaiting data re LAC numbers but, we do know that to date 2009/10 has seen an increase in the numbers of initial LAC Reviews of 25% (which indicates a continuing increase of children coming into care) on the same period last year.  Across all LAC Reviews, there has been an overall increase of 10.5% to date.  

Table 12
Children in Public Law Outline
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There are increasing numbers of children subject to the PLO but little data relating to the length of time that children remain subject to the process and then correlating outcomes.  Furthermore, there are significant numbers of children who are subject to both PLO and CP Conferences but again, this is not currently reported on.

Private Fostering 

Information pertaining to private fostering arrangements from the numbers of enquiries that are made by the public and professionals, the numbers of enquiries that result in assessment and outcomes are all presented on a six monthly basis to the MSCB Quality Assurance and Case Review subgroup.  The tables below provide a breakdown but analysis is not currently available.  Furthermore, reliable data regarding the effectiveness of private fostering arrangements is not yet available.

Table 13 - 14 Private fostering arrangements

a)
Private Fostering Enquiries to Children’s Care

	
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	Potential enquiries
	5
	1
	4
	1
	0
	3
	3
	2
	3
	1
	
	

	Potential enquiries that were assessed
	4
	1
	4
	1
	0
	2
	2
	0
	2
	0
	
	


b)
Children with a private fostering arrangement

	
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar

	Cases at month end
	13
	14
	16
	16
	12
	14
	14
	14
	16
	12
	
	

	New cases
	4
	1
	4
	1
	0
	2
	2
	0
	2
	0
	
	

	Cases closed
	0
	0
	2
	1
	4
	0
	2
	0
	0
	4
	
	


5.)
Allegations Management

Data from the LADO is presented to the Quality Assurance  & Case Review subgroup on a biannual basis.  

Table 15
Allegations Management Referrals by agency

	
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	YTD

	Social Care
	
	1
	1
	
	
	
	1
	
	1
	
	
	
	4

	Health
	
	
	
	
	
	
	
	
	
	
	
	
	

	Education
	
	4
	2
	2
	1
	1
	1
	
	2
	3
	
	
	16

	Foster Carers
	
	1
	3
	1
	2
	2
	3
	2
	2
	
	
	
	16

	Connexions
	
	
	
	
	
	
	
	
	
	
	
	
	

	Police
	
	
	
	
	
	
	
	
	
	
	
	
	

	YOT
	
	
	
	
	
	
	
	
	
	
	
	
	

	Probation
	
	
	
	
	
	
	
	
	
	
	
	
	

	CAFCASS
	
	
	
	1
	
	
	
	
	
	
	
	
	1

	Secure Estate
	5
	8
	4
	5
	4
	9
	2
	1
	2
	1
	
	
	41

	NSPCC
	
	
	
	
	
	
	
	
	
	
	
	
	

	Voluntary Youth Organisations
	
	1
	
	1
	
	1
	1
	
	
	
	
	
	4

	Faith Groups
	
	
	
	
	
	
	
	
	
	
	
	
	

	Armed Forces
	
	
	
	
	
	
	
	
	
	
	
	
	

	Immigration/Asylum Support Services
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	1
	
	1
	1
	
	
	3

	Total
	5
	15
	10
	10
	7
	13
	9
	3
	8
	5
	
	
	85


Table 16
Referrals by category
	
	YEAR TO DATE

	
	Physical*
	Emotional
	Sexual
	Neglect

	Social Care
	2
	
	
	2

	Health
	
	
	
	

	Education
	8 (1)
	
	6
	2

	Foster Carers
	13
	
	3
	

	Connexions
	
	
	
	

	Police
	
	
	
	

	YOT
	
	
	
	

	Probation
	
	
	
	

	CAFCASS
	
	
	1
	

	Secure Estate
	40 (36)
	
	1
	

	NSPCC
	
	
	
	

	Voluntary Youth Organisations
	
	
	4
	

	Faith Groups
	
	
	
	

	Armed Forces
	
	
	
	

	Immigration/Asylum Support Services
	
	
	
	

	Other
	
	
	3
	

	Total
	63 (37)
	0
	18
	4


Table 17
Referrals concluded

	
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	YTD

	1 Month:
	3
	1
	5
	9
	2
	4
	10
	1
	4
	4
	
	
	32

	3 Months:
	4
	6
	7
	2
	1
	4
	5
	1
	4
	1
	
	
	29

	12 Months:
	4
	4
	1
	6
	-
	4
	3
	3
	-
	1
	
	
	20

	More than 12 Months:
	-
	-
	-
	1
	-
	-
	-
	-
	-
	2
	
	
	3

	Total
	11
	11
	13
	18
	3
	12
	17
	5
	8
	8
	
	
	85

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ongoing investigations
	27
	36
	30
	21
	25
	26
	17
	15
	15
	14
	
	
	


Table 18
Referral Outcomes:

NB: more than 1 outcome can come from a single concluded referral.

	
	Apr
	May
	Jun
	Jul
	Aug
	Sep
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	YTD

	No further action after initial consideration
	2
	1
	
	
	
	3
	1
	
	
	
	
	
	7

	Being unfounded
	6
	4
	10
	4
	3
	8
	6
	2
	5
	3
	
	
	51

	Being unsubstantiated
	3
	5
	2
	7
	
	
	8
	1
	2
	4
	
	
	32

	Being malicious
	
	
	
	
	
	2
	
	
	1
	
	
	
	3

	Suspension
	1
	1
	1
	2
	
	
	4
	2
	1
	5
	
	
	17

	Dismissal
	
	
	
	1
	
	
	1
	
	
	1
	
	
	3

	Resignation
	
	
	
	2
	
	
	1
	
	
	1
	
	
	4

	Cessation of use
	
	
	
	
	
	
	1
	
	
	1
	
	
	2

	Section 47 investigation
	7
	8
	11
	12
	3
	9
	17
	5
	8
	8
	
	
	88

	Criminal investigation
	1
	2
	1
	2
	
	
	2
	1
	1
	5
	
	
	15

	Caution
	
	
	
	
	
	
	
	
	
	
	
	
	

	Conviction
	
	
	
	1
	
	
	
	
	
	1
	
	
	2

	Acquittal
	
	
	
	
	
	
	
	
	
	
	
	
	

	Referral to DCSF
	
	
	
	2
	
	
	
	
	
	
	
	
	2

	Inclusion on barred/restricted employment list
	
	
	
	
	
	
	1
	
	
	
	
	
	1

	Referral to regulatory body
	
	
	
	
	
	
	
	
	
	
	
	
	

	Disciplinary Procedures
	
	1
	
	
	
	
	2
	1
	
	
	
	
	4


Section 5

MSCB Strategic Aims and Specific Objectives

	Strategic Aims (2010/2013)
	Specific Objectives (2010/2011)
	Specific Objectives (2011 onwards)

	1. To ensure the effectiveness of the work of local partners to safeguard and promote the welfare of children

· To have in place a robust framework for evaluating the quality and effectiveness of multi-agency and single-agency safeguarding arrangements and, in particular, the impact of these arrangements on outcomes for children and their families.

· The operation of this framework impacts positively on the safety and well-being of children. 


	1. Partner agencies to adopt an agreed quality assurance framework.

2. The particular elements within the framework will be developed year-on-year. In 2010 / 2011 Board partners will:

i. Identify two areas of activity / service where they will measure the outcomes in terms of the well-being of children and/or their families. 

ii. Start to build a picture of safeguarding need in Medway

iii. Introduce agreed and consistent arrangements to systematically collate the views of children and families, feedback from front-line staff and the views of their partner agencies.

iv. Identify relevant quantitative information.

3. Partners will use the information derived

    from the framework to effect change that

    improves outcomes.


	1. Partner agencies to have in place effective direct quality assurance arrangements, including an audit programme, case record auditing etc.

2. Partner agencies able to evidence that these direct quality assurance arrangements result in improved services/practice, and improved outcomes for children / families.



	2. To ensure the co-ordination of local work to safeguard and promote the welfare of children.

· The safeguarding practice, services and arrangements of partner agencies are well co-ordinated and operate an approach which takes into account the whole family (Think Family).

· This co-ordination results in good outcomes for the safety and well-being of children. 
	1. To review the effectiveness of partnership working, services and arrangements in respect of Domestic Violence. The methodology of the review will:

· take account of the inter-relationship of domestic violence with adult mental ill health, learning disability and substance misuse.

· include a locality perspective

· link with the Kent and Medway Adult Safeguarding Board.

2. To initiate a dialogue with the Children’s Trust in respect of the implementation of the CAF, offering constructive challenge and support with the aim of ensuring that the CAF process does deliver improved outcomes for children.

3. To review the effectiveness of information sharing.


	1. To review the effectiveness of partnership working, services and arrangements in respect of either:

i. Parental mental ill health or
ii. Substance misuse or

iii. Parental learning disability.

     The methodology of the review will:

· take account of the inter-relationship between parental mental ill health, domestic violence, adult learning disability and substance misuse.

· include a locality perspective

· link with the Kent and Medway Adult Safeguarding Board.

2. To review the effectiveness of the operation of agreed thresholds for services.




	3. To promote continuous learning and

    development

· Staff in partner agencies (including and MSC Board and Sub group members) are continuously learning and developing their skills and knowledge in respect of safeguarding work, at all levels and in all roles.

· The impact of this learning is reflected in improved outcomes for children and families.
	1. To develop a safeguarding learning and development strategy with clear standards, and clear learning and competence outcomes for staff working in MSCB partner agencies and within contracted services.  This strategy to dovetail with the Kent and Medway Adults’ Safeguarding Board’s learning and development strategy.

2. All partners to have in place a “fit-for-purpose” supervision framework for their agency.


	1. To evaluate the effectiveness of the safeguarding learning and development strategy in terms of practice outcomes for those trained, and the well-being outcomes for children and their families.

2. To evaluate the effectiveness of the supervision frameworks in terms of practice outcomes for those trained, and the well-being outcomes for children and their families.

	4. To promote the well-being of vulnerable groups of children

· The safeguarding needs of particularly vulnerable groups of children and young people in Medway are understood and responded to in a way that improves their well-being and safety. 


	1. The safeguarding needs of children and young people in secure settings are understood and responded to in a way that improves their well-being and safety.

2. To identify other vulnerable groups who should be the focus of attention in future years (these might include, for example, children educated at home, children in PRUs)
	


Section 6

 Single Agency Safeguarding Objectives

6.1  The Medway Health Economy

	6.1.1 NHS MEDWAY
	
	
	

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Audit of GPs use of NICE guidance  around Mental health Issues in young people
	All GPs in Medway 
	Raise awareness of mental health issues and their  impact on children.  
	Young people will be identified earlier and referred appropriately. 

CAMHS and CAST collate information around referrals and outcomes.

	Audit of GPs use of the Toolkit from RCGP
	All GPs in Medway
	Identify gaps to inform practice.

General practices will have leads within their surgeries to help staff identify issue earlier.
	100% of GPs using the toolkit in order to identify safeguarding issues.

100% of practices have leads in place .


	Reinstate a safeguarding network across NHS Medway. 
	Include all named professionals within NHS provider services.
	Sharing of good practice and identify gaps in practice.  Named professional will be supported
	Bimonthly meetings set up and information disseminated.

	Provide safeguarding children awareness sessions for NHS Medway Commissioners via the induction Process. 
	All new staff within commissioning.
	That all staff are aware of safeguarding issues when commissioning a service to ensure safety of children & young people.
	Induction sessions held every three months.

	Meet regularly with MSCB representatives from across all NHS main providers.
	Leads from Medway Community Healthcare, Medway Foundation Trust, Kent and Medway Partnership Trust.
	· That guidance in Working Together to Safeguard Children  in its wider sense is complied with.

· Ensure  objectives as set out in attached plans are implemented.

· That action plans from Serious Case Reviews are progressing within time scales.


	Monitor:

· Uptake of supervision within providers.

· Training levels remain at 100% for eligible staff.

· Action plans completed and lessons learned.



	6.1.2 Medway Community Healthcare
	
	
	

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Recruit and appoint a Specialist Nurse Domestic Violence
	To advise and support practitioners in Medway Community Healthcare.
	Raise awareness of domestic violence and its impact on children.  Better partnership working.  Staff within children and adult services trained and supported  to identify and recognise domestic violence issues.
	Once the practitioner  is in place referrals will be recorded and outcomes monitored.

	Audit of maternal mental health contacts.
	Audit all Health Visitors
	Identify gaps to inform practice
	100% of all mothers have mental health assessments



	Quarterly survey of patients to include Children’s services.
	Sample size to be identified
	Identification of parental satisfaction with service and children’s needs. Service fit for purpose and clear pathways.
	Responses will be analysed and used as part of service improvement.



	6.1.3 Kent and Medway NHS and Social Care Trust
	
	
	

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Work with partner agencies (specifically child social services) and Commissioners to develop enhanced service provision(s) for adults/families with mental health needs, and develop new ways of delivering within resources.
	Maintain strengthening of the recognition of child welfare needs by all adult mental health service practitioners/clinicians.

Establish joint training and operational networks in relation to mental health and safeguarding children/young people’s needs.
	Evidence that improved assessment of child welfare by adult mental health staff leads to earlier interventions/support to adults/children by appropriate agencies that reduces levels of child protection cases

 Improved common “language”/communications and understanding of threshold/criteria definitions between partner agencies.


	All child protection/welfare needs are both recognised, and acted upon, in adult mental health assessment processes, and will be evidenced via an annual audit.

Continuous improvement to effectiveness, of input to the delivery of multi-agency/partnership working by front-line services.

	Embed safeguarding supervision within established policies and processes
	 All Named professionals will access appropriate supervision on a minimum quarterly cycle.

All front-line staff will have a dedicated safeguarding element within their standard clinical/practice supervision. 
	Evidence that Named Professionals are supported in their direct case work and in supporting other Trust practitioners.

Evidence that all front line-staff are supported in their work that involves safeguarding.

Evidence that Practitioners, Named professionals and  Supervisors highlight/escalate any service/process/individual deficits and action onwards appropriately. 
	Named professionals will access specific individual and peer supervision on a (minimum) quarterly basis and “as required”.

Safeguarding will be incorporated as a standard agenda item in all front-line staff supervision.

	User involvement in reviewing assurance of Organisation’s safeguarding activity.
	Engage with CAMHS users forum to determine how they can/want to be involved.
	Evidence of what worked and what needs to change to make children/young people feel safer and supported by Trust services.


	Develop post-abuse assurance checks for completion with/by children/young people.

	Continue refreshing/updating of mandatory awareness training (ie fitness for purpose).
	Level One and Two and refresher workshops.
	All staff working in front-line services will be updated to the appropriate levels required by their role. 


	Meet current and changing developments/directives/legal requirements.

	Continue development of/access to specialist levels of training for child-based services (ie fitness for purpose).
	Prioritised to staff in CAMHS, A&E Liaison Psychiatry, Early Intervention, MIMHS
	All staff working in these services will be as updated (and to appropriate levels) as their role requires.
	Meet current and changing developments/directives/legal requirements.

	6.1.4  Medway NHS FT 
	
	
	

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Implement regular supervision for all professional staff who have CP cases in their caseload 
	63 staff have supervision at least every 2 months  
	Supervision model follows evidence based guidance with good documentation of reflective practice, learning outcomes and decisions 
	Improved risk assessment, information sharing, risk sharing and planning with partners. This will be evidenced through case audit and sharing of these for wider learning 

	Increase initiation of CAF by health professionals 
	Increase by at least 20% during 2010/11 
	Staff confident and competent to initiate CAF and understand concept of lead professional 
	Early identification of difficulties and early planning and intervention to improve lives of children, young people and families. Such improvements will be measured through service user feedback mechanisms and case audit. 

	Ensure internal CP policy and procedure is understood by front line staff 
	Staff particularly in A/E department have sound knowledge of essential elements of policy 
	Staff can identify risks to children and know how to find further information on whether child subject to a CPP and with whom to share concerns during and outside of normal working hours, 
	Audit to be undertaken during 2010 will give assurance that staff understand and follow correct procedure. 

Reduced likelihood of child at risk ‘slipping through the net’ through staff ability to clearly describe/articulate processes. 

	Improve pre-birth assessment and planning 
	All antenatal assessments will identify social risk factors that in some cases may go undetected 
	Ensure information held by GPs is reviewed for all pregnant women. 

Review AN booking questions 
	No hidden risks. Improved care planning between partners where risks are identified. Improved outcomes evidenced through user survey, group sessions and case file audit .


6.2 HMYOI Cookham Wood
	
	
	
	

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	1. Introduce improved quality assurance processes to measure our recognition of risks, vulnerabilities and protective factors attributable to young people, both individually and as groups. 
	During the coming year we will achieve, by implementation, 19 sets of quality assurance processes based on data collation and a further 12 through evidence based practice.
	The quality of the QA process will be measured against our responsibilities to the law, national and local policies and agendas. 
	The QA process will highlight areas in which we are falling short and help inform and develop our practice to best meet our responsibilities to young people.

	2. Improve the skill set of staff working with young people by accessing training available within the community. 
	The appointment of a Children’s Workforce Development Manager, who will sit on the training sub group of the MSCB, will enable us to quantify a level of achievement that is realistic during the next year.   
	The job specification of the workforce development manager includes our commitment and responsibility to deliver and engage in high quality training both internally and externally.
	Progress in the additional skilling of staff to enable them to be better equipped and informed in their management and support of young people. These skill should include:-

1. Greater understanding of the children’s act, section 11 responsibilities in particular.

2. Greater understanding of Child protection issues, procedures and disclosure of abuse.

3. Greater awareness of how to support and manage children who have suffered traumatic events or experiences, bereavement for example.



	3. Improve community and family, where appropriate, involvement in decision making processes to help young people progress whilst in custody and upon release.
	A multi disciplinary and agency approach to ensuring that the best outcomes for the young person are considered and implemented at the earliest and most appropriate stage.
	Through working together we strive to deliver high quality, joined up working to best meet the needs of the young person.
	Through working together we strive to deliver the best outcomes for the young people whilst in custody and in their preparation for release back into the community. Through community and family involvement, the transition from custody to community will be better supported, better planned and less traumatic for the young person.

	4. Improve Section 11 awareness and understanding amongst staff and young people within Cookham Wood, highlighting our corporate, legal and individual responsibilities in relation to maintaining the safety of young people in our care.
	Following our Section 11 audit and self assessment, we have identified areas for development which will be achieved during the next year.
	Increased awareness for all of our staff, young people and visitors to Cookham Wood.
	Greater awareness and understanding of our responsibilities in relation to section 11 and the Children Act in its entirety.  Greater practice understanding will enable us to work more effectively as a youth justice provider in partnership with others. This will deliver better outcomes for young people through effective training planning meetings, delivery of the plans, addressing offending behaviour and the preparation for release. 


6.3 Medway STC

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Reduce the number of incidents involving restraint.
	Improve behaviour management practices in managing the most challenging behaviour through greater scrutiny of practice leading up to incidents and proactive practice.
	Reduce the numbers of restraints by 20% for the year.
	Less restraints means less potential injuries to young people and staff, less allegations and a more positive culture.

	Review of the Incentive Scheme and use of sanctions.
	KPIs set for use of sanctions, increased monitoring of use of sanctions.
	Reduce the use of sanctions by 20% and implement incentive scheme consistent with other STCs.
	Improved effectiveness of use of sanctions and interaction between young people and staff.

Incentive scheme consistent across the 3 Rebound STCs.

	Refresh Safeguarding training with all staff according to role.
	Every member of staff to receive training on safeguarding.
	Training will differentiated according to the role and experience of the member of staff.
	Greater awareness of safeguarding issues and better skilled staff to manage safeguarding needs of young people.


6.4 Medway Council Children’s and Adults’ Services

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Improve safeguarding arrangements in schools


	All schools have robust policies and procedures;

Undertake further course in the autumn/winter for governors on policy making duties with regard to child protection, targeting governors new to the role of child protection or new chairs of governors.
	Staff in schools know when and how to raise concerns regarding safeguarding

All schools and settings achieving at least adequate or better grades for the safeguarding outcome.

Lead on safeguarding appropriately trained.

Governors to feel confident and able to implement schools’ policies on child protection.
	The safe workforce and a reduction in upheld allegations.

Safeguarding concerns are appropriately actioned.

	Work in partnership to implement CAF as an assessment tool for all children who have additional needs
	Increase in quantity of CAF’s


	Agreed thresholds for use of CAFs.

Assessments include a robust analysis, and plans include clear and appropriate objectives.  Risk and protective factors impacting on children’s safety and the welfare are identified well.

Suitably appropriate, clear and agreed thresholds for access to services for children in need are well embedded, understood and implemented across the partnership, which reviews and updates them regular


	The safeguarding and child protection needs of children and young people are identified and responded to effectively and in a timely way.

Establish services to prevent children’s needs escalating and to provide a ‘step down’ service to maintain lower level of needs.



	Ensure all safeguarding practices meet/exceed national requirements by

· Improving quality and timeliness of assessment of and planning for children’s care needs

· Enhancing quality assurance of practice through regular independent review, case file audit, supervision and user feedback

· Reviewing and developing services to support children and young people in care to ensure they have the best chance of independent and positive adulthood.

· Ensuring all child in need, child protection and care plans identify targeted interventions to limit risk and support sustainable family resilience
	NI59 greater than 74%

NI60 greater than 80%

Commission research to evaluate the position of our current 15 year old LAC and the comparative position of our current 19 year olds to identify requirements

All care leavers assessed as requiring our support have an allocated personal advisor.

Improved results for pathway plans in place, care leavers contacted within the last 4 months and care leavers in suitable accommodation

Improvement in ETE for care leavers at all ages.
NI65 (repeat CP) less than 12%

Improvement in % of professionals who attended CP conferences who provide positive feedback about the review process and the way it was chaired. 

Improvement in % of children report satisfaction with CPC process.

Improvement in % of children report satisfaction with LACR process.
	Case file auditing shows quality analysis and evidencing of children and family contribution 

We are collating outcomes from regular file audits.

Staged housing option in place for care leavers.  

Case file auditing shows there is a smooth transition between CP plan intervention and the post CP plan support by the FASST.

Case file auditing shows SMART targets within plans.
	Identify targeted interventions to limit risk.

To be more secured that the services we are providing are in line with our policies and procedures and are focused to achieve the best possible ECM outcomes for our CYP.

Care leavers have the best chance of an independent and positive adulthood.

Improved and sustainable family resilience achieved through minimal interventions.

	Establish an effective multi-agency Preventative Strategy (including the Think Family approach) to drive forward the commissioning and delivery work of the Children’s Trust.
	
	Effective multi-agency preventative strategy is developed.
	Ensure that children and young people with additional needs are identified and supported earlier; preventing escalation to more serious levels of need.


6.5 CVS Medway

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	To evaluate the impact of the 3 year CWDC WSPP (2007/10) on the VCS in Medway
	As many participants in the interventions as possible.
	To be defined
	Report to the MSCB

	To establish further funding to the CWDC WSPP 
	
	
	

	To define VCS engagement with the MSCB reference agency perspective
	
	
	

	To facilitate greater VCS participation in the Sub groups of the MSCB
	
	
	

	To identify, learn from and benchmark with  best practice in terms of VCS engagement with MSC Boards 
	
	
	


6.6 Probation

	
	
	
	

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	1.  Kent Probation will introduce an up to date ‘Kent Probation Safeguarding Children Policy and Guidance’ from the 1.4.2010.  This policy will be reviewed on a yearly basis in line with our Quality Manual 


	 100% of Kent Probation staff are aware of the Safeguarding Policy and their responsibilities within this. 

Kent Probation Senior Management Team will considering the appropriateness of  identifying a Lead manager across the business to champion Safeguarding Children 


	The policy will be introduced to all Kent Probation Staff by way of:

1.  Meetings with managers 

2.   Notice on Kent Probation Intranet system.

3.   Inclusion on Kent Probation Quality Manual which is being developed.
	·   Probation staff will have greater understanding of safeguarding children issues. Evidence of  this will be  reflected in their OASys assessments, risk management plans and sentence  plans.

· During the year 2010.11 Kent Probation will undertake a representative  audit of their case records to see if safeguarding issues have been identified and addressed in order to protect children and adults.

	2.  Kent Probation will raise the profile of the Training available for its staff on  Safeguarding Children.  
	Kent Probation will improve its attendance at Kent and Medway Safeguarding Children Boards training events for those who work with offenders and provide a yearly report outlining the numbers of staff attending identified training.  
	Kent Probation will use its continuous professional development and  supervision processes to ensure 90% of its front line staff have completed the appropriate level of training 

Yearly Personal Performance Development Appraisal, completed on  all staff will reflect individual performance

Kent Probation SMT will decide if it is appropriate to identify a lead person/ middle manager to champion Safeguarding Children in partnership with the Training Department of Kent Probation and the lead ACO.


	· All  offender managers will be expected to evidence  their increased knowledge in protecting the children of offenders they work with through their risk assessments and reviews.

· 90% of Kent Probation staff will have completed  EDUCARE, Online Child Protection Training,    by 31.3.2011. Staff will be expected to evidence their learning in their ongoing risk assessments and through the line management supervision process.  



	Kent Probation works with adult offenders who have been convicted of perpetrating Domestic Abuse on their partners. As this abuse primarily takes place in the home it is probable children are also living there. As Kent Probation works across two Safeguarding Children Areas the audited case files  will reflect this.


	Where Kent Probation offender managers are aware of Domestic Abuse they complete the Spousal Abuse Risk Assessment (SARA). During the year 2010/11 Kent Probation will undertake a random sampling audit of a percentage of offender cases (10% dependant on overall numbers) where SARA was completed and compare against a similar number of non SARA assessed offender cases.


	· Open and transparent audit process involving representatives of partner Safeguarding Children Agencies from across Kent and Medway during the period September to December 2010.

· The Audit document will be prepared to report on the effectiveness of Child focused interventions. 


	· The audit exercise will demonstrate an improvement in staff practice in identifying Safeguarding Children issues(including Hidden Harm) which will benefit children and families of offenders with whom we work.

	Kent Probation to research if its Integrated Case Management records System (ICMS) can be adapted to include names of family members especially children. The Senior Management team will be asked to make a decision regarding any necessary adaptations. 
	Report to the Safeguarding Boards
	None current
	ICMS will identify the names of family members especially children of  offenders we work with. .




6.7 CAFCASS

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	An evidence based assessment of every member of staff,minimum six weekly supervision and annual appraisal
	100%
	All members of staff graded at least satisfactory in relation to diversity
	Measureable improvement in addressing diversity issues for children and their parents.

	Case plans shared with service users in private and public law
	80%
	Case plans rated good because of contribution of service user
	Measureable  involvement of younger and older service users in case planning   

	Listen to ,learn from and involve our service users
	65%
	Overall satisfaction with services as recorded through Hear Now
	Service delivery improved from listening to service users


6.8 Kent Police

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Introduce standardised risk matrix tool for referring cases of domestic abuse that involve children to Children’s Social Services. 
	All cases to be subject to consideration against identified matrix
	90% compliance against matrix
	A process that delivers the same level of service for children in every part of Kent & Medway, that is child focussed.

	Compliance with ACPO Minimum Standards for PVP
	Exceed the Force Policing Plan target of 90% compliance by March 2011
	Exceed the minimum standards that place Kent in the top forces for delivering PVP protective services
	A greater ability to deal with PVP incidents.

	Development of a Child Exploitation On-line risk assessment tool.
	All cases of On-line Child Exploitation to be subject to a risk assessment.
	A tool that identifies children at risk of contact offending.
	A risk assessment tool that is recognised nationally as best practice.


6.9 YOT

	What you intend to do
	The quantity you intend to achieve
	The quality you intend to achieve
	The outcomes you intend to achieve

	Complete a safeguarding audit
	All safeguarding related activities
	Set against HMIP criteria Identify gaps in practice, 
	Vulnerability factors will be spotted at an earlier stage and acted upon, therefore reducing potential harm to young people.

	Review scope of multi agency meetings
	All meetings during a six month period
	Set against established Bench Marks. Increased multi agency buy in
	With all involved agencies informed and engaged in the processes there is less chance of vulnerable young people’s needs and risks being missed and therefore not acted upon.

	Rolling out training program for staff
	All staff within 12 months
	Level of training to reflect degree of interaction and risk levels as appropriate to young people. Motivate and inform practitioners
	By improving awareness and motivation, practitioners will be more confidant to intervene or refer and therefore reduce risk of harm to young people.

	Measure effectiveness of safeguarding assessments through supervision & QA process
	All supervision & review 6 month period 
	Using YJB QA processes. Drive up standards & performance in safeguarding
	Checks and balances to processes will enable supervisors to highlight shortfalls in practitioner practices, with the result lessons learned will result in enhanced levels of practice and less risk to young people.





* A figure in brackets indicates referrals following from a member of staff carrying out an authorised physical intervention or restraint.
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Decisions

				Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar		Ave

		CK		1		2		4		1		7		6		0		1		8		11		41		56		38		0		0		12

		DR		2		2		5		3		3		4		5		5		3		3		4		6		9		4		2		4

		ES		4		9		11		11		5		3		7		6		10		6		19		14		12		1		7		8

		FS		5		4		6		7		9		5		3		2		4		6		10		13		5		6		9		6

		LC		15		15		15		25		19		24		14		11		20		18		32		29		14		19		15		19

		LS		9		10		18		47		38		13		17		9		12		11		30		34		18		12		24		20

		Other		0		0		0		0		0		0		0		0		0		0		0		0		0		14		6		10

		Target		7		7		7		7		7		7		7		7		7		7		7		7		7		7		7		7



&C&14Looked After Children Decision Times Per IRO
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Decisions Total

				Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar		Ave

		CK		1		2		4		1		7		6		0		1		8		11		41		56		38		0		0		12

		DR		2		2		5		3		3		4		5		5		3		3		4		6		9		4		2		4

		ES		4		9		11		11		5		3		7		6		10		6		19		14		12		1		7		8

		FS		5		4		6		7		9		5		3		2		4		6		10		13		5		6		9		6

		LC		15		15		15		25		19		24		14		11		20		18		32		29		14		19		15		19

		LS		9		10		18		47		38		13		17		9		12		11		30		34		18		12		24		20

		Other																												14		6		10

		Ave		6		7		10		16		14		9		8		6		10		9		23		25		16		8		9		12

		Target		7		7		7		7		7		7		7		7		7		7		7		7		7		7		7

		Reviews per month		87		96		69		92		73		95		76		51		77		75		73		87		65		60		108		79
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Reports

				Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar		Ave

		CK		71		86		79		68		54		35		17		1		8		11		41		56		43		0		0		38

		DR		44		44		31		31		30		18		15		20		23		22		35		41		23		0		9		26

		ES		24		39		53		33		35		22		30		26		30		64		70		65		50		40		0		39

		FS		14		9		16		16		17		16		8		6		7		12		11		7		7		7		17		11

		LC		25		17		19		27		22		25		19		12		22		18		32		29		15		20		20		21

		LS		37		28		18		47		44		30		22		20		25		15		37		51		20		22		26		29

		Other																												14		6		10

		Target		21		21		21		21		21		21		21		21		21		21		21		21		21		21		21		21



&C&12Looked After Children Report Times Per IRO
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Reports Total

				Jan		Feb		Mar		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar		Ave

		CK		71		86		79		68		54		35		17		1		8		11		41		56		43		0		0		38

		DR		44		44		31		31		30		18		15		20		23		22		35		41		23		0		9		26

		ES		24		39		53		33		35		22		30		26		30		64		70		65		50		40		0		39

		FS		14		9		16		16		17		16		8		6		7		12		11		7		7		7		17		11

		LC		25		17		19		27		22		25		19		12		22		18		32		29		15		20		20		21

		LS		37		28		18		47		44		30		22		20		25		15		37		51		20		22		26		29

		Other																												14		6		10

		Ave		36		37		36		37		34		24		19		14		19		24		38		42		26		15		11		25

		Target		21		21		21		21		21		21		21		21		21		21		21		21		21		21		21

		Reviews per month		87		96		69		92		73		95		76		51		77		75		73		87		65		60		108		79
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ADQ C63 Participation

				2005/06		2006/07		2007/08		2008/09

		Medway		75		69		77		86

		SN		75		84		90

		England		79		87		91

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10		Yearly Total

		%

		Target >		90		90		90		90		90		90		90		90		90		90		90		90

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		No of Reviews		80		86		74		98		50		88		88		103		85		72

		No of YP aged 4 or over		53		68		49		67		32		64		61		73		68		47

		No of non participation		1		8		4		6		3		14		6		4		5		9

		% of Participation		98		88		92		91		91		78		90		94.5		93		81

		Target		95		95		95		95		95		95		95		95		95		95		95		95
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ADQ NI167 CP Reviews on Time

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0



No of Reviews

No of YP aged 4 or over

No of non participation

% of Participation

Target

%

Participation based on monthly Monitoring Forms

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



ADQ LAC & CP data

				2005/06		2006/07		2007/08		2008/09

		Medway		37		48		91		93

		SN		82		84		88

		England		79		85		90

		LAC on Time

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		1st		90		100		80		100		67		69		100		93		100		93

		2nd		93		100		100		100		100		100		100		100		100		89

		Sub		98		97		94.5		100		100		100		94		99		100		98

		Target>		95		95		95		95		95		95		95		95		95		95		95		95

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		No of Reviews per month		80		86		74		98		50		88		88		103		85		72
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Extra 

				2005/06		2006/07		2007/08		2008/09

		Medway		99.2		98		100		97.6

		SN		99.7		99.2		99.9

		England		99.4		99.5		99.4

		CP on Time

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		1st		100		100		100		79		93		87		75		64		88		75

		2nd		88		100		94		90		100		100		100		100		100		60

		Sub		100		100		100		100		100		100		100		100		100		100

		Target>

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		No of Children per month		86		58		89		92		45		92		81		107		54		74

		No of Conferences per Month		38		29		37		48		24		40		43		47		27		37
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				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		Mother		57		43		54		70		83		56		76		74		73		56

		Father		44		24		47		59.5		69		40		65		63		78		44

		Chair		57		76		70		58		75		58		67		74.5		74		57

		CP longer than 2 years

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		%

		Target >

		PEPS

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		No of PEPs required		44		62		42		65		22		54		41		70		51		31

		No of PEPs in place		27		48		34		35		16		29		31		44		39		24

		No of PEPs seen at review		6		11		11		15		13		9		20		27		27		15

		No of PEPs considered good quality		3		8		4		10		5		8		10		23		26		13

		% of PEPs considered good quality		7		13		9.5		15		23		15		24		33		51		54

		Health Plans

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		%		60		76		83		74		69.5		69		78		74		74		68

		Postponements

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		No of Reviews per month		80		86		74		98		50		88		88		103		85		72

		No of Postponements		24		25		12		18		18		29		23		25		24		15

		%		30		29		16		19		36		33		29		24		28		21

		Consultation Forms

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		Young Person		27.5		42		30		31		26		33		35		29		36		16

		Parents		15		3.5		16		7		6		15		11		10		13		11

		Carer		53		55		58		64		46		54		61		61		66		60

		Inquarote Conferences

				Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09		Nov-09		Dec-09		Jan-10		Feb-10		Mar-10

		No of Conferences		38		29		37		48		24		40		43		47		27		37

		Initals		1		2		0		2		2		2		1		1		1		0

		Reviews		8		4		5		8		1		5		3		3		4		6
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0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		

		CP & AofR Ava

				Mar-09		Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09

		% Care Plans		40		56		40		55		42		75		37

		% Review of Arrangements		82		75		83		80		81		86		79

		No CP & A of R Missing		13		7		6		7		10		1		13

		LAC Postponements

				Mar-09		Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09

		% LACs Postponed		25		30		29		16		19		36		33

		% Postponed by SW		58		25		71		75		38		39		59

		% Postponed by IRO		31		46		17		8		5.5		44		28

		% Postponed by Carer		8		17		12		0		17		11		10

		% Postponed by YP		0		8		0		0		5.5		0		3.5

		Target<%		10		10		10		10		10		10		10

		CP Reports available

				Mar-09		Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09		Oct-09

		% Mother		50		57		43		54		70		83		56

		% Father		55		44		24		47		60		69		40

		% IRO		55		57		76		70		58		75		57.5

		Number not seen by Primay Carer		15		8		12		14		14		1		6

		Health Assessments Undertaken

		% Health Assessments Undertaken
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% Mother

% Father

% IRO

Number not seen by Primay Carer

% / Number

% CP Reports Available to Primary Carer
Number not Available to Primary Carer



		1



% Health Assessments Undertaken

%

1



		LAC

		Postponements

		2009/10		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		%		30		29		16		18		36		33		29		24		24		21

		Reason

		2009/10		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		SW		25		71		75		38		39		59		65		60		50		7

		IRO		46		17		8		6		44		28		4		16		29		27

		F/C/Child/Parent		25		12		0		23		11		13.5		26		16		12.5		19.5

		Care Planning

		2009/10		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Care Plan		56		40		55		42		75		37		57		66		49		57

		Target		70		70		70		70		70		100		95		95		95		95		95		95

		Venue

				Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Home		44		57		47		50		55		38		51		49		37		27.5

		Office		43		34		43		30		35		48		35		35		49		59

		Other		17		9		10		20		10		14		14		16		14		13

		Health

				Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Not Visited Dentist		39		63		31		57		38		64		34		68		35		51

		Not visited Optician		58		52		31		54		25		47		33		38		40		47.5

		Decisions

		2009/10		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Completed		80.0		81.5		84.0		83.5		88.0		87.0		84.0		76.0		69.0		83.0
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Completed Decisions



		All LAC		1st half 08/09		2nd half 08/09		1st half vs 2nd half 08/09						All CP		1st half 08/09		2nd half 08/09		1st half vs 2nd half 08/09

				458		466		1.70%								197		183		-7.00%

				1st half 09/10		1st 08/09 vs 1st 09/10		2nd 08/09 vs 1st 09/10								1st half 09/10		1st 08/09 vs 1st 09/10		2nd 08/09 vs 1st 09/10

				495		7.50%		5.90%								217		9.20%		15.70%

		Initial LAC		1st half 08/09		2nd half 08/09		1st half vs 2nd half 08/09						Initial CP		1st half 08/09		2nd half 08/09		1st half vs 2nd half 08/09

				48		59		18.60%								56		45		-19.60%

				1st half 09/10		1st 08/09 vs 1st 09/10		2nd 08/09 vs 1st 09/10								1st half 09/10		1st 08/09 vs 1st 09/10		2nd 08/09 vs 1st 09/10

				70		31.50%		15.70%								76		26.30%		40.80%

				Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		No of Reviews 08/09		86		73		95		76		51		77		75		73		87		65		60		106

		No Conf 08/09		37		30		34		38		22		36		26		40		25		27		34		31

		No of Reviews 09/10		80		86		74		98		50		88

		No Conf 09/10		38		29		37		48		24		40

				Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		No of initial reviews 08/09		13		7		6		7		7		8		10		3		10		12		11		13

		No initial Conf 08/09		7		10		9		12		10		8		5		11		6		5		6		12

		No of initial reviews 09/10		10		9		5		16		9		16

		No initial Conf 09/10		17		8		5		19		14		15

				Apr-08		May-08		Jun-08		Jul-08		Aug-08		Sep-08		Oct-08		Nov-08		Dec-08		Jan-09		Feb-09		Mar-09		Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09

		No of initial reviews 08 & 09		13		7		6		7		7		8		10		3		10		12		11		13		10		9		5		16		9		16

		No initial Conf 08 & 09		7		10		9		12		10		8		5		11		6		5		6		12		17		8		5		19		14		15

				Apr-08		May-08		Jun-08		Jul-08		Aug-08		Sep-08		Oct-08		Nov-08		Dec-08		Jan-09		Feb-09		Mar-09		Apr-09		May-09		Jun-09		Jul-09		Aug-09		Sep-09

		No of Reviews 08 & 09		86		73		95		76		51		77		75		73		87		65		60		106		80		86		74		98		50		88

		No Conf 08 & 09		37		30		34		38		22		36		26		40		25		27		34		31		38		29		37		48		24		40



&C&"Arial,Bold"&18Percentage increase for both LAC & CP broken down for all work and initials.
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		No of Reviews		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Year 06/07										58		65		91		80		69		70		87		99

		Year 07/08		72		106		67		106		57		75		88		81		70		87		96		69

		Year 08/09		86		73		95		76		51		77		75		73		87		65		60		106		924

		Year 09/10		80		86		74		98		50		88		88		103		85		72						824

		No of Initial Reviews		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Year 06/07										9		13		15		11		10		6		19		17

		Year 07/08		7		19		6		8		10		6		13		23		5		8		16		12

		Year 08/09		13		7		6		7		7		8		10		3		10		12		11		13		107

		Year 09/10		10		9		5		16		9		16		10		14		9		15						113

		No of CP Conferences		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Year 06/07																								31

		Year 07/08		23		32		32		52		31		30		41		26		31		32		27		30

		Year 08/09		37		30		34		38		22		36		26		40		25		27		34		31		380

		Year 09/10		38		29		37		48		24		40		43		47		27		37						370

		No of InitialCP Conferences		Apr		May		Jun		Jul		Aug		Sep		Oct		Nov		Dec		Jan		Feb		Mar

		Year 06/07																								5

		Year 07/08		6		7		12		3		6		9		7		8		6		5		6		6

		Year 08/09		7		10		9		12		10		8		5		11		6		5		6		12		101

		Year 09/10		17		8		5		19		14		15		8		11		8		12						117



&C&"Arial,Bold"&18Percentage increase for both LAC & CP broken down for all work and initials.
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