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Foreword 
 
This is the Annual Report of Shropshire LSCB for the year 2013-2014.  Its purpose is to give an 
account of the activities, development and impact of the Board and its partners in fulfilling their 
statutory responsibility of safeguarding and promoting the welfare of children and young people in 
Shropshire.  It also sets out the areas in which the Board and its partners are facing particular 
challenges and analyses, where appropriate, any weaknesses and their causes. 
 
Rapid change tends to provide a consistent context in which safeguarding children services 
operate. This can occur at a number of levels - political, strategic and operational - and can arise 
from political and organisational change, developments in research and understanding, and 
emerging information about local issues and needs. This requires the LSCB and its partners to be 
both fleet of foot in responding to these contextual changes whilst retaining as much consistency 
as possible in its direct engagement with children, young people and their families. 
 
What has remained consistent over the past year is the determination of all who are engaged with 
Shropshire's LSCB to make a positive difference, to continue to strive to learn, develop and fulfil its 
responsibilities to the highest standard. Partner organisations have shown commitment and 
consistency in their contributions to the Board's work, as well as in their day to day delivery of 
safeguarding services.  
 
What does not change is the need always to listen to what children and young people have to tell 
us about what is important to them, and the commitment and dedication of the children's 
workforce to their tremendously challenging task of safeguarding and promoting the welfare of 
children and young people.   
 
 
 
 
 
Sally Halls 
Independent Chair 
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1. Preface 
 
This is the annual report and work plan for the Shropshire Safeguarding Children Board. It covers 
the reporting period between April 2013 and March 2014 and evaluates the work and impact of 
the Board whilst identifying priority areas of work for the period 2014– 2015. 
 
The chair is required to publish an annual report; this is set out in statute and is most recently 
described in Working Together 2013.  
 
The report has been authored by Sally Halls, Independent Chair, Steve Ladd, SSCB Business 
Manager and Lisa Charles, SSCB Development Officer. 
 
The report is ratified by the Shropshire Safeguarding Children Board and is presented in final 
version to the Chief Executive of the local authority, the Leader of the Council, the local Police and 
Crime Commissioner (PCC) and the chair of the Health and Wellbeing Board.  It will also be 
presented to the Shropshire Children’s Trust.  
 
The annual report is published on the LSCB website, www.safeguardingshropshireschildren.org.uk, 
and is disseminated to partner organisations electronically. Paper copies are not made available.  
 
Any questions relating to the content, publication, sources or accessibility of the report should be 
addressed to: 
 
Steve Ladd 
Business Manager 
Shropshire Safeguarding Children Board 
Mount McKinley 
Anchorage Avenue 
Shrewsbury Business Park 
Shrewsbury 
SY2 6FG 
 
Tel: 01743 254243 
steve.ladd@shropshire.gov.uk 

http://www.safeguardingshropshireschildren.org.uk/
mailto:steve.ladd@shropshire.gov.uk
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2. Executive Summary 
 
This is the annual report for the Shropshire Safeguarding Children Board (SSCB). It covers the 
reporting period between April 2013 and March 2014 and evaluates the work and impact of 
the Board whilst identifying priority areas of work for the period 2014– 2015. 
 
The report sets the local background and context for looking at safeguarding children in 
Shropshire and outlines the core functions of the SSCB in undertaking its safeguarding 
responsibilities.  
 
The business plan for 2013-14 falls into two main sections: the priority areas for improvement 
in services to and outcomes for children; and the development and strengthening of the SSCB, 
including meeting its statutory responsibilities. 
 
The three priority areas for 2013-14 are: 
1. Compromised parenting, to include domestic abuse, parental substance misuse, and 

parental mental ill health; 
2. Missing children, to include child sexual exploitation and trafficking; 
3. Communication. 

 
Close examination is given to the performance and effectiveness of local safeguarding 
arrangements in NHS organisations, the Child and Adolescent Mental Health Service (CAMHS), 
education and schools, West Mercia Police, the Youth Offending Service, West Mercia 
Probation Trust, Multi Agency Public Protection Arrangements (MAPPA), Multi-Agency Risk 
Assessment Conference (MARAC) and Shropshire Council.   
 
An insight into the learning and improvement that is undertaken across the agencies and the 
framework for audit that is used in developing a cumulative picture of practice, share good 
practice and plan for further improvement is provided. It also shows how the multi-agency 
training that is provided has reached 808 learners and delivered a broad range of programmes 
from compromised parenting to child sexual exploitation.  
 
The report concludes that, overall, agencies in Shropshire prioritise the safety and welfare of 
children and work constructively together to safeguard children and promote their wellbeing.  
The children and young people of Shropshire are generally receiving a good service but there 
remain areas where improvements can and must be made. The SSCB will therefore continue to 
look for improvements in practice whilst monitoring the effectiveness of policies, procedures 
and communications. Its plans are set out in the strategic plan for  2014 – 17, which is included 
as an appendix to the main report. 
 
The annual report for 2014-15 will detail progress towards the vision of the county’s Children 
and Young People’s Plan, that   
 

All children and young people will be happy, healthy, safe and reach their full 
potential, supported by their families, friends and the wider community. 
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3. Children in Shropshire 

 

Local Background and Context 
3.1 Shropshire is one of England’s most rural and sparsely populated counties with a large 
geographic area of 1,235 square miles.  Situated in the West Midlands, bordering Wales to the 
west and Cheshire to the north, the area has a population of 308,207 (ONS, midyear estimates 
2012).  Shropshire’s population is largely of White British ethnic origin.  The numbers of residents 
from minority ethnic groups is low; at 4.6% of the population (this includes white other, 
gypsy/traveller and Irish). 40.1% of Shropshire’s population live in the main market towns of 
Shrewsbury, Oswestry, Whitchurch, Market Drayton, Ludlow and Bridgnorth.  
 
3.2 Shropshire has approximately 68,100 children and young people under the age of 19 years. 
This is 22.2% of the total population. The proportion entitled to free school meals is 12% which is 
below the national average but in line with similar local authority areas. Children and young 
people from minority ethnic groups account for approximately 6.1% of the 0-19 population, 
compared with the English average of 24.2%. Shropshire has 152 schools: 116 primary schools, 5 
infant schools, 5 junior schools, one all through school, 10 secondary schools, 13 academies and 2 
special schools. There are also 42 local authority maintained nurseries.  
 
3.3 According to the Indices of Deprivation Affecting Children Index 2010, Shropshire had 
approximately 13% of children aged 0-15 years considered to be living in income deprived 
households, low compared to national figures. However, this statistic masks pockets of deprivation 
where 6 areas, each covering up to 1500 people, are amongst the 20% most deprived nationally in 
terms of income affecting children.  Within these six areas it is estimated that 751 (40% of the 
total number of children living within these 6 areas) are classed as living in households which are 
income deprived. 
 
3.4 The Child’s Journey in Numbers 
By the end of 2013/2014 (1st April 2014), there were: 

 424 EHAFs completed compared to just under 500 CAFs completed last year 

 2,305 referrals were received by Children’s Social Care, (50% resulted in no further action) 

 90.4% single assessments completed within 45 days  

 17.8% of referrals resulting in Section 47 investigation 

 88.6% of Initial Child Protection Conferences held within 15 working days 

 251 children subject of a child protection plan 

 0.8% of child protection plans lasted for 2 years or more 

 13% of children subject of a child protection plan for a second or subsequent time within 2 
years – a rise on last years’ figure of 9.5%  

 271 looked after children, an increase of 12.4% on last years’ figure 

 22.3 per 10,000 offences against children reported – a rise from 16.2 per 10,000 the previous 
year. 
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4. The Local Safeguarding Children Board 
 
4.1 Section 13 of the Children Act 2004 requires each local authority to establish a Local 
Safeguarding Children Board (LSCB) for their area and specifies the organisations and individuals 
(other than the local authority) that should be represented on LSCBs.  

 
4.2 Shropshire Safeguarding Children Board (SSCB) was established in April 2006 and is the key 
statutory mechanism for co-ordinating local work to safeguard and promote the welfare of 
children and ensuring the effectiveness of that work.  
 
4.3 Its core functions are: 
 Developing policies, procedures and protocols for safeguarding and promoting the welfare of 

children and young people in the area, including: 

 Action to be taken where there are concerns about a child’s safety or welfare (including 
thresholds for intervention) 

 Training for people working with children or in services affecting their safety and welfare 

 Recruitment and supervision of persons working with children 

 Investigation of allegations concerning persons working with children 

 Safety and welfare of children who are privately fostered 

 Communicating and raising awareness 

 Monitoring and evaluation 

 Participating in planning and commissioning 

 Undertaking reviews of serious cases, including Serious Case Reviews (SCRs) and the Child 
Death Review process. 

4.4 The role of the LSCB is to hold agencies to account by challenging performance and making 
clear where improvement is needed. The LSCB itself is not directly accountable for the operational 
work of partners, nor does it have the power to direct other organisations. Each Board 
representative from a partner organisation retains their own existing line of accountability for 
safeguarding. 
 
4.5 2013 saw the publication of the latest revision of Working Together to Safeguard Children 
from the Department for Education (www.workingtogetheronline.co.uk). Working Together 2013 
represents a fundamental shift in national child protection policy, placing greater emphasis on 
local areas to develop their own processes and encouraging stronger reliance on the professional 
judgement of individual practitioners.  The guidance includes more detail on the roles and 
responsibilities of partner agencies such as health and the police and is clear that “safeguarding is 
everyone’s responsibility”. 
 
4.6 New responsibilities for LSCBs include oversight of early help arrangements, clarifying 
thresholds, and developing a local framework for learning and development, which includes 
adopting a learning approach to case reviews by utilising systems methodologies.  
 

http://www.workingtogetheronline.co.uk/
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4.7 Membership of the LSCB is prescribed, together with arrangements for governance and 
resourcing. LSCB members are senior managers who are able to: 

 Speak for their agency 

 Hold their agency to account and challenge its practice 

 Make decisions about safeguarding as required and allocate resources 

 Ensure that safeguarding is given strategic priority within their own agency. 

 
This is set out in detail in Chapter 3 of Working Together.  
 
4.8 The LSCB core budget for 2013-14 was £195,430k.  A breakdown of this, showing 
contributors and expenditure, is included as Appendix 3, together with further details about 
Shropshire’s LSCB arrangements, including governance and accountability, membership and 
attendance.  
 
4.9 In order to meet its objectives, the LSCB uses data and carries out a range of activities 
which includes: 

 assessing the effectiveness of the help being provided to children and families, including early 
help 

 assessing whether LSCB partners are fulfilling their statutory obligations 

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

 monitoring and evaluating the effectiveness of training, including multi-agency training, to 
safeguard and promote the welfare of children.  

 
4.10 The SSCB carries out much of its work through a number of subgroups and task and finish 
groups, supported by the LSCB business team.  These are illustrated at Figure 1. The executive 
group has the responsibility of monitoring and co-ordinating the work of the LSCB; the subgroups 
support the work of the Board through progressing actions and fulfilling the functions of the SSCB, 
including specified activity as directed by the Board and the business plan. They are well 
supported by a wide range of agencies, including schools, colleges, voluntary sector organisations 
as well as the larger statutory organisations who also contribute to the main Board.  
 

4.11 The terms of reference for all subgroups have been updated to reflect the requirements of 
Working Together 2013. The chairing arrangements for the some of the subgroups have changed 
in the last twelve months with partner agencies, such as NHS and West Mercia Police, taking on 
chairing roles, supported by the LSCB business team. 
 

4.12 Assurance from partners about the appropriateness of safeguarding arrangements is 
sought and provided through annual reporting and other measures. This includes information 
about training, service accessibility and any information relating to external inspection and 
regulation. This allows the LSCB to challenge the arrangements, identify areas for improvement, 
monitor that work and then seek further assurance about sustained change. 
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Figure 1 
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5. LSCB Business Plan 2013-14: progress  
5.1 The LSCB set out its intentions for 2013-14 in a business plan which was published together 
with last year’s annual report. The plan set out a number of areas of activity which were agreed 
following assessment of the effectiveness of the LSCB and its partners, consideration of 
information and evidence, and reflecting areas of weakness and challenge set out in last year’s 
LSCB annual report. These were reviewed following publication of the revised statutory guidance 
(Working Together to Safeguard Children) in March 2013.  
 
5.2 The business plan falls into two main sections: 
i. Priority areas for improvement in services to and outcomes for children 

ii. Developing and strengthening the LSCB Including meeting its statutory responsibilities. 

 
5.3 The three priority areas for 2013-14 were: 

 Compromised parenting, to include domestic abuse, parental substance misuse, and 
parental mental ill health;  

 Missing children, to include child sexual exploitation and trafficking; 
 Communication. 

5.4 In January 2014 the SSCB held a development day which focussed on a self-assessment of 
the effectiveness of the SSCB and re-visiting its priorities.   

5.5 Whilst the SSCB can evidence that much progress has been made on its priority areas over 
the last two years it was acknowledged by partner agencies of the Board that there is still scope 
for further developments and as such these three areas should remain a priority. 

5.6 In addition to these, together with work to strengthen the governance and effectiveness of 
the Board itself, it was also recognised that there needs to be additional focus on: 

 

 Developing a more co-ordinated approach to the safeguarding of disabled children within 
Shropshire. A task and finish group has been set up to lead on this piece of work in 2014; 

 
 Hearing the voice of children and young people in order to inform practice and to monitor 

performance of services. This remains an important area for development in Shropshire, at the 

LSCB itself and across the partnership.  

 
5.7 These developments will take place in 2014-15 and be reported on in the next annual 

report. They have been incorporated in the LSCB’s business plan for 2014-17 (Appendix 1), and are 
additional to the delivery of the LSCB’s statutory functions.  
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1. Priority – Compromised Parenting 

This priority was chosen because evidence from serious case reviews and elsewhere demonstrates that 
children living in households where there is domestic abuse, and/ or parents/carers who suffer from poor 
mental health, or misuse drugs or alcohol, are more likely to suffer significant harm. This is also the case in 
Shropshire, with one or more of these factors being a feature in the lives of children on child protection 
plans or entering the care system. 

What have we done? 
 Implementation of a Joint Working Protocol between Substance Misuse Services and Children and 

Family Services – this is due for a review of effectiveness in 2014. 

 SSCB undertook a discretionary case review on a case involving Compromised Parenting utilising a 
learning approach. A learning event was held in April 2013 with key practitioners and their managers to 
ensure individual and organisational learning.  The overview report was presented to SSCB and a 
Learning & Improvement Briefing issued which highlighted what worked well in the case and where 
there were areas for improvement.  The learning also led to a full review of the use of People Posing a 
Risk to Children (PPRC) notifications. 

 Compromised Parenting Training was launched as an additional Developing Practice Module in April 
2013.  Four sessions have been delivered to a range of agencies reaching 78 delegates, with positive 
outcomes reflected in the on-the-day evaluations.  

 Work has begun on developing a strategy for children affected by domestic abuse.  A task and finish 
group of key partners has been established and is currently working on referral pathways for 
practitioners who are in contact with children and young people, adult victims and perpetrators with 
children.  The new strategy and toolkit for practitioners will be launched in early 2015. 

 Planning is underway for an SSCB Conference in November 2014 on the theme of Compromised 
Parenting, to include a keynote speech from Dr Liz MacDonald, Chair of the Royal College of Psychiatry, 
Section of Perinatal Psychiatry; a theatre performance by Saltmine Theatre Company and focussed 
agency workshops. 

 Early Help implementation – see more on page 18 

What difference have we made? 

 Shropshire Council has embedded the Solihull Parenting Approach and introduced the delivery of 
‘Understanding Your Child’ groups.  Foundation Training has been offered to all professionals working 
with and supporting families. 98% of parents (168 parents in total) reported an increase in confidence 
in understanding and managing their child’s behaviour, after completing an ‘Understanding Your Child’ 
group. 

What will we do next? 

 Launch the strategy regarding children affected by domestic abuse 

 Receive an effectiveness report in respect of Early Help in Shropshire 

 Invite the Mental Health Provider to join the SSCB 
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2. Priority – Children who go Missing (Including Child Sexual Exploitation and Trafficking) 

A number of children in Shropshire are reported missing on at least three occasions a year and some have 
dozens of missing episodes. These children account, between them, for a significant proportion of the West 
Mercia Police missing person investigations and a large proportion of these figures involve children in care, 
particularly those residents in children’s care homes. In Shropshire we have 271 looked after children, an 
increase of 12.4% on last year, and approximately 477 looked after children placed in Shropshire with 
private providers. 

Understanding of the complex issues associated with going missing, the increase in vulnerability to other 
risks such as Child Sexual Exploitation (CSE) and the subsequent response by professionals and their 
agencies is, therefore, vital.  

What have we done? 

 Revision of the West Mercia Joint Protocol for Missing Children is currently underway in response to 
The Department for Education’s (DfE) new ‘Statutory guidance on children who run away or go missing 
from home or care’, January 2014 and the Association of Chief Police Officer’s change to the definition 
of ‘Missing’, which will be implemented across West Mercia in September 2014. 

 A multi-agency audit looked at 12 cases of children who have gone missing, including looked after 
children.  

 Improved the notification form for private care providers to use to inform the Local Authority of a 
child moving to their establishment has been agreed and implemented which includes the addition of 
a risk assessment. 

 Reviewed the Shropshire CSE Strategy and CSE Panel process and piloted the SCIE Learning Approach 
to Case Reviews to determine the effectiveness of both. 

 Delivered CSE training to practitioners, Elected Members and the Licencing Group. 

 Held a multi-agency ‘applied theatre’ performance of Chelsea’s Choice, a national recognised 
innovative CSE performance. 

 Continued to deliver Empower (a 2 day ‘keep safe’ programme for young people at risk of CSE). 

 Locally identified the links between missing, missing from education and CSE, with proposed new 
guidance for schools for children on part-time timetables being issued in April 2014.  

 Developed an online e-Safety survey for young people and analysed the responses. 

 Reviewed and re-launched the Community Setting e-Safety Policy Guidance in March 2014. 

 Held a multi-agency Social Media Conference in March 2014 for over 120 delegates, with keynote 
input from Browne Jacobson Solicitors. 

 Improved performance information and included this on the SSCB Dashboard to ensure oversight and 
scrutiny.  

What difference have we made? 

 Fewer Shropshire Council looked after children are going missing.  This is particularly encouraging 
given the 12.4% increase in the number of children looked after by the council in the last year. 

 There has been a drop in the number of missing looked after children children who are placed in 
Shropshire by other local authorities (77 in 2012-13 and 49 in 2013-14); however there are more 
frequent missing episodes (56 in 2012-13, 124 in 2013-14). This is perhaps an indicator of a more 
stable looked after children population. 

 The last quarter of the year saw a rise in the number of return interviews that have been completed 
and within the timescale of 72 hours.   

 Missing Audit – see section 7 Learning and Improvement  

 A total of 39 cases have been referred to CSE Panel in the last 12 months, an increase on last years’ 
figure of 27 referrals, demonstrating increased awareness. 

https://www.gov.uk/government/publications/children-who-run-away-or-go-missing-from-home-or-care
https://www.gov.uk/government/publications/children-who-run-away-or-go-missing-from-home-or-care
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2. Priority – Children who go Missing (Including Child Sexual Exploitation and Trafficking) cont.……… 

 Evaluations following the Empower programme demonstrated that the girls all had greater awareness 
of healthier relationships and their rights and responsibilities.  The programme has also led to 
disclosures being made and referrals for support from other agencies.   

 On the whole, the work that has been done over the years by SSCB and partner agencies on e-safety for 
young people has had a positive impact.  Survey findings from February 2014, when compared with  
survey findings from November 2011, show that more young people and parents are aware of online 
risks, parents are taking responsibility for educating their children on e-safety and more young people 
are reporting their concerns to an adult they trust.  

 86% of secondary school pupils and college students reported that they have never experienced 
cyberbullying.   

 95% of young people in primary school and 96% in secondary and college said that they felt safe whilst 
using the internet. 

 
Learning from CSE Panel - Voice of practitioners: 

 Through use of the CSE practitioner’s toolkit, social workers can apply some level of consistency to 
practice, resulting in better, more accurate assessment and leading in turn to more robust 
interventions. 

 Young people referred to panel have often been known at some point to a health service e.g. school 
nursing/ CAMHS, but rarely have been an open case at point of referral to the panel. 

 The CSE Panel has supported and reinforced exisiting knowledge of areas of concern as well as 
individuals and groups of young people who are known to be vulnerable. 

 The use of CSE panel has demonstrated how a multi-agency approach is beneficial to the sharing of 
information between professionals, and how an effective action plan can be devised to ensure these 
children and young people can be safeguarded. The information provided also gives the local authority 
assistance in completing assessments for social work services.  

 
 What we will do next: 

 Launch the revised West Mercia Joint Protocol for Missing Children and monitor its implementation 
and outcomes. 

 Ensure that CSE awareness reaches more frontline practitioners in Health, in particular, GPs, School 
Nurses and Health visitors. 

 Begin to work with the commercial sector to further protect children from exploitation. 

 Work with partners to develop and quality assure preventative CSE education for young people. 

 Continue to gather intelligence and data to inform the work of SSCB and its partner agencies in order to 
respond appropriately to children who go missing and/or are exploited. 

 Work with PACE (Parents against Child Exploitation) the leading national organisation, to provide 
support to parents whose children are at risk of CSE. 

 Consider how to involve children and their families in the CSE Panel process. 

 Celebrate the positives from the e-Safety survey findings and work with young people to develop 
further e-safety interventions to address their concerns outlined in the survey. 
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3. Priority – Communication 
 
Working Together to Safeguard Children 201 gives LSCBs a statutory responsibility to communicate and 
raise awareness about safeguarding children: ‘communicating to persons and bodies in the area of the 
authority the need to safeguard and promote the welfare of children, raising their awareness of how this 
can best be done, and encouraging them to do so’ (p.59). 
        
This not only means that SSCB member agencies, independent agencies and employers should be made 
aware of their safeguarding responsibilities but also that members of the local community have an 
understanding of their own responsibilities and the work that the LSCB is undertaking to keep children safe 
from harm. 
 
What have we done? 

Following the launch of the Communication Strategy in 2012 the Communications subgroup has achieved 
the following, (in addition to hearing the voice of the child as outlined on page 16): 

 Successful launch and continued development of the SSCB website, including uploaded videos of young 
people talking about e-Safety. 

 Development of a raising awareness poster campaign 

 Supported the Create IT Awards e-Safety category.  Entries were made using various forms of software 
with the aim of conveying e-safety messages to parents and/or pupils. 

 Carried out a practitioner survey on the use of the SSCB Neglect Strategy. 

 Development of Learning and Improvement Briefings for Practitioners. 

 
What difference have we made? 

SSCB Website 

 Over the last six months, since reporting arrangements have been in place on the website, SSCB is able 
to report the following: 

- 7,063 visits (38.6% of these are return visitors) 

- Bounce rate of 31% (number of visitors that only viewed one page before leaving the site, so a 

low bounce rate is a good measure, showing that people are exploring the site and viewing a 

number of pages)  

- The Shropshire breakdown shows that the majority of visits come from the Shrewsbury area 

which would suggest that they are predominantly from practitioners, as the majority of the 

workforce is centrally based.   

Neglect Practitioner Survey 

 57% of the 132 practitioners that completed the Neglect Strategy survey have never used the strategy, 

with 34% of the respondents having only used it 1 to 5 times in the last 12 months.  As the strategy is 

being reviewed this data highlights the need for a re-launch of the strategy to raise awareness of its 

existence.  This is something which the survey has already begun to do. 

 The majority of practitioners who have used the strategy feel that it has helped to increase their 

confidence generally in dealing with issues of neglect. 
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3. Priority – Communication cont.……… 
 
 35% of the practitioners that used the home and Circumstances checklist involved the family in its 

completion, increasing their understanding of some of the issues and identifying where they need to 

make demonstrable changes. 

 For those practitioners who have used the strategy the majority agree that it has improved outcomes for 

children and young people.   

SCIE Pilot Review 

 SSCB heard the views of practitioners with regards to a CSE case which was chosen to be reviewed for 
the SCIE pilot.  This required practitioners in the case group to have individual conversations whereby 
they are asked for their ‘view from the tunnel’ in order to understand what was influencing their 
decision-making and perception of the case at the time.  This proved invaluable when reviewing the case 
and highlighted a number of practice and systems issues which enabled practitioners to reflect on their 
practice and learn lessons throughout the process of the review.                           

 
What we will do next? 
 
 The effectiveness of time limited communications campaigns which direct people to the website will be 

measured on their completion and analysed by the Communications subgroup with performance 
reports being presented to the Board. 

 
 Raise awareness of the SSCB website with young people, parents and the community. 

 Run a series of CSE campaigns for the commercial sector, parents/carers and the community and 

monitor the success of these. 

 Continue to engage with children and young people at every opportunity and report their views back to 

the SSCB. 
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The Voice of the Child  

The new Ofsted inspection framework, which includes a review of Local Safeguarding Children Boards 
emphasises the point that LSCBs need to hear the voice of children and young people in order to inform 
practice and to monitor performance of improving service delivery.  The framework requirement is that;  
 
‘The LSCB provides robust and rigorous evaluation and analysis of local performance that influence and inform 
the planning and delivery of high-quality services.’ 

And; 

‘The experiences of children and young people are used as a measure of improvement.’ 
 
What have we done? 
 
 The Communications subgroup has developed a plan for engaging with children and young people, which 

will be monitored and young people’s views reported to the Board on a regular basis. 

 The e-safety working group has worked with Shropshire Youth to develop an e-safety survey for primary 
and secondary pupils and college students.  The survey went live on Safer Internet Day (11th February) and 
the results will be used to shape the work of the e-safety working group and Child Exploitation subgroup.  
Where possible interventions to address safeguarding issues will be designed and implemented by working 
with young people. 

 Recruited young people as volunteers through the Health Champions Conference to get involved in SSCB 
projects. 

 A looked after child was involved in the multi-agency missing audit – see Learning and Improvement 
section. 

 A young person’s views of the practitioners that they came into contact with were sought as part of the 
SCIE pilot case review and fed back to the practitioners involved. 

 A practitioner survey in order to review the SSCB Neglect Strategy sought the views of children suffering 
from neglect and the views of their families. 

 A group of primary school pupils presented at the SSCB social media conference on their experiences of 
various online risks.  These videos now feature on the SSCB website. 

 Young people were encouraged to enter the Create IT Awards e-safety category and submit entries in 
the form of videos, animation, games and apps to present e-safety messages to parents, professionals 
and other young people.  The winning entries are available to view on the SSCB website. 

What difference have we made? And what will we do next? 
 
 It is too early to evidence the impact of some of this work at present, however the SSCB will continue to 

work to its plan for engaging children and young people and will monitor the impact on practice through 
hearing the voice of the child.  This will be reported more fully in 2014-2015.  What we do know from the e-
safety survey for young people is that the e-safety work which SSCB has undertaken over the years, as 
reported under Priority 2 on pages 11-12) has been sustained by the work of partner agencies and 

continues to have a positive impact both on young people and their parents. 
 

 



 
 
 
 
 
 
 

16 
 

5.8 Developing and strengthening the LSCB Including meeting its statutory responsibilities. 
As a result of the findings of a peer review which was commissioned in April/ May 2012 and the 
unannounced Ofsted inspection in November 2012, both of which indicated areas for 
development, the LSCB has worked hard to improve its effectiveness in providing leadership and 
challenge to multi-agency safeguarding arrangements. Some of this activity was reported in last 
year’s Annual Report.  
 
5.9 The improvement and development activity has continued during 2013-14. This has 
included a self-assessment exercise and action plan to ensure compliance with the new statutory 
guidance, following the publication of the revised Working Together in March 2013. 
 
5.10 Strengthening governance and accountability  
To support the drive for improved effectiveness, the Board has agreed further improvements to 
the structure of the wider LSCB, introduced a constitution, reviewed partner representation and 
revised the terms of reference of all the subgroups. Work continues to ensure that LSCB members 
are able to represent their agencies and help to take work forward in a meaningful and effective 
way. 
 
5.11 In the process, Board culture has been changing to reflect a more challenging and rigorous 
approach. This will be sustained and further enhanced in order to continue to improve 
effectiveness and impact. A challenge log has been developed to monitor the impact.    
 

5.12 Shropshire has retained a Children’s Trust and there is also a Health and Wellbeing Board 
in place. A formal protocol has been developed which sets out the relationship between the LSCB 
and the Children’s Trust.  The independent chair presents the LSCB annual report to both the 
Children’s Trust and the Health and Wellbeing Board (as well as the to the Police and Crime 
Commissioner and senior leaders across the Council and its partners). 
 
5.13 The Board has rationalised the number and focus of its subgroups, to reflect its statutory 
responsibilities and its priorities. There is now a clear distinction between the work of the Board 
and that of the Children’s Trust.   
 
5.14 Areas for future focus in relation to governance include closer working with the Health and 
Wellbeing Board and the Safeguarding Adults Board (SAB) to ensure that common areas of 
interest and responsibility are developed appropriately and are mutually reinforcing (for example, 
the multi-agency response to domestic abuse, vulnerable adults who are parents, and the 
transition from children’s to adult services for vulnerable individuals). 
 

5.14 Quality assurance 
The Audit and Evaluation subgroup has been reviewed and strengthened to become the Quality 
and Performance subgroup. This subgroup oversees all quality assurance activity on behalf of the 
Board, including carrying out ‘section 11’ and practice audits. 
 
5.15 Quality assurance activity has developed significantly in the last year. The subgroup has 
worked hard both to develop a systematic approach to quality assurance, and also to find ways of 
presenting performance information to the LSCB in an accessible and incisive form.  The group 
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continues to work on the core dataset, cross-referencing this with good practice examples from 
other LSCBs via the West Midlands Improvements and Efficiency Group. A ‘dashboard’ has been 
developed of key performance information which is presented at each Board meeting, supported 
by an exception report highlighting key areas for the attention of partners. Further detail is given 
elsewhere in this report.  
 
5.16 Learning and Improvement 
A new Learning and Improvement subgroup – which incorporates the functions of a serious case 
review (SCR) panel – is now in place. This has developed a Learning and Improvement Framework 
for the LSCB and takes the lead in ensuring that learning derived from the Board’s activities, as 
well as from national reviews, research, etc., is translated into practice. This subgroup also works 
closely with the Board’s Child Death Overview Panel (CDOP). 

5.17 Details of the activity of both the Learning and Improvement subgroup and the Child Death 
Overview Panel can be found elsewhere in this report. 

 
5.18 Policies, Procedures & Protocols  
In Shropshire, Working Together 2013 is supported by the West Mercia Consortium Child 
Protection Procedures, a comprehensive electronic manual which translates the broad principles 
of the national document into specific guidance for those working with vulnerable children. This 
includes provision for cross border working, and the procedures also contain large volumes of 
practice guidance. There have been a number of areas of development over the year, including: 
 
 Revision to a number of safeguarding procedures within West Mercia Consortium Child 

Protection Procedures, for example SSCB CSE Guidance and the SSCB Suicide Care Pathway 
http://www.safeguardingshropshireschildren.org.uk/scb/index.html 
 

 Development of a self-harm pathway; 

 Revision of the SSCB Sexually Active U18’s Protocol; 

 Publication of a new multi-agency guidance on threshold criteria to help support children, 
young people and their families in Shropshire - ‘Accessing the Right Service @ the Right Time’; 

 Review of the SSCB Neglect Strategy; 

 Development of a strategy for children affected by domestic abuse;  

 Revision of the West Mercia Joint Protocol for Missing Children.  

 
5.19 Planning and Commissioning 
A major focus of the LSCB’s work has been the oversight of the developing early help offer in 
Shropshire. Activity and progress is set out below. Now that the development of early help is  now 
in the implementation stage, the Partnership subgroup, which was initially set up to develop the 
early help offer, is now accountable to the Children’s Trust with early help assurance and 
performance reports being scrutinised by the Board. 

http://www.safeguardingshropshireschildren.org.uk/scb/index.html
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Early Help 
Following the Back to Basics Review in 2012, Shropshire revised its early help offer and began 
making changes from January 2013.  By April 2013, early help tools and processes had been 
developed, training on analysis and decision making had been commissioned and a roll out 
programme via multi-agency training groups had begun. Mechanisms to capture feedback from 
practitioners, parents and young people were being designed. Early help activity using the new 
processes, tools and forms had started to become embedded and an audit schedule had been 
drafted.  
 
Training: 
Overall, 550 practitioners attended training on analysis and decision making between April 2013 
and March 2014.  As part of continuing training and development, annual multi-agency early 
help development days were delivered and were attended by 154 practitioners from a variety 
of agencies.  Feedback from the development days demonstrate the value of these events for 
practitioners, with 100% saying how useful the day was. 

“I have a clearer understanding of what early help is, what the referral process is like  
and I could link this to work practice.” 
“Provided comprehensive and contextual understanding of changes.” 
“Much clearer idea of what different services exist.” 
“I can do my job much better with all I have learnt today.” 
 

Effectiveness: 
121 front line practitioners and managers have completed an online, web based questionnaire 
on early help.  Findings show overall that confidence has increased over the 18 month period, 
with 78% of practitioners understanding the early help process well/very well.  87 practitioners 
(75%) feel the early help offer supports practitioners to safeguard children. 
 
Referrals to Children’s Social Care: 
36 (31.6%) of respondents stated they have made a referral to children’s social care since April 
2013. 
28 (85%) agree that the referral process was accessible.  
21 (63%) agree that the referral process was effective. 
20 (60%) agree that the referral process was appropriate. 
 
20 (59%) of referrers were informed of the outcome of the safeguarding referral. 
 
Despite progress, it was evident from this evaluation that there were still too many 
professionals who did not feel clear enough as to when and where to refer, and the percentage 
who received clear outcomes as a result of their referral was not good enough. More than half 
of the professionals still did not feel that they had sufficient support or advice on what to do 
when the referrals did not meet the threshold for social care intervention.   
 
All these issues have been picked up in the 14/15 strategy. 
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COMPASS: 
A single point of coordination into Shropshire Children’s Services has been developed, called 
COMPASS. 
 
COMPASS is a single point of contact with one telephone number and one address for 
practitioners to use to receive advice and assistance from a multi-agency group of early help 
practitioners. A primary driver for its development was to work in conjunction with Child and 
Adolescent Mental Health Service (CAMHS) to reduce the number of inappropriate referrals to 
Specialist CAMHS.  CAMHS staff are now co-located with COMPASS, and practitioners have been 
able to request a consultation with a Primary Mental Health practitioner using the same 
method. This collaborative working is proving successful in reducing confusion and streamlining 
processes. 
 
Early Help and Resource Panel: 
Early Help and resource panel has been very effective at allocating children to the most 
appropriate service to meet that child’s needs at the time of referral.  Practitioners are able to 
refer to the panel using the early help targeted referral form when they are unsure which 
targeted support agency is best suited to meet the needs of that child.  
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5.20 Next steps 
The LSCB held a development day in January 2014 focussed on improving effectiveness and 
readiness for the new Ofsted single inspection.  Board members heard from Ofsted on the new 
Framework for the inspection of services for children in need of help and protection, children 
looked after and care leavers and reviews of Local Safeguarding Children Boards. 
 
5.21 Board members considered the progress that had been made within the last year and 
areas of challenge to feed into the LSCB’s assurance framework.  Areas in need of further work 
were agreed as: 

 Development of the relationship between the LSCB and the Children’s Trust, Health & 
Well-being Board and the Safeguarding Adults Board; 

 Effective scrutiny of early help provision; 

 Developing the quality assurance of Section 11 audit self-assessments; 

 Capturing and responding to the voice of the child; 

 Ensuring robust management oversight and supervision arrangements are in place in 
partner agencies; 

 Developing a business plan for the Board which is strategic rather than operational;  

 Improving engagement of community members in LSCB meetings, enabling them to feel 
more confident to raise questions and challenge from a community perspective. 

 
These have informed the LSCB’s business plan for 2014-17 (Appendix 4). 
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6.  Learning and Improvement 

6.1 Local Safeguarding Children Boards are expected to maintain a local learning and improvement 
framework which is shared across local organisations who work with children and families. This 
framework should enable organisations to be clear about their responsibilities, to learn from 
experience and improve services as a result. The SSCB’s Learning and Improvement subgroup 
takes a lead on behalf of the LSCB in promoting a culture of continuous learning and improvement 
across its partner organisations, working alongside the quality and Performance subgroup. 
 
6.2 LSCBs are required to monitor the quality of professional practice within their area.  This role 
has been underlined in the revised Working Together, with a clear expectation that LSCBs consider 
the quality of front-line practice and challenge any deficits. 

 
6.3 Robust assessment and decision-making in safeguarding services, in respect of individual 
families and children, depends on good internal and cross-agency practice that draws 
appropriately on the most up-to-date knowledge base.  This good practice depends in turn on 
adequate organisational engagement, processes and structures.  Assuring the quality of both 
professional practice and organisational processes and structures depends on robust internal and 
cross-agency audit systems, supported by a comprehensive, multi-agency dataset. 
 
6.4 Multi-agency dataset 

The Quality Assurance & Performance subgroup has reviewed and extended the list of key 
performance indicators to be considered for inclusion on the SSCB scorecard. The list was 
compiled in order to include performance information that reflects: 
 SSCB’s priorities for 2014 – 2017; 
 The Children’s Safeguarding Performance Information Framework (DfE, 2012); 
 Framework for the inspection of local authority arrangements for the protection of children 

(Ofsted, 2012/13); 
 Proposals from the West Midlands Improvement and Efficiency Board; 
 Partnership working activity.  

 
6.5 A new flexible approach to focusing on reporting what matters has been developed. Given 
the extensive list of key performance indicators, the Quality Assurance & Performance subgroup 
considers the performance achieved and identifies the exceptions (ie particularly good 
performance or challenge areas), or particular themes that should be reflected on a dashboard for 
the quarterly SSCB meetings. 
 
6.6 Quality Assurance 
A framework for audit has been developed to build a cumulative picture of practice, share good 
practice and plan for further improvement where needed.  The overall aim of the audit 
programme is to ensure that agencies’ safeguarding work is effective and of high quality, 
demonstrates continuous improvement and results in consistently good outcomes for children.   
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6.7 The framework sets out three tiers of activity – oversight, practice, and compliance.  The 
associated tools enable a better capture of this information: 

 
 Oversight and Analysis 

 Multi-agency audit; 
 Deep dive; 
 Audit undertaken by relevant Quality Assurance & Performance subgroup members and 

frontline practitioners, file audits per term (September – December, January – April, May– 
July). 

 
 Practice  

 This involves evaluating how effectively services are embedding safeguarding practices and 
integrated working into the delivery of safeguarding children; 

 Outcome focussed; 
  Frequency and Numbers of Audit: 10 Files in September – December, 10 files in January – 

April, 10 files May– July.  
 
 Compliance  

 Compliance is interwoven into all of the tiers of the quality assurance and audit framework; 
 Section 11 audits - Section 11 of the Children Act (2004) imposes a duty on specified 

agencies to ensure that their safeguarding work complies with the requirements laid out in 
the statutory guidance “Making arrangements to safeguard and promote the welfare of 
children”. 

 
6.8 Multi-agency auditing  

A multi-agency audit of children who go missing from home and care was carried out in December 
2013.  Twelve cases were randomly selected including Shropshire young people in placements 
inside and outside of the county and a number from other authorities placed within Shropshire 
with private providers. A spread of age, gender and number of missing episodes was also 
considered in order to examine a range of arrangements and circumstances. Fourteen 
professionals undertook an audit of the children/young people pre-identified as having at least 
one missing episode between April and October 2013. Those present were Police (1), social 
workers (3), team manager (1) children’s home managers (4, including 1 from a private provider), 
looked after children Education and Health leads (4) and the independent reviewing officer with 
QA responsibilities who co-ordinated and led the event. One of the young people identified in this 
cohort was remotely involved in the audit process via a questionnaire. 
 
6.9 Key findings were: 
 The collective wealth of information is extensive – both in quantity and quality – and was 

considered to be invaluable in understanding issues and activities to respond to and to reduce 
missing episodes. This was invariably so when considering individual agency information and 
individual work with young people from Shropshire and resident in Shropshire. There were no 
examples of Shropshire young people resident outside of the borough within the selected 
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cohort. However in respect of young people resident within Shropshire from other authorities, 
information was scant in a collective sense, but full in some agency’s records. This was 
specifically exemplified in Police records; 

 There was strong evidence to suggest that multi-agency procedures are well followed and that 
they are effective in reducing missing episodes – both in number and in duration;  

 Social Work involvement and the efforts of staff in Children’s Homes were demonstratively 
helpful in addressing causes of young people going missing and ensuring that reporting and 
responding is timely. Risk assessments, intervention meetings and constructive and inventive 
care planning were all seen as contributing positively; 

 Looked after children education and health colleagues had full and extensive information and 
evidence and this was seen to be well linked into educational settings and the meeting of 
physical and emotional health needs; 

 Core groups and looked after children reviews routinely consider the impact of - and risks 
associated with – missing episodes in a multi-agency setting which is well supported. Care 
plans are ratified where they adequately address factors contributing to risk and ensuring that 
recommendations for remedial tasks are made where necessary; 

 There was significantly less information available for young people living in Shropshire having 
been placed here by their home authorities and therefore their circumstances were less well 
understood; 

 Information gleaned from return interviews was not routinely shared with the police and the 
group felt that this was potentially a missed opportunity but clear understanding need to be 
achieved about how and when the sharing of this might happen. It was also recognised that 
the return interview was not just a one-off event and that the continued relationship with the 
social worker and carer was essential for the understanding of why a young person went 
missing and how to minimise future episodes. 

6.10 Section 11 audit  
During the last 12 months the Quality Assurance and Performance subgroup have worked on the 
quality assurance of Section 11 Audits.  The approach taken to this was to hold themed focus 
groups with the following aims: 
 Establish and evidence agencies progress against S11 criteria in relation to the theme; 
 To critically evaluate agencies self-assessments; 
 To facilitate learning with regards to agencies safeguarding responsibilities and acceptable 

standards of evidence; 
 To feedback staff responses from the online survey; 
 To share best practice amongst agencies; 
 To create a support networks / learning sets / task-finish groups; 
 To encourage the embedding of positive safeguarding practice in each agency. 

6.11 The first of the themed focus groups, held in April 2013, was on the theme of 
commissioning.  The session proved to be beneficial to those that attended.  The group explored 
the term ‘commissioning’ in the context of the Section 11 requirements and explored expectations 
of safeguarding requirements of providers, how compliance can be monitored by the 
commissioners and what some of the challenges are. 
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6.12 The last Section 11 audit was carried out in October 2013.  Areas of good practice 
highlighted a number of agencies that are engaging with children and young people and are able 
to evidence translation of young people’s views into service improvements.  As a result a themed 
focus group on engaging with children and young people is being planned for 2014 to enable the 
sharing of good practice. 
6.13 There continues to be a slow response in the submission of audit returns and accordingly 
the LSCB has agreed that S11 audit requests should be sent to Chief Executives in the first instance 
to increase accountability and improve the response rate. 
 
6.14 There is insufficient evidence available as yet to the SSCB of agencies making the 
connections between the wider audit activity that is taking place, evidencing changes in practice 
and monitoring the effectiveness of policies, procedures and communications. 
 
6.15 A review of the S11 audit tool is planned to take place in the summer of 2014 to make the 
completion of the tool easier for agencies, to provide more guidance based on the findings from 
previous audits and to evidence the difference that is being made and the outcomes for children 
and families. Future S11 audits will be requested of private providers and housing providers. 

 
6.16 Multi-agency training provision 
LSCBs are responsible for developing policies and procedures for safeguarding and promoting the 
welfare of children in the area of the authority, including policies and procedures in relation to 
training of persons who work with children or in services affecting the safety and welfare of 
children. SSCB both commissions and provides multi-agency training. Working Together 2013 also 
sets a requirement for LSCB’s to monitor and evaluate the effectiveness of training for all 
professionals in the area. 
 
6.17 A SSCB Learning and Improvement Strategy has been developed and drafted for the SSCB 
Training subgroup, which incorporates a schedule for delivery of multi-agency training by 
Shropshire’s multi-agency training pool, together with the mechanisms to evaluate its 
effectiveness and impact. The full report is attached as appendix 3. 
 
6.18 During 2013-14 the SSCB training team & pool has delivered 41 multi-agency learning 
sessions, reaching 808 learners, covering a wide variety of topics:  
Compromised parenting   Child sexual exploitation (CSE) 
Disclosure and Barring   Raising Awareness in Child Protection  
Developing Practice modules   MAPPA  
Domestic abuse     STORM (Suicide assessment and prevention) training  
Training for council elected members Development sessions for training pool members  
Chelsea’s Choice -  a CSE Learning event for training pool and Board members   
A Train the Trainer programme and case conference and core group training  
E-Learning modules, covering domestic abuse and basic child protection. 

6.19 The SSCB evaluates the effectiveness of training in a variety of ways: 

 Questions prior to training; 

 On the day evaluations; 
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 Trainer/training observations; 

 Post course surveys. 

6.20 The aim of each training session includes enabling learners to reflect on their professional 
practice and in turn improve how they work with children, young people and their families. This 
concept of transferring learning in the classroom to improved practice is not new, however it is 
difficult to evidence. The post course evaluations ask this question, and the majority of learners 
answered positively that they can or will implement changes to their practice, following training.   

“It's made me think a lot more about the way I talk to young people and how sometimes their 

behaviour can be asking for help. I feel I can now be more supportive” 

 

“I am currently supporting two clients through case conference and core group meetings. The training 

has provided me with the skills to be able to prepare and support my clients with what to expect at 

conference and core meetings. It has given me more knowledge and confidence when attending these 

meetings” 

 

“I have made referrals to the CSE panel”  

 

“Made me aware of shared thresholds & the importance of talking to workers from other agencies 

about concerns” 

6.21 Overall, multi-agency training in Shropshire is well attended and received, with many 
learners are able to describe the positive impact this has on their practice and the effective impact 
on improving the service they deliver to children, young people and families. 

6.22 Case reviews  
As part of the SSCB’s approach to learning and improvement, reviews are conducted regularly, not 
only on cases which meet statutory criteria, but also on other cases which can provide useful 
insights into the way organisations are working together to safeguard and protect the welfare of 
children. These consist of:  
 Child Death Reviews; 
 Serious Case Reviews; 
 Review of a child protection incident which falls below the threshold for an SCR. 

6.23 Child Death Overview Panel (CDOP) 
The LSCB is responsible for ensuring that a review of each death of a child normally resident in the 
LSCB’s area is undertaken by a Child Death Overview Panel (CDOP). Shropshire and Telford and 
Wrekin LSCBs have established a joint CDOP. The panel has a fixed core membership drawn from 
organisations represented on the LSCB, with flexibility to co-opt other relevant professionals to 
discuss certain types of death as and when appropriate. Through a comprehensive and multi-
disciplinary review of child deaths, the CDOP aims to better understand how and why children in 
the area die and use these findings to take action to prevent other deaths and improve the health 
and safety of children in the area. 

6.24 The report from the CDOP presented to the SSCB in September 2014 covered the five year 
period from 2008 – 2013, during which time there had been 90 Shropshire child deaths. There had 
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been a decrease in the first 3 years, and although there was subsequently an increase the 
numbers for Shropshire remained below the national average. 

6.25 The CDOP identified a higher percentage of deaths with modifiable factors compared to 
regional and national reports. This may be due to several factors, including that some CDOP Panels 
do not review their neonatal (never left hospital) deaths, instead counting them in their numbers 
but classing them all as ‘expected with no modifiable factors.’ All local child deaths are fully 
reviewed and - for example – when a risk factor such as smoking in pregnancy was present in the 
case of a premature baby death, the CDOP would identify the smoking as a modifiable factor. 
Another factor may be that CDOP Panels appear to have different thresholds for attributing the 
significance of factors. For example, nationally, 59% of deaths due to road traffic collisions (RTCs) 
were classed as having modifiable factors, whereas the Shropshire and Telford & Wrekin CDOP 
Panel classed 100% of RTCs as having modifiable factors.  

6.26 There is currently no nationally agreed system for providing quality assurance around the 
decisions made by panels on individual child deaths, with regard to categorisation and identifying 
modifiable factors. Following recent discussions between Sandwell CDOP and Shropshire/Telford 
& Wrekin CDOP, it has been agreed to pilot a process of quality assurance in order to confirm 
consistency of decision making and/or identify areas for clarification/further education for Panel 
members. The process will involve 4 cases, 2 cases recently reviewed by Sandwell CDOP being 
reviewed by Shropshire/Telford & Wrekin CDOP and vice versa. Following the review of all 4 cases, 
the Lead Nurses will compile the results and give feedback to both panels. The panels will evaluate 
the effectiveness of the process and identify any local issues with categorisation/scoring. Panels 
will also discuss a way forward for continued quality assurance.   

6.27 Serious Case Reviews (SCR) 
LSCBs are required to undertake reviews of serious cases when abuse or neglect of a child is 
known or suspected; the child has either died been seriously harmed and there is cause for 
concern as to the way in which the authority, their board partners or other relevant persons have 
worked together to safeguard the child. The Learning & Improvement subgroup leads for SSCB in 
relation to serious cases. 

6.28 The current government agreed with the conclusion of Professor Eileen Munro in her 
Review of the child protection system in England that a ‘systems methodology’ should be used by 
LSCBs when undertaking SCRs.   

6.29 In preparation for the foreseeable changes, SSCB researched different systems models and 
found that the ‘Learning Together’ approach developed by the Social Care Institute of Excellence 
(SCIE) appeared to be the only current systems model that had been developed and tested for 
SCRs involving a child.   

6.30 Eleven members of the LSCB and the Learning & Improvement subgroup have been trained 
to be members of the review team that will facilitate case reviews using the SCIE methodology.  

6.31 During 2013-14: 
 There were no serious case reviews initiated by SSCB; 
 SSCB and agencies from Shropshire are involved in two serious case reviews initiated by other 

LSCBs, each concerning a looked after young person who was placed with an independent care 
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provider within the county.  These have not yet concluded, but will be reported on in next 
year’s plan; 

 SSCB undertook a SCIE pilot Learning Review on a child sexual exploitation (CSE) case in order 
to measure the effectiveness of the SSCB CSE Strategy and panel process. 

 SSCB has developed and publishes learning and improvement briefings on the website to 
disseminate learning from national serious case reviews, local case reviews and any 
communications regarding new legislation and guidance for professionals and volunteers. 

6.32 A case consideration form is currently being developed to enable practitioners to refer 
cases in to the Learning & Improvement subgroup if they feel that it either: 
 meets the criteria for a serious case review; 

 falls below the threshold for a SCR but would benefit from a case review in order to learn 
lessons; or 

 does not meet either of the above points but would be a useful case to audit or include in a 
themed multi-agency audit. 
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6.33 Quality Assurance of Child Protection Conference  
A range of quality assurance activity is undertaken to ensure quality and consistency in core child 
protection processes. This has included auditing aspects of child protection conferences. Key 
findings are set out in the table below.  
 

 
 
 

Q1-Q4 (Cumulative) 
2012\13 

Q1-Q4 (Cumulative) 
2013\14 

 Total number of conferences that were 
quality assured 
 

365 371 

   % Yes % Yes 

 Social worker’s report completed 3+ 
working days before the conference 

73% 69% 

 Report gives evidence based analysis / 
summary 

95% 95% 

 Clear, outcome focused report  and 
recommendations 

87% 86% 

 
Key family members present 61% 70% 

 
Child/ren were present 21% 36% 

 All key agencies present or provided 
report including Police, GP etc. 

33% 36% 

 Views of children aged 4 years and over 
available 

89% 93% 

 
All monthly core groups conducted  97% 95% 

 All agencies attended and contributed 
meaningfully to the core groups  

92% 93% 

 Agencies have followed the child 
protection plan satisfactorily   

93% 96% 

 The child has been seen by the social 
worker as detailed in the plan  

91% 89% 

 
6.34 Multi-agency participation at child protection conferences is generally good and it is well 
understood that GPs remain consistently underrepresented in their contributions to child 
protection conferences and this area has been picked up by SSCB and the Clinical Commissioning 
Group for Shropshire. Police physical attendance \ reports are more generally consistently 
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provided, but over the summer months there was a decrease in their presence at conferences 
with 12 absences noted; this was also the case with Schools with 10 absences noted.  If the GP 
factor is removed from being counted as a key agency, the figure rises to 80%.  
 
6.35 Generally core groups are happening in a timely way and attendance by agencies and family 
members is good. 
 
6.36 Social work reports have been of consistent quality over the past year and professional 
analysis is evident in the reports. The timeliness of reports being available appears to have 
cumulatively remained the same as last year. Where reports have not been available in the 3 days 
prior to a conference, the parents are made aware of the contents. 
 
6.37 The presence and participation of children at child protection conferences has increased from 
the previous year (26% - 36%) and the consultation form for child protection conferences (similar 
to that used for looked after children reviews), which was designed with the help of young people, 
is being more regularly utilised by social workers to help prepare young people for their 
conferences and increase their participation. 
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7. Performance and effectiveness of local arrangements 

 

7.1.1 NHS organisations 

NHS organisations are subject to ‘section 11’ duties set out in Working Together 2013. Health 
professionals are in a strong position to identify welfare needs or safeguarding concerns regarding 
individual children and, where appropriate, provide support. This includes understanding risk 
factors, communicating effectively with children and families, liaising with other agencies, 
assessing needs and capacity, responding to those needs and contributing to multi-agency 
assessments and reviews.  
  
7.1.2 The Health and Social Care Act 2012 sets out significant changes for the National Health 
Service that came into effect in April 2013. As a result of the Act, a number of NHS organisations 
have ceased and new bodies have replaced them.  Of local significance is the end of Shropshire 
Primary Care Trust and its replacement by Shropshire Clinical Commissioning Group (CCG), which 
takes on the responsibility for commissioning most health services for the local population.  NHS 
England retains responsibility for aspects of health service commissioning, notably in-patient (tier 
4) child and adolescent mental health services (CAMHS), and has a role in quality oversight of 
aspects of local health delivery. Local Tier 4 incidents are recorded, with risk escalated to NHS 
England Area Teams. This volume of turmoil and the untested nature of the changes mean that 
this remains a significant area of risk in relation to safeguarding children.  
 
7.1.3 The same Act also placed new responsibilities on Shropshire Council, with the transfer of 
many public health functions to local government. These include responsibility for commissioning 
the school health services, community sexual health services and alcohol and drug treatment 
services. In addition, the local authority will have responsibility for commissioning health visiting 
services from April 2015. 
 
7.1.4 The Healthcare Governance Safeguarding Children Committee (HGSCC) continues to 
provide sound leadership throughout the NHS restructuring changes across the health economy. 
The HGSCC was initially set up to bring together formally all NHS Trusts across both Shropshire and 
Telford and Wrekin health economies on a quarterly basis to share safeguarding information, and 
improve safeguarding performance and monitoring of risk within each organisation. A quarterly 
performance reporting template mechanism is used to monitor safeguarding activity and 
arrangements. NHS providers are also expected to undertake quarterly Section 11 updates that 
are then submitted to the business managers in both LSCBs on a six monthly basis.  A HGSCC 
briefing was presented by the designated nurse to the SSCB Executive in 2014. Health 
safeguarding performance dashboards have been developed and are being incorporated in 
provider contracts to enhance quality care locally. 
 
7.1.5 Serious case reviews (SCR)/ individual management reviews (IMRs) and case information 
sharing has been a priority by health commissioners and providers for both local and out of area 
SCRs and IMRs, resulting in an increase in workload commitment, with timely actions/ plans and 
new proposed SCR methodologies. The CCG Accountable Officer (named GP), and members of the 
CCG Board and executive team have received safeguarding adult and children training.  Full co-
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operation of independent practitioners with local safeguarding policies and procedures is actively 
encouraged, as is the completion by GPs of the report template for case conference engagement. 
The designated nurse has been recruited onto the National Child Protection – Information Project, 
and a local briefing progress update was presented to SSCB Executive this year. The proposed 
linkage of health and social care IT systems is intended to improve safeguarding outcomes for 
children by the identification of child protection risk to inform assessment, planning, referral and 
treatments.  
   
7.1.6 The annual Safeguarding Children Report was presented to the Shropshire CCG Board and 
the SSCB. Shropshire CCG implemented successful events to raise awareness of CCG quality team 
functions and roles with key health stakeholders. The safeguarding team’s key messages and 
themes were displayed with posters/ leaflets and reportedly evoked a great deal of discussion for 
attendees.  
 
7.1.7 The designated professionals provide safeguarding children training across the health 
workforce.  The percentages of staff trained at Level 2 or Level 3 from the overall workforce during 
the year were: 

 GPs  75% 
 Nurses  36% 
 Clinical staff 57% 
 Admin   87% 
 Other   33% 
 Total   74%   

 
7.1.8 All GPs have received information regarding available safeguarding e-learning. A review of 
arrangements in the NHS for safeguarding children undertaken by the CQC in 2009 found that, on 
average, only 35% of GPs had received appropriate safeguarding children training (CQC 2009). The 
national requirement currently stands at 80%. The figures do not include any e-learning 
undertaken by practice staff and these figures would be difficult to collate. The designated team is 
currently undertaken GP practice audits following recommendations from a Domestic Homicide 
Review which will include questions around child protection training. This should give a more 
accurate assessment of training undertaken.     
 
7.1.9 Level 1 basic awareness training is distributed to all staff in the form of a written update 
from the designated team on an annual basis and accessed via e-learning. The intercollegiate 
guidance suggests that administration staff receive Level 1 training only. However, particularly as 
GP reception staff are in contact with children on a regular basis, any training delivered by the 
designated team has been set to cover Level 1 and 2 competencies.   
 
7.1.10 The designated professionals have also developed safeguarding children guidance, in line 
with SSCB procedures, predominantly for GP Practice staff. This is distributed to all practices via 
the CCG newsletter.  
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7.1.11 Level 2/3 training on the impact of domestic abuse on children has been delivered to 
Health Visitors, with a total of 88 members of staff currently having received this. The 
intercollegiate document ‘Safeguarding children and young people: roles and competences for 
health care staff’ states that training, education and learning opportunities at Level 3 should be 
“multi-disciplinary and inter-agency, and delivered internally and externally.” Whilst the content of 
the current training fulfils Level 3 criteria, as it was single agency attended and delivered can only 
be adjudged at Level 2.  

 
7.1.12 A recurring theme in CQC /Ofsted recommendations concerns improving engagement and 
integration in the child protection process of adult services, particularly mental health services and 
adult substance misuse services. Locally, the joint protocol between the drug and alcohol action 
team partnership and children and family services continues to be implemented.  
 
7.1.13 The designated safeguarding teams for adults and children share an office within the CCG 
and work closely together on reporting monthly, quarterly and annually to CCG senior’s and 
quality meetings. Safeguarding incidents are also recorded and monitored with action plans to 
improve service provision. 
 

7.2.1 Child and Adolescent Mental Health Services (CAMHS) 
Since February 2014, COMPASS has provided the single point of access for all referrals regarding 
children’s emotional health and mental wellbeing. The team of senior primary mental health 
practitioners (SPMHP) that previously worked in localities based around schools now work within 
COMPASS. A SPMHP is a Specialist CAMHS (Tier 3) worker who is working at Tier 2 to support the 
non-Specialist CAMHs workers in the local authority and health to get early identification and early 
intervention right.  The SPMHP team (also known as Tier 2 CAMHS workers) shares an office with 
staff from targeted youth support, early help advisors, and the Family information Service.  
 
7.2.2  The team combines triage of assessed referrals from schools and other children’s 
professionals, and telephone consultation with regard to the non-assessed GP referrals, with early 
intervention direct work. This has proved challenging, but the local authority, CAMHS and the CCG 
are working closely to review, amend and remain proactive in the development of COMPASS. 
There has been a turnover of staff during the year, with gaps filled by agency staff where possible. 
It is expected that the substantive vacancies will be filled by the end of September 2014.  

7.2.3 Specialist CAMHS (Tier 3) is working hard on reducing the maximum waiting times for the 
service. This is proving a challenge due both to an increase in the volume and nature of demand: 
the increase in urgent and emergency mental health presentations has meant that “routine” 
neuro-developmental referrals such as requests for assessment of autism and ADHD are the ones 
seeing the longest waits. The waiting time has been reduced by use of additional agency staff from 
a longest wait of 40+weeks to the current position of a longest wait of 25 weeks. 

7.2.4 There are 3 consultant psychiatrist vacancies in Shropshire and these are currently covered 
by locum staff. One of these positions has changed more than once, which has left some families 
and young people concerned about lack of consistency.  
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7.2.5 Effort is being put into improving the management of pathways into and out of CAMHS; 
some work has been done to look at the current capacity of the service and what needs to change 
for the demand to be met in a timely fashion, with the right staff being able to offer the right types 
of evidence based assessment and interventions. 

7.2.6 The health posts that sit within Shropshire’s looked after children team remain in place and 
are valued contributors to the care available to Shropshire’s looked after children. 

7.2.7 The high number of looked after children placed in Shropshire by other local authorities 
continues to have a significant impact on the urgent and emergency work of the local CAMHS 
team. These young people are often the most challenging and concerning, and even those that are 
not worked with routinely will still require emergency attention during times of heightened 
distress. 

7.2.8 CAMHS is working alongside the Rapid Assessment, Interface & Discharge unit (RAID) 
based at the Royal Shrewsbury Hospital to assess young people aged 16 and 17 following 
presentation at the Accident and Emergency department after a deliberate self-harm or suicide 
attempt. 
 
7.2.9 Areas which will be monitored by the LSCB in the coming months include: 

 The plans for the transition of the health visiting service to the local authority; 

 The contribution of health professionals, particularly GPs and midwifery services, to the core 
child protection processes; 

 The development, capacity and impact of the CAMH service at all tiers, including the interface 
with schools; 

 The use of section 136 for young people; 

 Engagement of health services with early help, including CAF 

 Work to be undertaken around Self harm 

 

 
7.3.1 Education and Schools  
Section 175 of the Education Act 2002 places a duty on local authorities (in relation to their 
education functions and governing bodies of maintained schools and further education 
institutions, which include sixth-form colleges) to exercise their functions with a view to 
safeguarding and promoting the welfare of children who are pupils at a school, or who are 
students under 18 years of age attending further education institutions. The same duty applies to 
independent schools (which include Academies and free schools) by virtue of regulations made 
under section 157 of the same Act.  
 
7.3.2 In order to strengthen safeguarding arrangements and the response to statutory 
requirements, a quality assurance framework has been developed which sets out the data and 
information needed to provide assurance of services and provisions in school settings and 
demonstrate the impact they have on the safeguarding of children and young people.  The 
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information gathered is scrutinised by the council’s Learning and Skills Safeguarding Group, 
disseminated to relevant partners and used to report to the SSCB.  
 
7.3.3 Head teachers have reviewed their representation on the SSCB subgroups and a primary 
and secondary head teacher are now members of the SSCB.  These head teachers meet as a head 
teachers’ group to co-ordinate schools’ responses to issues raised and to agree on matters to be 
fed back to the Board.   
 
7.3.4 An Independent Schools Safeguarding Group has been established, led by the local 
authority. 
 
7.3.5 All schools, early years settings and education services are now involved in the SSCB audit 
process.  Schools are required to complete Section 11 audits, termly practice audits and contribute 
to the multi-agency audits. 
 
7.3.6 Through file audits, it had become clear that the flow of information between social care 
and education workers, in respect of the children becoming subject to or removed from child 
protection plans, was not consistent. In order to rectify this, child protection notifications are now 
shared with the Learning and Skills Safeguarding Group in order to inform front line workers. 
 
7.3.7 100% of secondary (including Academy) and special schools are compliant with their 
designated lead requirement, and 97% of primary schools are compliant.  
 
7.3.8 Schools in Shropshire engage very well with their statutory training requirements.  100% of 
primary and special schools are up to date with their whole school awareness training; 96% of 
secondary schools meet the requirement; one Academy school has not engaged with local 
authority training but may have done so with another provider.  In total, 3019 school based 
delegates have attended appropriate training this year.  Since the setting up of the safeguarding 
team within the council’s education improvement service, which increased capacity to support 
schools, the number of school based staff trained showed an increase of 38.5% on last year. 
 
7.3.9 Primary and Secondary School attendance continues to be above the national average in 
Shropshire; Special schools do not do so well.  In line with national trends, children with special 
educational needs have lower attendance than those with no special educational needs; schools 
are encouraged and supported to address this.  Gypsy Roma Traveller (GRT) children are 
Shropshire’s largest ethnic minority group and have lower attendance than their peers who are 
not GRT. 
 
7.3.10 The local authority has a statutory duty to ensure that all children resident in Shropshire 
are engaged with education; those children not attached to an education provision or who have 
moved and we are not aware of their whereabouts are classed as children missing education 
(CME).  Currently there are 196 CME cases (41 are not Shropshire children) on the CME register, 
this is an increase on the same period last year. During the year an additional 160 cases have been 
closed.  Of these 8 were children with child protection concerns and 25 were GRT children; there 
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were no looked after children. Some of these cases will be purely a data exercise i.e. incorrect or 
no transfer evidence has been provided and this has to be tracked; however there are cases of 
concern in this cohort and the tracking and placing of these children takes priority.  
 
7.3.11 One of the main challenges for Shropshire is that independent schools do not have to share 
their pupil data with the local authority and many CME cases are traced to being in attendance at 
an independent school.  One Shropshire independent school has joined the CME strategy group 
and is sharing their data on a regular basis; it is hoped that this can be extended to other 
independent schools  
 
7.3.12 In Shropshire there are between 150 -200 electively home educated pupils on the elective 
home education (EHE) register each year.  Many of these pupils are in receipt of an education 
appropriate to their needs and there is a good relationship between the local authority and the 
families. However, there are a number at any given time where education provision is 
unsatisfactory and those where we only have reports from parents to inform on the education 
delivered.  In many cases children are not seen.  In addition, there is an increasing number of cases 
coming to the local authority’s attention through children missing education procedures where 
children are being educated at home and the parents do not inform and refuse to engage with the 
local authority.  
 
7.3.13 There have been several cases that have come to attention that have clearly evidenced 
that children receiving EHE have suffered or are potentially at risk.  Currently there are 16 children 
on the council’s EHE register where education is viewed as being unsatisfactory. 
 
7.3.14 The primary concerns may be summarised as: 
 The safeguarding of vulnerable children and young people where the legislation relating to EHE 

prevents them coming to the council’s attention;  

 The safeguarding of vulnerable children and young people where the legislation of EHE 

prevents the council assessing vulnerability; 

 Children and young people who are denied access to an education suitable to their needs as 

the EHE legislation does not allow for this to be properly assessed.  

 
7.3.15 Areas which will be monitored by the LSCB in the coming months include: 
 The contribution of schools to the early help and child protection services; 
 The oversight of vulnerable groups, including those who are educated at home, or are missing 

from education; 
 Safeguarding arrangements in independent schools; 
 Progress in implementing PSHE which addresses issues of sexual exploitation.  

 
Public Protection 
7.4.1 West Mercia Police 
The police are subject to section 11 duties. Under section 1(8)(h) of the Police Reform and Social 
Responsibility Act 2011 the police and crime commissioner must hold the Chief Constable to  
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account for the exercise of the latter’s duties in relation to safeguarding children under sections 10 
and 11 of the Children Act 2004.  
 
7.4.2 West Mercia and Warwickshire Police have formed a strategic alliance.  Whilst each Force 
retains its own identity, leadership and governance, they share the same vision of ‘protecting 
people from harm’. The Protecting Vulnerable People (PVP) Department sits within the Protective 
Services Directorate and has responsibility for 13 strands of public protection.  In June 2012 the 
PVP policing model was approved by the chief officer team and ratified by the Police and Crime 
Commissioner.  The new PVP policing model will be implemented by the end of July 2014.  The 
department operates across 7 geographic policing areas and supports 5 separate LSCBs and Local 
Adult Safeguarding Boards, as well as strategic MAPPA Boards in both Forces. 
 
7.4.3 The new PVP Policing model seeks to: 

 Strengthen and deepen the strategic alliance; 

 Place resources and assets in the areas of highest risk and protect the most vulnerable from 
harm; 

 Protect frontline resources within the new financial reality; 

 Promote a flexible mixed economy workforce with the appropriate training, experience, skills 
and knowledge to safeguard our most vulnerable from harm; 

 To build upon an develop partnership working with other key agencies and the third sector; 

 Work together with partners to explore opportunities that add value (e.g. MASH); 

 Identify and appropriately manage emerging risk (e.g. honour based violence, modern slavery 
and female genital mutilation). 

 
7.4.4 The last 2 years have been a transitional period for both forces and the Protecting 
Vulnerable People Department.  Whilst the department has been able to retain a significant 
amount of experience and expertise, inevitably during such a significant change programme there 
has been a loss of key staff, the recruitment and induction of many others and the introduction of 
new locations and ways of working, including the implementation of the Harm Assessment Units 
and creation of a Missing Person’s Coordinator post. 
 
7.4.5 Throughout these changes, staff have been committed to working collaboratively with 
partners to ensure risk is appropriately identified, good outcomes achieved and the most 
vulnerable children safeguarded. 
 
7.4.6 The LSCB has asked West Mercia Police (WMP) to address two particular issues over the 
year: young people held overnight in police custody, and the apparent rise in offences against 
young people. The former is dealt with below (under the Youth Offending Service). WMP has 
undertaken analysis of the offences against young people, and found patterns which they are 
checking with a view to improving policing arrangements at particular times of the week.  
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7.4.7 WMP are key participants in the arrangements to prevent and disrupt the sexual 
exploitation of children and chair the SSCB subgroup that leads this area of work.  
 
7.4.8 Areas which will be monitored by the LSCB in the coming months include: 

 The police role in identifying and safeguarding children who are exposed to domestic violence; 

 The developing regional approach to CSE; 

 The numbers, safety and welfare of young people held overnight in police custody;  

 The rate of offences against young people; 

 The impact of reorganisation and budget reductions. 

 

7.5.1 Youth Offending Service (YOS) 
 
Youth Offending Teams (YOTs) are subject to section 11 duties. YOTs are multi-agency teams 
responsible for the supervision of children and young people subject to pre-court interventions 
and statutory court disposals. The YOS in Shropshire also covers the Telford and Wrekin council 
and LSCB area.  
 
7.5.2 During this reporting period an assurance report from YOS has not been sought by the 
SSCB.  However, the SSCB has sought assurances in relation to the recommendations stemming 
from the joint Criminal Justice and Youth Offending Inspection Report ‘Who’s Looking Out for the 
Children?’ (published in December 2011).  The report puts forward recommendations for Police, 
YOS and LSCBs in respect of ‘appropriate adult’ provision and the detention of children following 
charge. In November 2013, YOS and West Mercia Police provided a joint report to the LSCB on the 
local response. 
 
7.5.3 During the period 1st May 2012 to 1st May 2013, 31 juveniles from Shropshire were charged 

and denied bail by West Mercia Police.  None of these 31 young people were transferred to the 

local authority. During the same period, across West Mercia only 1 of a total of 146 juveniles who 

were charged and denied bail was transferred to a local authority. 

7.5.4 Following further enquiries being made, it was identified that there is training issue 

regarding PACE transfer and the circumstances under which secure accommodation would be 

appropriate. The following action has been taken: 

 Training has been provided to existing custody staff and all new custody staff will be given 

training in relation to PACE transfers of juveniles. 

 Advice has been given to children’s social care departments regarding the handover 

paperwork and electronic systems have been developed to enable easier access to handover 

forms. 

 The rights and entitlement leaflets are being re-written for people with learning difficulties and 

for juveniles. 
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7.5.5 A training need has been identified for staff in both local authorities around challenging the 
need for secure accommodation, where appropriate to do so.  
 
7.5.6 The situation will continue to be monitored and effectiveness of arrangements reported 
back to the SSCB. 
 
7.5.7  Areas which will be monitored by the LSCB in the coming months include: 
 The numbers of and responses to young people who are perpetrators of domestic and sexual 

violence. 
 

7.6.1 West Mercia Probation Trust 
Probation Trusts are subject to section 11 duties. They are primarily responsible for providing 
reports for courts and working with adult offenders both in the community and in the transition 
from custody to community to reduce their reoffending.  An assurance report was presented to 
the LSCB in February 2014. 
 
7.6.2 The West Mercia Probation Trust (WMPT) safeguarding children procedures were updated 
in November 2013.  Updates for staff have taken place, making sure that all those at the front end 
of practice are supported in their training and development. As part of the preparation for the 
second Offender Management Inspection (2012), in which WMPT was assessed as achieving the 
highest standards of practice, refresher briefings and follow up on safeguarding children were 
delivered in all teams.   
 
7.6.3 The OMI and local Ofsted inspections resulted in variable assessments and as a 
consequence, WMPT conducted an audit of its safeguarding children procedures. The first part of 
the audit was completed in January 2013 and looked at enquiries sent to children’s services and 
responses received for all community sentences and licences commencing in November 2012.  Of 
the 18 cases where either no enquiry had been sent or no reply received, not all had had further 
action taken triggered by the audit, suggesting a very passive approach from the senior probation 
officers undertaking the audit. 
 

7.6.4 As a consequence of this audit, there were a number of measures put in place in each area, 

to ensure that improvements were made. Some of these improvements relate to the identification 

of processes of referral, and the use of the persons posing risk to children (PPRC) form. The PPRC 

should identify offenders who do present a risk to children, based on conviction and whilst the 

process is designed to convey this to children’s services, it should not be considered to be a 

substitute referral mechanism. The inappropriate use of the PPRC form by an offender manager in 

a case of compromised parenting subject to a learning review by SSCB was indicative of 

operational drift in the use of this process.  

 

7.6.5 A full review has taken place in respect of this process, following the SSCB learning review, 
and recommendations have been made to the Safeguarding Executive and to the SSCB.  An audit 
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of the PPRC process will be undertaken to confirm that those changes have been made, remain 
relevant, and provide further assurance.  
 

7.6.7 The Trust has undertaken further detailed auditing of safeguarding children the findings of 

this will be fed into the quality assurance and performance subgroup later in 2014. However, a 

recent review of cases was undertaken, to the point at which WMPT transferred to its current 

national database for offenders (August 2013). This system records the flagging of child protection 

and child concern cases, but further development needs to take place to build in reports which are 

capable of informing local managers.  

   

7.6.8 The majority of information requests received from children’s services during this period, 
whether on child protection cases, child concern, or as standard requests are received within the 
required timeframe, some 56% of the total (222) but this is a much lower rate than that 
requested. This suggests there is an area for improvement within the response team of children’s 
services.   
 
7.6.9 Shropshire has the lowest number of offenders posing high risk to children across West 
Mercia.  This could be explained by effective interventions, and reassessment of risk; the very task 
that is required of offender managers.  
 
7.6.10 2014-2015 will see the transformation of probation services with the creation of a National 
Probation Service (NPS) and a Community Rehabilitation Company (CRC) which will work with 
medium and low risk offenders. This magnitude of change has the potential to be highly risky, 
particularly as the CRC moves out of public ownership in 2015. 
 
7.6.11 Areas which will be monitored by the LSCB in the coming months include: 
 The impact of the reorganisation of the Probation Service, including the contribution of the 

two new partners (NPS and CRC) to the LSCB and the area’s safeguarding arrangements; 
 The availability of ‘voluntary’ programmes to support perpetrators of domestic violence; 
 The contribution of the two services to the identification of offenders who potentially pose a 

risk to children, and to the ‘hidden harm’ agenda. 
 

7.7.1 Multi - Agency Public Protection Arrangements (MAPPA) 
MAPPA is a partnership of a number of agencies who work in different ways to jointly manage the 
most serious offenders that we have in our communities.  Agencies who take part in MAPPA 
include West Mercia Police, HM Prison Service, West Mercia Probation, Shropshire Children’s 
Services, Mental Health Trust, Safeguarding Adults teams, Housing Services, and the Youth 
Offending Service.  For specific cases, staff from other agencies including hostels and housing 
associations can be invited to participate. 
 
7.7.2 Agencies share all their information about the highest risk offenders and agree a joint risk 
management plan, designed to minimise the risks of harm to past victims, to potential future 
victims, and to the general public. Child protection is in sharp focus through this process. Often 
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cases referred to MAPPA relate to serving prisoners and MAPPA can assist planning for their 
resettlement into the community when their sentences come to an end.  This can include 
specifying where they must live, places and people they must stay away from, and therapeutic 
work they must undertake. 
 
7.7.3 The 2012-2013 annual report of MAPPA explains how multi-agency public protection 
arrangements operate locally and across West Mercia. It also provides information about how 
violent and sexual offenders are effectively managed in the community.  
 
7.7.4 SSCB has formal links with the MAPPA Strategic Management Board (Police HQ) and 
Shropshire agency attendance at local MAPPA meetings is consistently high. 
 
7.7.5 The total number of registered sex offenders (RSOs) ‘owned’ by West Mercia is 1256, of 
which 971 are managed within the community and 268 are detained in prison.   The majority 
(87%/923) of RSO’s across West Mercia are managed at Level 1. At MAPPA Level 2 there have 
been 20 cases considered in the past year, with 100% attendance from children’s services 
representatives.  There have been 16 cases considered at MAPPA Level 3, an increase on recent 
years, again with 100% attendance from children’s services.   
 

7.7.6 Significant achievements for the year include delivering the ‘keeping communities safe’ 
programme. This has brought together people from a number of areas such as faith communities, 
leisure services and libraries to raise awareness of the contribution they can make in being more 
alert to risk of harm from, and to the cooperative management of, offenders in their communities. 

  

7.8.1 Multi-Agency Risk Assessment Conference (MARAC) 
The relationship between experience of domestic abuse and poor outcomes for children is well 
established. For this reason, it is important that agencies who are involved in identifying and 
responding to domestic abuse amongst adults are alert to the presence of children: they can hold 
important information about children who may be suffering, or likely to suffer, significant harm, as 
well as those who cause such harm.  
 
7.8.2 A MARAC is a coordinated partnership approach to tackling the most high risk domestic 
abuse, consisting of a voluntary meeting where information is shared between local agencies and 
a coordinated safety plan or risk management plan efficiently and effectively pulled together. The 
MARAC is made up of representatives from both statutory agencies, including Police, Probation, 
Children’s Services, NHS and non-statutory organisations, including housing associations and 
domestic abuse specialist services. The report Saving Lives and Saving Money (2010), explains: 
At the heart of a MARAC is a working assumption that no single agency or individual can see the 
complete picture of the life of a victim, but all may have insights that are crucial in their safety. This 
is because domestic abuse takes place behind closed doors and presents itself to the outside world 
in many ways: through calls to the police, through visits to A & E, through calls to domestic 
violence helplines, through poor attendance at school, and through friends. 
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7.8.3 In Shropshire, there were 133 high risk adult victims and about 124 children from the 
victims’ households who had been identified and offered support through the MARAC during 
2013-2014. Research shows that 70% of high risk victims have children (Saving Lives, Saving 
Money). Without the MARAC, it has been estimated that these high risk domestic abuse cases 
could be costing the public in Shropshire approximately 2 million pounds per year (based on 
costing calculations found in Saving Lives, Saving Money). The same research has shown that up to 
60% of domestic abuse victims report no further violence as a direct result of intervention through 
the MARAC process, which includes support from the independent domestic violence advisor 
(IDVA) Service. 
 
7.8.4 In 2013 Shropshire MARAC undertook a self-assessment, which included observation of a 
MARAC meeting by Co-ordinated Action against Domestic Abuse (CAADA).  The findings of the 
assessment were as follows: 

 Referrals in to MARAC are low, given national statistics/averages; 

 All of the core agencies were present at the observed meeting and there is good engagement 
from children’s social care; 

 Information sharing was mostly comprehensive; 

 Most of the victims had some contact with the IDVA (independent domestic violence advisor); 

 The governance arrangements need to be developed so that the MARAC steering group is 
independent of the MARAC panel. 

7.8.5 The conclusion of the self-assessment was that Shropshire MARAC is providing a good 
multi-agency response to high risk victims and their children; with a strong commitment to 
ongoing development. Efforts will need to be made to ensure that it reaches all high risk cases and 
secures the safety of the adults and children concerned. 

7.9.1 Shropshire Council  
All councils have a range of statutory responsibilities, many of which are summarised in Working 
Together 2013. Shropshire Council has undergone significant change at the senior levels over the 
past 18 months, whilst also benefitting from continuity of Lead Member and Chair of Young 
People’s Scrutiny. Following the retirement of the previous post holder, a new Director of 
Children’s Services was appointed in April 2013 and, after a period of interim arrangements, a new 
Head of Safeguarding took up post in December 2013. In common with other public sector 
organisations, Shropshire Council faces significant budget reductions over the coming months and 
years. These will inevitably have an impact on services to children and families. 

7.9.2 Children’s Social Care 
The most recent Inspection of local authority arrangements for the protection of children by Ofsted 
was in November 2012, when the overall effectiveness of the arrangements to protect children in 
Shropshire was judged to be adequate. 

7.9.3 Nine recommendations were made, five of which concerned practice and processes 
specific to children’s social care. Three concerned the multi-agency approach to safeguarding 
children, and one recommended strengthening the membership of the LSCB to include education 
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services and the voluntary sector. This latter has been addressed, and progress on the remaining 
recommendations has been made regularly to the SSCB.  

7.9.4 A key recommendation was that, within 3 months, the local authority should develop and 
implement a revised threshold document. Consultation took place on a multi-agency basis through 
the use of existing groups such as the Early Help Stakeholders group, SSCB Policy and Procedures 
subgroup and the SSCB Partnership subgroup and in May 2013, SSCB published a thresholds 
document - “Accessing the Right Service at the Right Time”. 
 

7.9.5 Audit arrangements within social care have been reviewed and the tiered approach 
revised.  The Quality and Performance subgroup has also reviewed the audit framework and 
presented revised proposals to the SSCB in August 2013.  Children’s Social Care now ensures that 
the periodic audits of closed referrals are reported to the LSCB through the Quality and 
Performance subgroup.   
 

7.9.6 The ways in which children’s wishes, feelings and views are gathered have been enhanced 
to ensure that they are fully utilised within individual planning as well as in the development of  
services.  It is expected that children and young people attend their conferences unless there are 
exceptional reasons not to do so. 
 

7.9.7 There was also a recommendation to establish a coherent case recording system that 
facilitates management oversight, accurate recording of decisions in all aspects of cases and 
facilitates the consistent use of historical information. The electronic recording system has been 
updated and sessions have run to ensure consistent usage of the system.   
 

7.9.8 Areas which will be monitored by the LSCB in the coming months include: 

 The impact of forthcoming budget reductions on safeguarding services 

 The rate of referrals and re-referrals to children’s social care 

 The impact of the early help strategy 

 The rate of children with a second or subsequent child protection plan. 

7.9.9 The Children’s Workforce 
Working Together 2013 underlines the importance of the arrangements for dealing with 
allegations against adults who work with children. LSCBs have responsibility for ensuring there are 
effective inter-agency procedures in place for dealing with allegations against people who work 
with children, and monitoring and evaluating the effectiveness of those procedures. County level 
and unitary local authorities are expected to have a Local Authority Designated Officer (LADO) 
involved in the management and oversight of individual cases.  

 
7.9.10 The management of allegations should been seen in the wider context of safer 
employment practices, which have three essential elements: 

 Safer recruitment and selection practices;  

 Safer working practices;  

 Management of allegations or concerns. 
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7.9.11 Allegations against staff may come to attention under a different title, ie ‘allegation’, 
‘concern’ or ‘complaint.’  Regardless of the route in, any information or referral which suggests 
that a member of staff has harmed, committed a possible offence or may be unsuitable to work 
with children, will be dealt with by the SSCB procedures – Management of allegations against 
adults who work with children - and discussed with the LADO. The LADO should provide advice and 
guidance to employers and voluntary organisations, liaising with the police and other agencies and 
monitoring the progress of cases to ensure that they are dealt with as quickly as possible, 
consistent with a thorough and fair process.  
 
7.9.12 In August 2013 Shropshire Council appointed to a new LADO post.  A LADO report was 
presented to the Board in February 2014, covering the reporting period of March 2013 to January 
2014. 
 
7.9.13 Since September 2013, Joint Evaluation Meetings (JEM) are convened (as opposed to LADO 
strategy meetings) when there is an allegation against an adult working with children that needs 
further investigation.  Joint Evaluation Meetings still include a police presence in order to ensure 
that safeguarding is paramount. During the year there has been an increase of meetings convened 
to consider LADO referrals, correlating with the increase of LADO referrals received. There has 
been an increase in suspension of professionals. It is always the decision of the employer to 
suspend an employee.  This could suggest that employers are becoming more vigilant at ensuring 
the safety and wellbeing of children and young people.    
 
7.9.14 During this time, concerns were reported to the LADO in respect of 148 people who work 
with children. There has been a significant increase in referrals made in 2013/2014 compared with 
65 referrals having been recorded in 2012/2013.  This could be due to more incidents, better 
understanding from Professionals of the process and the need to refer concerns to the LADO, a 
designated LADO post being created, or an accumulation of factors.   
 
7.9.15 There has been an increase in the number of referrals regarding ‘suitability’. The term 
‘suitability’ has covered the areas of practice which have been deemed to be inappropriate within 
workers practice and conduct.  This is positive and would indicate that employers are becoming 
more aware of issues of inappropriate conduct of professionals working with children and young 
people. 
 
7.9.16 Whilst the largest group of staff subject to concerns/allegation remain within residential 
care provision (57%), there continues to be a low number of referrals to the LADO in relation to 
professionals working with children and young people in Faith Groups, Health and the Police.  
 
7.9.17 Employer investigations continue to be the most predominant form of initial outcomes on 
receipt of a LADO referral.  13% of cases resulted in a LADO strategy meeting, (prior to September 
2013).  10% of cases resulted in a JEM and 20% of cases in a Section 47 strategy meeting. 
 
7.9.18 Of the cases that came to a formal meeting, 2% led to a criminal investigation, 10% led to 
disciplinary/employment procedures, 8% led to dismissal, but only 6% led to referral to DBS.  60% 
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of the cases referred in were either unfounded or unsubstantiated following investigation and no 
further action was taken. 
 

7.9.21 Areas for development by the LADO include: 

 Ensuring that Academy schools have in place the necessary safeguarding polices, including 
managing allegations against professionals; 

 Clarifying agencies responsibilities for those professionals who are self-employed and who are 
not affiliated to a Governing Body, when there are allegations or concerns about suitability; 

 A quality assurance system is being considered in discussion with LADO colleagues to ensure 
that outcomes are monitored and evaluated for effectiveness; 

 On-going training and promotion to professionals and organisations working with children and 
young people.  

 

7.9.22 Disclosure & Barring Service 
Following the Protection of Freedoms Act 2012 and changes to the Disclosure and Barring Service 
(DBS), a DBS – Duty to Refer event was organised by SSCB and Shropshire’s Safeguarding Adults 
Board and took place in April 2013. 
 

7.9.23 Private Fostering  

A Private Fostering report was presented to the LSCB in November 2013 which covered the period 
March 2012 to April 2013.  At the end of March 2012 there were 7 private fostering arrangements 
on-going from the previous year, and a further 20 new arrangements were recorded between 
March 2012 and the 1st of April 2013.  
 
7.9.24 The number of referrals in Shropshire seems low in comparison to statistical neighbours, 
with the majority of the referrals coming from organisations hosting language students.  The 
number of notifications in comparison to Shropshire’s statistical neighbour has also been 
consistently low (nearly half) since 2010. 75% of visits have been completed in timescales within 
the survey year (8% lower than the statistical neighbour). 
 
7.9.25 During the year, there has been a big increase in the number of language students in 
private fostering arrangements.  As a result of this, much of the focus was spent on working with 
the agencies to ensure they know their responsibilities in reporting such arrangements.  Although, 
there have been fewer mainstream notifications, enquiries are often received which do not fall 
under the private fostering regulations. This shows that that professionals and the public are 
becoming more aware of their responsibilities. 
  
7.9.26 ‘Suitability forums’ are held on a regular basis, to ensure a senior management overview of 
the suitability of arrangements, and to determine any restrictions, recommendations or 
prohibitions required.  
 
7.9.27 In April 2013 the Private Fostering leaflets, posters and statement of purpose were 
updated. A website has also been created where the leaflets are available to download and also 
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links to the BAAF website where further information and leaflets in various language formats can 
be accessed. The SSCB website also has a link which offers advice and guidance to professionals in 
their roles and responsibilities in relation to private fostering.  
 
7.9.28 Training relating to Private Fostering is now included in the child protection training that all 
social workers and designated school safeguarding leads receive.  In 2013-2014, the reach for 
awareness raising activities will be extended to other agencies, in particular GPs, the voluntary 
sector, and also to the public.  
 
7.9.29 An additional priority area is to gain feedback from the children and young people who are 
privately fostered, to understand their experiences and develop the service further.  This 
information and an update for the period 2013/14 will be presented to the SSCB within the annual 
assurance report in 2014/15. 
 



   

46 
 

8. Conclusion and assessment of effectiveness of multi-agency safeguarding 
arrangements 

 
8.1 Information available to the LSCB demonstrates that, overall, agencies in Shropshire 
prioritise the safety and welfare of children and work constructively together to safeguard children 
and promote their wellbeing. At the LSCB, engagement of statutory partners is positive and 
increasingly meaningful. Partners are increasingly holding each other to account; the LSCB’s 
strategic priorities appear to be the right ones for Shropshire at the present time, and the Board is 
complying with its statutory responsibilities. There are areas of good practice across all agencies 
and children and young people in Shropshire are generally well protected. There has been good 
work in improving safeguards for groups of vulnerable children and young people, including those 
who were at risk of sexual exploitation, and young people being held overnight in custody. 
 
8.2 Demands on children’s social care over the past 12 months have increased by 60% from 
the previous year. This increase reflects changes that have been made to strengthen decision-
making in the Initial Contact Team, as well as being evidence of rising demand. Relatively few 
referrals result in no further action, which is a reflection of a growing consistency of understanding 
and application of thresholds for social care services. The new single assessment is being delivered 
within the 45 day timescale to over 95% of children and families, which is good.  
 
8.3 Whilst there was excellent multi-agency engagement in the development of the Early Help 
Strategy, and its implementation can be expected to make an impact on the numbers of children 
being referred to children’s social care, there is not yet evidence to show that families are 
receiving consistently good early help when they need it. The development of COMPASS has been 
well received and there is indication that it is smoothing the pathway for children and families to 
receive early help more promptly and consistently. 
 
8.4 The numbers of children who are the subject of child protection plans has increased 
gradually over the year from below to above the national and statistical neighbour averages. This 
is likely to reflect a ‘rebalancing’ from levels which may well have been a little low.  However, the 
increase in numbers of children who are then subject of a plan for a second or subsequent time 
suggests that the ‘step down’ arrangements may not yet as robust as they could be, and will need 
to be looked at more carefully.  
 
8.5 Information available from audit and other quality assurance activity suggests that practice 
is good in places, but not always consistent. A follow up of the ‘section 11’ audit found, that there 
is little evidence of agencies making the connections between the wider audit activity that is 
taking place and evidencing changes in practice and monitoring the effectiveness of policies, 
procedures and communications. This clearly will need to improve.  
 
8.6 Work on the Board’s priorities shows good evidence of positive impact, and there are clear 
plans to continue this progress. In relation to CSE, in particular, there is commitment to developing 
a common strategic approach across the four LSCBs in the West Mercia Police area.  



   

47 
 

8.7 At an organisational level, there have again been considerable changes and developments, 
driven by a combination of national requirements (in the case of the NHS and Probation, for 
example) and local responses to financial constraints (e.g., Shropshire Council, West Mercia 
Police), which brings risk in relation to service quality and consistency and also has an impact on 
the LSCB itself. Partners have worked hard to maintain continuity despite all this, and have usually 
ensured that the LSCB has been kept well informed of developments.  
 

8.8 Considerable efforts are made by all agencies to ensure their recruitment and employment 
processes are safe, and that the children’s workforce is suitably trained. Engagement with the 
LADO has increased over the past year, although there continues to be a low number of referrals 
in relation to professionals working with children and young people in Faith Groups, Health and 
the Police.  
 

8.9 Across all areas of activity, further work is needed to enhance the ability of services to 
capture children’s views and use feedback to develop and improve their services. This also applies 
to the LSCB itself. 
 

8.10 The Children’s Trust continues to be important in overseeing the development and delivery 
of a number of services for children living in Shropshire including the Early Help offer.  The Health 
and Wellbeing Board is increasingly influential and needs to show robust leadership in ensuring 
that the Joint Strategic Needs Assessment (JSNA) is used to provide a strong evidence base for 
wider safeguarding activity and service commissioning.  A good start has been made in this area. 
 
8.11 CAMH services remain a major area of weakness in Shropshire, with improvement 
hampered by the complexity of commissioning. Improvements in this service area are long 
overdue, and are particularly needed in the context of rising levels of self harm amongst young 
people. This is recognised by the Health and Wellbeing Board, which has included the emotional 
and mental health of young people in Shropshire as a priority. The current JSNA has information 
about suicide in all ages; since it was published, more analysis has been done on self-harm and the 
LSCB has been assured that this will be included in future. Likewise, services for perpetrators of 
domestic abuse and sexual abuse are also underdeveloped, and this will need addressing in order 
to improve outcomes for children and young people.  
 
8.12 Overall, the direction of travel is clear, and multi-agency arrangements are good. The 
children and young people of Shropshire are generally receiving a good service but there remains 
areas where improvements can and must be made. The annual report for 2014-15 will detail 
progress towards the vision of the county’s Children and Young People’s Plan, that   
 

All children and young people will be happy, healthy, safe and reach their full 
potential, supported by their families, friends and the wider community. 
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Shropshire’s Safeguarding Children Board Constitution 
 

1. Legislative Framework 

The Children Act 2004 requires each local authority to establish a Local Safeguarding Children 
Board (LSCB) made up of representatives from the agencies and bodies which have regular 
contact with children, or have responsibility for services to them in the local area. The statutory 
agencies which are required to cooperate in the establishment and operation of the LSCB are 
set out in section 13(3) of the Children Act 2004. Sections 13 to 16 of the Children Act 2004 set 
out the statutory framework for the LSCB. 

The SSCB is therefore established under Section 13 of the Children Act 2004 by Shropshire 
Council as the children’s services authority for this area. Detailed guidance issued under section 
7 of the Local Authority Social Services Act 1970, is contained within Working Together to 
Safeguard Children 2013, Appendix B. Shropshire Safeguarding Children Board (hereafter 
referred to as the SSCB or the Board) was launched on 1st April 2006. 

For the purpose of this document, safeguarding and promoting the welfare of children is 
defined as: 

 Protecting children from maltreatment 
 Preventing the impairment of health or development; 
 Ensuring that children are growing up in circumstances consistent with the 

provision of safe and effective care; and 
 Undertaking that role to help enable those children to have optimum life chances 

and enter adulthood successfully. 

Child protection is the activity that is undertaken to protect specific children who are suffering, 
or are likely to suffer significant harm (Working Together, 2013 Appendix A: Glossary). 

2. Purpose 

SSCB is the key statutory mechanism that brings together representatives of each of the main 
agencies and professionals responsible for promoting the welfare and safety of children and 
young people. It is an inter-agency forum for agreeing how the different services and 
professional groups should co-operate to safeguard children throughout Shropshire and, for 
making sure that arrangements work effectively to promote better outcomes for children. 

3. Objectives of the SSCB 
 
The functions of the SSCB are set out in Section 14 of the Children Act (2004), regulations (Local 
Safeguarding Board Regulations 2006) and Working Together to Safeguard Children 2013.  The 
core objectives of the SSCB are: 
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a) to co-ordinate what is done by each person and body represented in the SSCB for the 
purposes of safeguarding and promoting the welfare of children, and 

b) Ensuring the effectiveness of what is due by each person or body for that purpose. 
The SSCB will, therefore, ensure that the duty to safeguard and promote the welfare of children is 
carried out in such a way as to contribute to improving all five Every Child Matters outcomes. 
 
Safeguarding and promoting the welfare of children includes protecting children from harm, 
ensuring that work to protect children is properly coordinated and effective. 
 
However, the SSCB will go beyond this core business to work to the wider remit, which includes 
preventative work to avoid harm being suffered. This will ensure a long-term impact on the safety 
of children. 
 
4. Scope and functions of the SSCB 

 
The specific responsibilities of the Shropshire Safeguarding Children Board 
are: 
 

 To hold agencies to account for the effectiveness of their work in safeguarding children. 
 

 To develop and agree inter-agency policies, procedures and protocols which focus on 
safeguarding children, including thresholds for intervention. 

 

 To 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 

 

 To promote the safest possible practices in relation to the recruitment and selection of all 
those who work with children in a statutory and voluntary capacity. 

 

 To ensure that allegations concerning persons working with children are dealt with 
properly and quickly. 

 

 To develop policies and procedures which focus on the need for adult services to recognise 
the impact of adult problems on children’s welfare and to ensure training programmes 
enable services that work primarily with adults respond appropriately to the needs of 
adults as parents. 

 

 To undertake reviews of cases where a child has died or has been seriously harmed in 
circumstances where abuse or neglect is known or suspected and advising on lessons 
which can be learned. 

 

 To promote the safety of children in Shropshire, including collating and analysing 
information about the deaths of all children in the area. 
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 To promote, encourage and sustain a community involvement in safeguarding children, 
and improving levels of safety for children. 

 To ensure the co-ordination and effective implementation of measures to strengthen 
private fostering notification arrangements and to receive an annual private fostering 
report submitted by the local authority. 

 To ensure that single agency and inter-agency training on safeguarding and promoting 
welfare is provided in order to meet local needs. 

 To ensure the Board is adequately resourced and supported to carry out its function as 
defined by statutory guidance. 

 To receive reports on matters of local and national relevance relating to the objectives of 
the Board. 

 To publicise materials which highlight issues relating to the protection and safety of 
children, ensuring that the views and opinions of young people are taken into account. 

 To participate in the local planning and commissioning of children’s services to ensure that 
they take safeguarding and promoting the welfare of children into account. 

 In agreement with the Children’s Trust to lead on other activity that facilitates, or is 
conducive to the achievement of the objectives of the SSCB. 

Three broad areas of activity are identified: 
1. Activity that aims to identify and prevent maltreatment or impairment of health and 

development 
 

2. Proactive work that targets particular groups e.g. disabled children or children experiencing 
compromised parenting (parental substance misuse, parental mental ill health, parental 
domestic abuse). 
 

3. Responsive work to protect children who are suffering or are at risk of suffering harm. 
 
The Shropshire Safeguarding Children Board (SSCB) has a particular focus on the Stay Safe 
outcomes which are: 

 Helping Children and Young People to be safe from maltreatment, neglect, violence and sexual 
exploitation 

 Safe from accidental injury and death 

 Safe from bullying and discrimination 

 Safe from crime and anti-social behaviour in and out of school 

 Have security, stability and are cared for 
 

5. Powers and Accountability 
The Board must ensure that work progresses in all these areas and that performance indicators 
are appropriately scrutinised. 
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The SSCB will focus on this core business in the first place, and will take direct responsibility for 
scrutinising child protection outcomes through its performance management work.  The Board will 
also receive reports from other strategic planning groups, so that it can check that preventative 
work is developing.  The areas where this will apply are road traffic accident rates and strategies to 
reduce these incidences, bullying and crime and disorder. 
 
Whilst the SSCB has a role in co-ordinating and ensuring the effectiveness of local individuals’ and 
organisations’ work to safeguard and promote the welfare of children, it is not accountable for 
their operational work. Each Board partner retains their own existing lines of accountability for 
safeguarding and promoting the welfare of children by their services. Members of the SSCB will be 
held to account for challenge within their own organisations. 
 
All private/voluntary/community organisations that come into contact with or offer services to 
children in Shropshire will be asked as a matter of good practice to take account of this guidance.  
 
6. SSCB Chair 

It is the responsibility of the Chief Executive of Shropshire Council to appoint or remove the SSCB 
Independent Chair (SSCB Chair) with the agreement of a panel including SSCB partners and lay 
member(s). The SSCB Chair will have an initial 24 month tenure, with the option of renewing after 
this period. The SSCB Chair will be of sufficient standing and expertise to command the respect 
and support of all partners, and they will act objectively to promote an effective strategic 
safeguarding ‘challenge and assurance’ Board which promotes a sense of equal partnership 
amongst its partner agencies. 
 
The SSCB Chair will be accountable to the Local Authority via the Chief Executive. In the absence of 
an Independent Chair the Board will be chaired by the Director of People pending the 
appointment of an Independent Chairperson to the vacant post. The SSCB Chair will maintain 
regular contact with Shropshire Council’s Director of Children Services and the SSCB Business 
Manager. 
  
SSCB Vice-Chair - The Vice Chair will be a nominated representative from one of the partner 
organisations of the SSCB. 
 
7. SSCB Membership 

Membership of the Board is set out in section 13(3) of the Children Act 2004 and has been 
updated in Working Together to Safeguard Children 2013. The following organisations are 
required to cooperate with the local authority in the establishment and operation of the Board 
and have shared responsibility for the effective discharge of its functions and SSCB has 
membership from: 
Shropshire Council  - (incorporating children’s services; adult services, and Public Health) 
West Mercia Police 
National Probation Service and Community Rehabilitation Company 
Youth Offending Service 
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Health –Community Trust; Shropshire and Telford Hospital Trust; Agnes Hunt Orthopaedic 
Hospital 
South Staffordshire and Shropshire Healthcare NHS Foundation Trust 
Representation from Shropshire’s Clinical Commissioning Groups (CCGs) 
NHS England 
CAFCASS 
Local school representation from a primary, secondary, and college 
Lay members 
The Voluntary Sector; 
 
The Local Authority’s Lead Member for Children will attend the Board as a participating observer. 
Their role, through their membership of governance bodies, is to hold their organisation and its 
officers to account for the effective functioning of the Board. The Lead Member will have a 
particular focus on how Shropshire Council fulfils its responsibilities to safeguard and promote the 
welfare of children and will hold the Director of Children Services to account for the work of the 
SSCB. 
 
Membership of the Board will comprise of appropriate named people designated by their 
organisations in order to ensure consistency and continuity. The named individual will remain the 
agency’s representative until the Board is informed otherwise by the agency. 
 
If a Board member misses two consecutive meetings without sending apologies or an appropriate 
representative, then the Chair, on behalf of the Board, will write to that member.  If non-
attendance continues, the Chair will write to the senior person of that agency seeking a 
replacement.  (This also applies to sub group membership). 
 
8. Board Arrangements 

 
In Shropshire Safeguarding Children Board sub-groups will be the mechanism to ensure the work 
of the Board is completed effectively. The following sub-groups have been set up for this purpose. 
Any sub group working on behalf of the SSCB will only be established by the Board; be accountable 
to it; and report to it.  
 

 Executive Group 
 
The executive group will debate and clarify the issues that are scheduled for the SSCB agenda.  
This group will receive reports from sub-groups and determine the matters which must be 
considered by the full SSCB. 
 

 Quality Assurance and Performance Sub-group 
 
This group meets bi-monthly and will design ways of objectively scrutinising and evaluating 
practice to ensure this complies with standards. 
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 Policy and Procedures Sub-group 
 
This group will ensure appropriate procedures are in place in response to legislation, government 
guidance and safe recruitment requirements. 
 

 Health Governance Sub-group 
 
This group meets quarterly and brings together all the strategic heath representatives involved in 
safeguarding. Information from the SSCB can be disseminated at this meeting and issues passed 
back to the Board. 
 

 Training Sub-group 
 
This group meets bi-monthly and co-ordinates the delivery and quality assurance of Safeguarding 
training in Shropshire for all those working with children, or within safeguarding, or child 
protection and developing a quality assurance model to achieve this. Developing and co-ordinating 
a Safeguarding training Audit Tool. 
 

 Learning and Improvement Sub-group  
 
This group is responsible for considering whether or not cases meet the Serious Case Review 
criteria or require another type of review to be undertaken. Other work-streams involve 
monitoring agencies compliance with SCR recommendations/action plans, analysing cases for key 
themes, learning and identifying trends. 
 

 Communications Sub-group 
 
This group will ensure that the message about safeguarding children being everybody’s 
responsibility is disseminated amongst the widest numbers of the population as possible. They will 
also undertake tasks on behalf of the Board which are related to the publicising of safeguarding 
work in Shropshire.  
 

 Child Exploitation Sub Group 
 
This sub group brings together the agendas of CSE, Missing, Trafficking and e-Safety at a strategic 
level. An e-Safety working group continues to work operationally to keep children safe from harm 
when using online technologies and a CSE panel is in place operationally and acts as a mechanism 
for agreeing how relevant organisations will co-operate and work together to safeguard and 
promote the welfare of children and young people who are identified as experiencing or at risk of 
experiencing CSE in Shropshire.   
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 Child Death Overview Panel  
 
The joint Shropshire / Telford & Wrekin Child Death Overview Panel (CDOP)  monitors and reviews 
child deaths on behalf of both LSCBs. Reviewing child deaths includes collecting information about 
the circumstances of the child’s death, with the overall purpose to understand how and why 
children die, make recommendations to protect other children and to prevent future deaths. The 
CDOP meets every two months and is multi-agency. An annual report is produced by the chair of 
CDOP. 
 
 
9. Board Members responsibilities 

 
Individual members have a duty to contribute to the effective work of the SSCB (please see 
Appendix 1 for further detail and memorandum of understanding). 
 
The key roles of a member are: 
 

 To contribute to the effective working of the SSCB in promoting high standards of 
safeguarding work and fostering a culture of continuous improvement. 

 

 To represent their organisation or sector on the SSCB, speaking with authority for that 
body; committing the organisation or sector on policy and practice matters and holding 
them to account in respect of its work to safeguard and promote the welfare of children 
within Shropshire. 

 

 To represent the SSCB within their organisation or sector; ensuring that it is meeting its 
obligations to safeguard and promote the welfare of children. 

 

 To be an objective member in undertaking assessments and scrutiny functions of the SSCB. 
Where necessary this should take precedence over the role as organisational or sector 
representative.  

 
Frequency of meetings 
 
The Board will meet as a minimum four times per annum. 
 
The Chair may call an extra–ordinary meeting at any time, and members can make a written 
request for such a meeting to the Chair. (NB this will normally only be considered if several 
members make such a request) 
 
A Board meeting will only be quorate if 10 people are present from at least 3 statutory partners. 
 
All Board meetings will be minuted; draft minutes will be distributed within a reasonable time and 
submitted for approval to the next meeting. 
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Conflicts of interest 
 
Conflicts of interest may arise where an individual’s personal, professional or family interests 
conflict with those of the SSCB.  At the commencement of meetings members may be asked to 
declare potential conflicts of interest in any aspect of the agenda. The Chair, at his/her discretion, 
may ask the individual to leave the meeting for the whole or part of the relevant agenda matter. 
 
Board decisions 
 
Wherever possible the Board will seek to establish a consensus on any decisions made.  
 
Financing 
Working Together 2013 states that ‘All LSCB member organisations have an obligation to provide 
LSCBs with reliable resources (including finance) that enable the LSCB to be strong and effective. 
Members should share the financial responsibility for the LSCB in such a way that a 
disproportionate burden does not fall on a small number of partner agencies.’ 
 
Section 15 of the Children Act 2004 empowers statutory Board members to make payments 
towards expenditure incurred by, or for purposes connected with the SSCB. The SSCB will need an 
adequate budget and sufficient other resources (in kind) to enable it to effectively carry out its 
role and function, to comply with guidance, and to meet inspection standards. The budget covers 
staffing costs, training costs, publishing costs and work necessary to progress the business plan. 
SSCB income will also be generated through the provision of SSCB multi-agency training. 
 
The budget will be set annually (but may have to be revised throughout the year with the 
agreement of the relevant agency in response to any organisational change) at the discretion of 
the Board according to the needs of the SSCB in order to fulfil its functions. The SSCB budget will 
be held by Shropshire Council and will be reviewed annually and managed by the SSCB Business 
Manager. Funding agreements will be in place with each SSCB partner and other members will be 
encouraged to contribute to the development work of the Board. 
 
Reference 
  
Working Together to Safeguard Children 2013A Guide To Inter-Agency Working To Safeguard 
Children And Promote Their Welfare.     HM Government (March 2013) 
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 CONSTITUTION APPENDIX 1 
 
 
Memorandum of Understanding - Individual Members’ Responsibilities     
  
 

1. To fulfil a strategic role in relation to safeguarding and promoting the welfare of 
children within the partner agency. 
 

2. To speak for the partner agency with authority. 
 

3. To commit the partner agency on policy and practice matters. 
 

4. To ensure the effectiveness of work undertaken to safeguard and promote the welfare 
of children within the members own agency and to hold their organisation to account 
in reference to activity undertaken to safeguard and promote the welfare of children. 
 

5. To report to SSCB any difficulties within the members own agency in relation to its 
ability to fulfil the statutory requirements of S10 and S11 of the Children Act 2004 and 
to take lead responsibility within their agency for addressing actual or potential 
failures in the fulfilment of these statutory responsibilities. 
 

6. To be in a position to commit resources from their own agency in cash and/or in kind 
(including personnel), required for sub-group/task group / or task-to-finish group 
activity, in order to ensure the effectiveness of work undertaken by SSCB. 
 

7. To ensure that there is an identifiable communication strategy between SSCB and 
the members own agency and to be accountable for the effective implementation of 
that strategy. 
 

8. To ensure that key performance indicators in relation to safeguarding for the members 
agency are disseminated to the Performance Management Subgroup and that their 
agency provides detailed information in relation to these performance indicators to 
this subgroup on a quarterly basis. 

 
9. To evidence that the members own agency has addressed arrangements to ensure 

that strategic plans in relation to staff training take account of training in relation to 
the safeguarding of children. To ensure further that effective links are facilitated 
between the training department of their own agency and the SSCB Training 
Subgroup. 
 

10. To chair or identify appropriate chairs for subgroups of the Board. 
 
11. To actively participate in progressing the work of the Board. 
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12. To prioritise attendance at Board meetings. 
 
13. To pro-actively raise awareness of issues in relation to safeguarding and promoting the 
welfare  of children within their own agency, and to champion the right of all children to 
stay safe. 

 
14. To actively promote inter-agency working. 
 
15. To advise the Board about the detail of their own agencies strategic plans in order to 
inform  and ensure meaningful outcome related links between these and the work 
streams of the  Board. 
 
16. To provide details to the Board about specific lines of accountability for within their 
own  organisation. 
 
17. To ensure that individual agency review reports are submitted to the SSCB as part of 
the  learning review and serious case review process and are; 

 Completed within required timescales. 

 Compliant with statutory guidance and SSCB requirements; and 

 Signed off and approved by the relevant agency Chief Officer. 
 
 
 
 
Signed:                 Name (please print):   
 
 
Designation    Agency \ Organisation 
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Appendix 2: the LSCB 
 
Leadership and Governance  
SSCB board members are accountable for delivering the objectives and actions agreed by the 
Board and for ensuring that their agency delivers on safeguarding children responsibilities. 
However, the SSCB is not accountable for the operational work of partners nor does it have the 
power to direct them. 
 
The SSCB is comprised of senior members from a range of Shropshire agencies that work with 
and/or have contact with children and who are able to: 

 Speak for their agency; 

 Hold their agency to account and challenge its practices; 

 Make decisions about safeguarding as required and allocate resources; 

 Ensure that safeguarding is given strategic priority within their own agency. 

Partners work: 
 Collaboratively to ensure that good outcomes for the most vulnerable children are 

achieved through quality services, which place children and young people at the centre; 

 To safeguard children and promote their wellbeing with a particular focus on children 

who are in need of protection. 

Shropshire has retained a Children’s Trust and the Health and Wellbeing Board is now fully 
functioning. The relationship between the LSCB, the Children’s Trust and the Health and Wellbeing 
Board is one of mutual challenge and holding to account, and is set out in a memorandum of 
understanding which is available on the SSCB website. 
 
The Independent Chair of the LSCB is appointed by the local authority, with the agreement of a 
panel including LSCB partners, and is accountable to the Chief Executive. The chair has a crucial 
role in making certain that the Board operates effectively and secures an independent voice for 
the LSCB.  Working Together 2013 changed the governance arrangements for Independent Chairs 
of LSCBs and as such the Chief Executive, drawing on other LSCB partners and, where appropriate, 
the Lead Member holds the Chair to account for the effective working of the LSCB. The Chair is a 
participating observer of the Children’s Trust and presents the LSCB annual report to the Trust, the 
Health and Wellbeing Board, the Police and Crime Commissioner and senior leaders across the 
Council and its partners. The present Independent Chair took up her role in autumn 2011. 
 
The Board also has explicit links with other strategic groups with safeguarding responsibilities, 
including: 
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 MAPPA (Multi Agency Public Protection Arrangements) 

 MARAC (Multi Agency Risk Assessment Conference via Criminal Justice Sub Group)  

 County Domestic Abuse Forum 

 West Midlands’ Regional Safeguarding Network 

 West Midlands’ Regional LADO Network 

 West Midlands’ Regional Runaways, Sexually Exploited and Trafficked Children Network 

 West Midlands’ Regional IRO Network 

 
Membership 

The following agencies are represented on the Board with many more being standing members of 

the sub-groups and/or contributing to the work of task and finish groups. 

 Shropshire Council Children’s Social Care 

 Education (Primary, Secondary and FE provision) 

 Shropshire CCG 

 Shropshire Community Health Trust 

 NHS Trust Hospitals 

 NHS England 

 West Mercia Probation 

 West Mercia Police 

 CAFCASS 

 Youth Offending Service 

 Voluntary Sector 

 Community Member 

 

The Lead (Elected) Member for Safeguarding is a ‘participant observer’ at the Board. 

Attendance 
The SSCB meets on a quarterly basis and the attendance of members for the 4 meetings over the 
year 2013-2014 is as follows: 
 

Role & Agency 
% of Board Meetings 
Attended 

Independent Chair 100 

Director of Children’s Services, Shropshire Council 100 

Assistant Director, Head of Safeguarding, Shropshire Council 75 

Director of Public Health, Shropshire Council 75 

Portfolio Holder for Children & Young People, Shropshire Council  100 

Head Teacher’s Representative – Primary Schools 75 
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Head Teacher’s Representative – Secondary Schools 75 

Further Education Representative 75 

Designated Nurse for Shropshire Clinical Commissioning Group 100 

Designated Doctor for Shropshire Clinical Commissioning Group 50 

Director of Nursing, Shropshire Community Health Trust 75 

Director of Nursing, Robert Jones & Agnes Hunt Hospital 0 

Named GP for Shropshire, Shropshire Clinical Commissioning 
Group 

25 

Executive Director of Nursing, Shropshire Clinical Commissioning 
Group 

75 

Area Director NHS England * 25 

Detective Superintendent, Protecting Vulnerable People - West 
Mercia Police 

50 

Assistant Chief Officer, West Mercia Probation Trust 100 

Head of Service, Youth Offending Service 100 

CAFCASS Representative 0 

Community Member 50 

Voluntary Sector Representative 1 # 50 

Voluntary Sector Representative 2 # 75 

SSCB Business Manager 100 

SSCB Development Officer 100 

SSCB Training Officer 25 

 
*- NHS England representative required to attend one meeting per year. 
# - Voluntary Sector Representatives recruited following the first meeting of the year. 
The following agencies have provided substitute representatives: 
Agency % of Board Meetings 

Substituted 

West Mercia Police 50 

Shropshire Community Health Trust 25 

Robert Jones & Agnes Hunt Hospital 50 

Shropshire Clinical Commissioning Group (Named GP) 25 
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Resources and Capacity 
 

Working Together 2013 is more explicit about funding and resourcing arrangements for LSCBs 
stating that “All LSCB member organisations have an obligation to provide LSCBs with reliable 
resources (including finance) that enable the LSCB to be strong and effective. Members should 
share the financial responsibility for the LSCB in such a way that a disproportionate burden does 
not fall on a small number of partner agencies.” 
 
It also goes on to say that ‘……and provide staff, goods, services, accommodation or other 

resources for purposes connected with an LSCB.’ 

 
In Shropshire, the core financial contributions are made up by the local authority, police and 
health economies.  The changes in the public sector such as the health economy need to be born 
in mind and new funding arrangements for health contributions are now in place.  
Other agencies contribute in funding and in kind according to their resources and local 
circumstances, for example through making staff and premises available to deliver SSCB training, 
or by providing venues to host Board meetings. 
 

Budget Contributions by Agencies 

104,220, 53%

25,410, 13%

32,770, 17%

5,320, 3%

5,240, 3%

4,600, 2%

1,600, 1%

5,320, 3% 5,320, 3%
1,270, 0%

1,270, 0% 1,270, 1%
1,270, 1%

SHROPSHIRE COUNCIL

POLICE AUTHORITY

COMMUNITY TRUST NHS

SHREWSBURY & TELFORD HOSPITAL
NHS TRUST
ROBERT JONES/AGNES HUNT HOSPITAL
TRUST
PROBATION

YOUTH OFFENDING SERVICE

SHROPSHIRE SECONDARY SCHOOLS

SHROPSHIRE PRIMARY SCHOOLS

SHREWSBURY SIXTH FORM COLLEGE

DERWEN COLLEGE

SHREWSBURY COLLEGE (SCAT)

NB CAFCASS contribution is £550 (0.3%) 
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The SSCB budget has been used to support key SSCB officers’ posts, including the Independent 
Chair, to progress the business plan 2013-2015 and deliver multi-agency training. 
 
The capacity of the Independent Chairs has been enhanced during 2013-14 by increasing the 
number of days available to the LSCB from 20 days to 30 and the budget has been appropriately 
altered to include additional funding from Shropshire Council to support this. 
 
The staffing of the LSCB team is as follows: 
 
1 SSCB Business Manager – 0.5 FTE 
1 SSCB Development Officer – 1 FTE 
1 SSCB Training Co-ordinator – 1 FTE 
1 SSCB Administrator – 0.6 FTE 
1 SSCB Training Administrator – 0.6 FTE 
1 SSCB Training Apprentice – 1 FTE 
 

Budget Allocation 

135,060, 69%

25,050, 13%

10,000, 
5%

25,370, 13%

Staffing (incl on
costs and Lay
Member)

Training

Communications

Safeguarding
Activities (priorities)

 

The funding awarded to LSCBs following the Munro Review of Child Protection was ring-fenced to 
deliver SCIE training and embark on a SCIE pilot review (the details of the pilot are included in the 
Learning & Improvement section of the report).  
 

In addition a contingency fund of £50k has been built up and ring fenced for serious case reviews. 
Serious case reviews as a process can bring costs between £10k -25k each depending on the model 
used and complexity of the review. 
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Appendix 3 Multi Agency Training Annual Report 
 
Evaluation of SSCB Multi-agency Training. 
 
Report Written by; Donna Chapman - MARCH 2014 
 
A SSCB Learning and Improvement Strategy has been developed and drafted for the SSCB Training 
Sub-group, which incorporates a Training Schedule for delivery of Multi-agency Training by 
Shropshire’s multi-agency Training Pool and the mechanisms to evaluate multi-agency training. 
Working Together 2013 sets a requirement for LSCB’s to monitor and evaluate the effectiveness of 
Training for all professionals in the area. 
 
The SSCB Strategy sets out to do this in a variety of ways; 
 

 Questions prior to training. 

 On the day evaluations. 

 Trainer/training observations. 

 Post Course Survey’s. 
This report will provide the SSCB with an analysis of the data from the sources above between 
April and December 2013. 
 
In total from April to December 2013 the SSCB Training team/pool has delivered 35 multi-agency 
learning sessions, covering a variety of topics;  

 Compromised Parenting,  

 Child Sexual Exploitation (CSE), 

 Disclosure and Barring,  

 Raising Awareness in Child Protection,  

 Developing Practice Modules,  

 MAPPA,  

 Domestic Abuse,  

 STORM (Suicide Assessment and Prevention) Training,  

 Training for Elected Council Members,  

 Development Sessions for Training Pool members,  

 Chelsea’s Choice; CSE Learning event for Training Pool and Board Members,  

 A Train the Trainer Programme and  

 Case Conference and Core Group Training;  
 
These sessions reached in total 699 Delegates across Shropshire from a wide range of agencies. In 
Addition 23 session of Early Help Training have been delivered to 350 delegates. This compares 
well to 2012/13 when the SSCB Training Team (including the Training Pool) delivered 28 Learning 
sessions reaching 678 delegates and 171 delegates for Annual Conference. 
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Understanding what delegates want to gain from Training;  
At application stage a question is asked to ascertain what learners want to gain from the training 
they have applied for. This ensures the right people, are on the right course, at the right time. This 
also informs the expectations of learners and workforce training needs. The answers are filtered 
prior to training and shared with trainers. The common themes are; 
 
‘Safer and potentially more inclusive working practice.’ & ‘More confidence in approaching difficult issues with 
families.’ & ‘I will be more aware of the signs & symptoms.’ & ‘Update on change in legislation.’ & ‘Increased 
knowledge to develop my practice.’ & ‘update on referral process’. 

Each application is reviewed and recorded on an electronic database and any concerns are 
reported to the training co-ordinator, for discussion and possible challenge. 
 
Much more resource has been applied to evaluating the impact of the multi-agency training this 
year, than previous years and the findings are promising. Delegates are keen to tell us when the 
training has gone well and where improvements can be made via our on the day evaluations. 
However on-line post-training evaluations are completed less regularly.  
 
On the day evaluations provide us with a rich source of data. It has been agreed within the 
Learning and improvement framework, that a good standard of training is measured as minimum 
standard of 75% Strongly Agree / Agree to the statements on the evaluations. I am happy to report 
that current SSCB training is achieving well above this standard, in the two areas analysed. 
 
Both charts show the percentage of delegates who are satisfied with the Multi-agency Training 
being delivered by the SSCB Training Team and Training Pool and that aims of the training are 
consistently met.  

 

 
Currently there are two E-Learning Modules accessible through the SSCB Training Team, An 
Introduction to Safeguarding and An Introduction to Domestic Abuse. During April to December 
2013 61 delegates have requested to complete the Intro to Safeguarding e-learning and 56 
delegates have requested the Intro to Domestic abuse e-learning.  
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This included delegates from a wide range of agencies including; Chaperones for Theatres, Victim 
support officers, School staff and receptionists, Family Solutions workers, Receptionists for 
Housing, Young Church leaders and Assistants, a variety of Early Years staff and various Health 
staff including Family nurses and Occupational Health staff.  
Chart showing e-Learning module agency requests;  

 
 
There is no further data at this point on the e-learning modules, as any supplementary reporting 
would require additional funding. This would provide evidence of the Organisations  
who have completed the e-learning, and at what level this was completed. 
 
Recommendation 1. Upgrade the e-learning packages with Kwango to include reporting 
mechanisms. (current provider). The cost to upgrade if we continue to offer the Safeguarding and 
Domestic Abuse e-learning packages; £1995 + VAT per course Cost if we agree to additional 
reporting mechanisms; £250 per annum + £1 per licence  
 
The Raising Awareness in Child Protection Training has been designed to be delivered by the SSCB 
Training Pool and Single agencies, through the Train the Trainer programme. This is regularly 
updated, with both local and National Learning from Serious Case Reviews and Research. Single 
agencies provide the SSCB Team with data informing us of how many delegates have been trained 
this information will be provided in the SSCB Training Annual report. The SSCB Team delivered four 
multi-agency sessions, Reaching 52 delegates.  
 
Question 1; How does the SSCB satisfy themselves that all staff, who work with children and 
young people and those who care for them, are receiving the right level of Safeguarding Training 
regularly.  
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Raising Awareness Training 
The chart below shows which agencies attended Raising Awareness in Child Protection sessions 
delivered by the SSCB Training Team. This shows there is still a demand to deliver these sessions, 
though this has decreased from 2012/13 (127 delegates). This shows many more agencies have 
brought in to the Train the Trainer Programme and are delivering their own Raising Awareness 
sessions.  
 

 
 
 
On the day evaluations show a high percentage of delegates are satisfied with the Raising 
Awareness Training and no delegates gave negative answers. In addition the evaluations record if 
Overall Aims are met during the training, as the chart below shows 100% of delegates strongly 
agreed or agreed.  
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Developing Practice modules are delivered by experienced Training Pool members and focus on 
the categories of abuse, Child Sexual Exploitation and Domestic Abuse, 15 sessions have been 
delivered, reaching 272 delegates from a wide range of agencies and teams. Compared to 217 in 
2012/13, showing a small increase in numbers.  
 
Child Sexual Exploitation Training is being delivered by experienced trainers who have all received 
recognised national training, from Just Whistle. This training package has developed over time and 
now has several new focuses including identification of CSE using various models; Party Model, 
Boyfriend Model, Peer Exploitation and On-street grooming and Boys and young men. Three 
sessions have been delivered this year reaching 59 delegates. On the day evaluations are positive 
showing the same trend of 100% of delegates agreeing or strongly agreeing they were satisfied 
with the training and course aims were met. 
 
Compromised Parenting Training has been launched this Year as an additional Developing 
Practice Module, with the first of the sessions being delivered in April 2013. Four sessions have 
been delivered to a range of agencies reaching 78 delegates, with positive outcomes reflected in 
the on the day evaluations. The trainers have met after each session to review the delivery and 
focus of this session, to ensure the desired outcomes are being met and carefully monitored. The 
trainers and training co-ordinator have worked hard to develop and adapt resources to deliver this 
session. Time has been an increasing resource, for both the trainers and training co-ordinator. This 
has been supported by the training apprentice.  
 
Recommendation 2; Trainers need support from managers and regular discussions in 
supervision. Compromised Parenting is a priority of the SSCB, this training session continues to 
need close monitoring and commitment from its trainers to ensure quality and development. 
Trainers should have this part of their role recognised by managers and discussed in supervision. 
Equally the training co-ordinator needs time to work on resources and support the trainers to 
implement these.  
 
Domestic Abuse – Impact on Children is currently delivered by experienced trainers who are part 
of the training pool, reaching 36 delegates during two sessions. Delegates are asked to complete 
the Domestic Abuse e-learning module prior to attending. The introduction of this has 
encountered a few teething problems, and additional administrative time, however most 
delegates have completed e-learning prior to attending the taught session. On the day evaluations 
are very positive, mirroring the trend shown in other charts, of overall high levels of satisfaction 
with the training delivered. 
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The chart below shows a range of agencies attending Developing Practice modules, however there 
are still gaps easily identified. How these agencies are encouraged to attend is a challenge and an 
approach it yet to be agreed. 
 

 
 
 
Recommendation 3; An agreed strategy to target agencies whose attendance seems to be missing 
in multi-agency training, should be discussed by various sub-groups, to include Communications 
Subgroup and Training Subgroup and Quality Assurance and performance. 
 
On the day evaluations show a high percentage of delegates are satisfied with the Developing 
Practice Modules and again the advertised aims of the courses were consistently met. 
 

  
 
Case Conference and Core Group training has been developed and delivered by Multi-agency 
Trainers including Early Years and Independent Reviewing Officers. Two sessions have been 
delivered to 34 delegates from a range of agencies, as shown in the chart below compared to 50 
delegates during 2012/13. 
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On the day evaluations from Case Conference and Core Group Training are positive showing the 
same trend as above, with 100% of delegates Strongly agreeing or Agreeing they were satisfied 
with the training delivered, and that Course aims were met. This training has been observed by the 
training co-ordinator and both the structure of the session and resources have been adapted and 
reviewed, in-line with feedback from learners and discussions with trainers. 
 
STORM Training (suicide assessment and prevention) has continued to be a popular module this 
year, delivered by accredited trainers from the SSCB Training Pool, reaching 69 delegates over 5 
sessions. The demand for this training created long waiting lists, which are now clear.  
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However this year we have lost a further three STORM trainers because of voluntary 
redundancies (VR). This is a concern, risking our capacity to deliver this training through the year.  
 
The wider impact of VR is being monitored by the training co-ordinator on the capacity of the 
training pool to deliver the training schedule agreed for 2014. Any issues will be reported to the 
SSCB Business Manager. 
 
The SSCB Train the Trainer programme is delivered by the SSCB Training Co-ordinator and 
Shropshire Council’s Social Care Staff Development Officer. This enabled 13 delegates to go on to 
the induction stage of delivering approved SSCB training. On the day evaluations were very 
positive and the course will run again in June 2014. This is a good income generation session 
despite some delegates receiving this training free of charge due to existing funding agreements. 
The SSCB Training team charge £300 per delegate, receiving on average £1200 per course.  
 
However the SC Social care Development officer post is currently vacant. This session requires 
two experienced trainers, and a second trainer is yet to be identified.  
Quality Assuring Training Delivery; 
As part of the quality assurance of multi-agency training 30 trainer observations have been carried 
out, over a rolling programme and a further calendar of observations is planned for the coming 12 
months. The level of training observed ranges from Raising Awareness, both Single agency, Multi-
agency and Developing Practice Modules.  
 
These observations provide constructive feedback to trainers, to encourage reflection and learning 
to improve the quality of training in Shropshire. All trainers delivering both single and multi-agency 
training have been happy with this process and they tell me they have found this a good tool for 
reflection and improvement. The areas of focus for the observations were developed and agreed 
by the SSCB Training Sub-group, and we are confident this enables a full evaluation of the training 
and achievement of the aims of the session. Feed-back is given to each trainer following the 
observation and areas for improvement and reflections are shared. 
 
Post Course Evaluations; 
Post Course Evaluations have been developed to measure the effectiveness and impact of training 
and its transfer to frontline practice. The time scales covered in this report are April 2013 to 
September 2013. This is because post course evaluations are sent out 3 months after training, and 
time has to be given to allow for respondents to reply, and then administrative filtering. This work 
has been assisted by the increase in capacity of administration hours, which have now been 
decreased by 37 hours, the impact of this can only be estimated at this time, but capacity will be 
reduced.  
 
The range of agencies completing these Evaluations are wide and varied, in total 61 learners 
completed a post course evaluation of either Multi-agency training, including STORM Training.  
Charts showing this information are shown as Appendix 1 and Appendix 2 of this report. 
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Appendix 1 also shows the responses to the variety of questions asked about the multi-agency 
training attended. This shows a consistently high regard for the training delivered, it effectiveness 
in meeting expectations and the knowledge of trainers. In the main the majority of learners felt an 
increased confidence in dealing with the subject, they had learnt about during the session. And 
where learners had not given a positive response the training co-ordinator has worked with 
trainers, to improve the session. As explained earlier in this report the Compromised Parenting 
Module is new and monitored closely, to ensure quality and effectiveness. Resources and material 
have been reviewed in light of feedback, and evaluations following this have shown a much more 
positive picture. 
The aim of each session is to enable learners to reflect on professional practice and in turn 
improve how they work with children, young people and their families. This concept of 
transferring learning in the classroom to improved practice is not new, however it’s difficult to 
evidence. The post course evaluations ask this question, and the majority of learners answered 
positively that they can or will implement changes to their practice, following training.  However 
this is subjective. Some learners may not be able to identify what it is that has changed. Below are 
just a few examples of comments from learners who responded, to the question of transfer 
learning to practice.  
“It's made me think a lot more about the way I talk to young people and how sometimes their behaviour can be 
asking for help. I feel I can now be more supportive” 
 
“I am currently supporting two clients through case conference and core group meetings. The training has provided 
me with the skills to be able to prepare and support my clients with what to expect at conference and core 
meetings. It has given me more knowledge and confidence when attending these meetings” 
 
“I have made referrals to the CSE panel”  
 
“Made me aware of shared thresholds & the importance of talking to workers from other agencies about concerns” 

Appendix 2 shows similarly, positive responses from learners who attended STORM training. 
Confidence of staff is important when dealing with difficult issues.  The data collated from the 
surveys found a 67% (very effective) and 33% (effective) increase in confidence, when working 
with young people at risk of suicide. 100% of learners felt confident to ask the death question, 
following this training. Examples from practice have been selected to provide evidence of 
transferring learning;   
“I have had a student who asked for help because he could not cope with life.  I asked the "death question" and he 
answered honestly - I felt reassured with the advice that I then gave.” 
 
“I have worked with and supported a young mother who had self-harmed since her school days and tried to commit 
suicide on a number of occasions. I also collected and accompanied her to her psychiatric appointments.” 
 
“I think everyone is scared of asking that question in case we put the thought into their heads.   I feel much more 
confident about asking this now and realise that it is not us asking the question that will make them attempt 
suicide.” 

Recommendation 4; Continue with post course evaluations and increase completion. 
 
Recommendation 5. Consideration and monitoring of training team capacity to continue to carry 
out all of its current functions, due to decrease in administration (37) hours. 
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Appendix 4: Shropshire LSCB Strategic Plan 2014-17 
Vision (CYPP) 

For all children and young people to be happy, healthy, safe and reach their full potential, 

supported by their families, friends and the wider community 

Priority (CYPP) 

Ensuring children and young people are safe and well looked after in a supportive environment 

Local Safeguarding Children Board  

Statutory responsibilities: 

a) to coordinate what is done by each person or body represented on the Board for the 

purposes of safeguarding and promoting the welfare of children in the area; and  

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

 

Also receives annual reports for LADO, Private fostering, IRO/ CP Chairs 

Subgroups and task/finish groups: 

Executive Sub-group                                   Quality Assurance & Performance Sub-group 

Child Exploitation Sub-group                     Policy & Procedures Sub-group 

Child Death Overview Panel                      Learning & Improvement Sub-group 

Communications Sub-group                      Health Governance Sub-group 

Training Sub-group                                      Children’s Domestic Abuse Strategy Task/Finish 

Children with Disabilities Task/Finish       Group 

Group 

Strategic objective 1 

Shropshire has an effective LSCB which fulfils 

its statutory responsibilities and promotes a 

culture of collective accountability, respectful 

challenge and continuous learning. 

1. The governance arrangements enable SSCB 

partners (including the Health and Well-Being 

Board and the Children’s Trust) to assess 

whether they are fulfilling their statutory 

responsibilities to help (including early help), 

protect and care for children and young 

people.  

Lead: Chair of Board 

2. SSCB effectively prioritises according to 

local issues and demands and there is 

evidence of clear improvement priorities 

identified that are incorporated into a delivery 

Strategic objective 2 

Shropshire has high quality safeguarding 

systems and practice in place which are 

effective in helping, protecting and caring for 

children and are delivered by a 

knowledgeable, experienced and well trained 

workforce 

1. SSCB has a robust and comprehensive 

Quality Assurance Framework in place which 

enables it to monitor the effectiveness of local 

arrangements and identify where 

improvement is required in the quality of 

practice and services that children, young 

people and families receive. 

Lead: Quality and Performance sub-group 

2. SSCB has a comprehensive single and multi-

agency audit system in place which identifies 

Strategic Objective 3 

Shropshire has effective arrangements for 

identifying and responding to the needs of 

children and young people living in homes 

where the parenting abilities of their parents/ 

carers are compromised due to domestic 

abuse, substance misuse or mental ill health, 

including promoting early help to prevent 

escalation of risk and harm. 

1. Vulnerable children and those at risk of 

harm are identified early and have their needs 

met promptly and effectively. 

Lead: Quality Assurance & Performance sub-

group 

2. Thresholds for services are widely 

understood and regularly monitored. 

Lead: Quality and Performance sub-group 

Strategic Objective 4 

Shropshire has effective arrangements for 

responding to key safeguarding risks 

(particularly missing children, child sexual 

exploitation and trafficking), and through 

education and training aimed at increasing 

awareness and resilience. 

1. Children and young people are kept safe 

from harm through a co-ordinated, effective 

response to the issues of CSE, Missing and 

trafficking. 

Lead: Child exploitation sub-group 

2. Reduce incidences of CSE, missing and 

trafficking through the disruption of 

perpetrators. 

Lead: Child exploitation sub-group 

3. Develop training and education for schools 
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plan to improve outcomes.  

Lead: SSCB Business Unit, Chair of Board 

3. SSCB has a local learning and improvement 

framework with statutory partners.  

Lead: Learning and Improvement sub-group 

4. SSCB ensures that high-quality policies and 

procedures are in place (as required by 

Working together to safeguard children) and 

that these policies and procedures are 

monitored and evaluated for their 

effectiveness and impact and revised where 

improvements can be made.  

Lead: Policy and procedures sub-group 

5. SSCB, through its annual report, provides a 

rigorous and transparent assessment of the 

performance and effectiveness of local 

services.  

Lead: SSCB Business Unit, Chair of Board 

priorities to improve professional practice and 

involves managers and practitioners in 

identifying strengths, areas for improvement 

and lessons to be learned. 

Lead: Quality and Performance sub-group 

3. Serious case reviews, management reviews 

and reviews of child deaths are used by the 

SSCB partners as opportunities for learning 

and feedback that drive improvement. 

Lead: Learning and Improvement sub-group, 

CDOP 

4. Sufficient, high-quality multi-agency training 

is available and its effectiveness in improving 

front-line practice and the experiences of 

children, young people, families and carers is 

evaluated. 

Lead: Training and Development sub-group  

3. SSCB is an active and influential participant 

in informing and planning services for 

children, young people and families in the 

area and uses its scrutiny role and statutory 

powers to influence priority setting across 

other strategic partnerships such as the Health 

and Well-being Board. 

Lead: LSCB Business Manager and Chair of 

Board 

 

and colleges to raise awareness and increase 

young people’s resilience. 

Lead: Child exploitation sub-group and 

Schools safeguarding group 

Strategic Objective 5 

Shropshire LSCB is active and influential 

through effective engagement with other 

strategic partnerships, statutory and other 

partners, front line practitioners, children and 

young people, parents, carers, and the wider 

public.  

1. Implement the communications strategy to 

ensure effective communication of key 

safeguarding messages. 

Lead: Communications sub-group 

2. Engage with children and young people to 

seek their views and to help shape the work of 

the LSCB. 

Lead: Communications sub-group  

Functions 

1(a) developing policies and procedures for safeguarding and promoting the welfare of children 

in the area of the authority, including in relation to:  

(i) the action to be taken where there are concerns about a child’s safety or welfare, including 

thresholds for intervention;  

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

children;  

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

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

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

(vi) cooperation with neighbouring children’s services authorities and their Board partners. 

(b) communicating to persons and bodies in the area of the authority the need to safeguard and 

promote the welfare of children, raising their awareness of how this can best be done and 

encouraging them to do so;  

(c) monitoring and evaluating the effectiveness of what is done by the authority and their Board 

partners individually and collectively to safeguard and promote the welfare of children and 

advising them on ways to improve;  

 (d) participating in the planning of services for children in the area of the authority;  

(e) undertaking reviews of serious cases and advising the authority and their Board partners on 

lessons to be learned. 
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 Appendix 5 

 
 
 

Sub-Groups Report – March 2014 
 

Prepared by Lisa Charles  
 
1.0  Purpose of the report: To advise the safeguarding board of its subgroups and their current 
and future streams of work. 

 
 

2.0 Current working arrangements by sub-group 
 

2.1 Communications Sub-group 

 Membership: Chair: SSCB Development Officer 
Shropshire Community Health NHS Trust Communications and Marketing 
Manager 
Shropshire Council Communications Officer 
Family Information Service 
West Mercia Police Communications Officer 
SSCB Community Member 
Shropshire Council Early Help Implementation Lead 
Shropshire Council Community Engagement Officer 
Shropshire Youth Association 
 

 Frequency of 
meetings: 

Bi-monthly  

 Activity: The Communications Sub-Group developed and launched the 
Communications Strategy and Toolkit in autumn 2012.  Other sub-groups of 
the Board have begun to plan their communication campaigns and these will 
be co-ordinated by the Communications sub-group.  
 
The new SSCB website was launched in March 2013 and contains information 
on safeguarding and child protection for children and young people, parents 
and carers and professionals.  The launch of the website involved a number of 
different communications to target audiences, largely capitalising on news 
stories and events to promote different sections of the website relevant to the 
target audience. 
 
The sub-group is currently developing a safeguarding poster campaign to raise 
awareness of safeguarding issues in local communities. 

   

2.2 Training Sub-group 

 Membership: Chair: Inter-agency Training Officer, SSCB 
Shropshire Council, Education Improvement Service, Safeguarding & 
Compliance Officer 
Shropshire Council, Children’s Centre Services Co-ordinator 
Shropshire Council, Education Improvement Service, Senior Adviser 
Shropshire and Telford Hospitals, Named Nurse 
Shropshire Council, Education Improvement Service, Safeguarding Training & 
Development Officer 
Shropshire Council, Positive Activities Manager  
SSCB, Development Officer 
Shropshire Council, Early Help Support Officer 
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West Mercia Police 
SSSFT, Named Nurse for Safeguarding 
West Mercia Women’s Aid 
Shropshire Community Health Trust, Named Nurse 
Shropshire Council, Disabled Children’s Team Manager 
 
 

 Frequency of 
meetings: 

Bi Monthly 

 Activity: The training subgroup has continued to support the work of the SSCB, 
training pool and children’s workforce to deliver an up to date and relevant 
Training Schedule for 2013/14. This group has developed a quality assurance 
and evaluation process, which seeks to evidence learning and improvement, 
has an impact on practice and improves outcomes for children and young 
people. The evaluation of training delivered by the SSCB training pool has 
been a priority, and produced some interesting feedback, on which to review 
and develop the training on offer in Shropshire. Ensuring multi-agency 
training is of high quality and improves practice and outcomes for children 
and families is part of our continuing work. See attached report for details.  
 
The Training pool continues to deliver training across a wide range of 
agencies and the numbers of learning events and learners attending training 
has continued to increase. There is a robust programme of learning sessions 
always seeking to increase the knowledge and skills of our training pool. And 
plans are developing to offer an increased variety of learning sessions, to a 
wider audience, on a range of themed events for the coming 12 months. 
 

   

2.3 Quality Assurance & Performance Sub-group 

 Membership: Chair: Director of Nursing, Quality and Patient Safety & Experience, 
Shropshire Clinical Commissioning Group (CCG)  
Safeguarding Group Service Specialist 
SSCB Development Officer 
West Mercia Police 
Education Welfare 
Army Welfare 
Shropshire Council Performance Manager 
 
 

 Frequency of 
meetings: 

Bi-monthly 

 Activity: Currently implementing the Audit Framework. 
 
Agencies have recently completed Section 11 Audits and a focus group on the 
theme of Commissioning was held in April 2013 to quality assure agencies 
returns in respect of commissioned services. 
 
Developments have taken place with the presentation of performance 
dashboard to each Board meeting and work is on-going to establish a longer 
list of performance indicators which will sit behind the dashboard and will 
include data collection from a range of agencies. 
 
A LADO report has been presented to Board. 
 
Several multi agency audit events have taken place, each focussing on 
different themes, and useful learning has been developed from each of these. 
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2.4 Learning & Improvement Sub-group 

 Membership: Chair: Head of Legal and Democratic Services 
Group Manager Safeguarding 
Service Manager Safeguarding & Review 
Service Specialist Safeguarding 
SSCB Development Officer 
West Mercia Probation 
West Mercia Police  
Designated Nurse/Doctor 
 

 Frequency of 
meetings: 

Bi-monthly 

 Activity: This group is responsible for considering whether or not cases meet the 
Serious Case Review criteria or require Management Reviews to be 
undertaken.  Other work-streams involve monitoring agencies compliance with 
SCR recommendations/action plans, analysing cases for key themes, learning 
and identifying trends. 
 
A Learning Review, took place in April 2013, and was well received by 
practitioners involved. 
 
A pilot case review using the SCIE methodology was started in May 2013, and 
this proved to be a very intensive process.  The implications of this review for 
the Board will be considered and the final report published in due course. 
 

   

2.5 Policy & Procedures Sub-group 

 Membership: Chair: Service Specialist Safeguarding 
Service Manager Safeguarding & Review 
SSCB Development Officer 
Human Resources 
Designated Nurse 
Education Welfare 
West Mercia Police 
Hope House 
Further Education Representative 
 

 Frequency of 
meetings: 

Bi Monthly 

 Activity: The Policy and Procedures sub-group has revised a number of safeguarding 
procedures within West Mercia Consortium Child Protection Procedures.  
 
The Neglect Strategy is currently under review, pathways are in development 
in relation to safeguarding children with disabilities and also children subject to 
and witnessing domestic abuse.  Strategies in relation to Self-Harm and 
Sexually Active Under 18s are due to be launched in 2014. 

   

2.6 Child Exploitation Sub-group 

 Membership: Chair: West Mercia Police 
Vice Chair: Service Specialist Safeguarding 
SSCB Development Officer 
SSCB Training Co-ordinator 
Education Welfare 
Clinical Commissioning Group 
Shropshire Council Case Management Service 
Youth Offending Team 
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Children’s Residential & Child Placement Service 
Independent Reviewing Officer 
Looked after children’s Nurse 
Secondary School Head Teacher 
Targeted Youth Support 

 Frequency of 
meetings: 

Quarterly 

 Activity: The remit of this sub-group has widened to include Missing and e-Safety.  
 
An action plan has been developed and the group are analysing findings from 
Missing data and addressing the learning from the Child Sexual Exploitation 
Panel. 
 
The sub-group responded to the Children’s Commissioner’s call for evidence 
around groups and gangs involved in CSE and considers other LSCBs reviews 
in respect of CSE. 
 
The e-Safety working group has identified areas of risk for young people using 
online technologies and has supported agencies in the delivery of training and 
development of policies and procedures. 
 
e-Safety policy guidance for community settings has been launched and 
disseminated via the MoveITon Conference and the SSCB website.   
 
The Education Improvement Service’s Create IT Awards were extended this 
year to include the category of e-safety, with pupils from all key stages 
producing e-safety messages using a variety of technologies 
 

   

2.7 Health Governance Safeguarding Children Committee 

 Membership: Chair: Director of Public Health for Shropshire 
Group Manager Safeguarding 
Designated Nurse 
Director of Nursing & Quality 
Nurse Director (Shropshire Doctors Ltd) 
Designated Nurse looked after children 
Named Nurse SSSFT 
Service Delivery Manager Safeguarding (T&W) 
Services Manager Safeguarding (T&W) 
Director of Nursing (RJ&AH) 
Head of Safeguarding (Powys) 
Deputy Director of Child & Family Support Services (T&W) 
Named Nurse (RJ&AH) 
Named Nurse for Safeguarding (SATH) 
Named Midwife (SATH) 
Lead Nurse (CDOP) 
Joint Lead Commissioner (T&W) 
Consultant Paediatrician/Designated Doctor  
Designated Nurse for Children in Care (T&W) 
Managing Director for Community Health Services (T&W) 
Deputy Director for Children & Specialist Services 
West Midlands Ambulance Service 
Service Specialist for Safeguarding, Shropshire Council 
Named Nurse (T&W) 
Director of Quality & Safety/Chief Nurse (SATH) 
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 Frequency of 
meetings: 

Quarterly 

 Activity: The Healthcare Governance Safeguarding Children Committee is responsible 
for providing assurance to the Care Quality Commission (CQC) that 
safeguarding children remains a key agenda item for the Shropshire, Telford 
and Wrekin health economy. It brings together the many services in the health 
economy across both Shropshire and Telford and Wrekin and will ensure that 
all statutory requirements are met, Healthcare standards relating to 
safeguarding children are performance monitored and appropriate action taken 
to ensure compliance.  
 
This group was formally requested to become a sub group of SSCB in January 
2012. An extraordinary meeting of this group was convened in February 2012 
and the Terms of Reference were re- drafted. 
 

   

2.8 Child Death Overview Panel 

 Membership: Chair: Designated Nurse for Safeguarding Children and Young People – 
Shropshire CCG/Telford & Wrekin CCG 
Lead Doctor for CDOP (SCHT) 
Lead Nurse for CDOP (SCHT) 
CDOP Administrator (SCHT)  
Service Delivery Manager, Safeguarding Advisory Service (Telford & Wrekin) 
Service Delivery Manager, Safeguarding Advisory Service (Shropshire) 
Acute Paediatrician/Named Doctor (SaTH) 
Head of Midwifery (SaTH) 
Bereavement Midwife (SaTH) 
Senior Social Worker (Hope House) 
Service Delivery Manager, Safeguarding Advisory Service (SCHT) 
West Mercia Police 
Public Health (Shropshire) 
Public Health (Telford & Wrekin) 
 

 Frequency of 
meetings: 

6 Panels a year 
2 Executive CDOP Meetings a year 
 

 Activity: Through a comprehensive and multi-disciplinary review of child deaths, the 
Telford & Wrekin and Shropshire Safeguarding Children Boards’ CDOP aims 
to better understand how and why children in Telford & Wrekin and Shropshire 
die and use these findings to take action to prevent other deaths and improve 
the health and safety of our children. 
 
The functions of the CDOP PANEL include:  

Ensuring, in consultation with the local Coroner, that local procedures and 
protocols are developed, implemented and monitored in line with the guidance 
in Chapter 5 of the Working Together to Safeguard Children and Young People 
– March 2013 - on enquiring into unexpected deaths by: 
 

1. reviewing all child deaths up to the age of 18, excluding those babies 
who are stillborn and planned terminations of pregnancy carried out 
within the law 

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

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

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

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

6. where a suspicion arises that neglect or abuse may have been a factor 
in the child’s death, referring a case back to the LSCB Chair for 
consideration of whether an Serious Case Review (SCR) is required 

7. identifying any public health issues and consider, with the Director(s) 
of Public Health and other provider services how best to address these 
and their implications for both the provision of services and for training 

 
8. increase public awareness and advocacy for the issues which affect 

the health and safety of children 
 



 

 

 

www.safeguardingshropshireschildren.org.uk 


