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Foreword from the Independent Chair 
 

I am pleased to present to you the Cheshire West and 

Chester Local Safeguarding Children Annual Report for 

2014-15. The report is a retrospective look at the work of the 

LSCB. 

The LSCB is responsible for coordinating local agencies in 

safeguarding children and has a responsibility for closely 

scrutinizing the safeguarding work undertaken with children 

in Cheshire West and Chester in order to identify areas for 

improvement. The report outlines the progress that has been 

made in relation to the objectives that we set for ourselves in 2014-15; it highlights 

the key achievements and challenges that the Board has faced and it also sets the 

scene for the work that we will do during 2015-16.  

New guidance on effective multi-agency working to safeguard children has been 

published. The new Working Together 2015 was published on 25th March 2015 

and came into force in April 2015. This statutory guidance covers the legislative 

requirements and expectations on individual services to safeguard and promote the 

welfare of children; and a framework for Local Safeguarding Children Boards 

(LSCBs) to monitor the effectiveness of local services. The document replaces 

Working Together to Safeguard Children (2013); The Framework for the Assessment 

of Children in Need and their Families (2000); and Statutory Guidance on making 

arrangements to safeguard and promote the welfare of children under section 11 of 

the Children Act 2004 (2007).    

The Local Safeguarding Children Boards (LSCB) has a prime purpose of ensuring 
that agencies are keeping local children safe and that where they have intervened 
they have made a positive difference in children’s lives. The Board is expected to 
challenge the work of members, both collectively and individually, assess 
performance and highlight strengths and weaknesses. The Board recognises the 
importance of residents of Cheshire West and Chester knowing about the work their 
local authority, partner agencies and the Board are doing to safeguard children and 
young people in the borough. The LSCB is required to publish an annual report on 
the effectiveness of safeguarding in our area and the challenges that still remain. 
Following the publication of the Jay Report into Child Sexual Exploitation (CSE) in 
Rotherham (August 2014) we have maintained our focus on CSE as a priority and 
we have continued to progress our Pan Cheshire and local work. This included a 
multi-agency senior leader’s summit across Cheshire; a briefing to Cheshire West 

http://lambethscb.org.uk/sites/default/files/Working%20Together%20to%20Safeguard%20Children%202015_0.pdf
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and Chester elected members; the development of a Pan Cheshire Strategy and 
communications/media programme. The LSCB fully supported the development of a 
dedicated specialist CSE team that went ‘live’ at the beginning of March 2015 and 
will be evaluated during 2015/16 to demonstrate effectiveness and impact. 

There have been changes in personnel, locally within Health, Police and the Council 

and significant changes in the delivery of Probation services nationally and locally.  

Continued budget pressures for all agencies have challenged partners’ priorities and 

it is the Board’s task to ensure that safeguarding remains a priority locally.  The aim 

to ‘deliver more for less’ and make best use of contributions from partner agencies 

continues to be a challenge. As a Board we recognise that keeping children safe 

requires a culture, across all agencies, where staff are open to challenge and new 

ideas.  

Following conversations with Board members we relooked at how the agenda for the 

Board was structured and introduced a ‘themed ‘session at each Board, where we 

were able to focus on specific areas of our safeguarding work, challenge and 

scrutinise what we did well and agree a set of actions to drive improvement. The 

areas that we have considered during the themed sessions have been Neglect, 

CSE, Domestic Abuse and Children in Care. 

I am privileged to work with partners who share my commitment in ensuring that 

children and young people are safer as a result of our collective actions and are 

open and willing to analyse their performance to ensure it improves outcomes for 

children and young people. We must keep asking ourselves the questions, “are we 

doing the right things, are we doing things right and are we making a difference?”  To 

conclude, I would like to thank members of the Board, from across the partnership of 

our voluntary, community and statutory services and all the frontline practitioners and 

managers for their commitment, hard work and effort in keeping children and young 

people safe in Cheshire West and Chester.  We will continue to seek out what we 

can do better, to support the community we serve and ensure that children and 

young people are safer as a result.    

 
 
Gill Frame, Independent Chair 
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Executive Summary 

 
Section One – introduces the context of the report, the Board’s vision and values 
and provides an overview of the demographics of Cheshire West and Chester as set 
out in the Integrated Strategic Needs Analysis (ISNA).  
 
Section Two - sets out the governance arrangements and the work that we have 
undertaken to strengthen these arrangements; improve communication and priority 
setting with other Partnership Boards in Cheshire West and Chester. This section 
also outlines the development work that we want to undertake in 2015-16 regarding 
closer working with Community Safety Partnership (CSP) and formal reporting to the 
LSCB. 
 
Section Three – outlines the progress we have made as a Board towards achieving 
our priorities for 2014-15. The LSCB had 3 priorities to consider: 
1. Children are protected and that risk is managed appropriately.  The area of 

focus in relation to vulnerable groups for this year has been on Child Sexual 
Exploitation and Children Missing from Home and Care; Children affected by 
Domestic Abuse; Children suffering from Neglect and the effectiveness of our 
Early Help offer.  

2. The LSCB can evidence the effectiveness of single agency and multi-
agency safeguarding practice. In 2014 – 15 we moved to an electronic audit 
tool for our Section 11 and Section 175/157 audits. Whilst this has posed some 
challenge in relation to the effective completion of the tools; we do see that the 
scrutiny, challenge and support that will be offered to all partners in 2015-16, will 
create a more beneficial way of demonstrating the effectiveness of our 
arrangements.  

3. The LSCB listens to Children and Families and ensures that their voices 
informs our work. The report provides a lot of evidence as to how we have 
engaged with Children and Young People to continuously challenge and improve 
our work. It highlights the work done by the Board, our partners and the Police 
and Crime Commissioner’s Youth Ambassador. We had hoped to recruit a young 
person to be a member of the Board, but we were not successful in our 
endeavour. We do acknowledge that there is more that we could do to engage 
effectively and we will continue to progress the work in 2015-16 
 

Section Four – covers the effectiveness of our safeguarding arrangements.  
 
What is the data telling us? 

 Repeat referrals remain below National and Statistical Neighbours 

 There is room to improve the contacts managed within 24 hours by CART. 

 Child in Need Plans are below National and Statistical Neighbour rates. 

http://inside.cheshirewestandchester.gov.uk/find_out_more/datasets_and_statistics/statistics
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 Emotional Abuse remains the largest category for Child Protection Plans, largely 
as a consequence of Domestic Abuse 

 Timeliness of Initial Child Protection Plans has improved.   

 There has been an overall improvement in length of Child Protection Plans not 
exceeding two years.  

 The Children in Care population has risen. 

 There has been a small decline in children presenting to A&E with substance 
misuse as a primary concern. 

 We continue to focus on children presenting at A&E due to self-harm as this has 
remained constant and saw an increase in Q4.  

 Number of privately fostered children remains low.   
 

 
Section Five – Learning and Improvement. This year we have seen a significant 
increase in the number of participants accessing LSCB multi agency training and we 
have provided access to an increased number of e-learning courses 

 
The Pan Cheshire Child Death Overview Panel (CDOP) outline their achievements 
which includes safer sleeping and smoking in pregnancy campaigns and the areas 
for further scrutiny next year – this includes a review of the Rapid Response 
arrangements across Cheshire. In total this year there have been 48 child deaths  
across Cheshire, 44 which were reviewed and reported upon by the panel. 14 of the 
44 deaths where children who had been resident in Cheshire West and Chester; this 
is comparable to 2013-14 and to the national statistics 

 
The Board through its Case Review and Audit (ACR) subgroup continues to be very 

active in relation to multi-agency audits and Practice Learning Reviews. The multi-

agency audit programme has included audits on: 

 Domestic Abuse – effectiveness of the multi-agency risk assessment 

conferences (MARAC); 

 Child Sexual Exploitation (CSE); 

 Children who suffer from Neglect; 

 Children who self-harm and the multi-agency response  

During 2014 -15 6 cases were referred to the ACR subgroup; of these 2 met the 

criteria for a Serious Case Review and these were commissioned in the last quarter 

of 2014-15 and are progressing. 3 cases have been considered as multi-agency 

Practice Learning Reviews (PLR’s) 

Board members front line visits to 11 service areas were undertaken by Board 
members during this year. Members took the opportunity to use a structured format 
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that facilitated the conversation regarding lessons learnt from audits and PLR’s, 
CSE, Voice of the Child and their knowledge in relation to the work of the Board. 

 
Section Six outlines the wider contributions from our partners and what from a 
single agency perspective they have achieved, key safeguarding issues they have 
identified and what they aim to achieve in 2015-16. 

 
Section Seven - The final section of our report gives a brief overview of the priorities 
for the Board for 2015-19 and how these priorities were developed and agreed by 
the Board. More detailed information can be found in the LSCB Business Plan 2015-
19.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://cheshirewestlscb.org.uk/wp-content/uploads/2015/06/Business-Plan-2015-2019-Final-April-2015.pdf
http://cheshirewestlscb.org.uk/wp-content/uploads/2015/06/Business-Plan-2015-2019-Final-April-2015.pdf
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Section 1: Introduction  

 
Working Together (2015) requires each Local Safeguarding Children Board to 
produce and publish an Annual Report evaluating the effectiveness of safeguarding 
in the local area. The guidance states that the Annual Report ‘should provide a 
rigorous and transparent assessment of the performance and effectiveness of local 
services. It should identify areas of weakness, the causes of those weaknesses and 
the action being taken to address them as well as other proposals for action. The 
report should include lessons from reviews undertaken within the reporting period’. 
 
This report covers 1 April 2014 to 31 March 2015 and highlights the activity, progress 
and challenges faced by Cheshire West and Chester LSCB with a particular focus on 
the three priority areas outlined in our Business Plan 2013-15, and in line with the 
expectations set out in Working Together 2015.    
 
Cheshire West and Chester Safeguarding Children Board (LSCB) is a statutory body 
established under the Children Act 2004. It is independently chaired and consists of 
senior representatives of all the principle stakeholders who work together to 
safeguard children and young people.  
 
As a Board during 2014 – 15 we took the opportunity to refresh our vision for the 

children and young people and agree the shared values that are at the heart of the 

LSCB work and promoted by all Board members.  

Our Vision and Values  

 
“We seek to ensure that every child and young person in Cheshire West and 

Chester grows up in a safe environment that enables them to achieve their full 

potential”. 

The following shared values are at the heart of the LSCBs work and promoted by all 

Board Members:  

1. All Children and Young People in Cheshire West and Chester have a right to: 

 

a. be treated with dignity and respect and have their voice heard 

b. the best possible outcomes regardless of their age, gender, ability, 

race, ethnicity, religion, sexual orientation and circumstance. 
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2. Safeguarding the wellbeing of Children and Young people is a priority for us 

all 

 

3. We will actively involve Children Young People and their Families in our work 

 

4. We will listen to front line practitioners and take their views into account 

 

5. We will act in an open, transparent way and will foster a culture of challenge, 

scrutiny and support across the partnership 

 

6. We will share learning to safeguard Children and Young People  

 

7. We will celebrate strengths and positive achievement, and are committed to 

continuously improve 

 

8. We will work with other strategic partnerships across Cheshire West and 

Chester i.e. Children’s Trust Executive, Health and Wellbeing Board to ensure 

that our plans are aligned to maximise the opportunities for our Children and 

Young People. 

 

Safeguarding in a local context – 

What life is like for a child in 

Cheshire West.  
 
Cheshire West and Chester has a population of 332,200 

and covers 350 square miles. The borough is located in 

the North West of England and includes the historic city 

of Chester and the industrial and market towns of 

Ellesmere Port, Frodsham, Helsby, Malpas, Neston, Northwich and Winsford. About 

a third of the population live in rural areas. Approximately 93,800 are  children and 

young people under the age of 25 years, and live within the authority. This accounts 

for 28.3% of the population. In comparison, under 25s make up 30.5% of the overall 

England population. Of the four localities in Cheshire West and Chester, Northwich 

and Winsford has the highest number of under 25s (n=29,100) followed by Chester 

(n=24,500). Ellesmere Port locality has the smallest number of children and young 

people aged under 25 (n=17,800). 
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The county has a predominantly white British population, with just over 5% of 

residents from a minority ethnic group. Analysis of the 2011 Census shows that 94% 

of our children and young people were classified as White British. This was higher 

than the England average of 75%. The remaining 6%, or 5,700 children and young 

people were from other minority ethnic backgrounds. This includes Asian, Black, 

mixed race and White Other (which includes Irish, Gypsy or Irish traveller). 6.5% of 

school aged children are from those minority ethnic groups.    

  

Irish, Eastern European and Western European are the largest minority ethnic 

groups. 6.5% of school aged children are from those minority ethnic groups. 

In Cheshire West and Chester there are 162 schools— 1 nursery, 130 primary 

schools, 19 secondary schools, 10 special schools and two pupil referral unit. In 

2013, 4.1% of Cheshire West and Chester’s 16 to 18 year old cohort were not in 

Education, Employment or Training (NEET) equating to 450 young people. This is a 

decrease from 4.5% in 2012, and lower than the England average of 5.7%. There 

are concentrations of young people not in Education, Employment or Training in 

certain parts of Cheshire West and Chester, particularly in Ellesmere Port. 

Cheshire West and Chester has a mix of affluent and deprived areas. We have lower 

rates of children living in poverty compared to England average and sit in the second 

best quartile of ranked Local Authorities in England. However, year on year trends 

have shown Cheshire West and Chester child poverty rates have risen slightly from 

15.8% in 2006 to 16.3% in 2012, which goes against the national and regional trends 

that show a slight decline. Locally there is some variation amongst localities with 

higher rates of child poverty in Ellesmere Port locality (21.1%) and lower rates in the 

Rural locality (8.3%).  
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Section 2: Governance and 

Accountability Arrangements. 
 
Members of the LSCB Board have to be at the appropriate level of seniority to make 
the necessary strategic decisions and take responsibility for those decisions within 
their own organisations or across the partnership they represent. In order to ensure 
that partners of the Cheshire West and Chester Safeguarding Board fulfilled this 
expectation a Governance Handbook was developed and signed up to in September 
2014 which outlined the roles and responsibilities of representatives.  

 

Membership 
 LSCB Independent Chair: Gill Frame 

 Vice Chair: Lisa Cooper, Assistant Director of Nursing, Quality and Safety, 
NHS England 

 Director of Children & Young Person's Services – Gerald Meehan 

 Head of Service, Children’s Social Care – Emma Taylor 

 Head of Service, Safeguarding Unit – Paula St Aubyn 

 Head of Service, Education – Mark Parkinson 

 Head of Service, Integrated Early Support – Helen Brackenbury 

 Head of Commissioning, Adult Services – Alistair Jeffs 

 Head of Service, CAFCASS – Tom Cheadle 

 Director of Public Health – Caryn Cox/Lynn Keenaghan  

 Senior Manager, Housing Solutions – Alison Amesbury 

 Director of Nursing, Therapies and Patient Partnership, Cheshire and Wirral 
Partnership NHS Foundation Trust – Avril Devaney 

 Director of Governance and Partnerships, NHS Vale Royal Clinical 
Commissioning Group – Tracey Parker-Priest 

 Director of Quality and Safeguarding, NHS West Cheshire Clinical 
Commissioning Group – Paula Wedd 

 Director of Nursing and Quality, Countess of Chester Hospital NHS 
Foundation Trust – Alison Kelly 

 Chief Superintendent, Cheshire Constabulary, Public Protection Unit – Nigel 
Wenham 

 Cheshire Constabulary – Inspector Paul Williams 

 Youth ambassador, Police & Crime Commissioner – Dominic Rogers 

 Senior Probation Officer, National Probation Service – Cheryl Peters 

 Assistant Chief Executive, Community Rehabilitation Company – Donna 
Yates 

 Head of Service, Cheshire West, Halton and Warrington YOS– Gareth Jones 
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 Lay Member – Gareth Cheesman.  

 Development Officer, Voluntary Faith and Community Sector – Pauline Ruth 

 Head Teacher, Secondary – Steve Dool 

 Head Teacher, Primary – Nicky Dowling  

 Head Teacher, Special School – Samantha Myres-Whittaker 

 West Cheshire College – Caroline Fidmont 
 

Professional Advisors 

 Designated Nurse, Safeguarding Children – Anne Eccles 

 Designated Doctor, Safeguarding Children – Dr Rajiv Mittal 

 Legal Services Manager – Caroline Crosby 

 LSCB Business Manager – Sian Jones.  
 
Participating Observer 

 Children’s Services Lead Member – Councillor Mark Stocks 
 

(The above reflects membership as at 31
st
 March 2015. Board Member attendance at Appendix A 

illustrates attendance by role due to a number of changes in personnel over the reporting period).  
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The Board meets on a bi-monthly basis.  There is an expectation that partners are 
represented at every meeting, but in recognition that this standard was not being 
consistently achieved the revised Governance Handbook allows for a named deputy 
to attend. The Chair liaises directly with the Chief Executive or equivalent if 
attendance falls short of that which is expected. The Governance Handbook forms 
part of all new board members inductions and it is encouraging to see a greater 
presence at meetings as a result.  
 
Two meetings per year are dedicated as development sessions for members. In this 

reporting period Board Members heard from key note speaker Julie Warren Sykes, 

who provided challenge as a “critical friend” in relation to the LSCB’s response to 

Domestic Abuse.  Members also participated in a session which considered the 

themes from local Practice Learning Reviews, providing scrutiny and reflection as to 

how successfully the Board is affecting change.  Learning from both of these 

sessions influenced the LSCB Business Plan 2015-19. 

This year we also introduced themed sessions for an hour of each board meeting to 

afford members the opportunity to focus on areas of practice that have emerged 

from the learning and improvement framework. Themes for this period include: 

 Child Sexual Exploitation 

 Domestic Abuse  

 Children in Care 

 Neglect 

The LSCB Executive Group meets on a bi-monthly basis and oversees progress 

against the Business Plan on behalf of the Board. The meeting receives regular 

reports from the sub-groups who drive the objectives of the Plan. The Executive also 

scrutinises the Performance Framework, learning from audits and reviews and the 

budget. 

There are a number of sub-groups who work on behalf of the Board to achieve the 

objectives of the LSCB Business Plan. In order to increase autonomy within these 

groups, as part of the Governance review in September 2014 a small number of 

changes were made to chairing arrangements to ensure that all sub-group Chairs 

were Board members (in the case of joint sub-groups the Chair can be a member of 

the Children or Adult Safeguarding Board).  All sub-groups have reviewed their terms 

of reference and membership and produced work plans that are integrated into the 

LSCB Business Plan review 
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The Chair meets with all Board members on 1-1 basis in order to ascertain their view 

on the functioning of the Board, their respective contribution and the key 

safeguarding issues for their organisations. The Chair also attends the Executive at 

least annually to provide scrutiny, challenge and support to subgroup chairs and 

meets with them on a 1-1 basis. As a result of this process the Board agreed to 

invest in additional resource for the LSCB Business Unit to provide further support to 

the subgroup chairs. 

 

Key Relationships 

The Children’s Trust and the LSCB have important but distinct roles in 

keeping children safe. The Trust is accountable for the commissioning of services for 

Children and Young People in line with the Children and Young People Plan.  The 

LSCB is responsible for challenging the Children’s Trust on their success in ensuring 

that children and young people are kept safe and that appropriate services are 

commissioned. There is a protocol in place to support the communication between 

the Children’s Trust and LSCB. The Chair of the Children’s Trust is the Director of 

Children’s Services and the Chair of the LSCB attends the Children’s Trust meeting. 

Challenges from the LSCB to the Children’s Trust in this period have included: 

 

 Waiting times for interventions from commissioned services, particularly 
domestic abuse, which lead to increased capacity and a more timely 
response.  

 Substance misuse service involvement in Child Protection Planning. A 
meeting with the service and commissioner resolved this. 

 Supporting young people who require admission for alcohol detox when the 
home environment is not safe. We are currently waiting for a response to how 
this issue will be managed.  

 

The Health and Wellbeing Board Established and hosted by the 

local authority, the Health and Wellbeing Board brings together the NHS, Public 

Health, Adult Social Care and Children Services, including elected representatives 

and Local Health Watch to plan how best to meet the needs of our local population. 

The LSCB works closely with the Health and Wellbeing Board. Several members of 

the LSCB are also members of the Health and Wellbeing Board and the Director of 

Childrens Services is currently the named lead for the LSCB. There is a protocol in 
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place to support communication between the two Boards and in 2015 -16 the Health 

and Wellbeing Board membership will be reviewed and the LSCB Chair has 

requested to be a member.  The LSCB have a protocol in place to support 

communication between the two Boards.   

 

The Local Safeguarding Adult Board (LSAB) and the LSCB have 

developed formal arrangements between the two Boards and there is a protocol in 

place to support communication.  A number of LSCB members attend the LSAB and 

there is close working links between the boards as some of the sub-groups are joint 

including the Safer Working Group and the Learning and Development sub-group. 

The Chairs of the two boards meet to discuss opportunities for greater shared 

learning and joined up approaches.  

Community Safety Partnership - The Community Safety Partnership 

is represented on the LSCB through Members from Children’s Services and 
Cheshire Constabulary. However we recognise that we can strengthen 
communication between the two Boards and this will be a focus for development in 
2015-16. As an LSCB we do see there are opportunities across the two Boards 
particular in relation to CSE and Community Safety. 
 
Whilst we have got joint working protocols in place with the key strategic boards we 
need to be more rigorous in our formal reporting back to the LSCB, in order to 
ensure that we are effecting change across the system in relation to safeguarding 
children and young people. 
 

Relationships with Partner Agency Management Boards  
 

It is the responsibility of each agency, school or organisation’s management board to 
satisfy themselves that arrangements to safeguard children and promote their 
welfare is of expected standard and the LSCB will audit these arrangements through 
Section 11and Section 175/157 Audits.  Management Boards are encouraged to 
share their own assessments of arrangements annually. There is more information 
about Section 11 and 175/157 audits in Section 4 of this report.  
 
There is explicit linkage with the multi-agency public protection arrangements 
(MAPPA) and the Domestic Abuse Partnership as a number of LSCB 
representatives are members are represented at all meetings.  
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Communication with Elected Members of the Council. 
The Lead Member for Children Services attends the LSCB as a 'participating 
observer' to provide scrutiny and if necessary challenge to the LSCB on behalf of 
children and young people in Cheshire West and Chester.  

 
The Independent Chair of the LSCB also meets on a quarterly basis with the Chief 
Executive of Cheshire West and Chester Local Authority, the Director of Children’s 
Services, the Leader of the Council and the Lead Member for children. The focus of 
discussions this year has been on: 

 Child Sexual Exploitation which led to a briefing session for full Council; 

 Lead Member for Children attendance at Board Meetings which resulted in 
improved representation; 

 Chairing arrangements for CDOP, leading to agreement to progress the 
appointment of an Independent Chair; 

 Issues relating to Commissioned Services, which lead to a reduction in 
waiting times; and 

 Local Authority financial contributions to the Board, resulting in a three year 
commitment. 

 
In 2014-15 the Chair of the LSCB attended Safeguarding Scrutiny Committees which 
gave the opportunity for specific safeguarding issues to be discussed and the LSCB 
Annual Report and Business Plan to be received. The Safeguarding Scrutiny 
Committee lead a review on Child Sexual Exploitation and this resulted in a review of 
the training expectations of Elected Members and provision of training places from 
the LSCB for Elected Members.  

 

Budget Information 
Board partners provide financial support to the LSCB budget, in addition to a variety 
of “in kind” resources. During this period we secured a contribution from NHS Vale 
Royal Clinical Commissioning Group of £30,000 that had not been included in the 
initial forecast. This was for the two year period 2013-2015, thus impacting positively 
on the variance this period.  
 
At the outset of the financial year there was a forecasted under-spend of 
approximately £2,000. This was progress against the previous two years’ draw on 
reserves as reported in our last Annual Report. The anticipated savings were as a 
result of shared staffing resources within the LSCB Business Units across Halton 
and Cheshire West, reduced reliance on external trainers, reduced costs of agency 
staff to support vacancies, in addition to a targeted effort to reduce hospitality costs, 
particularly in relation to training venues and the development of a local “training 
pool”.  
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During 2014-15 we realised some of these efficiencies by recruiting a shared 

Learning and Development Officer, Quality Assurance Officer and Training 

Administrator to work across Halton and Cheshire West LSCBs. In 2013-14 we spent 

£6,538 on room hire, this year we spent £4,874 whilst delivering more training 

events, by drawing on partner’s premises for the delivery of events. The Training 

Pool is in its infancy but is beginning to bring savings against the cost of 

commissioning external trainers.     

 

Income  £’s 

Cheshire West and Chester 

Council 

45,000 

Countess of Chester Hospital 

NHS Foundation Trust 

6,000 

Cheshire Probation 3,000 

Youth Offending Service 3,000 

Cheshire & Wirral Partnership 

NHS Foundation Trust 

3,000 

CAFCASS 550 

Cheshire Police 20,000 

Cheshire West and Chester 

Schools 

88,500 

NHS West Cheshire Clinical 

Commissioning Group 

30,500 

NHS Vale Royal Clinical 

Commissioning Group 

30,000 

Contribution from Halton (joint 

Business Unit posts) 

43,378 

Additional Income 826 

TOTAL 273,754 
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Expenditure  

Direct Employees 213,267 

(including Chair 

fees) 

Indirect employee costs 617 

Premises 4,873 

Transport 2,209 

Supplies and Services (Including 

training) 

25,299 

TOTAL 246,265 

Variance 27,489 

  

 

 
Serious Case Review Budget  
Two Serious Case Reviews were commenced in 2014-15, and were ongoing as of 31

st
 

March. Costs for these reviews will be attributed to the budget for 2015-16. 
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Children and Young People are 

protected from: 

 Child Sexual Exploitation 
(CSE) 

 Domestic Abuse 

 Neglect 
 

We have an effective response 
to Missing Children and those 
who offend. 
 
The Early Help offer is well 
established.  

A system has been established 

for partners to share their Single 

Agency audits that focus on 

safeguarding and Child 

Protection with the Audit and 

Case Review Sub-Group.  

All Statutory Partner’s complied 

with the Section 11 Audit. 

 

The views of parents, carers, 

and young people has 

influenced our work. 

Young people have greater 

opportunities to engage.  

 

Section 3: Progress against the LSCB 

Business Plan 2013 – 2015 

 
The priority areas for 2014-15 remained the same as those in the previous Annual 
Report as this was the last year of the two year plan. However the Board did review 
the objectives at the end of 2013/14 based on emerging national issues and the local 
Learning and Improvement Framework and the summary below includes the 
priorities arising from that review.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 

    

        

 
 
 

Priority Area 1: Children are 

protected and risk is 

managed appropriately 

Priority Area 2: The LSCB can 

evidence the effectiveness of 

single agency and multi-

agency safeguarding practice 

Priority Area 3: The LSCB 

listens to children & families 

and ensures their voice 

informs our work 
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Strategic Priority 1: Children are protected and risk 

is managed appropriately 

 

Child Sexual Exploitation 

(CSE) and Children Missing 

from Home or Care. 

 
Between March 2014-March 2015, there were 52 children and young people in 

Cheshire West and Chester assessed as being at risk of child sexual exploitation 

(CSE) by the Cheshire West and Chester CSE operational group. All children were 

aged 12 to 17 years and the majority were girls. 11 were children in care. Two in five 

cases were considered high risk and investigated by Cheshire Police.     

The link between CSE and children going missing is strong, with some young people 

forced to stay in harmful environments and engage in risky activities such as using 

drugs and alcohol. Between April 2014 and March 2015 there were 589 missing 

incidents pertaining to 258 children and young people.   Of the 258 young people 

referred to the Missing Service, 195 were missing from the family home. 51 young 

people were missing from the care of Cheshire West and Chester Local Authority 

and 12 young people were in the care of other Local Authorities.  Of the Individuals 

that are reported missing 52% are male and 48% female. The average age is 15 

years and 5 months, which is similar to other Cheshire authorities. For young people 

living at home, the most common reason for missing incidents was family conflict. 

Young people who are missing from Care and Children in the Care of other local 

authorities most frequently report wanting to see family and friends as the reason for 

their missing incidents.  

For more information on CSE – the signs and symptoms and how to respond please 

visit the LSCB website page Child Sexual Exploitation 

What have we done? 

 The LSCB Missing from Home, CSE and Trafficked Sub-Group has 

progressed the objectives of the Pan Cheshire Strategic CSE Action Plan at a 

local level. They met on six occasions during the year to drive and oversee 

the activity and have been instrumental in all aspects of work on CSE in 

http://cheshirewestlscb.org.uk/professionals/child-sexual-exploitation/
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Cheshire West and Chester.  

 In February 2015 we launched the new multi-agency pilot team to tackle Child 

Sexual Exploitation. Practitioners from Police, Children’s Social Care, Health 

and the commissioned service ‘Catch 22’ who specialise in working with 

children who go missing from home or care, are now co-located in Wyvern 

House, Winsford.  

 Catch 22 Commissioned Service now have a specialist CSE worker who will 

undertake direct work with missing children identified as at risk of CSE.   

 The LSCB supported the first ever CSE National Awareness Day on 18th 

March 2015 with publicity material sent to all partners via an LSCB newsletter 

 The roll out of the Pan-Cheshire CSE Campaign ‘Know and See’ has 

continued. During 2014-15 the focus of the communication strategy has seen: 

Information packs and posters being disseminated to 250 West Cheshire 

Hotels 

 Information packs and training being provided to Children’s Homes  

 A CSE week across Cheshire West schools with awareness being 

promoted through information packs for teaches, quizzes and 

performances of the “Risking it All”. 

 The borough’s 1,400-plus hackney and private hire taxi drivers have 

received input to help them recognise some of the potential signs of child 

sexual exploitation, and a number of black cabs and buses displayed 

‘Know and See’ advertisements. 

 We’ve continued to complement the positive work going on in local schools 

through the commissioning of 2Engage to deliver a second year of ‘Risking it All’ 

within all secondary schools in Cheshire West and Chester. The performance is 

supported by partner Organisations including Catch 22, Chester Schools 

Christian Work Charity and Cheshire Police Missing from Home Co-ordinator who 

are on hand to support children after the show if they wish to speak to a 

professional. 

 We contributed to the development of the Pan Cheshire CSE Multi-Agency 

Strategy 2015-17 which was launched on 18th March 2015 and the Pan Cheshire 

CSE Protocol which is due to be launched in 2015.  

 CSE Basic Awareness Training continues to be delivered across the partnership 

with 282 staff attending during 2014-15. This is also supplemented by an e-

learning course to enhance accessibility for all organisations in Cheshire West. 

http://cheshirewestlscb.org.uk/training/e-learning/ 

 The Pan Cheshire CSE Screening Tool was refreshed and is now integrated into 

practice with all children and young people considered at risk of CSE assessed 

http://cheshirewestlscb.org.uk/training/e-learning/
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using this tool. This ensures consistency in assessment.  

 All Statutory Partners have a CSE Champion that act as a single point of contact 

for advice and guidance and provide awareness raising amongst their teams. 

Many of these Champions are also part of the LSCB training pool who deliver the 

Basic Awareness CSE Training to multi-agency partners. 

 The CSE Operational Group which identifies and reviews the response to 
children and young people at risk of CSE meets monthly and is attended by 
representatives from commissioned services and partner organisations.   

 The CSE Operational group also receive intelligence to enable them to make 
links between victims, perpetrators, and potential risk areas or “hot spots” which 
contributes to the CSE problem profile. This information is disseminated to 
frontline practitioners via a quarterly “CSE snapshot report” enabling them to 
more effectively safeguard the children and young people they work with.  

 We held a learning event on 7th April 2014 for practitioners in Halton and 

Cheshire West on the learning from the Rochdale Serious Case Review.  

 In response to the Jay report we conducted a multi-agency audit on CSE cases 

covering the period 01/08/13 to 31/08/14.  Read more about the learning arising 

from that audit in Section 5 of this report.  

 

 What impact has it had? 

 As at 31st March 2015 there were 8 police investigations ongoing for CSE 
linked offences.  

 24 Child Abduction Notices have been issued by Police during this year and 

these continue to be an effective tool in preventing vulnerable children from 

meeting with males during missing episodes. A number of charges have also 

been brought against males related to child abduction.   

 One male perpetrator was charged with 6 offences pertaining to two children 

and received a seven year custodial sentence. 

 A number of “hot spots” have been identified.  

 We have a consistent ‘flagging’ system in place across partner organisations 

which enables practitioners to be better informed in relation to the level of risk 

for individual children 

 Our front line visits gave us some assurance that practitioners were sighted 

on CSE, they were aware of the risk assessment tools they should be using. 

 Catch 22 have worked directly with children considered at risk of CSE. Here’s 

just one example of the impact the service had for Tracy*. She wanted to use 

art to showcase what she had learnt and help educate others about healthy 

relationships. 
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 *Tracy is a fictitious name used to protect the identity of the young person.  

 

Next Steps.. 

 Oversee the evaluation of the dedicated CSE multi-agency team 

 The next stage of the Know and See campaign will target GP Surgeries and 

Health Clinics. 

 The CSE team are looking to recruit a parent worker to provide support to 

families whose children are identified as “at risk” of CSE.  

 Development of a Level 4 CSE Advanced training course for senior managers 

to develop the strategic response for CSE within single agencies and the 

decisions or strategies required during an investigation.  

 A Pan Cheshire CSE dataset has been developed to enhance the intelligence 
available and allow for greater comparison across the four boroughs. 
Cheshire West and Chester will populate the dataset from April 15 and the 
CSE sub-group will scrutinise the local data whilst the Pan Cheshire CSE 
Strategic Group will draw out themes and emerging issues on behalf of all 
four LSCBs further influencing the problem profile.  

  

Children Missing from Home or Care                                   

What have we done? 

 In April 2014 the Pan Cheshire Missing from Home Protocol 

changed to reflect the updated National Guidance on Missing Incidents.  The 

pathway to receive notifications was already in place, and all young people 

that were reported missing were alerted to the Catch22 service by Cheshire 

Constabulary.  

 For young people that are ‘cared for’ by Cheshire 
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West and Chester but accommodated within 30 Miles of the boundary outside 

of Cheshire West it is the responsibility of the designated Social Worker to 

inform a Catch22 Case Worker of the missing incident in order that the young 

person can be offered an independent ‘Return Home Interview.’  

 National Guidance stipulates that children and young people should have a 

return interview with an independent Service with 72 Hours of being confirmed 

‘safe and well’ by the local Constabulary. Cheshire Constabulary and 

Cheshire West and Chester Social Workers are required to send details of the 

missing Incident to the Catch 22 case worker within 24 hours.  The case 

worker has a further 48 Hours in which to see the child, and will aim to see 

them independent of an adult.   

 In direct work with Catch22 young people are involved in the assessing, 

planning, reviewing and evaluating the impact of the interventions through the 

use of an Outcomes Star.    

 

What impact has it had? 

 

 Between April 2014 and March 2015 there were 589 missing incidents 

pertaining to 258 children and young people. Of these: 

 185 Individuals completed one or more return Interviews 

 73 did not complete a return interview 

 27 young people engaged in direct work with the Catch 22 case 

worker.  

 As at 31st March 2015 the average contact time between missing incident and 

the return interview was 5 days which is outside of the 72 hour guidance.  

 Two placement providers are accommodating two young people with a high 

volume of repeat missing incidents. The providers have been proactive in 

reporting incidents and ensuring that relevant support has been put in place.  

The placements have been closely monitored and joint working between the 

providers, the Social Worker and Catch22 has resulted in missing episodes 

ceasing.  

 Of the 27 young people open to Catch22 for Direct Work, 8 young people 

were in the care of Cheshire West and Chester and 17 young people had 

been missing from home.  Following intervention, 22 (81%) have not been 

reported missing for a subsequent time.   
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 Abbi’s* Outcome Star demonstrates 

the impact on various areas of her life. 

The green line shows the self-

assessment results at the outcome of 

direct work; the blue line at the end of 

the work.  

*Abbi is a fictitious name used to protect the identity of the young person.  

 

 

Next Steps 

 Following a successful tendering process we are pleased to be working with 

Catch22 for the foreseeable future.  

 We aim to improve the contact time from Catch22 to young people following a 

missing incident. This is challenge as local funding did not increase with the 

result that capacity of case workers in Cheshire West is more limited than the 

other authorities in Pan Cheshire. The LSCB will continue to monitor this and 

escalate to commissioners if the targets are not being achieved.  

 The new commission has also enabled Catch22 to recruit a Data Officer 

which will increase capacity to develop their CSE and Missing profiles and 

further evidence the impact that the service has for young people, 

professionals and other beneficiaries. 

Children exposed to Domestic Abuse 

 
In 2014/15, there were 1, 307 recorded incidents of domestic abuse, an increase 

from 1,141 in the previous year. Per 10,000 of 
the adult female population (a national measure) 
we have calculated a rise from 31.5% to 36% as 
at 31st March 2015. Domestic Abuse incidents 
impacted on 643 children this year, a rise from 
562 the previous year. We also know that a 
significant majority of the children on child 
protection plans for emotional abuse are a direct 
result of domestic abuse within the family home.  
Cheshire Police report that around 40% of 
incidents involve alcohol and that domestic 
abuse accounts for around a third (38%) of all 
assaults with injury in Cheshire and eight percent 

I’m doing alright now, I’m not 

drinking or coming in late.  

Abbi* 
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of all recorded crime. Around two thirds of adult victims have approximately two 
children each implying there are over 1,000 children living in high and medium risk 
households. 
 

 What have we done? 

 Support and guidance is offered to families affected by domestic abuse from 
the Early Support Access Team (ESAT) in an effort to prevent an escalation in 
risk. Domestic Abuse remains the highest main concern for contacts to ESAT.  

 In conjunction with the Domestic Abuse Family Support Unit we have 

delivered Domestic Abuse training to 956 participants across the suite of 

programmes: Level 2 Domestic Abuse Basic Awareness; Level 3 Domestic 

Abuse and Safeguarding Children and Domestic Abuse, Stalking and 

Harrassment Risk Identification Checklist (DASH RIC) Briefings.   

 Core Assets have been comissioned in Cheshire West to work with families 

were domestic abuse is a feature.  There has been significant demand on the 

service which initially led to some service users not receivng a service in a 

timely manner.  However, the feedback on the quality of the service and 

impact has been very positive. 

 Quarriers Young People’s Support Service have been commissioned by 

Cheshire West and Chester Council to deliver one to one sessions to children 

and young people  aged 0-18 years who have complex needs as a result of 

witnessing domestic abuse. This service too experienced significant demand 

that impacted on timely service provision. The Board received assurance that 

improvements in timeliness of response would be achieved.     

 Programmes for perpetrators are offered on a voluntary basis, provided on 

behalf of Domestic Abuse Family Safety Unit (DAFSU) by the Community 

Rehabilitation Company (CRC). We have seen numbers on the programme 

increase this year, though the take up remains lower than that desired.  This 

is most frequently as a result of the perpatrator refusing to engage or doing so 

on a superficial basis and not completing the programme.  

 Implemented Domestic Violence Prevention Orders (DVPOs) and Domestic 

Violence Prevention Notices (DVPNs) on 2nd June 2014. DVPOs were 

designed to provide immediate protection for victim-survivors following a 

domestic violence incident in circumstances where, in the view of the police, 

there are no other enforceable restrictions that can be placed upon the 

perpetrator.  
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 The LSCB conducted an audit on Multi-Agency Risk Assessment 

Conferences (MARACs). Read more about our findings in section 5 – 

Learning and Improvement. 

 Phase 1 of Operation Encompass commenced on 2nd June 2014. This is a 

joint initiative between Police and Schools, whereby schools are informed by 

their neighbourhood police officer the following morning of any domestic 

incidents involving a child in their school, to enable support to be offered. 

Feedback was overwhelming positive, but unfortunately Phase 2 of the rollout 

was delayed as a result of funding required to enhance the administrative 

capacity within the police as the provision increases.  

 As a result of the roll out of Operation Encompass, the Safeguarding Children 

in Education Team (SCiE), along with the Domestic Abuse trainer, compiled a 

brief session specifically designed to support all school staff that do not have 

access to the 1 day domestic abuse training.  

 In November 2014 an Independent Domestic Violence Advocate (IDVA) was 
seconded by East Cheshire NHS Trust for 18 months to work within the 
hospital to support patients and staff who experience domestic abuse. The 
Countess of Chester Hospital NHS Foundation Trust also recruited an IDVA. 
The purpose of this role was to further raise awareness of domestic abuse 
and to provide training to hospital staff about the impact of domestic abuse 
and use of the MARAC assessment process.  

 Cheshire Children, Young People and Families’ Voluntary Community, Faith 
and Enterprise Sector HUB organised a Domestic Abuse Summit in March 
2014.  

 Since January 2015, the Psychology Service have delivered 3 group 

intervention recovery programmes for CYP affected by Domestic Abuse. The 

first, Jigsaw, ran for 10 weeks and included training for Teaching Assistants in 

Blacon such that they could deliver the programme in future with supervision. 

The other two were 14 week Acorns Programmes for CYP aged 8-13 years. 

 

What impact have we had? 

There are many variables that can impact on the reporting of domestic abuse 

and this makes interpretation of the information more challenging when 

seeking to demonstrate outcomes. 

 We have seen a significant rise in the number of DASH RICs completed. 636 

risk assessments were undertaken in 2014-15 compared to 375 the previous 

year. This could be as a result of greater awareness in light of the increased 

learning and development activity, and the additional support provided via the 



  

 

32 

 www.cheshirewestlscb.org.uk 

 
 

 

Independent Domestic Violence Advocate at the A&E department of the local 

hospital.  

 Whilst there has been a slight dip in the number of referrals to MARAC from 

partner agencies (not including the Police) this remains high at 53% 

demonstrating that there is a sound multi-agency response to domestic abuse 

in Cheshire West and Chester.  

 As a consequence of the above, more victims have been supported via 

MARAC meetings during the year – 513 individuals assessed as high risk, a 

rise from 443 in 2013/14.  

 Repeat referrals to MARAC have reduced from 22% to 19%, which is a 

potential indicator that the interventions offered are resulting in a sustained 

reduction in repeat domestic abuse.   

 We have seen a small rise in the number of 16/17 year old victims from 10 to 

16 during the year. However this equates to an overall percentage reduction 

from 3.7% to 3%. There has been a 1% increase in the number of male 

victims being identified  

 27 DVPNs were issued and 21 out of 24 DVPOs applied for were granted. As 

this is the first year of the orders we have no comparison data.  

 The Jigsaw course was well evaluated with improved outcomes reported. The 

Acorns courses are currently being evaluated. 

 

Learning from the Q1 LSCB Multi-Agency MARAC audit 

 5/5 cases were graded as good. It was noted that in two cases historic 

practice gave rise to concerns about delays in recognising and responding to 

the impact of domestic abuse within families. This was not reflected in the 

grading as practice had focused specifically on six months prior to the audit. 

 2/5 perpetrators were referred to the Voluntary Domestic Violence 

Programme but both failed to attend. 

 CSE was a feature identified in 2/5 cases highlighting the vulnerability of 

domestic abuse victims (particularly amongst young people) and the 

challenges for practitioners to distinguish between the different forms of 

abuse. In both of these cases they were recognised and responded to 

appropriately.  

 There was evidence of good multi-agency support for the MARAC with all 

actions being completed by agencies.  

 Practitioners expressed frustration that the MARAC lacked a review process 

that could 1) monitor completion and impact of actions and 2) re-assess the 
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impact to the victim. This made it difficult to assess if risk had diminished as a 

result of the MARAC.  

 In some cases key agencies were not always invited to the MARAC e.g. Drug 

and Alcohol Services, or failed to attend/submit written reports. 

 All cases that were considered to have elements of excellent practice were 

underpinned by strong multi-agency working characterised by regular 

information sharing and a good understanding of each agencies roles and 

responsibilities.  

 There was no record of MARAC on the child’s health records. Health 

colleagues requested clarity regarding information sharing and how to store 

MARAC information which has now been provided.  

 

Next Steps…. 

 Phase 2 of Operation Encompass will roll out in October 2015 to the 

remaining schools across Cheshire West and Chester. The SCiE Service will 

ensure additional briefings are available to refresh schools and settings about 

the process.  

 The Board will continue to prioritise Domestic Abuse in its Business Plan. 

 

Neglect 
 
Emotional abuse and neglect are the most prevalent reasons for children and 
young people to be made the subject of a child protection plan in Cheshire West 
and Chester and nationally.   Local learning from Practice Learning Reviews and 
the emerging learning from the Serious Case review that is underway led the 
Board to include this in our Business Plan priorities for 2015-2019. 
 

What have we done? 

 We have conducted two Practice Learning Reviews during this period on 

cases of Neglect.  

 Conducted a multi-agency audit on Neglect.  

 We have also commissioned a Serious Case Review whereby the child was 

subject to a Child Protection Plan for Neglect at the time of the incident. The 

report was not finalised during this reporting period.  

 We commissioned Neglect Level 2 & 3 training based on the DfE Managing 

Childhood Neglect training courses and have delivered two courses to date.  
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A train the trainer’s event is being arranged so that the training pool can roll 

this out across the 2015/16 training calendar. A particular focus of the Neglect 

training is the Home Conditions Tool and Graded Care Profile assessments.  

 We held a themed Board session on Neglect to identify good practice and 

areas for improvement based on learning from the case review activity 

mentioned above. 

 East Cheshire NHS Trust has undertaken a lot of work around Neglect 

including bespoke level 3 neglect training being delivered across the Trust, a 

Safeguarding Nurse Specialists has been nominated as the Neglect 

Champion and the audit tool has been adapted to include the monitoring of 

the use of the Graded Care Profile. This is excellent practice that the LSCB 

would encourage amongst partners.  

 

Learning from the Q3 LSCB Multi-Agency Neglect Audit: 

 There is evidence that agencies identify and acknowledge neglect as a 

feature in these cases and in a number a tool was used by professionals. 

(However it is sometimes unclear what impact the completion of the tool had 

on the outcomes for the child).  

 Agencies still appear to be in the main incident led and it is the incident that 

accelerates the intervention rather than the impact of long standing neglect 

identified by use of a tool. This would suggest that professionals still find it 

easier to quantify risk at a specific point in time.  

 Not all professionals have access to a risk assessment tool that assists them 

in evidencing the need to escalate the case or reflect that the level of risk can 

be managed at existing level. 

 Management of neglect at Child in Need requires further consideration. There 

was an indication that agencies do not always engage with the process and 

priority is not given to attendance at Child in Need meetings.   

 The Child Protection process was seen as effective and robust.   

 There is evidence that agencies understand the ‘step up - step down’ process 

but this cohort of cases highlighted some issues about the smooth transition 

from Children in Need (CiN) to Team around the Family (TaF).  

 

What impact has it had? 

 33% of cases on a Child Protection Plan are a result of Neglect. 

 Practitioners have an improved understanding of neglect and are better 

equipped to respond through the provision of risk assessment tools.  
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Next Steps …. 

 

 To improve consistency of risk assessment and improve practitioners’ access 

to assessment tools the LSCB will develop a Multi-Agency Risk Assessment 

Toolkit which will include guidance on the Home Conditions and Graded Care 

Profile Tools.  

 The LSCB Neglect Strategy will be reviewed following completion of the 

Serious Case Review to ensure learning from the review is incorporated.  

 We will monitor the use of assessment tools to ensure that practitioners are 

using and embedding resources within risk assessment.  

 

Children and Offending Behaviour 
 
What have we done? 

 The LSCB alongside partners in Cheshire Constabulary, Youth Offending 
Service, Children’s Social Care and the Youth Ambassador endorsed a Pre –
Charge Youth Detention Protocol in 2014 on behalf of Pan Cheshire. This 
places expectations on Police and Children’s Social Care colleagues to work 
collaboratively to ensure that no child is detained in Police custody when 
alternative options were appropriate (e.g. returning the child home, 
emergency foster placement, etc.). Adherence to the protocol is monitored via 
quarterly meetings involving a representative from the partners outlined above 
and findings are reported to the Pan Cheshire LSCBs.  

 The LSCB Quality Assurance Sub-Group monitors information about the child 
arrests, children detained in custody and those detained over 24hours. 
 
What Impact has it had? 

 We know from our scrutiny of the Pre-Charge Detention Protocol that the 
majority of children are detained in police custody as a consequence of 
breach of bail offences. This requires the police to detain the child until the 
next available court appearance. Clearly there are implications if a child is 
arrested for a Bail Act offence after Saturday Court has concluded as the next 
available Court is Monday, thus contributing to the 24hrs + detentions.  

 The next most common reason for young people being detained pre-charge is 
to prevent a further breach of the peace – often as a consequence of the 
young person having consumed alcohol or drugs, or the risk of them 
committing further offences against the victim.  

 Capacity issues in the Emergency Duty Team both locally and out of area 
(when children in care from another local authority are involved in offending) 
to act as Appropriate Adults or identify alternative accommodation have 
contributed to a time delay in releasing the child in a small number of cases. 
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 In the early stages of monitoring a number of detentions had not been notified 
to Emergency Duty Team by the Police. There has been significant 
improvement in communication between Police and EDT 

 A significant proportion of detentions pertained to a small number of young 
people, highlighting repeat arrest and detentions. We are working with the 
Youth Offending Service and Children Social Care to ensure appropriate 
support and intervention is in place for these children as part of the quarterly 
meetings. 

 First Time Entrants have continued to fall in 2014-15 from 172 in 2013 to 54- 

this is primarily due to the activities of Police and the YOS through its Divert 

programme to ensure that children are not simply processed through the 

Criminal Justice System if they commit offences and that safeguarding is a 

key element of ensuring the most appropriate decisions are reached. 

 Re –Offending rates are also falling at 33% in 2014/15 as opposed to 36.5% 

in 2010-2011(NB. these figures are in arrears as re-offending is assessed 

over a twelve month period. The regional and National figures were 37.2% 

and 39.4% respectively) 

 Custody should only ever be used as a last resort and all occasions where the 

Court impose a period of detention are reviewed by the YOS to ensure all 

information is provided to enable the Court to make an informed decision. In 

2014/15 only one young person received a sentence of custody as opposed 

to 7 in 2012/13.  

 Since the amalgamation with Halton and Warrington YOS in 2012 the figures 

have continued to improve across all the priority areas for the YOS and are 

better than national and regional figures. 

 We have seen a slight reduction in overnight detentions with 31 young people 
detained in Q4 2015 compared to 38 young people at the same point in 2014.  
 

 
Next Steps.. 

 The LSCB Quality Assurance Sub-Group will request information on 
DIVERTS to the Youth Offending Service as we would expect to see an 
increase in the number of children being diverted from the Criminal Justice 
System where this is appropriate and the correlation with the rise in first time 
entrants needs to be explored in conjunction with this.  

 A Post Charge Protocol is being developed to support the pre-charge 
arrangements and will require Children’s Social Care and the Constabulary to 
work collaboratively in seeking to obtain alternative accommodation for young 
people who cannot return home post charge.  
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Early Help 

 
Embedding the Early Help agenda has remained a priority of the Board this year 
to ensure that families receive the help they need at the earliest opportunity.  

 
What have we done? 

 Team around the Family (TaF) training took place in early March. The course 
was delivered to approximately 40 practitioners.  

 A group of TAF Champions have been identified and their contact details 
circulated.  Cluster groups continue to take place and attendance is increasing.    

 As planned the new IES newsletter was cascaded to all staff in early February. 
This newsletter includes a TAF section offering practical information, advice and 
guidance to all practitioners. This will be updated quarterly and will replace the 
TAF newsletter. This will be sent to all practitioners who have received TAF 
training, and will also offer them information regarding the wider IES service to 
increase knowledge and awareness. The next newsletter is due for roll out in May 
2015. 
 
What impact has it had? 

 Early Support Access Team contacts are measured by total individuals, families 
and children. Outcomes are measured against families.   

 The ‘Number of New Contacts received by ESAT’ is 
measured in line with how the Social Care Contact and 
Referral Team (CART) contacts are measured.  CART 
handled 580 new contacts in March 2015 compared to 531 by 
ESAT (made up of 149 families, of which 260 were children). 

 There has been decrease of 4.3% (from 554 to 531) in ESAT 
contacts this month compared to last month although this still 
translates to an increase of 4 contacts (per family grouping).  

 Domestic Abuse still remains the highest main concern per 
family grouping, with antisocial behaviour the second highest 
reason followed by Mental Health. 

 Police continue to be the main referrer to ESAT as a result of ESAT providing 
triage and Case Management review of all standard and medium Police 
Vulnerable Person Assessment’s. Primary Education and Social Workers were 
the next principal sources of contacts. 

 There has been an increase of 1.6% in total TAF’s remaining open to the IES 
Service in March 2015.  

 There has been a decrease of 6.3% in new TAF’s 
opened.  A total of 80 TAF’s have been opened in the 
month.  
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 There has also been an increase of 12.9% (from 168 to 298) in the number of 
TAF reviews within the month which mirrors TAF activity. This is also consistent 
with TAF’s being reviewed every six to eight weeks. 

 There has also been an increase of 53.4% (from 54 to 83) in TAF closures in the 
month, with an additional 58 TAF’s closed on the eTAF system due to a 
combination of achievement of outcomes and on-going data cleansing.   

 
 
 

Next Steps.. 

 A system to record TaF activity at Level 2 of the Continuum of Need is being 
rolled out to enable partners to seek greater assurance that early help is being 
instigated by agencies before the needs increase and intervention at Level 3 is 
required.  

 Advanced TAF training sessions have been arranged for the coming months. 
Invites will be sent out for this in early March and places will be offered on a 
needs basis. TAF Champions will be the first practitioners to be invited on to the 
course.    

 The LSCB will continue to monitor ESAT and IES information to ensure that there 
is multi-agency support and engagement. We want to see an increase in TaF 
activity being led by partner agencies rather than IES. 
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Strategic Priority 2: The LSCB can evidence the 

effectiveness of single agency and multi-agency 

safeguarding arrangements 

 

Section 11 Audits 
Section 11 of the Children Act 2004 places a duty on key agencies and bodies to 
make arrangements to safeguard and promote the welfare of children. The LSCB 
seeks assurance that safeguarding standards are robust through Section 11 Audits, 
which enables partners to demonstrate the effectiveness of their safeguarding 
arrangements.  
 

 
In Cheshire a number of LSCB Partners have borders that cover more than one 
LSCB. Local Safeguarding Children Boards in Cheshire West and Chester, Halton 
and Warrington have worked together to provide a coherent process for these 
partners to evidence their compliance. This year we implemented a Pan Cheshire 
Section 11 electronic audit tool to reduce duplication for partners covering the 
Cheshire footprint. The tool includes the agency self-assessment and requires  
supporting evidence for the judgement made and action plans to address areas 
needing development. Partners can use the tool to update their evidence on a 
continual basis.  
 
The LSCB undertook a phased approach to implementing the electronic Section 11 
audit tool. Phase one covered the partners who cover more than one Cheshire LSCB 
area. 
 
 
Pan Cheshire partners were invited to the first Pan Cheshire Section 11 Panel in 
October 2014 to scrutinise compliance, including the quality of evidence which 
supported judgements and impact. This included Cheshire West, Halton and 
Warrington YOS, Cheshire Police, Cheshire Probation and Cheshire & Greater 
Manchester Community Rehabilitation Company. Analysis from this panel has 
shown that the quality of partner submissions was variable and this has meant that 
the Board did not have a sufficiently robust understanding of the issues. Some 
agencies were over optimistic and positive in content, providing insufficient evidence 
of achievement, whilst others had a tendency to be overly critical. Whilst variation in 
interpretation might be expected with a tool in it’s infancy, the Board is committed to 
ensuring that the “best practice” identified in this year’s report is the “standard 
practice” for next year. The Board has asked that all partners update the Section 11 
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tool and to provide improved evidence of their judgements.  A report from Pan 
Cheshire Quality Assurance Officers to the Board early next year will consider 
effectiveness of the improvements made.  
 
Phase two incorporated those partners who were specific to Cheshire West and 
Chester 
Board representatives where asked to complete their Section 11 audit tools once 
learning from the Pan Cheshire Panel had been identified.  An initial screening of 
returns was undertaken by the LSCB Business Manager and Quality Assurance 
Officer to ensure adequate supporting evidence was going to be available to the 
panel. The first local Panel was held in January 2015. A further session was also 
scheduled for April 2015. Partners who provided an audit included.  

 Cheshire and Wirral Partnership NHS Foundation Trust 

 Countess of Chester Hospital NHS Foundation Trust 

 NHS West Cheshire Clinical Commissioning Group 

 NHS Vale Royal Clinical Commissioning Group 

 Mid Cheshire Hospitals NHS Foundation Trust 

 East Cheshire NHS Trust 

 NHS England (CWAC)  

 Cheshire West and Chester Education Service 

 Children’s Social Care 

 Cheshire West and Chester Safeguarding Quality Assurance 

 Weaver Vale Housing Trust 
 
At a local level partners demonstrated a more measured approach with grades 2/3 
within their audits. Grade 2 equates to limited evidence to support assessment and 
Grade 3, detailed evidence with an action plan to improve. There were no identified 
trends across agencies so individual action plans will be tracked and reviewed 
 
Next Steps… 
 

 The Board will scrutinise the outcome of the section 11 audits early in 2015-
16 

 Pan Cheshire partners have been asked to attend Panel to review their action 
plans in November 2015.  

 The LSCB Quality Assurance Officer will work with partners to develop 
consistency in completion of the audit returns.  

 We will seek to achieve engagement from commissioned services and 
Housing Providers during 2015/16.  
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Section 175/157 Audits 
Section 175 of the Education Act 2002 places a duty on the Local Authority, 

governing bodies of schools and Further Educational settings to make arrangements 

for carrying out their functions with a view to safeguarding and promoting the welfare 

of children. Similarly Section 157 of the Education Act 2002 and the Education 

(Independent school standards (England)) Regulations 2003 requires proprietors of 

independent schools (including Academies and city technology colleges) to have 

arrangements which safeguard and promote the welfare of pupils at the school. 

The LSCB endorsed the use of a new online audit tool in June 2014. 

The annual section 175 audit required from schools for the academic year 

2014/2015 was available for completion online from October 2014. In previous years 

the audit has been conducted manually rather than electronically so in preparation 

for the changes to the format of the audit and the additional information required 

briefings and email reminders were distributed to all educational settings to assist in 

completion.  The date for completion was initially extended until the end of January 

2015 because a large number of schools and settings reported some problems with 

the electronic tool. This impacted on the percentage of completed returns received 

(84%) as at 31st March 2015. Non-Compliance was addressed with the schools in 

question and we have seen further improvements in returns. Scrutiny of the audit 

returns will take in place in 2015-16. Initial feedback from schools has indicated that 

whilst initially this was an onerous task to complete they can now see the benefit of 

being able to update on an ongoing basis.  

 

Single Agency Audits 
 

This year the Audit and Case Review Sub-Group established a system of receiving 

single agency audits from partners.  

 The Countess of Chester Hospital NHS Foundation Trust provided a summary 

of learning from their annual audits of compliance with the 1) CoCH 

Safeguarding & Promoting the Welfare of Children Policy and 2) CoCH 

Domestic Abuse Policy.  Both audits evidence very good compliance with the 

policies.  

 Children Social Care presented their audit of Admissions into Care 2014/15. 

We were assured by this audit all children are appropriately taken into care for 
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their safety. The group considered the finding that in 40% of cases there had 

been significant contact and referral activity over the history of involvement. 

They questioned whether these were missed opportunities to offer a more 

robust response at an earlier stage. Furthermore in 94% of cases the child 

had not received a service from Integrated Early Support. Therefore this data 

would suggest that the majority of children entering the care system do not 

receive a service at Level 3 of the continuum. This requires further 

examination. Over 70% of all these children and young people had been 

subject to a child protection plan. Scrutiny of the effectiveness of Child 

Protection plans would be beneficial as a result.   

 The Youth Offending Service provided feedback on their report following a 

mock inspection in March 2014. Of the 11 cases inspected 55% were 

assessed as Good. Positive practice included positive use of Compliance 

Meetings, Good management oversight, Risk Level appropriately assessed 

and reviewed, and evidence of good interagency working. Areas for 

Improvement included documents not routinely completed within timescales, 

Intervention Plan targets not routinely SMART or child friendly if from a West 

Referral Order Panel, joint discussions and planning meetings not recorded in 

the child’s case record in almost half of the cases and limited evidence of 

structured interventions in almost a quarter of cases, links from Assessment 

to Intervention Plans not always prioritised according to need and cases of 

Order to Order caused various issues in different cases e.g. Induction pack 

not completed for new Order, Learning Styles Questionnaire not completed 

again, evidence not clear if young person was interviewed in presence of care 

worker. 
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Strategic Priority 3: Cheshire West and Chester 

LSCB listens to children & families and ensures 

their voice informs our work 

 
During 2014 -15 the LSCB has looked to improve our engagement with Children and 
Young People. The Board actively looked to recruit a young person on to the Board, 
despite a robust marketing campaign and support from the Lay representative we 
were unsuccessful in our challenge. We continue to be committed to listening to 
Children and Young People and in 2015/16 we are going to take a network approach 
to improve engagement. One of the positive additions to the Board in this year was 
the recruitment of a vice chair who is also the ‘voice of the child champion’. 
 
The LSCB is supported in this objective by all of its constituent partners who work 
hard both at a single agency level and on behalf of the Board to engage with 
children, young people and their families to ensure that safeguarding services are fit 
for purpose and that we constantly improve that service based on feedback from our 
service users. Here’s a sample of the work we have been doing. 
 
 What have we done? 

 

 Cheshire West and Chester has an active Children in Care Council that operates 
in 2 parts- younger children in care (from age 11yrs) and older children, including 
Care Leavers. Two representatives from the Older Children’s Council are 
represented on the Children in Care and Care Leavers Sub-Group of the LSCB. 

 Representatives from the Council attended the November Board meeting to 
discuss their experiences of the care system.  

 The LSCB met with the Children in Care Council to seek feedback about the data 
that we wanted to monitor in relation to children in care. We received some 
challenges about why we wanted to know how many children in care were known 
to the Youth Offending Service but when we explained this was to ensure that 
CiC weren’t disproportionately represented it was endorsed. They also asked us 
to take a closer look at the detail in relation to emotional wellbeing i.e. not just 
how many SDQs were completed but what were the outcomes. All of the 
suggested changes are reflected in our refreshed dataset 
for 2015-16.   

 On the First National CSE Day, facilitated by National 
Working Group, local young people with Catch22 
Workers tweeted their support to raise awareness. 

 2Engage Theatre engaged children and young people in 
the evaluation of the performance “Risking it All”. In total, 
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2062 pupil questionnaires were completed and returned from 19 out of the 23 
schools who received a performance.  

 Cheshire West and Chester delivers the United Kingdom Youth Parliament 
(UKYP) elections in February bi-annually. During this process the young people 
are asked about issues that affect them in their daily lives. Many of these issues 
are fed into local, regional and national government. The issues are also split into 
area reports allowing the issues to be addressed in our youth clubs where young 
people work with qualified staff to address the issues, explore their fears and gain 
information.  
 

 

Children and Family Court Advisory Support Service (CAFCASS) - 
scrutiny is given to their safeguarding practice and processes by the Family 
Justice Young People’s Board (FJYPB) comprising young people with direct 
experience of the family court. The FJYPB contribute to their publications, 
review their resources for direct work with children, and are involved in the 
recruitment of frontline staff. Board members also review the complaints we 
receive from children and young people. 

 
 

Cheshire and Wirral Partnership NHS Foundation Trust (CWP)  - have 

employed a Participation Worker to engage service users through a variety of 

means including; Family and Friends test, surveys and patient stories. Young 

Advisors are employed by CWP and are actively used by CAMHS services, and 

service user involvement is an established part of the recruitment process. For 

example a Children in Care Council Representative was part of the interview 

panel for the Children in Care Nurse post. 

 

 

East Cheshire NHS Trust - consultation has taken place with the Children in 

Care Council & Care Leavers Group in relation to provision of health 

information on leaving care and updating the young people’s health information 

booklet. They also held a fun health activity day in Easter 2015 to engage 

younger Cared for Children in the topics of healthy eating and leisure and 

exercise. 

 

 

Youth Offending Service - captures Service User Feedback in a number of 

ways   including sending a questionnaire at the end of an intervention to all 

young people and their parent/carers. The YOS exceeded its target set last year 

and the feedback is analysed by the Inspectorate. The YOS also through 
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Referral Order Panels and Case Planning Meeting completes being a young 

person requesting a more interactive intervention and so portable DVDs were 

purchased so this could be 

 

NHS Vale Royal Clinical Commissioning Group (VR CCG) - have 
attended the Youth Senate to promote their work and to open the floor to find 
out more about how they can engage, communicate and involve young people 
in their work and in healthcare as a whole. The CCG listened to the feedback 
of the eighteen young people present and made a commitment to investigate 
opportunities to increase their profile in local schools and colleges. They 
continue to meet with this specific group of young people on a quarterly basis 
to gain their expertise as to how we can further engage with them.   

 
 
 

NHS West Cheshire Clinical Commissioning Group (WC CCG) - 
During the past year, representatives from the Youth Parliament met with their 
Clinical Lead and Programme Manager to discuss in detail the vision and work 
involved with our 'Starting Well' programme. As a result their feedback has 
influenced the development of this programme, as well as ensuring it reflects 
the views of our younger population. They are also in the process of recruiting 
a Patient Leader, that is, a young person who will work with us to ensure we 
commission the best possible service for local children and young people.  
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 The work of the Youth Ambassador  - The Youth Ambassador 

attends the Board and represents the views of children and young people. 
The All Party Parliamentary Group for Children (APPG) called for evidence 
about how the voice of young people was conveyed and has since highlighted 
the work being undertaken in Cheshire as best practice. The “Have Your Say” 
survey has engaged with young people in the Youth Offending Service, 
Children in Care, Children not in mainstream education as well as other 
diverse groups. One of the biggest challenges arising from the consultation 
was the way Police Officers communicated with young people. The Youth 
Ambassador worked alongside the Constabulary and University of Chester to 
develop and implement a training programme aimed at improving officer’s 
knowledge of how the adolescent brain develops. By understanding the 
impact of age on how young people communicate and respond in addition to 
the impact of their different life experiences, officers are better equipped to 
adapt their communication style and response accordingly. 

 Alongside the Constabulary and Children in Care Council the Youth 
Ambassador developed a job description for officers designated to work in 
care homes. The role is now clearly defined, and officers understand the 
importance of getting to know the individual needs of all the children in order 
to safeguard them effectively.  

 The Youth Ambassador created a video of a young person to raise 
awareness of the impact of having a parent in prison and on behalf of the 
LSCB led a project to help us understand what more can be done to 
effectively support children with a parent in custody. It has proved difficult to 
identify the children and young people affected within Cheshire which has 
hampered progress, but work continues with two leading national charities in 
order to provide a support package to the child and family that seeks to 
reduce the social impact of parental imprisonment, including childhood 
offending.  

 The Youth Ambassador worked with young people to develop their 
understanding of Stop & Search Police powers and to provide scrutiny of 
officers practice. Data from a 3 month period was provided to the young 
people and they assessed whether the stop and search was necessary in 
their opinion. Feedback was provided to the officers to improve the service 
and the dip-sampling has now been embedded in practice on three monthly 
basis.  

 Young people assisted Cheshire Constabulary by reviewing the provision 
within the custody suites. A report was received by the LSCB outlining 
improvements that the young people suggested, and following completion of 
the work the young people was asked to re-inspect and report to the Board 
their views. As part of this work, a series of leaflets were devised to simplify 
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the information young people need about what to expect and about their 
personal rights.  
What impact has it had? 

 On the whole, feedback on the 2Engage performance of “Risking it All” indicates 
that 78% young people aged 13 -16 believe theatre is an effective medium for 
addressing the issues within the performance.  As a result the performance has 
been commissioned by the LSCB for a further year. 

 This evaluation finds that ‘Risking It All’ has had a positive impact on the young 
people who attended the show as 92% of students considered it to be ‘excellent’ 
or ‘very good’.  

 Children report that they feel their contribution is valued and that partner 
agencies really care about their experiences. 

 The LSCB is scrutinising the things that matter to children and young people in 
Cheshire West.  
 
 
Next Steps… 
Feedback from the 2Engage Evaluation contains a number of recommendations 
following input from young people, namely:  
 
 Introducing methods to generate pro-activity from teachers to engage with the 

performance and post-performance requirements. 
 Introduce extra resources to schools for post-show activities, enabling 

teachers to discuss the issues covered. 
 Modifications to questionnaires to enable qualitative feedback from students 

and improved clarity in the questions asked. 
 

We will continue to work hard to improve our engagement with children, young 
people and their families. 
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Section 4: Effectiveness of 

Safeguarding Arrangements in 

Cheshire West.  
 

The Front Door (CART) 
 As at 31st March the performance of contacts being managed within 24 hours 

was low (54%) and a review of the processes is taking place by the Change 
Team in order to better understand resource allocation and demand.  

 The conversion rate from contact to referral remains below the 2013/14 England 
and the Statistical neighbour average:  31.4% in March.  However, when 
statutory notifications and information, advice and guidance contacts are 
excluded, this percentage increases to 61.34%.  

 

 

Children in Need 

 
 At the 31st March 2015, 1235 children and young people were ‘Children in Need’ 

(in accordance with the Children in Need Census report definition and excluding 
children in care and children on child protection plans). This demonstrates an 
increase in numbers in recent months.  Of those children, 675 had active CIN 
plans of which 210 children are recorded as having a disability.  

 Cheshire West and Chester CiN rates are below national, regional and statistical 
neighbours’ comparative data.  

 
 England 

2014/15 
North West 

2014/15 
Stat Neigh. 

2014/15 
CWAC 

2014/15 
CWAC latest 
month (31

st
 

MARCH) 

Children in Need per 10,000 of the 
population at 31

st
 March 

346.4 365.3 319.7 314.5 301.5 

Children in Need per 10,000 of the 
population throughout 2014/15 

680.5 723.2 - 618.9 616.8 (last 12 
months data) 
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 Decline in CIN review meetings in the last 2 
months has been identified and is being 
explored.  102 Children In Need Reviews were 
carried out in March 2015, with 91% of second 
or subsequent reviews undertaken within 
timescale. Performance across the past 12 
months has shown improvement in timeliness.  
 

 Ellesmere Port Locality completed 100% of 
second or subsequent CIN reviews within 
timescale, Chester 94% and Northwich and 
Winsford 87%. 

 

 Further work is required to understand if the 
reduction in CiN numbers is the result of rising 
numbers of CP Plans and Children entering 
care or the impact of the early help offer. Getting the balance right requires 
confidence in applying thresholds accurately and stepping cases up and down in 
response to risk assessment.  

 

Children on Child Protection Plans 
 

Children are placed on child protection plans when they are considered to be in need 

of protection from either physical, sexual or emotional abuse, or neglect. The plan 

outlines the main risks to the child, what action is required (and by whom) to reduce 

those risks and make the child safe. Scrutiny of children on Child Protection Plans 

was a focus of the Quality Assurance Sub-Group during this period.   

What have we done? 

 In an effort to reduce the number of children on Plans for more than two years, 

the Child Protection chairs implemented a process whereby the Social Worker 

and Team Manager is contacted when a plan has been in existence for  9 

months. The case is reviewed with regard to seeking legal advice if risk is not 

considered to have reduced or stepping down to Child in Need if positive 

progress can be identified.  The Resolution Pathway and Escalation process is 

used when concerns raised are not addressed or there is disagreement regarding 

the decision making. An update is then provided at the next meeting to ensure 

there is a multi-agency perspective of risk and progress.  
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 There continues to be improvements in seeking the views of young people for 

conference in order to gain an understanding about the impact on their lives.  All 

agencies are actively seeking the views of young people and including them in 

the information they provide to conference.    

 In September 2013 the Safeguarding Unit launched the Child’s Lived Experience 
Pilot.  Five cases of neglect were identified to pilot the new conference model 
which is designed to gather more meaningful information regarding the child’s 
lived experience so that outcomes are more focused on improving the direct 
experience of the child and evidencing impact. In March 2015 the pilot entered 
into the evaluation stage and we received the evaluation in June. As an authority 
we have identified some difficulties with the model in addition to a number of 
positives.     

 Conferences were on occasion too lengthy as a result of applying the 
model. 

 Whilst the tool captures the voice of the child, there were instances when 
families did not feel it promoted their voice. Professionals recorded the 
views of the children and this was difficult for the parents to understand 
(particularly in respect of young children. 

 The visual element of the model and the windscreen tool used to identify 
strengths and risks has been very well received and as a result rolled out 
in all conferences. It is very effective way of summarising the information 
and demonstrating to parents what needs to change for the child.   

 In 2013/14 we noted concern at the low number of repeat plans which was lower 
than the national average. Three issues emerged as a result of our interrogation: 

 A view held by some staff that as an authority we do not have second 
period planning.  This was clarified and there was an increase in the 
requests made. 

 Pre-Proceedings Processes - The initial procedures in respect of pre-
proceedings were developed in line with training offered by the courts, who 
had advised that children subject to Pre-Proceedings did not require CP 
Plans. Whilst it is important to reduce the amount of meetings for families 
tandem CP Planning ensures there is a multi-agency contribution to the 
reduction of risks.  It was therefore agreed that those children subject to 
pre-proceedings should also be considered at a CP Conference unless the 
period of time for the Pre-Proceedings agreement was short. 

 Repeat planning for children does not always indicate that the initial plan 
hasn’t been successful. The vulnerabilities within some families can mean 
that whilst they may effectively address and reduce one aspect of risk e.g. 
Domestic abuse they may remain vulnerable and other risks subsequently 
emerge e.g. substance misuse.    
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What Impact has it had? 

 

At the end of March 2015 there were 246 
children on child protection plans in 
Cheshire West and Chester. This figure is 
below both the England and North West, 
rate but in line with our statistical 
neighbours. It demonstrates an increase 
in the number of plans across the year, 
and a marked increase from 172 at the 
same point in 2013/14. This increase is in 
line with the national picture as the DFE 
reported a 12% increase in CP planning 
across the country. The rate of children 
subject to Child Protection Plans in 
Cheshire West per 10,000 of the 
population aged 0-17 years is currently 
37, compared to 26 as at 31st March 
2014.  

 

  

 30% of all plans were for children aged under 5, this is a reduction on the 
previous two years. We have also seen a reduction from 2013/14 of plans to 
support children aged 16 and 17 from 5.78% to 2.85%. 9 or the 246 children on 
plans were recognised as having a disability.  

  

 Emotional Abuse remains the 

largest category for CP Plans, 

largely as a consequence of 

Domestic Abuse within the home 

but also influenced by parental 

mental health or alcohol use. This 

has increased from 47% in 

2013/14 to 58.94%.  Neglect is the 

next largest category. There has 

been a focus on raising 

awareness of Neglect during 2014/15 as a consequence of learning from practice 

learning and serious case reviews. Of concern is the low number of child 

protection plans in respect of physical and sexual harm and this requires further 
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interrogation.   

  

 The LSCB has monitored the duration of child protection plans to ensure that 

drift in cases does not occur. There has been an overall improvement in 

performance across the year, with very few cases (4.5%) having plans in place 

for two years or more and these are closely scrutinised. On average across the 

year 10% of CP Plans are children becoming subject to a plan for a 2nd or 

subsequent time.   

 

 Timeliness of Initial Child Protection Conferences 

has improved this year, with an average of 97.7% 

completed on time. The timely notifications to the 

Safeguarding Unit from Social workers has been 

instrumental in improving the timeliness of 

conferences this year. 

 

 Where a conference has not been convened within 

this timescale this has been the result of: 
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 Parent/s being unable to attend so conference is moved to accommodate 

their availability (when appropriate).  

 Late requests for conference not providing agencies with sufficient time to 

prepare. 

 Capacity within the safeguarding unit when demand increased at the same 

time that staff sickness and annual leave where also being managed. 

 

Next Steps.. 

 In order to ensure that the correct categories are identified for Child Protection 
Plans an audit will be undertaken of CP plans to confirm that the category reflects 
the presenting risks.   

 Further work on the findings from the Child’s Lived Experience pilot is required to 

address the difficulties whilst retaining the positive aspects of the model.  

 Further interrogation is required in relation to repeat plans were the risks 
identified are the same and reoccur within a short time of the initial plan closing.  
These cases indicate that changes may have been superficial and there is the 
potential for disguised compliance.  

 

Children in Care 
 
Outcomes for Children in Care and Care Leavers was scrutinised by the Children in 
Care and Care Leavers sub-group during this period. Performance was also 
monitored by the Quality Assurance Sub-Group as it was a priority area for the 
Board in 2014-15.   
 
What have we done? 

 The LSCB Children in Care and Care Leavers Sub-Group oversees the action 
plan on behalf of the Board. The action plan constitutes objectives from the 
Children in Care and Care Leavers Strategy, Children and Young People’s 
Plan and the LSCB Business Plan.  

 We refined the dataset in consultation with the Children in Care council to 
ensure that we were scrutinising aspects of 
their care, wellbeing and outcomes that were 
important to them. 

 We worked with the Children in Care Council to 
develop “health passports” so that all young 
people preparing to leave care have access to 
the essential information about their health. 
Funded by NHS Vale Royal and NHS West 
Cheshire Clinical Commissioning Groups the 
passport will be launched in April 2015.  
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 In 2013/14 we identified occasions when the views of the Independent 
Reviewing Officer (IRO) had not been sought appropriately. In response the 
Safeguarding Unit has: 
 Provided a briefing to the Children and Families Operational Management 

Team on the role of the IRO;  
 Attended the Social Work Development Days and, 
 Facilitated 4 multi-agency briefing sessions.  

 IROs have also increased their reporting on the child’s electronic record to 
increase visibility of IRO decision-making and oversight.  

 The IRO Senior Manager has greater oversight of permanency planning and 

is now a member of the Access to Resources Panel. Monthly meetings have 

also been established between the Divisional Manager and Team Managers 

to track progress in relation to exit plans. This provides more effective scrutiny 

and enables the IROs to focus on plans for permanence at the second review. 

 During this reporting period the IRO service reviewed and updated their 

escalation process. The new process significantly reduced the time allowed 

for issues to be resolved to ensure they do not have a significant impact on 

the child’s outcomes. The system also makes a clear distinction between an 

issue requiring an escalation and that which the IRO feels should be 

challenged e.g.  the IRO seeks to review a decision or part of a plan were the 

potential impact is important to them or the child but not ‘significant’. 

 The Virtual School has implemented termly PEPs as per statutory 
guidance.  PEPs have been analysed and interventions put in place for those 
CIC who need additional educational support to achieve their 
potential.  These have been funded through Pupil Premium Plus as requested 
by the PEP.  

 The Virtual School has delivered personalised interventions over and above 
those via the PEP.  These have included maths and Literacy packs, Letter 
Box club parcels for reading and writing, activity days focusing on curriculum 
and transferable skills,  

 The Virtual School has delivered a comprehensive training programme to 
professionals and carers, including training for foster carers to enable them to 
deliver practical educational support at home and attachment training for 
Designated Teachers to enable them to meet the needs of children in school 
and enable them to be ready to learn. 
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What impact has it had?  

  

 The total Children in Care population has risen to 506 in March 2015, despite 
seeing more children leaving care than joining in the previous 3 months. This 
exit rate will need to continue to see an overall impact on the numbers of 
children in care. At the same point last year there were 444 children in care. 
Based on statistics for 2013/14, Cheshire West and Chester‘s numbers 
remain above the England and Statistical Neighbour averages and below the 
North West average.  

 
 
 
 

 (56%) of children are over the 

age of 10. This is an increase 

on the same time last year. 

We have seen a reduction in 

children 0-4 and 16+ entering 

care. 15% of children have a 

disability.  

 

 43.3% of children in care are 
placed out of the authority 
boundary. Excluding those 
placed with parents or within 
Cheshire West provision, the 
rate decreases to 26.5% and 
has remained fairly stable 
across the past 12 months.  

 

 The IRO service pays 
particular attention to those children placed out of authority to ensure that all 
the appropriate safeguards are in place. This can take the form of additional 
contact, shorter reviewing periods or increased scrutiny of the care planning 
process. 

 

 Within this reporting period 98% of statutory reviews where held within 

timescales, which means 14/648 children had their plan reviewed outside 

statutory time scales. Performance dips relate to periods were sickness 

absence and maternity leave were being managed in the unit, but additionally 
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some reviews were changed at the request of the young person or because 

the Social Worker was not available. 

 There is more joined up work being done to reduce exclusions, improve 
attendance and ensure that CIC are attending the provision that best meets 
their needs.   

 During 2014/15, 97% of all children looked after aged 4 or above participated 

in their reviews. This is an increase from 91% the previous year. The 

consistently high participation rate would also suggest that the current model 

of reviews is the right one for the authority and that having a stable group of 

IROs means they have developed a positive relationship with the children and 

young people that they review. This hypothesis is also supported by feedback 

from the Children in Care Council and the young people’s survey. 

 
 

Outcomes for Young People 
 

CWaC 
Performance 

2014/15 

CWaC 
Performance 

2013/14 

Statistical 
Neighbour 

The % children with three or 
more placements in a year 

11.7% 10% 12% 

Placement Stability (same 
placement for 2 years). As of 
March 2015  

61.9% 54% 65.2% 

% of Looked After Children 
achieving 5 GCSEs Grade C 
or above  

Not available 18.5% Not available 

% of children looked after 
with an up to date PEP 

Not available 65% Not available 

% of children looked after 
that have had a health 
assessment in the last 12 
months 

72%(based on 

local data) 
82% Not available 

% Care Leavers in suitable 
accommodation at 19yrs 
 

93.8% 92% 82.0% 

% Care Leavers in 
Education, Employment or 
training at 19 years 

56.3% 50% 49.8% 

 

 Placement breakdowns/movements have increased (11.7%), with more 
children in care having 3 or more placement moves compared to the previous 
year. Stability in longer term placements has however improved across the 
year, rising from 54% in 2013/14 to 61.9%. Nevertheless performance 
remains below national (67%) and statistical neighbours (65.2%). As a result 
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of independent analysis of foster carers and adopters placement disruption, 
an action plan is being progressed and will be monitored by the Children In 
Care sub-group. 

 93.8% of care leavers were living in suitable accommodation and 56.25% 
were in education, employment or training at their 19 year contact. 
Performance is above national and statistical neighbour averages, though we 
remain focused on reducing the numbers of NEET care leavers. 

 Care Planning – currently all plans are endorsed and any escalations have 
been resolved to the IROs satisfaction. Concerns however remain about the 
extent of multi-agency contribution to the care planning process and the 
availability of reports to children, parents and the review 3 days prior to the 
meeting. This will be a priority for resolution. 

 Education provision/Pupil Education Plans (PEPs) – There have been two 
occasions when IROs have noted concerned that there has been some delay 
in progressing education provision specifically when a young person has been 
required to change placement. In response, the Safeguarding Unit will invite 
the Virtual Head to the unit team meetings to facilitate discussion and both are 
now represented at the resource panel.  

 Transition - The development of the transition service is having a positive 
impact on those children with complex needs supporting their move into 
adulthood. However, IROs have highlighted via escalation two occasions 
when progression of a pathway plan for young people who received additional 
support as children did not meet the threshold for adult services, and this 
requires further scrutiny.  

 48 children (either on a plan for adoption or currently on a placement order) 
are being supported by the Adoption team to leave the care system. 30 
children have been adopted since 01/04/2014. 

  
 
Next Steps… 

 

 The Transition Policy is being reviewed as a result of legislative changes 
and IRO escalations. It is envisaged that this will have a positive impact on 
how assessments are completed and who will be eligible for service. 

 Targeted training for Foster Carers, called the Therapeutic Crisis 
Intervention (TCI) will be provided to support carers working with children 
who have challenging behaviour. It is expected to have an impact on 
placement stability by increasing Foster Carers resilience. Staff have also 
been trained to the ethos of the TEND (Training for Early Nurturing and 
Development) programme which was supported through the grant funding 
from the DfE. This programme of work will support foster carers and 
kinship carers providing care to children aged 0-36 months. Impact will be 
monitored.  
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 Every child placed out of the borough with independent fostering or 
residential provision is being reviewed to ensure their needs cannot be 
met using in-house resources. 

 To increase in house residential provision that meets children and young 

people’s needs a property has been identified to develop a new home due 

to be opened in Autumn 2015.  

 To continue to improve the PEP completion rate and ensure that PEPs are 
high quality and effective. 

 To continue to identify gaps in performance and further develop targeted 
intervention strategies and activity days. 

 Introduce the Virtual School Attachment Friendly Schools Award to 
support schools in developing their practice around attachment. 

 To support young people with their post-16 transitions into education, 
employment or training.  

 Introduction of an ‘Edge of Care’ service that will provide intensive support 
to families in an effort to enable children to remain with their families where 
safe and appropriate via targeted evidence based intervention 
programmes. 

 The first stage of recruitment of Foster Carers and Adopters is complete 
and focussed marketing has taken place for sibling groups, children with 
complex needs and older children. We will continue to monitor the impact 
of this.  
 
 

Children and substance misuse 
 

We know that substance misuse increases the chances of young people committing 

crime and being convicted of offences. The effects of substance misuse also inhibit 

behaviour and increase the likelihood that children under the influence could find 

themselves in risky situations.  

What have we done? 

 We continue to commission the ‘2Engage’ production company to deliver 

awareness raising sessions to all secondary school pupils in Cheshire West to 

help reinforce the good work already being done to highlight the harmful 

effects drugs and alcohol have on their health and safety.  

 The Quarriers commissioned service works with children and young people 

effected by substance misuse.  

 We have closely monitored the A&E attendance data for children and young 

people presenting with alcohol or drugs as a primary reason.    
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What impact has it had? 

 Since Q1 of 2014 we have seen a small decline in the number of children 

presenting at A&E with substance misuse as the primary concern. The 

highest presentation rate was 24 in Q1,the lowest was 13 in Q2. There were 

15 presentations during Q4.  

 

Children and Emotional Wellbeing/Self-Harm  
 

What have we done? 

 

 We have monitored the numbers of children and young people were self-harm 

has resulted in attendances at A&E during this period, and of those the number 

that led to admission to a ward as a result of the self-harm.  

 The LSCB conducted a multi-agency audit on self-harm cases in Q4 of 2015.  

 A group of young people from Cheshire and Wirral Partnership NHS Foundation 

Trust are working with professionals to help improve the young person’s 

experience of attending the Countess of Chester Hospital NHS Foundation Trust 

Accident and Emergency Department following an incident of self-harm. The 

young people have met with staff from A&E and are currently developing a 

bespoke training package to deliver to A&E staff. The LSCB are looking forward 

to hearing from those young people as the work progresses.  

 Young people involved with the CAMHS Participation group have been asked 

about their thoughts on Hospital Trusts sharing information with schools following 

a young person attending A&E with an incident of self-harm. The young people’s 

response has been beneficial in helping to move the process forward.  

 

What Impact has it had? 

 

 The attendances at A&E due to self-harm had been relatively consistent across 

the year, but we saw a steep increase in Q4 that is being explored. In Q1 70 

children presented, compared with 51 in Q2. In Q4 this rose sharply to 90 young 

people. (It is important to note that these figures, and those below do not 

differentiate between deliberate and accidental self-harm such as accidental 

consumption of poisonous liquid; parents unintentionally administering an 

overdose of medication).  
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 Of those young people, in Q1 31 young people were admitted to the ward 

following the presentation. In Q4 this rose to 51 young people.   

 

Learning from the Q4 LSCB Multi-Agency Self-Harm audit:  

 The process for managing you people in the hospital is robust.  However 
following discharge, there is currently no follow-up process in place or checks 
made by hospital staff. 

 Unless the child is known to Services the pathway doesn’t allow for information to 
be shared without consent.  This can result in children developing a significant 
history of self-harm and agencies, such as school being unaware. 

 One limitation of the audit is that little was known about the outcomes for those 
children who turned 18.  

 Where children accept services and meet the criteria for CAMHS services at 
Level 3 the Therapeutic Support is effective and has a measurable impact. 

 

Next Steps…. 

 A task and finish group will examine the pathways for children and young people 
following this appointment being made to CAMHS.  The group wants to know 
what happens if a child doesn’t attend (DNA) their appointment and what 
information is exchanged following DNA with partner agencies. 

 Information Sharing between health partners and Children’s Social Care should 
be reviewed to ensure that children are effectively supported.  

 Information that is currently available in A&E and the hospital on resources and 
support available following discharge such as websites should be reviewed.   

 Update on available services to young people who self-harm to be provided to 
those involved in Health’s ‘5 -19 services’. 

 

 

Children who are privately fostered 
 
Parents can chose to have their children cared for away from home by someone who 

is not a close relative (e.g. Grandparent, sibling, aunt/uncle or step-parents of the 

child). This is known as private fostering. The Local Authority must be notified of 

these arrangements, but it remains a difficult area to monitor.   

In 2014-2015 there were 13 notifications received with a further 3 pre-existing 
arrangements ongoing from 2013-14. This is a reduction on the previous two years’ 
referrals, albeit marginal as there were 14 notifications in 2013-14. Of the cohort 
newly referred this year, 9 were girls and 4 were boys with ages ranging from 3 to 



  

 

61 

 www.cheshirewestlscb.org.uk 

 
 

 

15. Of these 12 of the 13 referrals were for children aged 13 – 15 years. 11 of the 
children were British, 1 was Hungarian and 1 was Vietnamese.  
 
What have we done? 

 During 2014 the Quality Assurance Sub-Group monitored the number of 
private fostering arrangements, and concerned by the low numbers arranged 
a challenge session with the Senior Manager leading on Private Fostering for 
the Local Authority. 

 The Board received the Private Fostering Annual Report in May 2015. 

 All information about  carers within the private fostering regulations is now 

being stored on the electronic system which is a positive step to increase 

communication as Social workers from the Children in Need Teams can 

record their interventions with the children and the Specialist Social worker 

records the work under taken with the adult carers. 

 Awareness raising articles included in the council wide education bulletin to 

raise awareness within schools and  Safeguarding Children in Education 

(SCiE) continue to promote private fostering through Basic Awareness 

training within school settings  

 Publicity in the electronic newsletter and magazines that Cheshire West and 

Chester Council produce for the public, foster carers and professionals. 

 Promotional materials sent to GPs and Police during Private Fostering Week 

in July 2015, and displayed in Local Authority reception areas at Wyvern, 

Civic Way and The Forum, Chester. 

 The specialist social worker for Private Fostering continues to attend CIN 
Team Meetings on a rolling programme to raise awareness of the process. 
She also attends the CIN Development days. 

 Guidance Packs for social workers within Children in Need Teams have been 
sent to each Locality. 

 The specialist social worker for Private Fostering has an arrangement to meet 
with all new children’s social workers as part of their induction. 

 A session was held with the gypsy and traveller liaison worker to raise 
awareness amongst that community. 

 An action plan has been developed which continues to focus efforts on 
awareness raising and developing the data and reporting framework for 
Private Fostering within Children’s Social Care and the LSCB.   
 

What impact has it had? 

 5 of the children were already known to Children’s Services and the Social 
Worker involved identified the arrangement as Private Fostering.  Of the other 
8 children, 1 was referred from another authority, 1 from CAMHS out of area, 
2 from the police, 1 from a worker in a family centre, 1 from a school and 1 
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from the carer, which offers some assurance that partners recognise Private 
Fostering arrangements, although we believe more promotion is required.   

 Outcomes in respect of the thirteen new notifications were varied. In 5 cases 
the child/young person became 16 so ceased to be privately fostered, 2 
became looked after by the Local Authority after assessments and legal 
advice deemed them not to be Private Fostering arrangements, one of which 
was subsequently cared for as an unaccompanied Asylum Seeker. 2 children 
returned home to the care of their parents. Four of the arrangements remain 
open. Of the three arrangements continuing from 2013-14, one private foster 
carer obtained a Special Guardianship Order, 2 remain open with one of 
these presently being supported through the courts for a Child Arrangement 
Order  

 Private Fostering Monitoring Meetings have ensured that permanence 

planning remains high on the agenda for all Privately Fostered children and 

young people. 

 Despite efforts to increase awareness the numbers of notifications and 

children confirmed as Privately Fostered remains low.  

 
Next Steps. 

 The LSCB will receive an update against the Action Plan in six months to be 
assured that Private Fostering remains high on the safeguarding agenda. 

 

For more information on private fostering and how to refer please follow the link: 

http://www.cheshirewestandchester.gov.uk/residents/health_and_social_care/fosteri

ng_and_adoption/fostering/private_fostering.aspx 

 

Allegations against Adults Working with Children 

 
Over the reporting year the LADO has received 102 contacts from agencies in 
respect of concerns about an adult who works with children.  This is a reduction from 
last year’s figures which identified 164 contacts.  One explanation for the reduction in 
contacts could be the changes to LADO criteria in 2013 that they no longer deal with 
issues of suitability.  
 
Of the 102 contacts made to LADO: 

 57 were closed upon a discussion with the referrer or employer.  Whilst this 
appears to be a high number of No Further Action (NFA), a similar conversion 
rate is seen across our North West colleagues. 

http://www.cheshirewestandchester.gov.uk/residents/health_and_social_care/fostering_and_adoption/fostering/private_fostering.aspx
http://www.cheshirewestandchester.gov.uk/residents/health_and_social_care/fostering_and_adoption/fostering/private_fostering.aspx
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 45 led to additional investigation. 

 4 were substantiated 

 6 were unfounded 

 6 were unsubstantiated 

 9 are in progress  

 52 contacts were made in respect of Physical Harm with the next largest 
category being 32 contacts in respect of Sexual Harm.  

 32 referrals pertain to educational settings. This is consistent year on year 
and is also in line with other North West authorities.   

 14 referrals pertain to Foster Carers, and a further 7 to Residential Workers. 
 
Of the four substantiated contacts, three were of a sexual nature. We will work with 
the LADO to ensure that any safer recruitment issues are identified and discussed 
with the employers.  

 
There has been no significant change in trends in respect of the referrals since the 
previous year, with Children’s Social Care again referring* the majority of cases.   
(*relates to the referring agency and not the number of allegations against that 
particular profession).  This is largely consistent with other local authorities in the 
North West with 9/11 authorities reporting their largest referrer as Children’s Social 
Care.   

 
LADO Achievements 
 
 All of the referrals and consultations that are received are dealt with swiftly by the 

LADO Duty system in place. 
 

 In 2014-15 the process for referring to LADO changed to a paper based referral 
prior to a telephone consultation. This has ensured that the LADO advice given is 
based on all the available information and that there is consistency in records for 
both the referrer and LADO.   

    
LADO Challenges 
 Sometimes initial information provided to the LADO is not clear and requires the 

LADO to seek further information. This can impact on the timescales for 
resolution of referrals and are often the cases that result in no further action. 
Understandably, given the importance of safeguarding, agencies do not want to 
make a mistake and miss something and LADO would support this approach.    

 
What we will do to address the challenges 
Training in respect of LADO has previously focused on the Designated Officer or 
Safeguarding Lead however it has been agreed with the LSCB that further training 
will be given directly to frontline practitioners.   
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 LADO briefings have been arranged for June 2015 and will look at relevant 

Serious Case Reviews and public enquiries in order to consider how partners can 
create safe environments and reduce the risk of abuse.  
 

 The regional group remains a strong voice for LADO’s. Collectively they will 
launch leaflets for professionals, parents and children on what the LADO role is 
and what happens when an allegation is made. This work is being progressed in 
consultation with Children.  

 

We expect as a result to see an increase in the number of referrals from other 
agencies, fewer referrals resulting in no further action and overall to support 
agencies to create safer working environments for children. 
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Section 5: Learning and Improvement 

Framework 
 
The LSCB Learning and Improvement Framework provides the framework for the 
Board to learn from audits and to deliver its statutory function “to undertake reviews 
of serious cases and advise of lessons to be learned from them”. Using the 
framework, the Board has ensured focused dissemination of learning from audit 
activity, Practice Learning Review and Serious Case Reviews. Training and 
Development needs are identified as a result of the emerging learning from case 
review activity both at a local and Nation level.   

 
Training and Development Report 
 
What have we done? 

 The Learning and Development Sub-Group oversees the objectives of the L&D 
action plan on behalf of the Safeguarding Children’s and Adults Board.  

 In September 2014 we recruited to the LSCB Learning and Development Officer 
role enabling us to enhance our training offer to partners.  

 The L&D Officer has worked hard developing a “training pool” of local 
practitioners who deliver training courses on behalf of the LSCB, increasing the 
Board’s capacity to provide learning opportunities whilst fostering expertise at 
single agency level.  

 All courses have been revised or developed based on learning from National 
Serious Case Reviews, national policy and research, local case reviews and 
audits.  

 Between 1st April and 31st March 2015, 1040 training places were available to the 

multi-agency workforce. 936 participants attended, equating to 90% attendance 

rates; this is a significant increase in the numbers attending LSCB raining in the 

previous year 

 In addition, a broad range of E-Learning courses were accessible to partners via 

the LSCB website – this included basic awareness courses in Safeguarding, 

CSE, Female Genital Mutilation (FGM), Child Trafficking, and Counter Terrorism. 

 Learning opportunities have been provided in response to identified need from 

single agency Section 11 audits, learning from case audits and practice learning 

reviews e.g. Neglect. 

 We commissioned Neglect Level 2 & 3 training based on the DfE Managing 

Childhood Neglect training courses and have delivered two courses to date.  A 
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train the trainer’s event is being arranged so that the training pool can roll this out 

across the 2015/16 training calendar. 

 

What impact have we had? 

 Attendance by agency is variable as is expected given the varying size of the 

workforce, staff turnover, and availability of single agency training. Children’s 

Social Care and Education have the highest rates of attendance, this is partly due 

to CSC making CSE training mandatory for staff resulting in 99 attendees during 

this period. Education colleagues predominantly attended at the Working 

Together events. Representation from Police and Health colleagues remains 

strong and consistent, and this year we saw a significant increase in response to 

our approach to Housing colleagues, with 63 places taken up across the Alerter, 

Neglect and Domestic Abuse events.   

 We have promoted our events free of charge to Voluntary, Community and Faith 

sector organisations resulting in 79 places across the period.  

 Attendance rates in and off themselves cannot be considered a measure of 

success, and it remains a challenge to demonstrate the impact of learning and 

development activity on outcomes for children and frontline practice. The LSCB 

used Post Course Evaluation Forms and Pre and Post Course quizzes to 

evaluate the learning from events during this period and feedback has been 

largely positive. With the additional capacity of the L&D Officer we will undertake 

post course follow ups at three month intervals in future in order to seek evidence 

of learning being translated into practice. 

 

  

Next Steps.. 

 To enhance the learning and development opportunities a series of lunch-time 

briefings have been arranged for April and May 2015 to disseminate learning 

from local case reviews and audits, whilst positioning them within the context of 

the learning emerging from national serious case reviews. 

 Achieve greater attendance from Commissioned Services, Adults Services and 

further education establishments next year. 

 The Learning and Development Strategy and Learning and Improvement 

Framework is being refreshed. 

 The Action Plan for 2015-16 is outcome focused and will triangulate learning and 

development with performance data to test impact. For example, as a result of a 

series of events on the Home Conditions and Graded Care Profile we will 

anticipate a rise in assessments accompanied by use of these tools.  
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 The priorities for the 2015-16 training calendar include: 

 Sexual Abuse Training 

 Endorsement and dissemination of a multi-agency assessment toolkit to 

improve early identification and develop consistency of assessment and 

risk management 

 Disguised Compliance 

 Counter-Terrorism 

 Trafficking  

 Honour-Based Violence and Forced Marriage 

Child Death Overview Panel (CDOP) 
CDOP is a Pan Cheshire sub-group of the four LSCBs. It enables LSCBs to carry out 
their statutory duty relating to the review of all child deaths (0-17 years, with the 
exception of babies who are stillborn and planned terminations of pregnancy) so that 
if there is learning that may prevent future deaths this can be identified and shared 
with agencies and the public.  
 
When considering relatively rare events such as child deaths small variations in 

numbers can represent a large proportional difference. Therefore considering these 

figures together as a Pan Cheshire child death overview panel can help to establish 

a clearer representation of emerging trends or patterns.  

Across Cheshire during 2014-15 there were 48 child deaths, of which 44 were 

reviewed and reported on by the panel. 14 of the 44 deaths were children resident 

in Cheshire West and Chester. 

Of the Pan Cheshire deaths reviewed: 

 61% (27) of the deaths occurred before the child reached one year of age. 12 

of these deaths were children from Cheshire West.  

 25% of the deaths occurred in Children aged 1year to 4 year. There were no 

children from Cheshire West in this age group. 

 16% of the deaths occurred in Children aged 15 years to 17 years. 2 of these 

deaths were children from Cheshire West.  

 65% (29) of the deaths were male. 8 males were children from Cheshire 

West. There were 6 female deaths reviewed from Cheshire West within 

this period.   

 27% (12) were Perinatal/Neonatal events. 

 29.5% (13) of deaths were classed as ‘unexpected’. 

 13% (6) of deaths reviewed had ‘modifiable factors’. 
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Modifiable factors are those that can be changed to avoid future deaths. During this 

period they include factors such as smoking during pregnancy, safe sleep 

arrangements, and the use of safety helmets when bike riding. Of the six cases 

where modifiable factors were identified four of the children were under the age of 

four years; which equates to 66% of cases.  

CDOP Achievements   

Safe sleeping - One key area that the CDOP identified from their considerations in 

2013/14 was the number of deaths where unsafe sleeping positions or “co-sleeping” 

had been a modifiable factor.   

 In the last 12 months, 4 training sessions with over 130 professionals attending 

from across the partnership were held in respect of infant safe sleeping practices. 

In addition, the CDOP participated in the national Safe Sleep campaign in March 

2015.   

 The Pan-Cheshire Integrated Workforce Guidelines for Infant Safe Sleep were 

ratified in May 2015 and have been disseminated widely through health and 

children’s services.  

 CDOP has carried out a parental questionnaire regarding infant safe sleep and 

will use the results of the survey to review the training and information we give to 

new parents.   

Suicide and self-harm 

A Cheshire East Thematic Review of Suicide & Self Harm was carried out in August 

2014.  The findings were disseminated across the 4 LSCBs.  

 As a result of this review, the CDOP are to develop good practice guidance when 

working with risk of suicide and self-harm.  

Identifying deaths in hospital for children aged 16-18 years  

When a child reaches the age of 16, in a healthcare setting they are treated as an 

adult and not placed on a children’s ward or under the care of a paediatrician.  As 

such if a child dies between the ages of 16 and 18 they are treated as an adult.  It 

was possible therefore that some child deaths may not be notified to the CDOP Co-

ordinator and therefore a review into the death of that child may not take place.   
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 The CDOP contacted all the Acute Trusts to request that a notification system 

was put in place and as a result notifications are now being made promptly.  

 

 A local pathway has also been developed to ensure timely notification of child 

deaths occurring in the community.  

Smoking in pregnancy 

The CDOP identified in 2013/14 that there were a number of cases where the 

mother had smoked during pregnancy. Smoking in pregnancy can lead to a range of 

health issues for new-borns as well as premature births and underweight babies.  

  

 The panel wrote to acute trusts and Directors of Public Health requesting that 

reducing smoking in pregnancy remain a key priority.   

 In the last 12 months, smoking specialist nurses have attended the Safe Sleep 

Training to provide resources and information on smoking cessation.  

Dissemination of learning  

 In order to promote closer working with the Merseyside CDOP, the Pan Cheshire 

CDOP nurses and administrator now attend the Merseyside CDOP for the 

exchange of information and learning within the Region. 

CDOP Challenges 

Child death rapid response in respect of unexpected deaths  

The CDOP identified that a the rapid response process across the Pan Cheshire 

footprint is not fully compliant with the requirements of Working Together 2013 (and 

now superseded by Working Together 2015) in that a suitably trained health 

professional should undertake a visit to the home where a child death occurred, 

alongside the police. This was not occurring consistently. A letter was sent to the six 

Clinical Commissioning Groups covering the four LSCB areas advising them that this 

had been identified. Assurance regarding compliance with statutory guidance is a 

key priority for 15/16.  

 As part of the review CDOP identified that the Ambulance Trust were not 

following the established processes and protocols for child deaths. The panel 

wrote to the Ambulance Trust to ensure that they were aware of the protocols so 

that these could be followed, who in turn made revisions to their safeguarding 

training.  
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 The Pan Cheshire Sudden Unexpected Death in Infants and Children (SUDIC) 

protocol has been reviewed and updated to ensure consistency across the 

Cheshire footprint. 

 

    The full CDOP annual report can be found at http://cheshirewestlscb.org.uk/policy-

and-practice/child-death-review-process/  

Case Review Activity – PLRs/SCRs and Multi-

Agency Audits.  

What have we done? 

 During 2014/15 six cases were referred to the Audit and Case Review sub-group 

due to concerns about how agencies had managed the case and the impact on 

the child.  Of these two met the criteria for a Serious Case Review. At the time of 

writing are in progress.  

 Of the remaining four cases, three progressed to a Practice Learning Review. 

The other referral was rather a failure to escalate following professional 

disagreement. The referrer was alerted to the correct procedure to follow and the 

matter was resolved.  

 This year the Board have conducted four multi-agency audits. Three of these 

were conducted in line with our standard auditing process whereby practitioners 

and their manager complete an audit tool and are then invited to a multi-agency 

focus group lead by representatives from the Audit and Case Review Sub-Group 

who facilitate a ‘conversation’ about the quality of practice and the impact of 

collective efforts on improving outcomes for the child/young person. The fourth 

audit looked at Child Sexual Exploitation. Due to the number of cases involved in 

the CSE audit, audit tools were completed by agencies and returned to the 

Senior Manager Safeguarding and Quality Assurance for scrutiny. All reports 

have been submitted to the Board and endorsed.  

 Each of the Multi-Agency Audits involving the focus groups includes scrutiny of 

12 cases – 3 Team around the Family, 3 Children in Need, 3 Child Protection 

cases  and 3 Children in Care unless the theme of the audit negates the need for 

a spread of cases. During this period the audit themes were: 

 Q1 – Multi Agency Risk Assessment Conferences (MARAC). Findings 

from this audit are contained in Section 2: Domestic Abuse above at page 

32. 

 Q2 – Child Sexual Exploitation. Findings are outlined below. 

http://cheshirewestlscb.org.uk/policy-and-practice/child-death-review-process/
http://cheshirewestlscb.org.uk/policy-and-practice/child-death-review-process/


  

 

71 

 www.cheshirewestlscb.org.uk 

 
 

 

 Q3 – Neglect. Findings from this audit are contained in Section 2: Neglect 

at page 34. 

 Q4 – Self-Harm. Finding from this audit are contained in Section 4: 

Children and Emotional Wellbeing at page 60. 

Findings from the Q2 LSCB Child Sexual Exploitation Audit  

All agencies were asked to undertake an audit of CSE cases that had been open to 

them between the 1/08/13 – 31/08/14.   

Achievements 

 It is apparent from the police audit that significant work has been undertaken in 

respect of CSE and a review of all historical cases were flags had been applied.  In 

addition, the police have started to remove flags pending completion of the screening 

tool. 

 

 

Challenges 

 122 children were identified by the audits of which only 20 children were identified by 

more than one agency. This highlights the need for greater multi-agency 

communication and highlights the need to ensure that appropriate supports are 

available to those young people.  

 Inconsistency in the understanding of risk levels and language was identified in 

some cases.  Some cases also highlighted that CSE and Interfamilial Sexual Abuse 

cases were on occasion not differentiated between.  

 Some inconsistency of approach to flagging cases was identified. The approach 

agreed is that all cases to be flagged will be agreed by and communicated from the 

CSE Operational Group.  

 Very few young men were identified within the audit.  

 

What impact did it have? 

 Children Social Care have now implemented a system to flag CSE cases. 

 A consistent approach to adding and removing flags has been agreed across 

Cheshire West and Chester.  

 Awareness raising regarding males and the recognition of CSE within this group is 

included in CSE training provided by the LSCB.  

 

Next Steps… 
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 A further CSE audit will be conducted in 2015/16 to track improvements in 

consistency of practice following implementation of the CSE dedicated team.  

 

 

Practice Learning Reviews (PLRs)  

In Cheshire West and Chester our practice learning reviews involve all partner 

agencies that were involved in the management of the case and the review is led by 

a member of the Audit and Case Review Sub-Group (supported by the LSCB 

Business Manager).   

The themes from the PLRs referred include two cases of Neglect and one of 

Fabricated and Induced Illness.  

 A further two PLRs that were commenced in 2013/14 were endorsed by the 

Board in 2014/15. This included a further case of neglect and one of parental 

substance misuse 

 The learning from these reviews together with learning from multi-agency 

audits have been integrated into a multi-agency presentation to be delivered 

on behalf of the LSCB by the LSCB Business Managers and Partners from 

the Audit and Case Review Sub-Group.  

 A challenge for the LSCB during this period has been the timely completion of 

the PLRs due to changes in staffing within the LSCB unit and workload 

pressures on the members of the ACR sub-group who have undertaken the 

work on behalf of the LSCB impacting from the previous year. This has meant 

that some of the learning identified is in relation to practice which is now 

considered historic, but has nevertheless been raised with practitioners. At the 

end of this period we have managed to complete all ongoing PLRs, and will 

endeavor to sustain a timely turnaround going forward.  

 

Serious Case Reviews (SCRs)  

LSCBs are required to undertake a review of all serious cases when abuse or 

neglect of a child is known or suspected; and either the child has died; or the child 

has 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 purpose of a Serious Case Review is to establish whether there are lessons to 

be learned from the case about the way agencies worked individually and together to 
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safeguard and promote the welfare of children, to identify clearly what those lessons 

are, how they will be acted upon and what is expected to change as a result. 

Learning emerging from the Serious Cases Reviews underway will be disseminated 

to frontline staff at the earliest opportunity.  

Impact of audits in practice and outcomes for 

children 

  
Our case review activity has identified some opportunities for 

learning in relation to Assessment of Risk & Need, namely: 
 

 Start again syndrome can occur when referrals and/or interventions are 

seen as separate episodes; or when there is insufficient consideration of 

historical events and its potential impact on the current situation, e.g. historic 

drug use not being considered when the most recent concern was domestic 

abuse, failure to use chronologies to review historic information.   

 Assessment tools such as the pre-birth assessment, home conditions and 

graded care profile could be better understood and used more consistently to 

elicit early help, record concerns and measure changes.   

 Over Optimism resulted in a lack of rigour in undertaking assessments and 

focusing on the needs of the child, e.g. Mother’s status as a victim in her own 

right, and approach to agencies of “wanting to make a fresh start” detracted 

practitioners away from the emerging risks in relation to mother’s drug 

misuse. As a consequence mother’s accounts were accepted uncritically.  

 Sources of Information were not always given appropriate significance. 

Neighbours can have very pertinent information from observation of the 

unguarded care of children in their community. The Ofsted report of serious 

case reviews (2011) highlights the fact that “often agencies have to rely on 

members of the public as their ‘eyes and ears’, but we found in two PLRs that 

such accounts were not perceived by professionals as “believable”.  

 Information sharing was not always consistent, leading to “mountains of 

information” being available to some agencies working with the family but not 

others.  

 Parenting Capacity was often judged to be poor without any formal parenting 

assessment being conducted to support that professional judgement.  
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 Reviews of assessment must be regularly undertaken to evidence that the 

desired impact of intervention is being realised for the child. 

 Neglect and emotional abuse are one and the same in the mind set of some 

professionals.  In two Neglect cases this resulted in the clear issues of 

emotional abuse being obscured by responses to neglect that were focused 

on seeking visible improvements. 

 

 Frequent changes in workers without adequate handovers can contribute to 

the Start Again Syndrome. 

 Ensure that practitioners are trained and equipped to use all available risk 

assessment tools and that these inform referrals for early help and child 

protection services.  

 If practitioners raise concern about the outcome of a referral, satisfy yourself 

that sufficient information has been provided to CART/ESAT. If you share 

their concern ensure you escalate the case.  

 Take a forensic approach to assessment: at the outset consider all 

information regardless of the source.  

 Ensure that all children are considered within an assessment regardless of 

how well they might appear to be doing.  

 If you are concerned at the outcome of a referral for early help or protection 

act promptly to escalate these concerns to your Manager. 

 Ensure that all partners working with the child and family have contributed to 

the risk assessment. 

 Remember, if you are not satisfied with the outcome of an assessment it is in 

everyone’s interest to challenge partner’s to ensure the best outcomes for the 

child.  
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Our case review activity has identified some learning in relation 

to the practitioner’s understanding of the child’s lived experience, 

namely: 

 Parent focused interventions as a result of a tendency for adult needs to be 
understood, while the child’s needs were not being adequately identified and 
articulated.  

 Lack of professional challenge to the accounts provided by Parent’s.   

 Gaps in recording led to lack of clarity as to whether the child had been 
seen. 

 Failures in recognising what life is like for the child  

 Absence of the voice of the child in records to demonstrate that it had 
influenced the response of the professional. 
 

 Encourage practitioners to reflect on what life is like for the child e.g. can the 
practitioner talk about the day in a life of the child. 

 Look for evidence of professional challenge in discussions and recording – 
with both parents / carers and with other professionals.    

 Ensure plans are child focused.  

 Check that the child’s lived experience is clearly recorded. 

 Keep children at the centre of what you are doing – listen, and hear what they 
are saying. 

 Recognise that a child’s needs are not always the parents’ highest priority and 
some parents may knowingly seek to distract practitioners away from the 
needs of the child.  

 Record the voice of the child in your records.  

 Demonstrate that the child’s voice has influenced your response. 
 

 Does your perception of the child’s experience fit with other professional’s 
perspectives? Ask you colleagues for their views. 
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Our case review activity has identified some learning in relation 

to the management of risk & need, namely: 

 

 Cases being managed at the wrong level e.g. TAF provided a useful 

process by which to engage the family and establish professional 

relationships with them at the outset but lost impact over time, primarily 

because the family’s needs and complexities required a higher level 

response. 

 The escalation policy was not used to challenge decision making in the vast 

majority of PLRs conducted. 

 Role of the lead professional is crucial but in some cases (at TaF level) it 

was not always clearly identified or they lacked sufficient skill 

 Reflective Supervision should be promoted to encourage professionals to 

develop professional curiosity. In cases were reflective supervision had been 

utilised there was a marked difference in the risk assessment and 

management of the case by the agency involved.   

 

 Adopt a reflective practice approach to supervision; ask practitioners 
“whatever explanation could there be?” 

 If a practitioner raises a concern with you about professional disagreement 
e.g. management at the wrong level, contact your respective counterpart and 
challenge the decision. If no resolution can be achieved follow the LSCB 
Resolution and Escalation Pathway. Look for evidence of professional 
challenge in discussions and recording – with both parents / carers and with 
other professionals. 
 

 Access TaF training and ensure you feel properly equipped to contribute to, or 
lead a TaF. For advice and support contact the TaF Advisors.  

 If you are uncomfortable about a decision that has been made in a case, trust 
your instinct and report your concern. If resolution cannot be achieve tell a 
Manager. This is the Resolution and Escalation Pathway of the LSCB.  
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  Safeguarding is everyone’s responsibility, but not someone else’s. Get 

involved and stay involved until you are satisfied that risk has been reduced 

and outcomes for the child are improved.  
For more information on learning from case reviews please visit the LSCB 

website. 

What impact has Learning and Improvement Framework activity had? 

 

 Training on the use of Graded Care Profile and Home Conditions Tool has been 

delivered to the workforce to support identification and management in Neglect 

cases, and we are monitoring the impact by measuring if there is an increased 

use of the tools.  

 Lack of safeguarding supervision in schools and settings emerged from case 

reviews. In an attempt to support those who do not currently receive supervision, 

the SCIE Officers completed Action Learning Set training from HR learning and 

Development colleagues. Following this SCIE Officers piloted group supervision 

sessions in each locality every half term throughout the academic year. The SCIE 

Officers received positive feedback from the pilot group members and ‘next steps’ 

will be reviewed in the autumn term 2015. 

 We can evidence that positive working relationships support multi-agency 

working. 

 We can evidence that when assessment tools supported referrals the response 

to need was timely and focused on addressing identified risk.  

 



 Next Steps…  

 Whilst we continue to see inconsistency in practice we must assume that learning is 

not being embedded in practice. We will develop our approach to disseminating 

lessons by introducing one page summarises for all Practice Learning Reviews and 

Multi-Agency Audits to capture learning for practitioners in a user friendly fashion.  

 We will re-visit Parental Substance Misuse and its impact on children via a multi-

agency audit in Q3 of 2015.  

 We will monitor referral rates to CART that are accompanied by assessment tools. 

http://cheshirewestlscb.org.uk/about-us/case-reviews/?preview=true&preview_id=288&preview_nonce=d12e69bba3
http://cheshirewestlscb.org.uk/about-us/case-reviews/?preview=true&preview_id=288&preview_nonce=d12e69bba3
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Board Member Frontline Visits 

Between September and December 2014 11 visits were undertaken by Board 

members to partner agencies where members had an opportunity to speak with 

Team Managers and frontline staff about key areas of practice. Visits were 

undertaken to Cheshire Constabulary Public Protection Unit, Safeguarding Children 

in Education Team, Cheshire Constabulary Custody Suite, Early Support Access 

Team, Youth Offending Service, School Nurse Service, Health Visitor Service, 

Family Nurse Practitioner Service, Contact and Referral Team, Housing, and 

Probation.  

Board members when undertaking the visits used a structured format in order to 

draw out front line practitioners understanding, knowledge and awareness of key 

issues being highlighted in the Learning and Improvement Framework i.e. how 

aware they were in relation to the work of the LSCB; use of the escalation policy, 

grade care profiles, CSE and voice of the child.   

Some excellent examples of good practice were identified that the Board were keen 

to promote. 

Achievements 

 YOS described an innovative approach to service user feedback, through a 

piece of work with young females to ascertain their views about how the 

service can support them better in light of national research highlighting that it 

is a male dominated environment. YOS have also secured a health advisor 

who has been instrumental in improving access to the CAMHS provision and 

outcomes for children. The Board will receive a final report on completion of 

the work. 

 Generally practitioners reported that there are formal, well embedded 

supervision arrangements in place across the partnership and that these are 

further enhanced by informal peer supervision or reflective practice sessions. 

This was particularly evident within Health, Children’s Social Care and ESAT. 

 The Supervision pilot within Primary Education has been well received and 

Head Teachers reported that it has been a useful opportunity to share 

practice, discuss cases and generally reflect on practice and the outcomes for 

children.  

SCiE have delivered updates on learning from PLRs at education events and 

provide the monthly bulletin. Safeguarding leads also confirmed that they 
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receive reports regularly through e-mail dissemination e.g. local practice 

learning reviews.  

 Health Visiting, the Family Nurse Practitioners, ESAT and Police advised that 

team meetings had standing agenda items for reviews and that it was also the 

forum for reviewing action plans that arise from them. They were able to 

articulate learning from reviews and how it applied to changes in their 

practice.  

 YOS and Police were highlighted for the detailed knowledge of the role of the 

LSCB and the subtle variations in approaches across the Cheshire footprint. 

In YOS, staff were able to articulate the priorities of the Board and also how 

they believed they could contribute to the Board going forward. 

 

Challenges 

 Staff asked for further input on Continuum of Need (Threshold) training and 
Mental Health Awareness. This has been passed to the Learning and 
Development sub-group for action. The LSCB Conference for 2015 also has a 
significant focus on the emotional wellbeing of adolescents. 

 Some agencies were able to articulate clearly the process for receiving 

information from local and national reviews, but not all could provide concrete 

examples to demonstrate how learning had changed practice. This particularly 

applies to Probation colleagues who were unaware of local practice learning 

reviews, and less familiar with National Serious Case reviews.  

 The apparent gap for any practitioner who is escalating concerns is making a 

record of that escalation and following up the response. 

 The consistent use of the Graded Care Profile must be promoted within all 

agencies when there are concerns about potential neglectful parenting.  

 There was evidence that some frontline staff had a greater practical 
knowledge of the LSCB than their Managers, whilst Managers were able to 
articulate the strategic role of the Board. The majority of staff knew little about 
the role of the sub-groups, with only a minority having seen the ‘Introduction 
to the LSCB’ booklet that was produced and disseminated to the Board in July 
14 and which is also accessible via the website. 
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Next Steps…. 

 A multi-agency workshop to share ideas as to how other agencies capture the 

voice of the Child has been requested by practitioners. 

 The Board to consider if established locality meetings could provide an 

opportunity for broader multi-agency reflective supervision forums. 

 All agencies should utilise team meetings/development days as an 

opportunity to ensure that PLRs/SCRs are received at the frontline.  

 The Board will seek assurance that processes to disseminate learning from 

reviews are embedded and revisit this question in the return visits to 

agencies.  

 The Resolution and Escalation Policy is due for review. On completion of the 

review all agencies should ensure that staff are familiar with the process and 

the importance of following up outcomes of escalation.  

 The Board to develop a Communication Strategy as part of its Business Plan 

that reinforces the partnerships responsibility to disseminate learning within 

agencies and improve the visibility of the LSCB.  
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Section 6: Wider contribution to 

safeguarding from our partners 

The LSCB strength and ability to continuously improve safeguarding practice is 

underpinned by our multi-agency working together. However there is a significant 

amount of work that our partners undertake from a single agency perspective. 

This section of our annual report provides a snapshot of information on the wider 

contribution to safeguarding from our partners, in addition to the multi-agency 

partnership contribution they make 

CAFCASS 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- an established workforce plan in place 
- quality assurance process for court reports 
- OFSTED judgement rated good in April 2014. Ofsted 

summarised that Cafcass consistently worked well 
with families to ensure children are safe and that the 
court makes decisions that are in the children’s best 
interests. 

- Cafcass is also working on the Parents in Dispute pilot, 
in partnership with the Tavistock Centre for Couple 
Counselling. 

- The supporting separating parents in dispute (SSPID) 
helpline was launched in November 2014. 
 

- A significant emerging issue in recent years has 
been child sexual exploitation (CSE), We are 
implementing a CSE strategy which involves 
consolidating systems to capture data on CSE in 
cases known to us; providing mandatory 
training on CSE to our staff, running workshops 
to increase awareness; reviewing policy 
guidance to staff; creating dedicated 
management time to support the delivery of 
the strategy at a national level; and creating 
CSE ambassadors within each service area. 

 

WHAT WE AIM TO DO IN 2015-16  
 

- 3 thematic audits focusing on areas for further improvement i.e. joint working between the 
Independent reviewing officer and the Guardian. 

- Continue to ensure that the quality of assessments and reporting remains high, safeguarding 

procedures are adhered to and a priority taking into account local and national issues. 
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CHESHIRE YOUNG CARERS (CYC)  

WHAT WE HAVE ACHIEVED KEY SAFEGUARIDNG ISSUES 
- Cheshire Young Carers Safeguarding Children 

Policy has been reviewed and updated. 
- All 9 Cheshire Young Carers staff have completed 

LSCB Safeguarding Level 2 training. 
- 30 volunteers have completed CYC Essential 

Safeguarding Training 
- Young Carers views are regularly gathered to 

shape service development and support for 
young carers. 

- As a result of national serious case reviews 
regarding CSE, Cheshire Young Carers is ensuring 
that front line staff is attending appropriate 
training courses and that CSE is a part of internal 
safeguarding training. All volunteers and staff 
members are aware of signs of CSE and 
how/where to report any concerns 

 

WHAT WE AIM TO DO IN 2015-16  

- Cheshire Young Carers will reviewing internal safeguarding training to expand training on CSE for 
volunteers. 

- Cheshire Young Carers will review what training regarding Female Genital Mutilation should be 
incorporated into internal safeguarding training 

 

 

CHESHIRE AND WIRRAL PARTNERSHIPS NHS FOUNDATION TRUST (CWP) 

 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- Development of Safeguarding Practice Links (SPL) 

project. SPL are committed to attending 
safeguarding briefings on a bi- monthly basis to 
ensure they are aware of local services and 
developments. The aim of the project is to actively 
engage all services in safeguarding children. 

- Seconded a nurse specialist into multi-agency Child 
Sexual Exploitation Team. 

- There has been an extensive in-house 
safeguarding children training programme that has 
been designed and delivered by CWP.  The training 
programme complements the multi-agency 
training programme. Within the West locality, 
2270 staff are compliant with their safeguarding 
children training – this equates to 88%. 

- The impact of the increase of Children going into 
Care. This has had a major impact to all children 
services especially in relation to responding to pre 
court proceedings and for Court Statement 
requests. It has also had a major impact to CWP 
children in Care Team especially following the 
mobilisation of the 5-19 contract.  This resulted in 
CWP investing further into the service including 
recruiting to the children in Care Team. 

- Responding to the increasing safeguarding children 
agenda especially the radicalisation of children and 
young people, Female Genital Mutilation agenda 
and human trafficking. 

 
 

WHAT WE AIM TO DO IN 2015-16  

- Develop opportunities for children and young people and their families to give feedback on their 
experiences of CWPs approach to safeguarding. 

- Strengthen the audit programme to evidence improvements in practice and learning from SCR/ PLR 
and audits 

- Review the SPL project is successful this will be rolled out across all teams in CWP. 

 

http://www.cwp.nhs.uk/
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EAST CHESHIRE NHS TRUST 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- In November 2014 an Independent Domestic 

Violence Advocate (IDVA) was seconded for 18 
months to work within the hospital to support 
patients and trained staff to respond to domestic 
abuse at the earliest opportunity . 

- Since the appointment of the Hospital IDVA there 
has been a significant increase in the numbers of 
cases of Domestic Abuse identified and referred to 
the IDVA 

- The Care Quality Commission Review of East 
Cheshire Trust December 2014 reported that staff 
were confident about processes for safeguarding 
children and that they were aware of Local 
Authority procedures. Staff stated they were well 
supported and were able to access additional 
support when it was needed. 

- The Trust seconded a sexual health nurse to work 
with the multi-agency child exploitation team. 

 -         Information sharing with Sexual Health services in 

West Cheshire has been improved by ensuring that 
all children subject to Child Sexual Exploitation 
plans and those who are considered to be at high 
risk of CSE are flagged by sexual health services the 
Accident and Emergency Department including 
Out of Hours services. 

- Prevent Lead appointed Prevent Policy reviewed 
including the introduction of e-learning and face to 
face training  

-          The Trust has an FGM policy and a reporting  
 mechanism in place 

 
Responding to the increased number of children placed in 
care and those experiencing neglect with regard to the 
production of court reports for pre proceeding hearings.  
  
 To raise awareness of the importance of notifying all private 
fostering arrangements.  
  
The Trust is designing bespoke training for Female Genital 
Mutilation in line with the recent legislation changes to be 
delivered to staff working in the Cheshire West and Chester 
foot print. 

WHAT WE AIM TO DO IN 2015-16  

- To continue to work with staff to improve the consistency of practice in relation to disguised 
compliance.            

- The Trust recognises that whilst it has become better at capturing the voice of the child there is still 
work to be done around how this will influence our service delivery. 

-  To demonstrate that the voice of the child is central to our work and that the views of young people, 
their families inform our practice and shape services. 

- To continue to challenge others when required  
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MID CHESHIRE NHS FOUNDATION TRUST  

 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- 2014 – 2015 saw the introduction of an enhanced 

Domestic Abuse Policy; following the appointment 
of an IDVA to the organisation. 

- PREVENT lead appointed; PREVENT policy, guidance 
and training now in place; including specific training 
delivered to the Trust Board members to reinforce 
their corporate responsibilities. 

- An evaluation of the 2014-2015 training schedule by 
the Safeguarding Committee; combined with a CQC 
Inspection in October 2014 resulted in a revised and 
enhanced, single agency training package. Levels 1 – 
3 are delivered to MCHFT staff; according to the 
RCPCH Intercollegiate Document; 2014.  

 

- FGM; establishing a FGM Task and Finish Group 
within MCHFT incorporating Safeguarding, Board 
level, Obstetric, Sexual Health, Midwifery and 
Emergency Care practitioners. The group is currently 
assessing policy, practice and training development. 

- CSE; participation within the CSE Operational Group, 
establishing the CSE risk marker / alert process 
within the organisation, promoting the Pan Cheshire 
CSE process, strategy and pathway, raising 
awareness around CSE recognition and response 
through single agency training, promotion of the CSE 
Risk Assessment Tool, attendance at the Pan 
Cheshire CSE Strategy Training Events. 

-  

WHAT WE AIM TO DO IN 2015-16  

- Increased liaison / safeguarding agreements and arrangements on Pan Cheshire basis; to ensure 
consistency of approach and reduction in referral pathways / documentation. 

- Continued momentum around CSE recognition / response 
- FGM / Trafficking; continuation of raising awareness. 

 

 

COUNTESS OF CHESTER NHS FOUNDATION 

TRUST (CoCH)  

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- Further funding was secured and the CoCH IDVA 

role continues to have a positive impact 
- We have to maintain at least 80% compliance with 

all of our training groups 
- increased capacity within the safeguarding Children 

Team due to an increase in the safeguarding 
children cases being notified to the team  

- We have developed a multidisciplinary working 
party to develop a corporate FGM pathway.  

- Development of an FGM internal pathway but an 
agreed local multi-agency response is needed with 
the support of the LSCB. 
 

WHAT WE AIM TO DO IN 2015-16  

- Ensure CoCH corporate FGM pathway is developed that includes the safeguarding children response. 
- CoCH Safeguarding Children Clinical Supervision processes to continue to be prioritised. This to 

include ensuring that staff are appropriately additionally trained with regard to specific issues e.g. CSE 
and FGM 

- In line with the outcome of our S11 audit we are working to continue to expand on the good process’s 
that we have in place and to ensure that HR policies reflect the LSCB processes. 

 

 

http://www.mcht.nhs.uk/
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NHS VALE ROYAL AND WEST CHESHIRE CLINICAL COMMISSIONING GROUPS (CCG’s) 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- Commissioned Services Standards for Safeguarding 

Children and Adults at Risk. 
- During 2014 the Clinical Commissioning Groups 

worked with the Local Safeguarding Children Board 
to align the standards document audit tool to the 
newly commissioned Section 11 electronic audit 
tool. 

- Both CCG’s compliant with CQC safeguarding 
training standard.  

- The CCG’s weekly membership e-bulletins are used 
throughout the year to keep staff updated with 
relevant safeguarding issues. 

- 154 GPs and safeguarding children practice leads 
attended the seven training sessions provided 
during the year. 

- West Cheshire CCG recruited additional capacity to 
support Children in Care 

- Over 90% of Child Protection Medical Reports have 
been completed and returned within the expected 
timescale of 3 working days. 

- recruitment of a Named GP for the Vale Royal area 
- Involvement in the development and 

implementation of the Child Sexual Exploitation 
Team. 

- Vale Royal CCG continuing to work towards 
securing the expertise of a Designated Doctor for 
Children in Care. 

- General capacity issues of all agencies to address 
the every growing and important safeguarding 
agenda e.g. Female Genital Mutilation, Honour 
Based Violence, and Child Sexual Exploitation. It 
will be important to ensure we address these areas 
robustly but in keeping with the identified local 
needs. 

- The changing and complex landscape of 
commissioning services for children and young 
people e.g. health visiting and school nursing 
services. 
 
 
 
 
 
 

WHAT WE AIM TO DO IN 2015-16  

- To continue to work with NHS England and Named GPs to maintain the level of GP involvement in the 
child protection process. 

- To implement the actions included in the Clinical Commissioning Group Section 11 audit. 
- To further develop the arrangements in place to disseminate and share the learning from Practice 

Learning Reviews, Serious Case Reviews and multi-agency audit in a meaningful way to Clinical 
Commissioning Group staff with the focus on improving outcomes for children and young people.   

 

 

 

  

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjR8p2flKnJAhWIbxQKHXUGDXcQjRwIBw&url=http://www.valeroyalccg.nhs.uk/events/7913-annual-general-meeting&psig=AFQjCNGY0dGpTM82xgdnsGE8EzHRC_UMuA&ust=1448457871404343
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YOUTH OFFENDING SERVICE 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
   

- The issue of Neglect, completing Graded Care Profiles 
and Home Condition Reports has been discussed at the 
YOS Practitioner meeting and staff are currently 
undertaking Neglect training across the three Local 
Authorities 

- On a six monthly basis the YOS undertakes a Domestic 
Abuse (DA) Audit which looks at cases were the current 
YOS Order is related to violence or the young person 
has been exposed to DA currently or historically.  The 
Audit also looks at improving the knowledge of staff 
and what training has been undertaken 

- In September 2014 YOS engaged with the audit 
assessing compliance with the recommendations 
contained within the Jay Report. The framework was 
completed and contains an Action Plan which is 
monitored through the YOS Management Team 
Meeting.  

- The YOS has a CSE quarterly strategic meeting and is 
attended by the managers who attend both the 
Strategic and Operational groups in each of the LA’s as 
well as the Link Practitioners for each area. At this 
meeting the YOS CSE Spreadsheet is reviewed and the 
YOS has recently set up a CSE panel to help 
practitioners deliver interventions to young people. 
The YOS also has a YOS CSE Policy and Procedure. 

- In December 2014 the YOS informed its Management 
Board about the findings from an analysis of re-offending 
rates for Children in Care in the YOS re-offending cohort.  

- The Report analysed the re-offending of 38 CIC 
members of the cohort, looking at their profile, type of 
offending and prevalent factors for their offending   

- The YOS is involved with the MA Audits both in terms 
of cases being audited and Managers being facilitators 
in the process. Any learning either for the YOS in regard 
to a specific case or for all agencies as a general theme 
from the Audit is discussed at the YOS Practice and 
Performance Management Team Meeting. 

  

- During 2014 the YOS has completed two Critical 
Learning Reviews one was a Flintshire child and 
CWHWYOS was caretaking the case. This report was 
mandatory as it fit the Youth Justice Board criteria. 
The second report did not fit the YJB criteria but the 
YOS decided to complete a report anyway and this 
report was on a CWAC child. 

- The YOS has raised with several LSCBs and the 
Cheshire Criminal Justice Board issues whereby 
trafficked young people were being prosecuted for 
offences instead of being treated as victims of modern 
slavery.  

- The YOS has in place a Safeguarding Children in 
Custody Policy which sets out the arrangements for 
when a young person is placed on an ACCT 
(Assessment, Care, Control and Treatment) within a 
custodial establishment due to concerns in regard to 
their vulnerability. A member of the Safeguarding 
Board attends a YOS High Risk Review meeting to 
ensure that both the YOS and the Secure 
Establishment are meeting the needs of the young 
person. 

 
 
 
 

WHAT WE AIM TO DO IN 2015-16  

 
- A review pending led by the LSCB and Cheshire Police regarding Trafficked Children.    
- The YOS is continuing to develop its response to Child Sexual Exploitation.  
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NHS ENGLAND 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
   

- - Provided funding for Named GP safeguarding Children 
posts to provide required sessions to GP to increased 
knowledge and involvement of GP practices within 
safeguarding. 

- - Provided funding to Pan Cheshire CSE strategic group 
for communications across health services and partner 
agencies 

- - Revised NHS England Safeguarding Accountability and 
Assurance Framework revised to include Care Act (2014) 
and Working Together (2015). 

- NHS England commissions (GPs, Dentists, Pharmacists 
and Opticians) and other specialised services.  We 
monitor standards regularly and work with 
organisations to make improvements to the care they 
deliver.  

- During 2014/15 the following staff groups have 
accessed safeguarding training either E-learning or face 
to face: Dentists; Pharmacists; GPs and Practice staff.  
The Named GP Safeguarding Children delivered level 3 
training to GPs.  

  
  

 
- Lack of Named GP safeguarding children – ensured 

resource in place and posts recruited to across 
Cheshire 

- Reporting of incidents – ensured a robust Serious 
Untoward Incident system and process is now place to 
monitor Child Deaths, SCRs and Domestic Homicide 
Reviews. 

- Implementation of national Safeguarding Children 
Toolkit for General Practice  

 
 
 

WHAT WE AIM TO DO IN 2015-16  

 
- Standardisation of assurance processes across Cheshire & Merseyside 
- National Priorities for NHS England 2015/16: 

 Child Sexual Exploitation and commissioning of health services to support those experiencing CSE 

 Female Genital Mutilation and mandatory reporting 

 Looked After Children and implementation of revised statutory guidance 

 Lampard report and implementation of national recommendations relating to volunteers etc 

 Implementation of revised Accountability & Assurance Framework (due 18 June 2015) and impact on 
CCG delegated responsibilities in relation to safeguarding 

- Ongoing support to LSCB due to changes within NHS England 
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PROBATION – COMMUNITY 

REHABILITATION COMPANY (CRC)  

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- Due to the part privatisation of probation services it 

was critical that C&GM CRC established a workable 
and robust safeguarding policy and this has been 
achieved 

- Probation Officer training includes robust 
safeguarding training and research, as well as 
making clear safeguarding expectations  

- Review of learning and understanding of 
safeguarding is undertaken regularly within 
supervision with each staff member 

- Key messages from the Board are shared via 
regular managers meetings and disseminated if 
required 

- Given the nature of our work and the usually in-
direct link staff have to children it would be worth 
considering how future reviews/plans/audits 
could be designed around this; as quite often the 
questions/expectations are explicit to those who 
work directly with children 

- Future challenge – to have a more coordinated 
approach to our multi-agency working with Social 
Services – possible co-working/co-location.  

- Attendance at LA training events 
 
 
 
 
 

  

 

 

CHESHIRE CONSTABULARY  

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 

- The Constabulary continues to invest in public 
protection resources, demonstrating a clear 
commitment to this critical area of policing. 

- To tackle CSE, the Constabulary has created 
dedicated Child Sexual Exploitation (CSE) 
Detective posts, who work alongside key partner 
agencies, including Catch 22, Children’s Social 
Care and Missing from Home Coordinators. 

- Partnership working sits at the core of our work, 
the Constabulary plays a key role in all strategic 
and operational groups, including Child sexual 
Exploitation and Domestic Abuse.  

- The Constabulary recognises the importance of 
engaging with young people and listening to the 
voice of the child. Officers now have provision to 
record the voice of the child when completing 
relevant reports. 

- Early help and intervention plays a key role in our 
work.  

- Cheshire Constabulary is committed to working 
together with our partners to safeguard and 
protect children. 

- Safeguarding has been identified as one of five 
priorities areas for training, with a commitment 
to deliver training during every training cycle, 
recent safeguarding training includes Child 
Sexual Exploitation, Domestic Abuse and 
Missing from Care. 

 

http://www.cheshire.police.uk/
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- WHAT WE AIM TO DO IN 2015-16  

- The Constabulary has led on an initiative that delivers early information sharing with schools 
following domestic abuse incidents, Operation Encompass pilot has been delivered 
successfully in Ellesmere Port and plans to roll out across Cheshire are now underway 

 

 

 

 

NATIONAL PROBATION SERVICE (NPS)  

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- NPS refreshed its 2014 child safeguarding policy 

and practice guidelines which were re-launched 
with staff in the autumn of 2014; 

- Partnership working including the need for joint 
home visits with social care as appropriate and 
attendance and contributions to CIN and CP 
meetings were emphasised in the re-launch; 

- Audit of safeguarding cases was undertaken in 
early 2014; 

- High risk meetings take place on a monthly basis 
and these include all CP flagged cases. 

- The reorganisation of Probation providers has 
meant that both the private company, the CRC, 
and the NPS, have to provide representation on 
the LSCB. The NPS is now a small organisation in 
Cheshire with only one strategic manager and 4 
LSCBS as well as Safeguarding Adults Boards to 
service. This has meant a senior operational 
manager is now the representative on all LSCBs. 

 
 
 
 
 
 
 
 
 

WHAT WE AIM TO DO IN 2015-16  

- Early awareness of possible safeguarding issues within a family and appropriate follow up action  
- Increase in home visits to understand family dynamics rather than seeing the offender in isolation  
- Continued awareness and involvement in multi-agency work on CSE and the need to be alert from 

Probation perspective any offender traits that could be transferred to CSE .  
 

 

 

  



  

 

91 

 www.cheshirewestlscb.org.uk 

 
 

 

 

CHILDRENS SOCIAL CARE 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- The supervision policy has been reviewed and 

updated 
- We have reviewed and updated our sufficiency 

strategy- this is a key document that highlights 
our statutory duties regarding children in care. 
and services available for every child in our care 

- Our children in care and care leaver strategy has 
been written and endorsed.  

- All SWs have attended training on CSE and there 
is evidence of this improving knowledge and 
understanding of the issues in this area. There 
appears to be greater and more appropriate use 
of the CSE screening tool. 

- Social Workers have access to risk assessment 
tools to help inform their assessments. There is 
growing evidence that these tools are being used 
more via our internal auditing of casework 

- Within the last 12 months, a system of twice 
monthly audits has been established. These are 
facilitated independently by the senior manager 
within the Safeguarding Unit. 

- Practice issues arising from internal audits or 
Practice Learning Reviews are taken to reflective 
practice sessions with Social Workers, which are 
facilitated by our Senior Practice Leads and 
overseen by our Principal Social Worker 

- CWAC has an active Children in Care Council that 
operates in 2 part- younger children in care (from 
age 11yrs) and older children, including Care 
Leavers  

- There is written evidence that they have been 
involved in a range of issues where they have 
contributed their views and influenced change in 
the service. The Council is represented on the 
Corporate Parenting Panel and Children in Care 
subgroup of the LSCB 

- Dealing with neglect issues- these types of cases 
have been audited and each locality has been 
dealing with them more proactively via pre-
proceedings and Child protection processes 
wherever possible. The interface between 
Integrated Early Support and Social Care has been 
examined to ensure smooth transition between 
the 2 service areas; and commissioned family 
support and the new edge of care team has also 
contributed to dealing with these cases.  

- Dealing with CSE- a new pilot CSE team has been 
set up to help manage children and young people 
where there are CSE issues/ concerns effectively 
 

WHAT WE AIM TO DO IN 2015-16  

- Driving forward our recruitment and retention strategy to help stabilise and develop the workforce 
- Continuing to improve the consistency of practice across the Borough and learn from practice 

learning reviews and case audits. We’ll do this via the Principal SW and senior practice leads’ 
reflective practice sessions and twice monthly case audits involving managers across the service 

- Driving forward our fostering strategy and sufficiency duty which includes increasing the number of 
foster placements and in house carers for teenagers, sibling groups and disabled children 

- Driving forward our children in care and care leaver strategy, which includes embedding an 
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EDUCATION SERVICE  

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- Psychologists and Engagement & Access teams 

have made changes in their assessment 
protocols as a result of a Practice Learning 
Review 

- SEN Team have contributed to all quarterly 
audits where we have worked with identified 
children and young people in the audit.  Lesson 
have been learned from the audit and actions 
taken: increased level of safeguarding training 
for support officers reading annual reviews to 
identify possible safeguarding issues 

- Sensory and Early Years teams – have held a 
development day on voice of child. Focusing on 
promoting participation for the disabled child. 

- The SCIE Officers along with HR colleagues have 
successfully completed a two day train the 
trainer programme for safer recruitment 
accredited by the Lucy Faithful Foundation part 
of the Safer Recruitment Consortium.  

- Developed and implemented an online recording 
system for S175/157 submissions - The status of 
returns is currently 98% complete. 

- Piloted Operation Encompass in a number 
schools   

- Supervision Support Pilot - SCIE Officers piloted 
group supervision sessions in each locality every 
half term throughout the academic year. 

 
- Virtual School Link Advisers have established 

support and challenge visits to schools to monitor 
attendance, exclusions, achievement and support 
of all CIC.  

- Virtual School link Advisers co-locate with each of 
the locality CIC teams to develop good practice 
around educational support and provide 
coordinated care planning for care and 
education.  

 

WHAT WE AIM TO DO IN 2015-16  

- The SCIE Officers will plan to deliver in partnership with HR colleagues, a one day accredited Safer 
Recruitment training course to all schools/settings including Governors within the authority. 

- In conjunction with Safer Schools Partnership hold a Young Person Led Conference in relation to 
safeguarding topics 

- Roll out Operation Encompass to all schools 
- Evaluate the supervision support pilot 

 

 

 

apprenticeship scheme for care leavers and securing accommodation locally for care leavers  
- Strengthening the interface between children’s and adult services 
- Continuing to safely reduce the number of children in care and those placed in external placements 

more than 20 miles away 
 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiO5776lanJAhUK1RQKHSapDhsQjRwIBw&url=https://www.parliamentweek.org/about/schools/&psig=AFQjCNEAJMXtXr2-ZwjI-cCCb6SsHE1vuQ&ust=1448458341323247
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CHESHIRE CHILDREN, YOUNG PEOPLE AND FAMILIES’ VOLUNTARY, COMMUNITY, FAITH AND 

ENTERPRISED HUB.  

 

 

 

 

 

WHAT WE HAVE ACHIEVED KEY SAFEGUARDING ISSUES 
- Two information sessions were delivered to 46 

attendees, which included presentations on the 
Early Support Access Team, Locality Working, the 
LSCB and Managing Allegations against Adults 

- Two training sessions were held with potential 
service providers for the Youth Grant – 
safeguarding was an integral part of the sessions. 

- Daily emails were sent out to HUB network re 
training, policy, funding, national developments, 
legislation, safeguarding, consultations 

- HUB Development Officer gave a short 
presentation on her role, including safeguarding, 
to four Faith Forums, across Cheshire West and 
Chester, with the result that additional contacts 
were added to the network 

- Improved outcome monitoring of children 
affected by abuse, as a result of having directed 
funding 

- Delivery of specific programmes to parents 

- Involvement in team Around the Family (TAF) 
training and processes needs to be promoted. 

-  

WHAT WE AIM TO DO IN 2015-16  

- The LSCB Business Manager, after gauging voluntary agencies interest, had inaugurated focus groups 
of VCFES to meet on a quarterly basis to discuss topics of their choosing. However due to low take up 
at these events the meetings were postponed. This will be promoted again in 2015.  

- Seek representation from the Early Years’ sector for relevant LSCB sub groups 
- Arrange training/awareness raising activities on safeguarding including Child Sexual Exploitation, 

Prevent, Female Genital Mutilation, Domestic Abuse, spiritual/ritual abuse and Managing Allegations 
against Adults for VCFES members as these have been identified as priority areas. 

- Continue to raise issues/concerns with statutory organisations utilising the escalation policy if 
necessary 

- Be effectively involved with TAF processes, identifying individuals’ needs, providing services to meet 
those needs or referring appropriately to others 

- Ensure members measure outcomes that make a positive difference to lives of vulnerable children 
- Encourage people to collect examples of good practice and to share information widely 
- Encourage organisations to provide opportunities to hear the voice of children, young people and 

families and to utilise the information gained to improve governance and services 
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Section 7: LSCB Business Plan 

Priorities for 2015-2019.  
The business plan was developed collectively in October 2014 and outlines the 

strategic objectives that will inform the work of the Board over the next four years. 

The following information was considered when we met to agree these priorities: 

 

 West Cheshire Children’s Trust Children and Young People’s Plan priorities – 

these include: Emotional Health and Wellbeing; Children in Care and Care 

Leavers; Special Educational Needs and Disability (SEND); Prevention 

(Integrated Early Support); Closing the Gap (Attainment), and Domestic 

Abuse.  

 Children in Care and Care Leavers Strategy 2015-2018.  

 Cheshire West and Chester’s Health and Wellbeing Strategic priorities – 
these include Starting Well; Substance Misuse (Living Well) and Mental 
Health.   

 LSCB Annual Report 2013-14 

 Recommendations from inspections and other reviews 

 Evaluation of the impact of the previous LSCB Business Plan 2013-15 

 Analysis of local need (Integrated Strategic Needs Analysis - ISNA) 

 Good practice guidance from ADCS and Ofsted publications 

 Priorities identified from the LSCB performance management data and local 
quality assurance audits. 

 Outcomes of case reviews and audit – including national serious case reviews 
and local reports.  

 

As a result five strategic priorities were agreed. These are: 

 

 

 

 

 

 

 

 

 

  

 

1. To be assured that there is efficient, effective and co-ordinated responses to the identified needs of 
children, across the ‘continuum of need’ that results in improved outcomes for those children. (Improving 
Outcomes) 

 

2. To demonstrate that the voice of the child is central to our work and that the views of young people, their 
families and frontline practitioners inform practices and shape services. (Engagement)  
 

3. To be assured that we know our most vulnerable children and effectively safeguard them. (Knowledge) 
 

4. To continually develop and improve the way we work so that outcomes for children improve.  (Learning)  
 

5. To provide strategic leadership across the partnership in relation to safeguarding (Leadership) 
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APPENDIX 1 – BOARD ATTENDANCE 

 

Agency Representative Attendance 

LSCB Independent Chair 6/6 

Cheshire West and Chester Council Authority 

Children and Young People’s 
Directorate 

Director of Children’s Service 4/6 

Children’s Social Care Head of Service 6/6 

Integrated Early Support Head of Service 4/6 

Safeguarding Unit Head of Service 5/6 

Achievement and Wellbeing Head of Service 6/6 

Safeguarding Adults Head of Strategic 
Commissioning 

6/6 

Housing Solutions Senior Manager, Strategic 
Housing 

2/6 

Public Health Director of Public Health 5/6 

Legal Services Legal Safeguarding Manager Papers only 

Criminal Justice 

National Probation Service Senior Probation Officer 3/6 

Cheshire Police Superintendent 6/6 

Cheshire Police – Public 
Protection Unit 

Detective Chief Inspector 5/6 

Police and Crime 
Commissioner 

Youth Ambassador 4/6 

Youth Offending Service Head of Service 4/6 

Education 

Primary Schools Head Teacher, Highfield 
Primary School 

5/6 

Secondary Schools Head Teacher, Neston High 
School 

3/6 

Special Schools Archers Brook Residential 
School 

2/6 

Further Education West Cheshire College 1/6 

Health Organisations 

NHS England Assistant Director of Nursing, 
Quality and Safety (Patient 
Experience and 
Safeguarding) 

6/6 

NHS West Cheshire Clinical Director of Quality and 5/6 
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Commissioning Group (CCG) Safeguarding 

NHS Vale Royal CCG Director of Governance and 
Partnerships 

3/6 

Cheshire and Wirral 
Partnership NHS Foundation 
Trust 

Director of Nursing 6/6 

Countess of Chester Hospital 
NHS Foundation Trust 

Director of Nursing 2/6 

East Cheshire NHS Trust Director of Nursing 4/6 

Designated Professionals Designated Nurse 
Safeguarding Children 

6/6 

Designated Doctor 
Safeguarding Children 

5/6 

Lay Member  3/6 

Lead Member  3/6 

CAFCASS Service Manager 4/6 

Voluntary Community Faith 
Sector 

Development Officer 4/6 
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