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I am pleased to present to you Cheshire West and Chester Local Safeguarding Children Board’s Annual Report 2012-13. The report informs all those 
involved in safeguarding of the work of Cheshire West and Chester Local Safeguarding Children Board (LSCB) and summarises the progress it has made 
against the priorities contained within the Business Plan for the previous year.  
 
The aim of this report is to inform key senior individuals, staff, volunteers and members of the public about the work of the LSCB and to make the results of 
our efforts accountable. All LSCBs must examine their effectiveness, from the core strategic responsibilities through to how we have influenced operational 
practice and frontline work with families. It describes how we consider we are doing and where the main challenges for improvement are. It also outlines the 
context in which this activity takes place, and provides an update on its achievements brought about through the successful collaborative work of its partners.   
 
You may notice that this year’s report is designed in a way as to be understood by all: families, professionals, volunteers, managers, Councillors, strategic 
leaders, government and inspectorate officials, a full glossary of terms is available within the appendices. A children’s version has been developed alongside 
this report. 
 
Many bodies and organisations have faced significant challenges this year and LSCBs are an important partnership in assuring the needs of the most 
vulnerable remain paramount in light of these challenges.  Organisations, including the council, health provider agencies and commissioners, the police and 
voluntary and faith sector agencies, have experienced further decreases in resources. Any subsequent reorganisation and restructure can be time 
consuming and has potential to unbalance the safeguarding system. Cheshire West and Chester LSCB has maintained oversight of these changes and their 
impact. It is heartening to be able to write that our agencies within the Board have continued to prioritise safeguarding and have protected the resources 
required to meet the needs of our most vulnerable children. 
 
Following the inadequate judgement of Ofsted’s 2010 Inspection on safeguarding children services in Cheshire West and Chester, the local authority was 
inspected again in October 2012. This time Ofsted judged local authority arrangements to protect children as adequate. The improvement notice placed on 
the Local Authority by the Department for Education following the 2010 inspection was lifted in December 2012. A strong LSCB focus on providing leadership 
across our agencies to support front line staff in their work has assisted in this outcome. The scale and pace of LSCB led activity has been maintained 
because we know we want to continue improving. We will seek to maintain and improve the quality of services which safeguard and promote the well-being 
of children, strengthen the voice of the child in our work and listen to the experiences of families who receive services. 
       
Finally on behalf of the LSCB, I wish to extend my gratitude to all of the staff who work so tirelessly to improve the lives of children and families in Cheshire 
West and Chester; without whom, none of this would have been possible. 

 

 
 
 
Audrey Williamson - Independent Chair of Cheshire West and Chester Safeguarding Children Board 
 

 

1. Chair’s Introduction 
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Cheshire West and Chester Council covers a geographical area of 350 square miles, with a population of 329,500 people. The area 

includes the historic city of Chester, the industrial and market towns of Ellesmere Port, Northwich and Winsford, together with Neston, 

Frodsham, Helsby and Malpas, with about a third of the population living in rural areas.  

 

Cheshire West and Chester Council has approximately 66,039 children and young people (0-18 year-olds) who reside within the 

authority. Birth rates are below the regional and national average; however the population is projected to increase in the future due to 

the regeneration of the area and relatively buoyant economy and jobs market. There is a relatively low proportion of minority ethnic 

groups, 6.9% compared to a national average of 16.3%, and there is an established Traveller community settled in the north at 

Ellesmere Port. There are 159 schools in the area including 129 primary schools, 19 secondary schools, 10 special schools and one 

pupil referral unit.  

 

Early support services for children and families in Cheshire West and Chester are provided within the Children’s Services Department of 

the local authority and located within early years and family support, early help for children and families and specialist schools and 

community support settings. Delivery is provided in a number of ways through a range of settings including 20 children’s centres; 

schools and community settings; youth settings; and via partnership arrangements with, for example children and adult mental health 

services, substance misuse services and the youth offending service.  

 

Contacts and referrals for targeted children’s social care support are managed by the council’s children in need manager based at 

Winsford which includes a link to the front door access and support for early support services. There are also three children in need 

teams located in the main urban areas of Ellesmere Port, Chester and Winsford and Northwich supported by a dedicated team for 

children with disabilities in each area 

2. Our Population and Services 
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The LSCB is the strategic decision making body in relation to keeping children safe. It is focused on the lived experience of the 
child and oversees the work of member agencies, providing challenge and support to drive improvement in the services that 
children and families receive. The LSCB is supported by the Executive Group and a range of sub-groups; each having a portfolio 
of work to achieve our priorities. The LSCB itself has many notable key achievements from the previous year, some of which are 
detailed below.  
 

Progress against last year’s strategic priorities: 
 
1) Reduce risk and meet the needs of children subject to Child Protection Plans, through effective recognition, 
assessment and planning 
 
2) Improve the welfare of children through improved parenting and reducing the impact of parental factors and 
compromised parenting 
 
 

The Business Plan for the previous year included a wide body of work. In summary this work was to: 
 
 Help professionals recognise and respond to sexual abuse, including Child Sexual Exploitation. 

 
We developed and delivered training and awareness raising sessions with the people who best understand these forms of 
abuse. We asked young people what else we should do and followed the advice they gave to the Board. We asked 
practitioners what would help them and put in place procedures and referral pathways that were clear and easy to follow. 
After this work we can evidence that practitioners are more aware and children are receiving the support they need. 
 

 Enable staff from Drug and Alcohol Services and Social Care understand their roles and how to work together to 
keep children safe. 
 
Specialist staff were established and placed within the Children in Need teams. These staff were able to work with social 
workers and help them better understand the needs of parents with drug and alcohol issues and how their behaviour 
impacts upon children in the household. Practitioners now undertake more joint visits and tell us that all of this work is 
helping them to improve the help they provide to these families. 

 

3. The Work of the Local Safeguarding Children Board (LSCB)  
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 Enable staff to assess parenting issues and support needs when a woman becomes pregnant. 

 
We revised and re-launched a pre-birth assessment for local staff. We also developed training on how to complete this by 
incorporating methods of understanding the lived experience of small babies. LSCB and Children’s Social Care auditing, 
has provided evidence of pre-birth assessment being used appropriately much more often, This has enabled support to be 
put in place even before a baby is born and this support has continued into infancy when required.  
 

 Support agencies who work with families to be alert to the needs and risks to children in the household and make 
referrals to Social Care. 
 
Attention was focussed on helping practitioners who work with adults to understand the safeguarding needs of children in 
the household. One aspect of this was to increase the awareness of mental health practitioners. Supervision for these staff 
is provided by Specialist Safeguarding Nurses and an audit showed us the safeguarding needs of children in these families 
are fully considered.  
 

 Equip professionals with the skills and tools to assess and respond appropriately to cases of neglect 
 
We worked with Social Care to deliver training to more than 150 frontline staff on how to use the ‘Graded Care Profile’. This 
is a tool that helps practitioners to assess and grade the impact of neglect individual children are experiencing. We worked 
with Barnardos to take forward the findings of the report on Neglect and Serious Case Reviews and we are piloting an 
innovative approach to understanding the child’s lived experience when they are neglected. Chronologies within case files 
were promoted further and new guidance issued to staff. Training on neglect is delivered in a style that incorporates these 
experiences and the child’s voice. This is a long-term piece of work, yet social workers have already reported that this work 
is helping them to place the child at the centre of their work and improve the quality of their assessments. 
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 Improve the quality of health assessments for children in care and know that this was leading to better health care 
being received. 
 
A quality assurance process was implemented whereby every health assessment for a child in care is now reviewed for its 
quality and relevance by a specialist safeguarding nurse. Since this process was introduced, the quality of health 
assessments has significantly improved with only 1 assessment being referred back to health professionals for further work. 
There is evidence that this is leading to children in care attending more of their health and dental appointments, which leads 
to improvements in their overall health and wellbeing. 

 
 
Some More of Our Achievements 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Ofsted reported that local arrangements to keep children safe are effective 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

Two years after an inadequate 
inspection, Ofsted found that 
partners and the services they 
deliver, worked effectively to 
protect children during this year. 
They acknowledged the efforts 
and achievements of local 
professionals, including the 
Board in gaining this judgment. 
Ofsted highlighted strategic 
outcomes the LSCB had 
achieved, some of which are 

detailed opposite. 

 

Comments from Ofsted 

 “Clear and effective joint leadership” 

 “The level of safeguarding awareness was 
raised through effective training” 

 “Effective chairing of the LSCB and sub-
groups”  

 “Priorities are appropriately set to ensure 
issues of local concern and need are being 
met” 

 “Transparency of Children’s Services is 
supporting partners to be accountable at 
the Board” 

 

GP Attendance and Provision of Reports at 

Child Protection Conferences 

With support from key Board partners, most notably 
the Designated Nurse and Named GP, there has 
been improvement in this area. A snapshot into the 
system shows:  

 During March 2012 attendance at child 
protection conferences was 11.2% Reports were 
received on 18.8 % of the occasions they were 
requested 

 Twelve months later in March 2013, attendance 
was 18.7% and 78% of requested reports were 
provided. 

 
  
 
March 2013  
 

Attendance – 18.7% 

 

Reports provided – 78% (0f these reports 71.8% 

submitted on time)   
 
  
 
 
This includes figures for Initial and Review 
Conferences. 

Outcomes & Impact 
This means… 

 Children and young people's health information 
is more readily available for professionals to 
make informed judgments on how to keep 
children safe 

 Better sharing and analysis of information in 
relation to parental factors and their impact upon 
the child; eg. parental mental health issues 
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Children and Young People Detained in 
Custody 

 

The LSCB challenged Cheshire Police, Social 
Care and the Youth Offending Service to work 
together to consider if each detention was 
necessary and proportionate. We asked for 
information on numbers of young people detained 
to be reported directly to us bi-monthly.  

 

                               Impact 
 Multi-agency meetings are being held 

quarterly to help the Board and practitioners 
understand the needs of these young people  

 The numbers of children detained in custody 
has significantly reduced and the Board has 
seen evidence that the episodes of detention 
were necessary. 

 Bruising in Non-mobile Babies 

 

 

 

 

 

 

 

Learning reviews highlighted 
the need for clarity in the 
expected response to bruising 
in non-mobile babies. This led 
to the development of 
promotional materials and a 
campaign to increase 
awareness. 

 

Outcomes & Impact 
 Professionals are better equipped to 

make decisions and respond to the needs 
of small babies who are physically 
abused  

 The Bruising Protocol is increasingly used 
and this is directly helping us to protect 
babies from physical abuse 

 

 

Child Sexual Exploitation (CSE) - Strategy 

 

 

 Disabled Children 

 
 In recognition of the need for disabled children to have ongoing services as they 

move into adulthood, a scheme was jointly funded between adult and children’s 
services departments. This provides practical help to disabled children. 
Additionally, a transitions protocol was developed and implemented. Parents and 
carers were involved throughout the development of this scheme and beyond. 
Planning has taken place to provide college placements locally and 
accommodation, preventing young people from travelling out of the borough.  

 

                      Outcomes & Impact 
 Risks within transitions periods, such as lack of support to access required 

services, are reduced. 

 There is evidence that children are more involved in planning for their transition 
into adulthood; and young adults now have increased choices about the 
services best suited to meet their needs.  

 

The LSCB worked with eight neighbouring LSCBs 
across Cheshire and Merseyside, to develop a 
shared CSE strategy. Subsequently the Boards 
held a large nine-borough launch and joint 
planning event. 

 

     This has led to…      

 Cheshire and Merseyside Police Constabularies 
sharing information and intelligence in relation to 
CSE. This is helping them to know more about 
adults who pose a risk to young people 

 All four Cheshire LSCBs developing a CSE 
training course for frontline staff. This has helped 
professionals across a broad area to have the 
same understanding of their role and that of the 
Police in investigating this form of abuse. 

 The Office for the Children’s Commissioner 
commending our joint strategy. 

 Child Sexual Exploitation (CSE) – Direct work 

 

 
 

We set up an 
operational group of 
multi-agency 
professionals to 
share intelligence 
and consider 
complex cases of 
CSE. 

Impact 
This new CSE Operational Group has already had an impact. 
This is demonstrated by two cases in which professionals had 
judged that the young people were not at risk of CSE. After 
further information gathering and consideration within an 
Operational Group meeting the evidence of risk became 
clear. These two children now have risk management plans in 
place to reduce the risks they face from CSE. 
You can see more of our achievements in this area later 

in this report 
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The LSCB has several sub-groups to conduct work on its behalf. This is the overarching decision making body and all of the sub-groups are accountable to 
this Board. 
 
The LSCB Executive Group is directed to oversee the implementation of the Business Plan which contains the work for the next two years as set out by the 
Board. It receives reports from the other sub-groups on their progress. It also receives progress reports in relation to wider work. Issues and strategic 
decisions are referred back to the LSCB. The sub-groups undertake specific activities as indicated by their title. Each sub-group has a Chair from one of our 
partner agencies and relevant partners attend the meetings to undertake the work that needs to be done as directed by the Board. 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
There are other partnerships in Cheshire West and Chester that have key responsibilities in relation to children and young people. One such partnership is 
the Children’s Trust Board, whose role is to understand the needs of children and families in the borough and provide services in the best way to meet those 
needs. The LSCB and Children’s Trust Board have a formal agreement of how they work together; this ‘Memorandum of Understanding’ is on our website. 
From April 2013, a Health and Wellbeing Board will take on a statutory role in the borough. This is a forum where key leaders from the health and care 
system work together to improve the health and wellbeing of the local population and reduce health inequalities. The Health and Wellbeing Board develop an 
Integrated Strategic Needs Assessment (ISNA) each year. The LSCB asked the Health Wellbeing Board to look at the needs of Children in Care and 
vulnerable children and these were included in the ISNA for this reporting year. We will develop a formal agreement on how we work with the Health and 
Wellbeing Board during the forthcoming year. 
Quarterly meetings were held between the Chief Executive, Lead Member for Children’s Services, Director of Children’s Services and LSCB Chair. The 
LSCB Independent Chair was accountable to the Director of Children’s Services during this reporting year. The LSCB Chair will be accountable to the Chief 
Executive of the Council following the introduction of new statutory guidance in the forthcoming year; the quarterly meetings will continue.  

 

LSCB Executive Group 

Policy and 
Procedures  

Sub-group 

Child Death 

Overview Panel 

Safe 
Employment 

Sub-group 

Serious Case 

Review Group 

Learning and 
Development 

Sub-group 

Child Exploitation 
and Missing from 

Home sub-group 

Performance Management 
and Quality Assurance 

Sub-group 

Safeguarding 
Operational 

Managers Group 

LSCB 

Structure of the LSCB 
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      Here are some of the LSCB sub-groups’ achievements in implementing the priorities of last year’s Business Plan  
     and the difference this work has made to practice, the confidence and skills of local staff and how we keep children safe: 

 

Policies and Procedures Group 

 
This sub-group maintains the LSCB multi-agency procedures. At times we need to alter the existing procedures to help 
practitioners be clear on their role. We may also need to develop new procedures or guidance for staff on how to manage 
individual cases of abuse that can take many forms.  
 

 This year, the group co-ordinated workforce surveys in relation to staff training needs and the awareness of staff of learning 
from serious case reviews. This helped the LSCB to develop training in line with the needs of local staff and ensure that the 
learning from serious case reviews was made available to all staff who need it.  

 When professionals are concerned that a child is not receiving the right help to keep them safe, the LSCB expects them to 
escalate their concerns until the matter is resolved and their concerns are allayed. We know from national serious case 
reviews that there are often professionals who are very concerned about a child but they don’t speak out and escalate their 
concerns. The Cheshire West and Chester LSCB Escalation Procedure was revised to include clear timescales for each 
stage of escalation. It was then promoted widely across the workforce. Through our conversations with staff and audit 
activity we have begun to see an increase in the number of times the escalation procedure is implemented. When this has 
happened, the case has been considered by senior managers and where needed, additional support or services have been 
put in place for the child.  

 Fabricated and Induced Illness (previously known as Munchausen’s by proxy) is a complex area of safeguarding and 
requires the expertise of many health professionals to assess if the child is actually ill or if another person is causing or 
fabricating the illness. It is often accompanied by other forms of abuse and there is a need for agencies to co-ordinate their 
activities carefully. Cases of Fabricated and Induced Illness are low in Cheshire West and Chester; however, Health 
Professionals explained that this area needed further exploration and an in-depth look at our multi-agency procedures. The 
Policy and Procedures group planned a workshop which was facilitated by a national expert in this area. From this we have 
improved our local procedure; reducing the timescales of each stage of the process and making clear the roles of all 
agencies. This will reduce the potential for delays when professionals are concerned a child is being harmed in this way. 
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 When a Coroner feels that evidence at an inquest gives rise to a concern that the circumstances that led to a death could 
lead to more deaths, he/she should recommend that action is required to prevent, eliminate or reduce any continuing risks 
to others. The pan-Cheshire LSCB procedures were amended in light of this. 

 
 
 
 
LSCBs are required to consider holding a Serious Case Review when abuse or neglect is known or suspected to be a factor in a 
child’s death, life threatening injury or serious sexual abuse, and there are concerns about how professionals may have worked 
together, the LSCB must undertake a Serious Case Review.  
 
The purpose of a Serious Case Review is to: 
 

 Establish whether there are lessons to be learnt from the case about the way in which local professionals and organisations 
work together to safeguard and promote the welfare of children. 

 Identify clearly what those lessons are, how they will be acted upon and what is expected to change as a result; and 

 As a consequence, improve multi-agency working when it comes to protecting children. 
 
If the criteria for holding a Serious Case Review has not been met but the LSCB feels that the case may provide an opportunity to 
learn about and improve practice, a different type of review will be initiated.  
 
During the year there were no Serious Case Reviews initiated or completed. Two Practice Learning Reviews were completed. 
To see the Learning and Improvement from these reviews please see the relevant section on page 30. 
 

Learning and Development Group 
 

LSCBs have a number of responsibilities in relation to training. First we must know the needs of the workforce, then we must 
monitor those needs are being met. Lastly, we must understand if the training we deliver is having the desired impact upon 
practice. More than 1200 practitioners received training during this reporting year, with 45 courses delivered or commissioned by 
the LSCB. We filter each application for training so that staff get onto the courses that they need. Ofsted commented “The level 
of safeguarding awareness was raised through effective training”. 

Serious Case Review Group (To become Audit and Case Review Group 
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During the previous year an analysis of the training needs of the workforce was undertaken. This has helped us to understand the 
numbers of staff and volunteers requiring training and the level of training they should have. We also carried out a comprehensive 
review of our multi-agency training courses. Following this, the Basic Awareness Safeguarding Training and Intermediate level 
courses were enhanced in line with lessons learned from national and local reviews, findings from the October 2012 Ofsted 
inspection and LSCB multi-agency audits.  
 
The LSCB must continually learn about practice and the needs of local families. This helps us to deliver training courses that are 
up to date and relevant. During the previous year, a new 2-day Level 2 course was developed and launched, enabling the LSCB to 
train staff in key priority areas, which had arisen from a number of sources, including reviews into practice, audits and the findings 
of the 2012 Ofsted inspection.  
 
Here are some examples of how the LSCB has used training as a tool to respond to need and support good practice: 

 

 Local audits, reviews and Ofsted highlighted two key areas requiring improvement: outcome focused planning and making 
decisions at child protection conferences. We developed a new 2-day Intermediate training course, which included in-depth 
learning for participants on these topics and delivered this to over 200 key local staff that attend child protection conferences as 
part of their role. People who attended the training told us that their understanding has increased and their new knowledge will 
help them in their day to day practice.  

 A practice learning review that was undertaken in the previous year, 2011-12, found that local practitioners were not clear in 
relation to one aspect of local processes to keep children safe from sexual abuse. This led to the LSCB working with St. Mary’s 
Sexual Abuse and Referral Centre (SARC) to develop a new course and provide clarity for frontline staff. The SARC have 
continued to support us with this work, by delivering the course as part of our training programme. This ensures that the same 
messages are consistently provided to our local workforce.  Practitioners who attended the course told us that they now fully 
understand their role and local processes when responding to sexual abuse. 

 Hydra Immersive multi-agency training was delivered to multi-agency professionals, with the support of Police colleagues. This 
training uses specialist software to see how frontline professionals respond to a safeguarding scenario in real time. Senior 
managers observe the case unfolding and the practice of the frontline professionals. All involved reported that it helped to 
increase their understanding of their own role and those of colleagues in partner agencies and how to request and share 
important to make good, timely decisions. Managers reported that the training helped them to understand the day to day 
support needs of their staff and took back key messages for the wider workforce.  
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Next steps: 
 
We have begun to test methods of longitudinally evaluating the impact of training, however, we need to do more and this will be a 
focus of our future work. 
 
We know that figures of attendance on our training for some agencies/sectors are low; and we need to focus our attention on 
improving this or being assured that staff receive this training elsewhere. Some additional information on LSCB training is 
available at Appendix 6 
 

 
 
 

The primary work of this group is to challenge and improve the work of local agencies to better identify children who go missing 
from home or care and respond to their needs; and to take forward the development work in relation to CSE in line with the 
national action plan and pan-Cheshire strategy - raising awareness, training the workforce, supporting prevention and acting 
quickly when needed. This year, the group: 
 

 Worked with the Safeguarding Unit to develop a clear procedure for the referral, assessment and case management of 
children and young people experiencing or at risk of sexual exploitation.  

 Set up an Operational Group where multi-agency professionals can consider complex cases and share soft intelligence on 
unsafe premises and perpetrators.  

 Co-ordinated and delivered an event for key staff from all local secondary schools. Work packs and DVDs provided to 
attendees to enable further work to take place directly within the schools. In addition to this, the Safeguarding Children in 
Education team have undertaken awareness raising exercises with schools to highlight the CSE referral pathway and remit 
of the Operational Group. Since this work was undertaken, schools have referred two young people deemed to be at risk of 
CSE to the local authority enabling a full assessment of their needs and planning to take place.  

 Scrutinised arrangements and performance information in relation to children who go missing from home or care 

 Co-ordinated the distribution of leaflets by community wardens, highlighting the signs and symptoms of CSE. This has 
helped the LSCB get messages directly to young people and also to raise awareness amongst our communities.  

Missing from Home and Child Sexual Exploitation (CSE) sub-group 
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 Supported the development and delivery of multi-agency LSCB training and awareness raising events to practitioners 
working with children and young people. This has helped practitioners to be better able to recognise CSE and refer their 
concerns appropriately to Children’s Services.  

 Supported and oversaw the dissemination of information about Catch 22 Missing from Home/Care return interview service 
ensuring all schools know about the service and what it does. This has helped Catch 22 to undertake return interviews with 
children and young people and provide ongoing support within schools. 

 Worked with neighbouring LSCBs across Cheshire and Merseyside to coordinate a Child Sexual Exploitation Strategy 
Launch event. This helped frontline practitioners hear about developments and good practice. A young person who had 
experienced sexual exploitation, delivered important messages to practitioners. Another aspect of the event was for senior 
managers and strategic leaders to share what is working in different areas and take a critical look at what we need to do 
next. 

 Worked with partner agencies to develop and launch the CSE joint working protocol, helping practitioners to be clear on 
their role and understand the nature of Police investigations. 

 
Impact: Since the above work was undertaken, 10 young people have been considered within 9 CSE strategy meetings. 6 of 
these young people now have a risk management plan in place to help professionals to work together to keep them safe. 

 
 
 
 

 Has undertaken audits and monitored professional practice and outcomes in relation to all aspects of the continuum of 
need: early support, child in need and child protection 

 Has undertaken specific themed audits on areas of interest for the Board; eg. safeguarding children in families where 
mental health is a factor, domestic violence and children who sexually harm 

 Developed a multi-agency performance framework to assist the Board in understanding the performance of agencies in 
keeping our most vulnerable children safe and preventing perpetrators to cause further harm.  

 Has progressed development activity in areas highlighted within audits and performance management information as 
needing improvement.  

 
For specific details of the findings from audits and performance information and the impact this has had on practice 

please see the section on ‘Learning and Improvement’. 

 
Performance Management and Quality Assurance sub-group 
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 Reviewed all deaths of children during the previous year 

 Evaluated data on the deaths of all children and identified lessons to be learnt 

 Worked with Cheshire LSCB colleagues to move to a pan-Cheshire CDOP, with shared administrative functions, 
membership, review and analysis 

 Developed a calendar of thematic panel meetings, enabling specialist expertise to be sourced for particular themes: eg. 
Neonatologists attending panel meetings to review the deaths of neonates (infants less than four weeks old). 
 

An analysis of all child deaths from the previous 4 years will be available later in the year. 
 
 

Safe Employment sub-group 
 
This group is responsible for supporting the Board in understanding how safely our local staff and volunteers are recruited, that 
they then practice safely and any allegations against professionals, carers and volunteers are managed appropriately.  
 
Members of the group disseminated key messages in relation to the launch and remit of the Disclosure and Barring Service. This 
helped organisations to be clear on the changes and their responsibilities.  
 
A large part of the work of this group is to scrutinise the work of the Local Authority Designated Officer (LADO) and take forward 
any actions noted within LADO reports. 
 
Local Authority Designated Officer (LADO) 
 
The LADO is responsible for overseeing allegations against professionals, carers and volunteers who work with children and 
young people. Should an allegation be made about an adult who works with children, the employing agency must report this to the 
LADO and the matter is investigated. The number of allegations referred for consideration this reporting year was 126 and of these 
67 met the threshold for LADO oversight and monitoring. 77 situations/cases were referred for consultation and although not 
meeting threshold for LADO consideration/oversight, advice and guidance was given to support agencies. 

Child Death Overview Panel 



16                 Cheshire West and Chester LSCB Annual Report 2012 - 13 

 
In the period 2010 -2011 there were 76 referrals that progressed to LADO management via multi-agency strategy meetings, in 
2011 – 2012 there were 109, a significant 43% increase.  For this reporting year, 2012- 2013, there was been a reduction to 67 in 
referrals meeting the LADO management threshold. Whilst the reasons for these fluctuations are not completely clear, this has 
coincided with 2 key events - the named LADO taking on Service Manager responsibilities and sharing the LADO function with the 
4 Independent Conference Chairs and the introduction of the new Working Together to Safeguard Children (2013) statutory 
guidance. 
 
The LADO team has worked throughout the year to establish and maintain a consistency of response to allegations and have 
established a clear threshold for case oversight. At times this has meant that some cases, which may have been managed by the 
single LADO as there was a lack of clarity of responsibility, have been referred back for organisational management. This stricter 
application of the criteria laid the groundwork for the introduction of the revised Working Together, as in the latest version - 
Appendix 5 – Management of Allegations the ‘suitability’ element has been omitted. In essence this means that if an allegation 
merits investigation by the Police that will progress, and if there are clear disciplinary issues they will be progressed alongside or 
following the Police investigation. Previously the ‘suitability’ criteria was often applied when there was insufficient evidence to 
support a criminal investigation and/or there was uncertainty regarding procedural or practice breaches, but over time there may 
have been a number of incidents that indicated an individual appeared to have acted ‘inappropriately’ or failed to maintain 
professional boundaries. Several of the cases referred to LADO that do not meet criteria of ‘harm’ involve the inappropriate use of 
Facebook or other social media and this work will be taken forward in the forthcoming year along with recommendations from the 
recent LADO Annual Report. 
 
The Department for Education (DfE) published draft advice on ‘Use of Reasonable Force’ for head teachers, staff and governing 
bodies during this reporting period, which has now been approved and disseminated.  This guidance states “There is no 
requirement to have a policy on the use of force and it is up to schools to decide whether it is appropriate to report the 
use of force to parents.” The guidance does go on to say however, that it is good practice for schools to have a Behaviour Policy 
that highlights their approach on the use of force.   
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A Project - Making Sense of the Child’s Lived Experience 
 
 

A group of staff, supported by Professor Jan Horwath (Sheffield University), developed a new approach to understanding 
the experience of children who are experiencing neglect.  
 
There has been a lot of national learning on how practitioners must maintain a focus on children and their individual 
needs. All too often, practitioners can become focused on the needs of the parents, which although important, must not 
over-shadow our understanding of what life is like for the child and what we must do to improve it.  
 
Evidence also illustrates that for improved outcomes to occur for the child, parenting and parental behaviours must 
change; and that change must be sustained. 
 
This approach uses a newly devised tool, which enables professionals to develop a visual account of the day to day lived 
experience for individual children who are experiencing neglect. This visual detail should support parents, carers and 
professionals in agreeing the most important things that need to change for the child. So everyone is better able to plan 
incrementally to improve the situation within the family; helping to reduce the most serious risks first.  
 
The voice of the child is captured by this new approach and illustrated visually at the centre of the tool. The child’s voice 
is heard in the first person by all professionals involved with the family. This approach enables us to see and hear the 
experiences of even very young children who cannot yet speak to us directly.  It is also hoped that this visual approach 
will enable parents to embark upon real and lasting change.  
 
There is much more work to do over the course of the coming year. A pilot will test the model  
which will be followed by an independent evaluation commencing in January 2014. Nonetheless,  
there is evidence that this work is changing practice even in the early stages. Practitioners  
involved in developing the model report that it is helping them to communicate better with children,  
capture their voice and improve the quality of assessments. 
 
 
 

 
 
 
 

4. The Voice of the Child 
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Research - A Critical Examination of Children’s Participation in the Child Protection Process 
 
Mandy Duncan of Staffordshire University is undertaking a qualitative research study to explore the experiences of young 
people through their involvement with the child protection system. 
 
Data will be collected through a series of unstructured and semi-structured interviews. The information collected will be 
descriptive and in the participants own words as far as possible. Participants will be between the ages of 8 – 18 years. 
 
This research will provide us with a window on the child protection system from the perspective of children and young people, 
in real time; collecting information on their experiences and feelings as they happen.  
 
It will be useful for all agencies working with children to see the findings; however, we do hope that it will give us particular 
insights into our local services and processes and how we can do more to improve the experiences of children in the borough. 
  
 
A Project – Child Sexual Exploitation (CSE) and Risky Behaviours 
 
The LSCB embarked on a project to hear the experiences and views of local young people in relation to CSE and the sorts of 
behaviours that put young people at increased risk of being exploited. These young people told us how they see CSE, the 
types of sexual exploitation they have witnessed or experienced and the best ways to get the right messages to children and 
young people in our area.  
 
We then worked with a theatre company that specialises in this type of work to develop an educational theatre production - 
‘Risking it all’. Educational theatre is high impact method of getting important messages to young people. ‘Risking it all’ was 
piloted in a local secondary school in order to gain the views of the young people in the audience.  
 
The results showed that almost all of the young people felt that this was the best way to get these messages across to their 
peer group and that the scenarios depicted in the production had helped them to better understand CSE, risky behaviours and 
how to keep themselves safe.  
 
Following the evaluation, the LSCB, along with additional funding from Cheshire Police and the Local Authority Public Health 
department, has commissioned the theatre company to deliver ‘Risking it all’ within every Secondary School in the area. 
These shows will take place throughout the forthcoming year.  
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  The LSCB considers a range of performance information at every meeting and this section includes some key information we are   
  particularly interested in. Further information can be found at Appendix 3.  
 
  Annual CP rates based on Child Protection plans open at year end: 
 

 31 March 2013 (208/65900)*10000 = 31.6 per 10,000 children (national rate 37.9) 

 31 March 2012 (250/66052)*10000 = 37.8 per 10,000 children (national rate 37.8) 

 31 March 2011 (155/65886)*10000 = 23.5 per 10,000 children (national rate 38.7) 

 31 March 2010 (169/66492)*10000 = 25.4 per 10,000 children (national rate 35.5) 
 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/219174/sfr27-2012v4.pdf 
 
 

The above data is a snapshot on one day of the year. These numbers describe how many children per 10,000 of our local 
population are subject to a child protection plan; and compares this to the national number.  
 
The LSCB maintains a focus on this number. In March 2011, around the time Ofsted said that safeguarding services were 
inadequate the number of children subject to a plan in Cheshire West and Chester was significantly lower than the national rate. 12 
months later the numbers of children subject to a child protection plan locally were in line with the national rate. 
 
The Board also focuses on whole year figures of new child protection plans. In 2011-12 there were 316 children who were made 
the subject of a child protection plan. In this reporting year there have been 227 new plans.  
 
When we add the number of new child protection plans to the number of children already on plans at the outset of the year, the 
total number during 2011-12 was 471. In this reporting year, the figures have remained consistent; there were 477 children who 
were the subject of a child protection plan.  
 
 
 

5. Performance Information  
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/219174/sfr27-2012v4.pdf
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Safeguarding Data and Analysis 2012-13 - Key Points:  
 
 There were 227 new CP plans started during 2012-13 (compared with 316 the previous year) – a 28% reduction in plans started during the 

previous year.  Ofsted found in October 2012 that some families have been subject to unnecessary intrusive intervention. This figure 
provides some assurance that thresholds for intervention are rebalancing. 

 There has been an average of 236 children subject to a child protection plan each quarter during 2012-13.  The LSCB considers this 
alongside information provided about average caseload sizes for social workers. It is important for us to know that there is the capacity to 
deal with the numbers of children requiring protection. 

 According to the Children in Need Census and our local data, a total of 4688 children and young people received support during the 
previous year. This spans all aspects of the continuum of need from early support, Children in Need, Child Protection and Children in Care. 
 

The information below has been drawn from the total CP plan activity data for 2012-13 (477 plans) 
 

 Key age groups in 2012-13 were: 
o 54% of all CP plans were for children aged under 5 
o 56% of CP plans for neglect were for children under 5 
o 71% of CP plans for physical abuse were for children under 5 
o 50% of CP plans for emotional abuse were for children aged under 5 
o 1% of CP plans were for children aged 16 or 17 
o 18% of CP plans for neglect were for children aged 11-15 

 

 Neglect and emotional abuse 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 also nationally. Emotional abuse was the main category of 
child protection used in West Cheshire in 2013-13 and accounted for 49% of all child protection plans (234).  This is 
significant and is considered alongside other information about Domestic Abuse. The LSCB will continue to provide  
challenge on the Domestic Abuse arrangements and commissioning plans in the borough.  

 

NB: the above data was supplied by Cheshire West and Chester Council 

This information is important for the 
Children’s Trust Board, the Health and 
Well-being Board and local Councilors 
to ensure that within service planning 
and budget decisions, the most 
vulnerable children are kept safe and 
families can access the services that 
will help them the most.  
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Analysis 
 
The increase in the number of children in care and the decrease in the number of children with a child protection plan appears to be a 
consequence of the implementation of the Pre-proceedings Protocol. The current rate of children in care is now marginally above the average 
rates for our statistical neighbours and all England comparative data. 
 
The increasing trend in the proportion of children placed more than 20 miles from their home and outside of the Cheshire West and Chester 
boundary reflects the fact that there are a finite number of local placement opportunities. The increasing trend in children in care numbers has 
inevitably then led to children being placed out of borough. 
 

Children in Care 

NB: the above data was supplied by Cheshire West and Chester Council 
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Children in Care Statutory Reviews  
 

     

 

        

 

 
2011/12 2012/13 

 
Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4 

Number of Children in Care as at 
end of Quarter  

375 406 400 370 344 338 372 397 

Number of Children in Care Statutory 
Reviews in quarter 

218 252 249 281 224 229 262 280 

Initial Reviews 21 42 45 26 12 27 40 51 

Reviews 197 210 204 255 212 202 222 229 

Number of children receiving short 
breaks  

17 23 23 20 19 19 23 12 

Percentage of Reviews held within 
timescales 

98% 99% 97% 99.6% 99% 100% 100% 100% 

Percentage of Reviews where the 
Care Plan is agreed 

94% 98% 98% 91% 99% 97% 100% 99.6% 

Percentage of Reviews meeting 
minutes circulated within 20 days of 
review meeting date. 

32% 83% 71% 75% 71% 61% 72% 89% 

 
The table above clearly indicates the fluctuations in the numbers of children coming into care in the past 2 years along with details 
of the percentage of Reviews held within statutory timescales.  
 
Of the 50 children and young people who came into care, 30 were male (60%) and 20 were female (40%). The 50 children and 
young people were from a total of 35 different families. The breakdown of the children’s ages is shown below:  
 

Distribution 0- 4 Yrs 5-10 Yrs 11+ Yrs 

No of Children  15 (30%) 15 (30%) 20 (40%) 
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12 of the 50 children reviewed i.e. 24% were subject to a child protection plan prior to coming into care. The category of the child 
protection plan indicates that the majority of those on plans were for concerns about neglect, followed by emotional abuse. 
 

Category of CP Pan Neglect Emotional Physical Sexual 

No of Children  8 3 1 0 
     

 
 
7 out of the 50 children i.e. 14% experienced a historical period of child protection planning though were not subject to child 
protection plans at the point of being looked after. 
 
The majority of children who came into care are white British; two young people are open to the Children with Disabilities Team. 
The breakdown of locality for the 50 children who came into care is detailed below.  
 
 
 

Recorded 
Ethnicity  

White 
British 

Chinese Other Asian 
Background 

Information 
not yet 

obtained 

Other 
Mixed 

No of 
Children  

    42 
(84%) 

2 
(4%) 

3 
(6%) 

1 
(2%) 

 

2 
(4%) 

 
 
Legal Status at point of coming into care: 
38 (76%) children and young people were accommodated under section 20 of CA 1989. 
10 (20%) children and young people subject to interim care orders. 
1 (2%) child was already subject to a full care order but moved from his mother’s care to a Local Authority placement.  
1 (2%) young person was accommodated due to being on remand.  
 

Locality Ellesmere 
Port 

Chester Winsford 

No of families 14 (40%) 7 (20%) 14 (40%) 

NB: the above data was supplied by Cheshire West and Chester Council 
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Commentary 
 
 
The LSCB scrutinises arrangements for Children in Care, not only in relation to safeguarding outcomes. Several of the Board’s 
sub-groups specifically consider the needs of Children in Care; in particular regarding missing children and sexual exploitation 
It is important for the LSCB to understand why children come into care. We need to think carefully about the services offered to 
families and whether they are providing the right support at the right time. Nonetheless, we must also be assured that when a child 
needs to be taken into care that this happens swiftly; and later, that they are fully involved in planning for their needs. 
 
The LSCB challenged Social Care on the turnover of staff within Children in Care social work teams. A plan was then agreed by 
the council’s corporate management team. We also looked at the reduction in numbers of health assessments available at reviews 
earlier in the year. This was investigated by the Designated Nurse for Safeguarding Children and improvements were later noted 
by the Board.  
 
The Local Authority invited a multi-disciplinary team of external professionals to act as ‘critical friends’ in examining arrangements 
for Children in Care towards the end of this reporting year. This ‘Care Practice Diagnostic’ is designed to follow the child’s journey 
from the edge of care through care and permanency planning, adoption and leaving care. Cheshire West and Chester was the first 
of two pilots prior to a planned national roll-out of the programme. It encompasses the needs of specialist groups such as children 
with disabilities and refugees; as well as safeguarding issues such as going missing; health, housing and educational outcomes as 
well as governance matters like commissioning/sufficiency and corporate parenting. 
 
The diagnostic will provide feedback based on a limited number of cases in the forthcoming year and the LSCB will examine the 
findings.  
 
Earlier in the year we explored the work of a range of bodies and partnerships in relation to Children in Care. This exercise 
provided clarity on respective roles and responsibilities and enabled us to identify our areas of focus for the future. 
 
 
This is a priority area for the LSCB and in the forthcoming year we will establish a dedicated sub-group for Children in 
Care. 
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Private fostering is when a child under the age of 16 (under 18 if disabled) is cared for by someone who is not their parent or a 
'close relative'. This is a private arrangement made between a parent and a carer for 28 days or more. Close relatives are defined 
as step-parents, grandparents, brothers, sisters, uncles or aunts. The National Minimum Standards for Private Fostering require 
that the local authority report annually to the Local Safeguarding Children Board (LSCB) and the Director of Children’s Services 
regarding private fostering activity within their area and what measures are in place to ensure that the welfare of privately fostered 
children is satisfactorily safeguarded. The LSCB expected to see an increase in the number of notifications about privately fostered 
children. They went from 12 in 2011-12 to 22 in 2012-13.  This provides assurance to the Board that awareness raising 
efforts are effective and privately fostered children are being referred to Children’s Services appropriately.  
 
There were 22 new notifications over the course of the year: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
How we challenged and enabled improved arrangement 

6. LSCB Challenge  

Gender: 
 13 girls 
 9 boys 

 
Age:  
 1 child was aged 1 year 
 6 children were  between 7 and 10 years   
 15 young people were aged between 13 and 15 years 

 
Ethnicity: 
 2 Vietnamese/Chinese  
 2 Belarusian 
 1 Mexican  
 1 American 
 16 white British 

 
Source of notification: 
 4 directly from the Private Foster Carer 
 9 from Social Work Teams  
 2 from schools 
 1 from Chester Drug and Alcohol Team 
 1 jointly from the Police and a substance misuse practitioner 
 2 from the Chernobyl Children’s’ Lifeline Organisation 
 2 from Inlingua (Manchester) 
 1 from another Local Authority 

 

 NB: the above data was supplied by Cheshire West and Chester Council 

Private Fostering 

Awareness raising of the requirements and responsibilities relating to 
private fostering has been undertaken across the professional network 
and to the general public via a range of communication methods: 
 
 Private fostering is featured on the Cheshire West and Chester website 

with copies of related publicity materials. 
 As part of Private Fostering week, the specialist social worker for 

Private Fostering wrote to all GP surgeries in the borough  to introduce 
herself personally and to distribute leaflets. 

 The specialist social worker for Private Fostering has attended all 
Children In Need Social Worker Team Meetings to raise awareness of 
the process and this will continue on a rolling programme. 

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

 The specialist social worker for Private Fostering has met with LSCB 
representative who works with Faith Groups to enable awareness 
raising in these communities 

 Private Fostering was advertised at an event in Ellesmere Port and at 
the Love Music, Hate Homophobia event in Chester 

 An article was included in the E-Brief newsletter for schools about 
Private Fostering and professional responsibilities in respect of 
notification 

 The specialist social worker for Private Fostering did a presentation at 
the joint Fostering Service Team Meeting so that all supervising social 
workers have information about the process and responsibilities 

 Copies of Private Fostering Booklets are displayed at the reception 
areas of various council offices: Wyvern House, Winsford, Civic Way, 
Ellesmere Port and The Forum, Chester 
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help? this  did How  

We regularly examined the  
numbers of social workers  
and managers and the size  
of their case loads.  

 

Social Care increased their staffing levels so that case load sizes remain manageable at an average 
of 16-18 cases. An adviser for early support (Team Around the Family), a specialist worker for missing 
children and an emergency duty team manager, are all co-located within the Contact and Referral 
Team. 

Following the Jimmy Saville case, we asked for information from local 

health agencies to help us know that systems are safe. 
 

We saw that health agencies had undertaken 
work to prevent a similar case happening here. 

The Board wanted to know more about 
how Elected Members discharge their 
safeguarding responsibilities. 

 

All Elected Members attended 
Safeguarding Children Training 

LSCB members were involved in developing the Children and Young 
People’s Plan 
 

The Children and Young People’s Plan, which 
outlines the services that agencies will 
provide, includes the priorities of the LSCB. 

 
 

We looked at the difficulties that 
can arise when temporary social 
workers employed by and 
agency leave. 

 

The numbers of agency staff decreased throughout the year and Social Care developed a 
system of keeping agency staff members employed for one month following a permanent 
member of staff commencing in the role. The helps new staff to gain confidence and get to know 
the families they are working with. 

 

We looked at the work of Child 
Protection Conference Chairs and the 
child protection process. 

 

A process was developed, to support the role of Independent Conference Chairs to challenge all 
professionals involved in child protection conferences and core groups. This helps professionals 
to understand their role and children to be kept safe. This formal challenge process provides an 
additional mechanism to ensure the most vulnerable children are safeguarded. 

 

We looked closely at how investigations into child abuse 
are carried out and highlighted areas to be improved 

Police and Social Care committed to making improvements and 
Ofsted later found these arrangements to be effective. 
 

6. LSCB Challenge  
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LSCBs consist of a number of agencies and the work we do collectively helps practitioners work together and families to get the 
help they need when they need it. 
 
Some of the work we undertake leads to changes in how local agencies work. The LSCB must continually strive to challenge local 
agencies, whilst supporting and encouraging them to improve.  
 
Section 11 of the Children Act 2004 requires LSCBs to check that local agencies work in ways that safeguard children and 
promote their welfare. This includes a whole range of activities from how staff are recruited, trained and supervised, right through 
to how lessons from serious case reviews are embedded within practice. We have a range of mechanisms for examining how well 
agencies do in relation to their Section 11 duties. We audit their arrangements, we ask them to present key information at Board 
meetings, we audit frontline practice and we talk directly to the staff in their agency. 
 
This is the evidence provided by partners when we asked what has changed as a result of the Board’s work. 
 
Achievement and Well-being – Children and Families Services 

 
The Achievement and Well-being department received information from the LSCB Bulletin, following practice learning reviews and 
in the recommendations following audits. We then disseminated this information throughout our structures within team meetings 
and briefings. This has enabled staff to reflect on practice, within the meetings and also within supervision; informing and 
challenging the assessment process and guarding against the factors identified in local reviews and national SCRs being repeated. 
We have also ensured that a chronology is attached to all of our records to prevent the ‘start again’ approach to working with 
families. 
 
LSCB led task and finish work on topics such as sexualised behaviour in children has enabled us to identify appropriate 
assessment tools and incorporate learning into our workforce training. Similarly, our work on Electively Home Educated children 
and the local arrangements for this group has been overseen by the Board and enabled notification routes from partner agencies 
to be put in place. Our involvement in LSCB multi-agency audits has helped to makes changes and improvements. 
 
 
 
 

LSCB Challenge – Information from our Partners 
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Social Care – Children and Families Services 

 
The department reported that the auditing process is vital in terms of quality of practice and has led to a number of improvements. 
One of these relates to an audit of cases held in the Children with Disabilities service which was initiated in order to provide 
assurance that child protection concerns were being appropriately identified and managed in that service, given that none of the 
children had a child protection plan. Whilst the audit did provide this assurance, it also highlighted that there was variable quality of 
practice. A second audit was commissioned some months later and found a much improved picture as the audit process has given 
focus and importance on improving practice and ensuring consistency. 
 
Multi-agency LSCB development days supported early thinking on the early help model and provided Social Care with the 
reassurance that partners were totally engaged and committed to developing early help services. This in turn meant that Social 
Care could take a confident lead in driving forward the development of our community budgets pilot “All Together Better” and 
specifically, Integrated Early Support.  
 
Countess of Chester Hospital (CoCH) 

 
The Countess of Chester hospital NHS foundation Trust has implemented a number of changes to ensure all staff are aware of 
and adhere to their responsibilities around safeguarding children: 

 Routine questioning by community midwives regarding pets in the home and safety advice is given to all pregnant women 

 Implementation of a formal Safeguarding Children Clinical Supervision Policy ensuring that all CoCH staff carrying a 
safeguarding children case load receive regular formal supervision in relation to each case. This ensures all needs/risks are 
considered in terms of the local Continuum of Need/Thresholds model. In addition supervision minimises the risk of drift in 
for example a case requiring a pre-birth risk assessment.  

 The need to consider the need for a Pre-Birth Risk Assessment is fully embedded in the safeguarding role of maternity 
services staff. The supervision policy ensures staff are supported when needing to complete a multi-agency referral form, a 
report for a Child Protection Conference or reports for care proceedings and other important documents that require 
thorough analysis and accuracy. 

 Supervision and training ensures that families that may benefit from support via the Team Around the Family (TAF) process 
are identified.  
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 Since the implementation of the policy, staff have repeatedly reported how much more they feel supported in working with 
case across the Continuum of need and most particularly level 4 cases. 

 The LSCB led Bruising Protocol has been widely distributed and will be included in the updated CoCH Safeguarding & 
Promoting the Welfare of Children Policy (2013). 

 The CoCH Lead for Domestic Abuse has been involved in the work to implement the new Multi- Agency Safeguarding 
Children Abused through Domestic Violence guidance and the CoCH Domestic Abuse Policy and the CoCH Safeguarding & 
Promoting the Welfare of Children Policy are currently being updated to reflect the new guidance. 

 The CoCH continues to be represented at the local Multi-agency Risk Assessment Conference (MARAC) and our referrals 
to MARAC are increasingly demonstrating an increased staff awareness of domestic abuse across the Trust  

 A quarterly report in relation to domestic abuse cases involving children dealt with at the CoCH is shared with a multi-
agency group to oversee the numbers of Domestic Abuse referrals to the hospital. The named nurse reviews all incidents 
and subsequent response.  

 

Cheshire Police: 

 

Cheshire Police are committed to the work of Cheshire West and Chester LSCB, working with our partners to implement and 
develop a range of activity to safeguard and protect children. A key aspect of this work is focused on 'the voice of the child' and we 
are committed to putting the voice of the child at the head of our policing activity. The force is developing a new IT referral process 
that ensures police officers understand and capture the child's voice that can be used to inform risk assessments and decision 
making.  
Following the Ofsted inspection report and working with our LSCB partners, Cheshire Police have made significant improvements 
as to how we deal with young people who are arrested in connection with criminal investigations. This has resulted in a change in 
behaviours and processes, reducing the number of young people brought into police custody. All those who are arrested are 
subject of rigorous risk assessments and support. The details of all arrests are continually monitored and reported to the LSCB for 
scrutiny.  
The force is also committed to increasing our knowledge in relation to Child Sexual Exploitation. We have improved how 
information and intelligence is obtained and recorded, to support our awareness of understanding of this issue. This has been 
supported by the prioritisation of this area of work by the LSCB and extensive training and awareness raising across the workforce. 
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Cheshire & Wirral Partnership NHS Trust is a community health provider for local residents. Its provision includes Health Visiting, 
Mental Health teams, School Health teams and services to help people with drug and alcohol problems. The Safeguarding Team 
have embraced key learning points from the Practice Learning Review (PLR) which was finalised in Spring 2013.  
 
Cheshire West and Chester LSCB protocol “Bruising in Children who are Not Independently Mobile is reinforced during 
safeguarding clinical supervision for CWP staff by the safeguarding team. It has also been highlighted in health visitor and school 
nurse team meetings since the PLR action plan was compiled.  
 
The CWP Safeguarding Children Policy highlights principles of the escalation process. Practitioners within CWP are supported to 
implement the escalation process if they are concerned that a child is not receiving the support they need. Within formal and ad-
hoc safeguarding clinical supervision for CWP staff thresholds are discussed and the step-down process included in this. The need 
for professional challenge is reinforced as appropriate to specific cases. In addition, CWP has training available to all CWP staff to 
support them in dealing with difficult conversations and dealing with difficult situations. We have emphasised pre-birth assessment 
training which should be identified by the individual practitioner, but may be highlighted by the supervisor if need warrants this. 
 
 
NHS West Cheshire Clinical Commissioning Group and NHS Vale Royal Clinical Commissioning Group 
 
NHS Vale Royal and NHS West Cheshire Clinical Commissioning Groups take their responsibilities to safeguard children 
very seriously. We purchase many of the health services that are available locally and that many of us use. To make sure the 
services are safe we have a set of safeguarding standards that we expect the services to follow. These include safeguarding 
training that staff must attend and how staff must listen to children and young people. We ask the services to let us know how 
they are performing against those standards. Where this performance is unsatisfactory the services have to tell us what they 
are doing to improve.  We meet regularly during the year to talk about the standards. 
 
Our young people in care told us they needed more information about their health and where to go if they needed to find out 
something about their health such as finding a doctor or dentist. In response to this we have produced the ‘Me and My Health 
Guide’. The school nurse gives this to the young person and an electronic version is also available for them on the Children in 
Care webpage. 
 

Cheshire and Wirral Partnership NHS Foundation Trust   (CWP) 
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Learning from Practice Audits – what difference has this made? 

 
 

 Professionals were not always receiving the minutes of core group meetings and child in need meetings. We know that 
when information is not shared it can leave professionals feeling unsure of what to do next and it does not support good 
multi-agency working. Medical professionals asked us to challenge and improve practice in this area. Since this challenge, 
it has been reported that minutes are increasingly shared and this is helping medical staff to have up to date 
information on the needs of children and the risks they are facing.  
 

 Supervision for Designated Safeguarding Leads in schools. Audit activity identified this as an area requiring improvement 
and work was commenced to support and challenge schools to provide good quality safeguarding supervision. We know 
from local work and national serious case reviews that a lack of supervision for these staff in schools can lead to important 
information not being shared with other agencies and children not getting the protection they need. Subsequent audit 
activity has shown that supervision is now taking place in school; helping safeguarding leads to discuss cases 
and reflect on their practice and the risks to children in their care.  
 

 Concerns were raised about the numbers of children going missing from a local residential care provider. The provider was 
challenged in relation to these concerns and a work was commenced involving residential care staff.  Our partners in 
Cheshire Wirral Partnership supported us with this work. The children and young people were actively engaged with 
and since this work there have been no further incidents of children going missing from care within this residential 
provision. 
 

 Practitioners are directly involved in auditing practice. This gives them an opportunity to reflect on their practice and engage 
in critically appraising conversations with managers and multi-agency peers. They have told us that is helping them to 
continually improve their practice and their ability to provide good quality support to children and families. 
 

 Safeguarding training in Health Trusts was identified as requiring improved take-up. Challenge was provided and the 
Clinical Commissioning Group introduced financial penalties in this area. This has led to a significant increase in the 
numbers of staff attending safeguarding training. 
 

7. Learning and Improvement 
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There were no Serious Case Reviews concluded or initiated during the previous year. There were two practice 
learning reviews completed. These reviews are undertaken when a case does not meet the criteria for conducting a 
Serious Case Review but offers an opportunity for learning. The key learning from these reviews is detailed here: 
 

 The Escalation procedure was not routinely used when professionals felt that families were not receiving the support they needed 
and/or the risks to a child were not being managed appropriately. We know from national SCRs and local practice reviews that this 
can be a barrier to information sharing and risks may not be identified early and responded to appropriately. It is important for 
professionals to feel confident in voicing their concerns and for senior staff to reconsider decisions. The escalation procedure 
was simplified and we promoted it across the partnership. We are beginning to see an increase in its use. 
 

 Staff working with adults are at times inconsistent in their response to the needs of children in the household. We know that staff 
who work with adults who are parents/carers are crucial in helping other professionals understand the impact of parental factors 
on the child. Learning was shared with relevant teams. The LSCB conducted audits on ‘Domestic Abuse’ and ‘Mental Health 
of Adults and the Safeguarding Response for Children in the Household’ and we can see that practitioners are 
recognising and responding to the needs of children when parental factors are having a negative impact upon them. 
 

 Key staff who are involved in investigating child abuse and neglect (Section 47 Investigations) need clearer guidance and more 
training. We know that the early stages of child protection work and investigations are complex and we should do all we can to 
support staff at the frontline. Guidance on Section 47 Investigations has been revised and key messages have been shared with 
Social Care and Police staff. This assists Social Workers and Police to know their own and each other’s roles when 
investigating abuse; and we know this is critical in keeping children safe and preserving evidence. 
 

 The LSCB Audit and Case Review Group undertook review of the trends and themes from our case reviews. This helped the 
Board to  identify that there were a relatively high number of cases of children who sexually harm/offend in our area.   A working 
group has examined research and best practice in this area and there is more work to do. However, even though we are in the 
early stages of our work on this issue, we challenged commissioners in the Local Authority and the Children’s Trust to 
respond to the needs of these children and work more preventatively. This led to ‘sexualised behaviour of children and 
young people’ being included in the recent contract and commissioning arrangements for Targeted Youth Support. The 
Local Authority has informed the Board that a new service ‘Quarriers’ will work with young people to prevent these 
behaviours and reduce risks. 

 

 Within reviews, we highlighted that the child’s voice is crucial in helping but not always heard. Practitioners worked together to 
develop new methods of strengthening the voice of the child. The impact of this work can be viewed in the section on ‘The 
Voice of the Child’. 
 

 
  

 
 

 

Learning from Practice Reviews 
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Learning – What is working well to safeguard children? 
 

 We know from speaking to frontline staff that the workforce value the methods used by the Board to keep them 
informed and engaged in our work; particularly the quarterly LSCB Bulletin, training opportunities and the Annual 
LSCB Conference.  

 In Cheshire West and Chester “an effective child protection system is in place to ensure the most vulnerable children who 
need protection are safeguarded” Ofsted 2013. The Board recognises the challenge to agencies in light of economic and 
structural change and is assured that agencies continue to prioritise safeguarding children despite this. 
 

 The LSCB knows that more agencies are aware of the safeguarding needs of Electively Home Educated children. We also 
know that most children who are electively home educated have been seen recently by professionals and that work that is 
underway to help us know that the remaining children are safe and well. 
 

 We know that Early Support for children and young people has been prioritised. Early Support Case Management Teams 
were launched in October 2013. 
 

 

Learning – What do we need to do next? 
 

 

 We know that the LSCB can do more to respond to the needs of frontline staff and managers and during the 
forthcoming year Board members will be undertaking ‘Frontline Visits’ to speak to staff and find out how we can 
continually support them in their work. 

 

 We need more information that tells us about the lived experience of Children in Care. We know that numbers are 
increasing and we need to understand more about the underlying reasons for this. We also need to know more about 
their outcomes and their experiences as care leavers. 

 

 The LSCB needs to know the lessons from practice reviews have been fully embedded throughout all agencies. We 
know nationally, that 36% of social workers report that they do not read the lessons from Serious Case Reviews 
(SCRs).   
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 It is important to know in detail the quality of practice within all key partner agencies, not just Social Care. We know 
we need to do more to improve our performance management framework and understand the quality of services. 

 

 Domestic Abuse remains a threat for many families in the borough. The Board will remain involved in the strategic 
and commissioning plans for this area. We know that services are being redesigned and commissioned, however, the 
LSCB will want to be assured that this will meet the needs of individuals; children, adult victims and perpetrators. 

 

 We know that we need to understand more about the experiences of families when accessing our services, to help us 
understand if they are effective. 

 

 The Board will be compliant with the new Working Together 2013 statutory guidance which was published in April 
2013.  

 

 We need to improve the consistency of the application of thresholds at all levels of the continuum of need. Our work 
in the forthcoming year to re-launch guidance on thresholds for intervention and the single-assessment process, will 
help us to do this.  

 

 The Board needs to know more about diverse groups and how services meet their needs. We have a growing 
understanding of the needs of disabled children but we need a better understanding of the needs of specific groups, 
including young carers and black and minority ethnic groups. 

 

 We know that the engagement of children of age 11 (year 6) and above in relation to Sex and Relationship Education 
and E-safety is important to reducing risks of Child Sexual Exploitation and increasing the resilience of children. The 
LSCB must also have an increased focus in this area following the recommendation of the Home Affairs Committee 
report on Localised Grooming. 
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Effective LSCBs prioritise and this Board has worked hard with the Children’s Trust Board to agree priorities for the forthcoming 
year. The Chair of the Children’s Trust has agreed to refresh the Children and Young People’s Plan following the publication of this 
report. 
 
Keeping children and young people safe and knowing that services work together to achieve this, are always the main aims of the 
Local Safeguarding Children Board.  The LSCB has identified a number of priorities for the forthcoming year to help us achieve 
those aims and to act upon the learning from the previous year. These are illustrated below.  
 

 Strategic Priority 1: Children are protected and risk is managed appropriately  
 

 Strategic Priority 2: The LSCB can clearly evidence the effectiveness of single- and multi-agency 
safeguarding arrangements and quickly identify areas needing attention and improvement 

 

 Strategic Priority 3: Cheshire West and Chester LSCB listens to children & families and ensures their 
voice informs our work 

 
The LSCB has a Business Plan that outlines how we will achieve these priorities. There is a large body of work for us to undertake 
and therefore the Business Plan period is 2 years; 2013 – 2015. The timescales of our work are also illustrated within the Business 
Plan.  
 
The LSCB needs to make improvements in line with what we know whilst continuing to learn about practice and what frontline staff 
need. For example, we want to understand more about the application of thresholds of intervention when families need help and 
children need protection. Also, in the forthcoming year the process of undertaking an initial assessment followed by a core 
assessment when required, will change. A single assessment will be undertaken and the LSCB will need to be assured that the 
right number and the quality of assessments is maintained.  
 
To help us know more about thresholds and continue to learn about our services, we will arrange for a peer review to be 
undertaken during the forthcoming year. This will look critically at frontline practice and safeguarding arrangements. The findings of 
the review will help us to have a fresh perspective and plan effectively to improve the way services are provided to children and 
families. 

8. The Plan for 2013 – 15; and how we will do it 
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An agreement was made with neighbouring Boards that we will have joint Policies & Procedures and Safe Employment sub-
groups in the forthcoming year.  This will be particularly helpful for some of the larger organisations in the borough, such as Police, 
Health providers and some voluntary and community sector organisations, who have to work within the procedures and 
expectations of more than one LSCB.  
 
This year, we will increase our focus further on children in care and will alter the structure of the LSCB to support this. 
 
The LSCB has a work plan to ensure that the partnership is compliant with new statutory guidance Working Together 
2013. 
 
Here is some of the work that will be undertaken by the sub-groups to achieve our strategic aims for 2013-15: 
 

Policies and Procedures Group 

 
 Move to an externally managed, web-hosted version of the online procedures that are compliant with the revised Working Together 

guidance 

 Oversee the development of new multi-agency threshold guidance and the social care single-assessment process, as outlined within 
new statutory guidance 

 Review the Safeguarding Children & Young People in Custody practice guidance in development by the Warrington, Halton and 
Cheshire West Youth Offending Service 

 Gather information from frontline staff and volunteers in order to better understand and respond to their needs in relation to procedures 
and practice guidance. 

 Review and develop where necessary, protocols, procedures and practice guidance for Forced Marriage, Fabricated and Induced 
Illness and Children who Sexually Harm 

 

Serious Case Review Group (To become Audit and Case Review Group) 
 
 

 Initiate a series of reviews utlising systems based methodologies to gain a deeper understanding of systems issues and build capacity 
and expertise within the partnership for future Serious Case Reviews 

 Develop and Implement a Learning and Improvement Framework in-line with the requirements of statutory guidance 

 Develop a tool-box for undertaking reviews using the most appropriate methods to extract learning for each case 
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 Train key people in systems based review techniques including root cause analysis and the SCIE review model 

 Monitor implementation of action plans and recommendations from serious case reviews and learning reviews and gather evidence on 
changes to practice. 

 Lead on the co-ordination of audit activity; better evidencing whether the required changes to practice have occurred. 

 To fully implement the Local Learning and Improvement Framework (a new statutory requirement), this group will also oversee 
multi-agency audit activity as part of its future work. This will enable the Board to learn lessons from practice, implement the findings 
and then monitor change via audit. This group will work closely with the Learning and Development group to facilitate the right 
messages and learning reaching the right staff.  

  

Learning and Development Group 

 
 Explore the possibilities for joint training and development activities with neighbouring LSCBs  

 Evaluate the impact of training upon frontline practice 

 Target agencies with low figures of attendance on LSCB courses or gain assurances that these staff are trained elsewhere 

 Link closely with the Audit and Case Review Group on implementing the Learning and Improvement Framework 

 Implement mechanisms to assist the LSCB in understanding if training is having the desired impact at the frontline 

 Assess the areas for inclusion within this year’s LSCB Annual Conference and arrange in line with the Board’s requirements.  

 

Missing from Home and Child Sexual Exploitation sub-group 
 

 Oversee the remaining work from the CSE strategy, national action plan and local action plan 

 Review CSE cases to look for learning and possible improvements to practice 

 Assess information and assurances from the local authority and children’s trust in relation to the local provision of services for CSE in 
line with the assessment of need 

 Implement clear referral pathways and specific processes for children thought to be at risk of CSE 

 Seek reports from key partner agencies and scrutinise the recording and information sharing systems in relation to CSE; including 
intelligence gathering systems 

 Engage with children and young people to identify their understanding of the prevalence and models of CSE experienced locally 

 Work with drama specialists to deliver specific messages to those children and young people at most risk of CSE within the local area, 
via schools and educational providers 

 Raise awareness further within the private sector; including, taxi drivers, hotels and licensed premises 
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 Implement a layered approach to single- and multi-agency scrutiny; incorporating Section 11 assurances 

 Implement a thematic scrutiny approach to examine safeguarding arrangements and service capacity in key  
areas of interest: eg. early support and domestic abuse 

 Work with partners to gather multi-agency performance information in line with the LSCBs requirements 
 

 
 
 

 

 Continue to review all deaths of children and analyse this information to identify modifiable factors and highlight  
trends  

 Explore pan-Cheshire commissioning opportunities in-line with child death factors evidenced as trends and/or  
potentially modifiable. 

 Work with Public Health colleagues to undertake a 4-year analysis of local child deaths. 
 

 
Safe Employment sub-group 
 
 

 Collaborate across the wider Cheshire footprint with other LSCBs 

 Gather improved assurances for the Board on agencies’ recruitment practices and the management of allegations  
against professionals, carers and volunteers 

 Assist the LSCB in understanding the key themes and trends of unsafe practice 

 Develop training opportunities for local practitioners in line with the findings of the group. 
 
 
 
 

Performance Management and Quality Assurance sub-group 
 

Child Death Overview Panel (CDOP) 
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9. Messages for our Stakeholders 
 
 
 
.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

Messages for Local Politicians 

When you are presented with plans or 

information for Cheshire West and Chester, 

keep safeguarding children at the forefront 

of your mind. Consider how plans and 

actions may affect children and young 

people. 

You can help the LSCB to hear the voices 

of vulnerable children in your ward. Please 

tell us if you see or hear particular issues or 

needs of our local children. 

 

Messages for Clinical Commissioning Groups 

You have a crucial role in scrutinising and helping the LSCB to be assured of the 

safeguarding arrangements of the agencies you commission.  

Your duties require you to ensure that services are commissioned for the most 

vulnerable children in the borough 

 

 
Messages for the Police and Crime Commissioner 
Share with us the views of children and young people that you hear directly and through the work of the Youth Ambassador; 
and help the voices of children to be heard within the criminal justice system, particularly when they disclose abuse 
 

 

With acknowledgement to Kent Local Safeguarding Children Board 

 

Messages for Chief Executives and  
Directors 
 
Ensure your workforce is able to  
contribute to the provision of LSCB  
safeguarding training and can attend 
training courses and learning events 
 
Your agency's contribution to the work of the LSCB  
must be categorised as of the highest priority 
 
The LSCB needs to understand the impact of any 
organisational restructures on your capacity to  
safeguard children and young 
 

Messages for Children and Young People 
 

Children and young people are at the heart of everything we do. The 

LSCB wants to help your voices to be heard and will carry out projects 

and surveys through the services you use to find out what makes you     

                                     feel unsafe and what you think about our work.  

 

                              Messages for the Children’s Workforce 

 

                                   The LSCB recognises that no-one can      

                                    remember everything. Please use our  

                                        procedures regularly and attend the        

                                        training you need, to know your role     

                                         in keeping children safe. 

 

Use your representative on the Board to make sure the voices 

of children and young people and front line practitioners are 

heard. His or her name is listed at the back of this report 

 
A Message for Board Members 
When we say this is a job for the Board, this means you. Each of you 
together and singularly is responsible for our effectiveness 
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Risk assessment 
 
We have identified a number of local and national factors that could have an impact on the ability of the LSCB to safeguard 
children and young people in Cheshire West and Chester. The Board is taking steps to reduce the impact of each risk or concern.  
 

Risk Effect of the risk Action to be taken to reduce the impact of the risk 

 

Geography/cross border 
issues  

 

Potential for some agencies to have 
increased and duplicating work to meet the 
expectations of a number of LSCBs 
 
Duplication of efforts or gaps in intelligence 
and information in relation to CSE  
 
Duplication of efforts, missed opportunities 
for economies of scale and added value 

 

Shared pan-Cheshire sub groups 
 
 
 
 
 
 
Development of joint commissioning arrangements 
where possible (eg. CSE and LSCB training) 

 

Links with Health and 
Well Being Board, Adult 
Safeguarding Board and 

Children’s Trust Board 

 

Potential for confusion by Board members 
about roles and responsibilities. 
 

Potential for children and young people’s 

issues to get lost in the priorities related to 
adult issues 

 
Representation by Chairs or a deputy, on each Board 
 
 
Clear Memorandum of Understanding to be in place 
across all Boards. 

Appendix 1 
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Membership of LSCB 
 

Evidence highlights that LSCBs function 
more effectively if membership does not 
exceed a figure of around 25 Board 
members. 

 
Review of membership in line with statutory guidance to 
be conducted in the forthcoming year.  

 

Serious Case Reviews 

 

Shifting to a new model of review could lead 
people to feel deskilled and unable to extract 
all relevant learning from each review  

 

Commission training for local staff to enable good 
quality SCRs to be undertaken when required 
 
Undertaken reviews on cases not meeting the criteria 
for a SCR, in order to gain experience and expertise in 
the new review style 
 

Financial implications Reduction in budgets across the partnership 
and the impact on resources to safeguard 
children and young people 

LSCB partners to agree funding arrangements early 
and prior to the financial year 

Education developments: 
Academies/Free 
Schools/LADO 
arrangements 

Concerns that individual schools will not be 
engage with the LSCB and/or Local Authority 
in order for us to be assured of their 
safeguarding arrangements 
 
Concern that revised LADO 
processes(allegations of abuse by 
practitioners) remove the requirement for 
schools to refer allegations to the local 
authority for investigation 

LSCB to offer support to academies and free schools 
via the SCIE team, in developing their safeguarding 
processes 
 
 
LSCB expectations to be illustrated clearly, via the 
LADO, LSCB website and directly to schools, as to the 

new criteria of ‘behaviour that indicates he or she may 

pose a risk to children’ 
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LSCB Budget Information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 2 

Contributions from Partner Agencies 
 

Children’s Services 
Countess of Chester Hospital 
Cheshire Probation 
Youth Offending Service 
Cheshire and Wirral NHS Partnership Trust 
CAFCASS 
Cheshire Police 
Western Cheshire NHS 
Cheshire West and Chester Schools 
 
TOTAL 
______________________________________________ 
 
 
Expenditure 
 
 
Staff salaries        156,962 
Professionals fees (inc. Independent Chair)      20,424 
Services and supplies (inc. printing, telephones)              6,312 
Transport and mileage            2,310 
Training (inc. venue hire)         11,343 

 
TOTAL                                197,351 

 
 

51,500 
6,000 
3,000 
3,000 
3,000 

550 
20,000 
30,500 
88,500 

 
206,050 

 

Financial Priorities for 2013-14 
 

 Child Sexual Exploitation development work is a 
major priority for the LSCB. Monies will be committed 
against a number of priorities in this area including; 
awareness raising and training;  

 delivering preventative drama sessions in all 
secondary and special schools, 

 engaging with private sector businesses such as 
hotels, pubs and taxi drivers,  

 supporting the setup of multi-agency operational 
meetings and the record keeping software within 
Children’s Services 

 ‘Making sense of the child’s lived experience’ – pilot and 
independent evaluation 

 Developing skills and capacity for systems reviews 

 Multi-agency training on a range of topics 

 Knowing the impact of our work at the frontline 

 Engaging with children and young people 

 Developing the Board and our effectiveness 

 Workforce Training Opportunities 

 Serious Case Reviews and other reviews (committed 
amount) 

 Systems Review Methods – capacity building 

 

 



 
 

Additional Performance Information 
 

Housing 
 
   

   Children in Temporary Accommodation 
 

  (Comparative data for previous year has been included) 
 
 

Age  2011-12 Q3 2011-12 Q4 2012-13 Q1 2012-13 Q2 2012-13 Q3 2012-13 Q4 

-1 1 2 3 5 1 4 
0 3 1 1 6 6 3 
1 4 1 3 0 2 5 

2 4 2 2 3 5 3 
3 1 2 3 4 2 2 
4 2 3 4 1 1 3 
5 2 3 1 2 1 0 
6 4 5 0 3 1 1 
7 1 0 3 2 2 3 

8 2 1 2 2 3 4 
9 2 2 2 3 4 3 

10 3 0 3 1 2 3 
11 2 4 4 5 1 2 
12 3 1 3 4 1 5 
13 2 2 4 1 1 2 
14 1 3 1 2 3 2 
15 1 1 5 1 1 2 
16 1 3 3 3 1 2 
17 1 0 1 2 2 2 

              
Total  40 36 48 50 40 51 

 

There has been a slight increase in the numbers of children in temporary accommodation over 2013 
compared with previous years.  Spot check analysis of actual cases during 2012-13 indicates that the 
majority of children in temporary accommodation are known, or have previously been known, to social 
care: 

 

 In June 2009 there were 35 children in temporary accommodation 

 In March 2012 there were 36 children in temporary accommodation 

 In March 2013 there were 51 children in temporary accommodation 

 
 
 
 

Appendix 3 
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Team Around the Family Assessments – by agency 

 

 
 

Agency TAFs % of all TAFs 
Catch 22 112 13% 
Early Years - Children's Centres 181 21% 
Early Years - PVI 1 0% 
Education - CWAC eg EWS, EPS 14 2% 
Education - Primary 211 24% 
Education - Secondary 101 11% 
Education - Special Schools 16 2% 
Cheshire & Wirral Partnership Trust 60 7% 
Cheshire East Community Health 8 1% 
East Cheshire Trust - Macclesfield Hospital 3 0% 
Mid Cheshire Hospitals Trust: Leighton Hosp & Vict Infirm 4 0% 
Health - NHS Community Care Western Cheshire 54 6% 
Other 11 1% 
Stonham Cheshire Womens Service 9 1% 
Vale Royal Womens Aid 5 1% 
Voluntary Action Vale Royal 46 5% 
Voluntary Community & Faith Sector 3 0% 
Young Carers 3 0% 
Total 842 100% 
VR CCG 284 34% 
WC CCG 558 66% 

TAFs by SECONDARY SCHOOL TAFS LOCALITY 
Bishop Heber High School 3 Chester 
Blacon High School 10 Chester 
Christleton High School 4 Chester 
University of Chester (Ellesmere Port) Academy 22 Ellesmere 
Ellesmere Port Catholic High School 3 Ellesmere 
Hartford High School 16 Vale Royal 
Neston High School 1 Ellesmere 
Rudheath Community High School 3 Vale Royal 
St Nicholas Catholic High School 3 Vale Royal 
The Bishops' Bluecoat C of E High School 1 Chester 
The Bridge @ First House Short Stay School 
(PRU) 

1 Chester 

The County High School, Leftwich 2 Vale Royal 
The Winsford E-ACT Academy 8 Vale Royal 
Upton High School 3 Chester 
Weaverham High School 21 Vale Royal 
Total 101  

Chester            22 
 
Ellesmere  26 

 
Vale Royal  53 

 
 

TOTAL                                  101 

Above is a locality 
breakdown of TAFs 
undertaken in secondary 
schools 



 
 

Membership of the Local Safeguarding Children Board 
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By Agency 

Adult Services 
CAFCASS 
Cheshire Police 
Cheshire Probation Service 
Cheshire and Wirral Partnership NHS Foundation Trust 
Children’s Social Care – Cheshire West and Chester Council 
Countess of Chester Hospital NHS Foundation Trust 
East Cheshire NHS Trust 
Further Education Colleges Representative 
Housing Solutions – Cheshire West and Chester Council 
Legal Services – Cheshire West and Chester Council 
NHS England 
Primary Schools Representative 
Public Health – Cheshire West and Chester Council  
Safeguarding and Quality Assurance Unit – Cheshire West and Chester Council 
Secondary Schools Representative 
Special Schools Representative 
Vale Royal Clinical Commissioning Group 
Voluntary Community Faith Sector Representative 
West Cheshire Clinical Commissioning Group 
Youth Offending Service 
Independent/Other Persons 
Independent Chair 
2 x Independent Board Members  
Lead Member for Children’s Services (Participatory Observer) 
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Child Death Overview Panel  
 
Cheshire West CDOP reviewed 21 child deaths between 1 April 2012 and 31 March 2013.  1 death was from 2010-11 and 9 were 
from 2011-12.   
 
15 new deaths were notified to the LSCB/CDOP during 2012-13. 
 

 None of the children who died were on a CP Plan at the time of death.  1 child was on a statutory plan at the time of death 
(child in care and ‘in need’ due to life limiting disability).  2 children who died had previously been on a child protection plan 
– but there were no factors in these cases that indicated an SCR was required. 

 None of the 21 child deaths reviewed in 2012-13 were found to contain any ‘modifiable factors’. 

 Ethnicity: 91% (19) of child deaths were to ‘white’ children; 9% (2) were of ‘mixed race’ children. 

 Of the 21 child deaths reviewed last year, two thirds were male and one third female.  This is in keeping with previous years 
and national data. 

 The majority of children who died in Cheshire West in 2012-13 and whose cases were reviewed in year (11 cases) were 
neo-natal or peri-natal deaths due to prematurity.   Boys are statistically more likely to die in their first year of life as a result 
of being born prematurely. 

 4 deaths reviewed in the last year were for children aged over 10 years. 3 of these deaths were due to malignant medical 
conditions.  One was a suicide. 

 

 

Age / Category of Death 
       

 
0-27 days 1-4 years 10-14 years 15-17 years 28- 364 days 5-9 years Total 

2. Suicide or deliberate self-inflicted harm        1     1 

4. Malignancy     2 1     3 

6. Chronic medical condition   1     1 1 3 

8. Perinatal/neonatal event 9 1     1   11 

9. Infection   1   1     2 

7. Chromosomal, genetic and congenital          1   1 

Grand Total 9 3 2 3 3 1 21 

Appendix 5 



47                 Cheshire West and Chester LSCB Annual Report 2012 - 13 

  

 

 

 

 

 

Gender / Category of Death Female Male Total 

2. Suicide or deliberate self-inflicted harm    1 1 

4. Malignancy 1 2 3 

6. Chronic medical condition 2 1 3 

8. Perinatal/neonatal event 3 8 11 

9. Infection   2 2 

7. Chromosomal, genetic and congenital  1   1 

Grand Total 7 14 21 

 

Gender / Cause of Death Female Male Total 
     1. Neonatal death 3 8 11 
     11. Apparent suicide   1 1 
     2. Known life limiting condition 4 3 7 
     3. Sudden unexpected death in infancy   1 1 
     8. Other non-intentional injury/accident   1 1 
     Grand Total 7 14 21 
      

Child Protection Plans 0-27 days 1 -4 years 10-14 years 15-17 years 28 - 364 days 5-9 years Total 
 2. Previously   1   1     2 
 3. Not at all 9 2 2 2 3 1 19 
 Grand Total 9 3 2 3 3 1 21 
  

Other Statutory plans (not CP) 0-27 days 1 - 4 years 10-14 years 15-17 years 28 - 364 days 5-9 years Total 
 1. At time of death 

 
1 

    
1 

 2. Previously 
   

1 
  

1 
 3. Not at all 9 2 2 2 3 1 19 
 Grand Total 9 3 2 3 3 1 21 
 

Age / Cause of Death 0-27 days 
1- 4 

years 
10-14 
years 

15-17 
years 

28 - 364 
days 5-9 years Total 

1. Neonatal death 9       2   11 

11. Apparent suicide       1     1 

2. Known life limiting condition   2 2 1 1 1 7 

3. Sudden unexpected death in infancy   1         1 

8. Other non-intentional injury/accident       1     1 

Grand Total 9 3 2 3 3 1 21 

Ethnicity 

White 19 

Mixed: White & Asian 1 

Mixed: Any other mixed/multiple ethnic 1 
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         Further Training Information 
 
45 training courses were delivered during the course of this reporting year with a total of 1214 practitioners and volunteers 
attending. In addition to our face to face training, we also provide an online basic awareness course which is used  
extensively by a variety of organisations in the area, including early years settings and voluntary sector organisations. 
 
Course topics delivered: 
 

 Neglect   Child Sexual Exploitation: Recognise and Respond 

 Basic Awareness: Safeguarding Children – Level 1  Sexual Abuse  

 Intermediate: Safeguarding Children – Level 2  Pre-birth Assessment 

 Working with Parental Challenges  Hydra Immersive Training (Real Time Scenario) 

 Domestic Abuse – The Impact on Children in the 
Household 

 Graded Care Profile 
 

 

 
 

1 
33% 

2 
32% 

3 
3% 

4 
2% 

5 
10% 

6 
0% 

7 
1% 

8 
19% 

Attendance Via Agency Type 

Appendix 6 

 Agency Percentage 
1 Cheshire West and 

Chester – Social Care, 

Children’s Centres,  

35.4 

2 Education (School 
Staff) 

32.23 

3 Education staff (non 

school) 

2.9 

4 Probation /Youth 
Offending 

2.14 

4 Health 9.58 

6 Police 0.49 

7 Housing 0.82 

8 Other – Including 
Voluntary Sector 

19.17 


