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1. Introduction and Chair’s Summary 
I am pleased to introduce my second annual report as the Chair of the Suffolk Local 
Safeguarding Children Board (LSCB), setting out our progress over the last year and our 
priorities for 2016-17. 

 

In November and December 2015, Ofsted undertook an inspection of children’s services 
in Suffolk and a review of the Suffolk LSCB and both of these were rated good. In 
summary Ofsted found that the Suffolk LSCB is:  

..”comprehensively addressing its statutory duties and has evolved into a body that is 
rigorously holding agencies to account and strongly influencing improvements across 
the safeguarding system in Suffolk”.   
 

It was of particular note that the findings of the Ofsted review so closely related to our 
own self- assessment carried out just previously in November 2015. This shows that we 
know ourselves well which is due to an increasingly effective culture of challenge and 
support across partners, focussed on securing improved outcomes for children and 
young people in Suffolk. 

 

A full account of the progress and priority actions is contained in the report but I would 
like to highlight some key issues here. 

 

Considerable progress was made last year in ensuring that all LSCB policies are up to 
date. This needs to be maintained and a new chair for the Planning, Policy and 
Engagement sub-group needs to be identified by partners as a matter of urgency to 
ensure the momentum is not lost. In particular the multi-agency strategy on neglect 
needs to be revised. 

 

The Learning and Improvement Group continues to ensure robust analysis of 
performance through a detailed and effective programme of audit and scrutiny, 
tenaciously following through until improvement has been secured. Data analysis has 
improved by some partners but this continues to be an area for development for others. 
Section 11 Audit compliance is good by all agencies and has been enhanced to include 
an analysis of each agency’s work on child sexual exploitation, Prevent and E-safety. 

 

Concern about the consistent attendance of all agencies at child protection conferences 
and the timely sharing of reports with parents and carers remains and needs to be 
addressed urgently by senior managers across all agencies. The consistency of the 
quality of assessments and plans also need to improve.  

 

The professional helpline in the MASH, together with work undertaken by MASH staff 
with practitioners to improve understanding of thresholds, has resulted in a significant 
reduction in contacts to the MASH, with children and young people’s needs met more 
effectively in early help services. This was emphasised in the Ofsted report on Children’s 
Services which highlighted the strong early help offer and appropriate thresholds to 
social care.  

 

The operational response to identifying children at risk of CSE has been strengthened, 
as has the strategic partnership working in this area but more needs to be done to 
ensure effective return home interviews take place and they are analysed to inform 
strategic planning and disruption activity.  
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Whilst progress has been made in hearing views directly from children, young people 
and practitioners over the last year, the LSCB still need to develop a more systematic 
approach to this and to demonstrate how these views influence priorities and plans. 

 

The newly set up Suffolk Safer and Stronger Communities Group has taken the strategic 
lead on Domestic Abuse and developed a revised Domestic Abuse Strategy following 
analysis of the current position and based on user feedback. This is a positive 
development but the strategy now needs to be implemented and its effectiveness in 
reducing the impact of Domestic Abuse on children and young people evaluated over 
the coming year. 

 

Similarly, there is now an ambitious and comprehensive strategy in place to improve the 
emotional health and well-being of children and young people in Suffolk. The Board will 
be monitoring the impact of this over the coming year   

 

There is a well-developed and comprehensive safeguarding training offer in place and 
take up is good. However, the Board need to do more to assure itself that relevant 
training is reaching all parts of the workforce. 

 

I would to thank all partners for their contribution to the work of the Board over the last 
year and making the Suffolk LSCB an effective one. 

 

Following the publication of the Wood Report in March 2016, the future role and 
functions of LSCB’s are under review by central government. We await the 
Government’s publication of new guidance for multi-agency safeguarding arrangements 
which may well give more local flexibility on structures and processes which we in 
Suffolk will need to consider and adapt to. However, it is important that as we do so we 
hold on to the things which have made the LSCB successful: committed partners, 
analysis and scrutiny, challenge and support, clear priorities and work plans and above 
all, a focus on improving outcomes for children and young people.  

 
 

 
 

Sue Hadley, Independent Chair 
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2. LSCB 2016/17 Priorities  
The priorities and work plan for the LSCB in 2016/17 have been formulated by a range 
of information sources. 
 
The LSCB used a Workshop event in November 2015 to consider the effectiveness of 
the partnership, to acknowledge what was working well, to evaluate the impact of the 
work of the Board and plan the areas of focus for the following year.  
 

A report on the impact of the 2015/16 Work Plan, an updated self-assessment (utilising 
the Easter Region LSCB Toolkit), information received from audits, discussion at the 
Board, and national and legislative drivers all contributed to the formulation of a set of 
outcome focussed priorities for 2016/17. 

 
In November/December 2015 a review undertaken by Ofsted as to the effectiveness of 
Suffolk LSCB resulted in the Board receiving a finding of ‘GOOD’. Recommendations 
from the Review have been included in the work plan for 2016/17. 
 

The priorities for 2016/17 are: 

Improved Integration 

 Further develop the multi-agency data set and improve measures to understand 
the quality of practice, improve analysis and identify risks.  

 Improve integration across strategic partnerships in addressing Hidden Harm. 

 Build on the multi-agency NEGLECT strategy to tackle neglect, to identify 
prevalence and enable an evaluation of effectiveness. 

 

Scrutiny and Challenge 

 Oversee the implementation of the post OFSTED Action Plans, both for the LSCB 
and the Local Authority. 

 Continue to focus on the scrutiny of key statutory safeguarding responsibilities 
and assess the quality of front line practice across key partnerships. 
 

Identifying and Mitigating Risk 

 Ensure that the Board continues to improve its understanding of the scale and 
prevalence of Child Exploitation, including online safety, across the County. 

 Ensure risks in multi-agency working are evaluated and mitigated. 

 Consolidate confidence in the MASH, shared approaches to risk assessment, 
interagency communication and clarification of agency process and procedures 
for referrals. 

 

Listening and Learning 

 Ensure that lessons from Case Reviews and the Child Death Overview Panel are 
implemented and evaluate what changes as a result. 

 Improve the systems for the LSCB to hear the views and experiences of children 
and young people and practitioners. 

 Monitor the impact of the Suffolk Emotional Wellbeing strategy in improving 
children and young people’s emotional wellbeing and mental health. 
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3. Executive Summary 

Working Together 2015 states that ‘the Chair must publish an annual report on the 
effectiveness of child safeguarding and promoting the welfare of children in the local 
area (this is a statutory requirement under Section 14A of the Children Act 2004). local 
agencies' The report should be submitted to the Chief Executive, Leader of the Council, 
the local police and crime commissioner and the Chair of the Health and Wellbeing 
Board’.  
 

Suffolk LSCB recognises that the effectiveness of safeguarding across the county is 
dependent on the quality and co-ordination of the work of those people in direct contact 
with children, young people and their families. This report seeks to provide a rigorous 
and transparent assessment of the performance and effectiveness of local services. 

 
It is the intention of the LSCB to share this report with all partner agencies and with 
those that have influence over the services provided to children and families in Suffolk.  
 
The purpose of this report is: 

 To provide an outline of the main activities of Suffolk LSCB and the achievements 
of the Board during 2015-16. 

 To provide a rigorous and transparent assessment of the performance and 
effectiveness of local services. 

 To provide the public and partner agencies with an overview of LSCB 
safeguarding activity, including lessons from reviews undertaken. 

 To identify weaknesses and challenges in service development for action in the 
year ahead. 

 
In preparing this report, contributions were sought from Board partners and the Chairs of 
LSCB sub-groups, along with reports that came to the full Board meetings or through 
statutory reporting. These reports will not be repeated in full in this report, but have been 
utilised to inform the assessment of effectiveness of the LSCB. 
 
The business of the LSCB in the period under review in this report (April 2015 - March 
2016) was directed by the LSCB work plan. 
 

This report is structured so as to give a local context to the work of the LSCB and detail 
the governance arrangements for this report and the statutory and legislative context for 
the LSCB. It also gives some commentary and statistics on the engagement and 
participation of partners and an insight into sub group functions and structures. 

 

It provides a focus for the progress of the LSCB, including work undertaken to ensure 
that LSCB multi-agency policies and procedures are useful, relevant and up to date. 

 
Sections 6, 7, 8 and 9 provide an overview of how the LSCB determines its own 
effectiveness as well as the effectiveness of collective effort to safeguard and promote 
the welfare of children. It details some of the monitoring reports the LSCB receives, 
including Section 11 (Children’s Act 2004) Reports; S175/157 Education Safeguarding 
Reports (Education Act 2002) and a report on the work of the Local Authority 
Designated Officers (LADOs) who are responsible for managing allegations against 
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professionals. It also details the work the LSCB has undertaken in its multi- agency audit 
programme, key partner agency data oversight and via the Learning and Improvement 
framework; including the impact on practice from Serious Case and associated reviews. 
 
Section 10 onwards of the report provides a focus on learning and training, providing a 
summary of multi-agency training activity, the work of the Child Death Overview Panel 
and learning from Serious Case Reviews. 
 
 

4. Progress on Priority Areas for 2015/16 
The LSCB Executive Group received a report in March 2015 on the impact of the 
Forward Delivery Plan and outstanding actions. Those outstanding actions, along with 
information received from audits, priorities agreed by the LSCB and National Legislative 
drivers, informed a set of outcome focussed priorities for 2015/16 and these were 
agreed by the Executive Group. They were endorsed by the Board in April 2015. 
 
The LSCB priorities 2015/16 were as follows: 

 Deliver on the agreed CSE Action Plan and monitor the impact on CSE 
awareness and safeguarding practice across the county. 

 Ensure that the implementation of the Early Help Strategy is achieving successful 
outcomes for children and their families. 

 Ensure the development of a co-ordinated approach to Domestic Abuse across 
the partnership with clear strategic ownership in order that the true picture and 
impact on children of Domestic Abuse can be understood by the LSCB. 

 Evaluate the impact of the Multi Agency Safeguarding Hub. 

 Ensure safeguarding risks across the LSCB partnership, particularly those as a 
result of increasing demand for services and on-going re-shaping of services are 
identified and acted upon. 

 Ensure that as much learning as possible is gleaned, shared, and embedded 
from Practice and Serious Case Reviews. 

 Ensure that the implementation of actions arising from the Serious Case Review 
improve the quality of professional practice. 

 

The Board also endorsed a revised LSCB Risk Register and Performance Data Set to 
ensure focus on the following outcome areas: 

 There is an effective Early Help Offer for Children and families in Suffolk. 

 Risk is appropriately identified and responded to. 

 Thresholds are effective and ensure the correct level of support. 

 Child protection plans are as effective as they can be and ensure the best 
outcomes for children. 

 Looked after children thrive in stable placements. 

 Young people’s emotional health and wellbeing is catered for. 

 Children feel safe in their environment. 
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 There is a sufficiently staffed, trained workforce which ensures our children 
are safe. 

In revising the data set, identifying collective safeguarding risks and setting clear 
evidence based priorities; the LSCB set an objective to ensure that statutory 
responsibilities in accordance with the Children Act 2004, LSCB Regulations 2006 and 
latest guidance and good practice, are fulfilled individually and collectively by partners. 

 

Deliver on the agreed CSE Action Plan and monitor the impact on CSE awareness 
and safeguarding practice across the county – IMPACT: 

 Training in awareness of the issues and risks relating to Exploited Children to all 
SCC Councillors and Residential Homes. 

 Implementation of an LSCB accredited ‘Train the Trainer’ programme for 
Residential Homes Managers to provide ongoing staff training. 

 Development of Children at Risk of Exploitation (CaRE) in five locations across 
the county. These-multi agency groups are sharing intelligence, planning, and 
raising awareness of child exploitation to improve outcome, safeguard and 
provide early intervention of children and young people at risk of exploitation. 

 Roll out of an interactive drama presentation entitled ‘Chelsea’s Choice’. This 
offered an opportunity for Schools to develop knowledge and confidence around 
CSE. 30 Schools in Suffolk participated and this provided a launch pad for further 
development work with schools, a heightened awareness, and a safe place for 
discussion between staff and pupils. 

 Children at risk of exploitation are identified and appropriately considered at the 
tactical tasking and co-ordination group (TTCG). Gang affiliation is appropriately 
considered and positive evidence was noted and seen by OFSTED as to complex 
strategy discussions and review taking place alongside direct work with young 
people. 

 Establishment of CSE and Missing Children Co-ordinators in SCC Children and 
Young People’s Service.  

 CSE information mailshot to all taxi drivers across the county and ongoing work 
with District and Borough Licensing Teams to ensure training and information 
reaches all taxi drivers, B&Bs, Hotels and the night time economy. 

 
Ensure that the implementation of the Early Help Strategy is achieving successful 
outcomes for children and their families – IMPACT: 

 The MASH Early Help Unit has developed a key role in supporting universal 
services to co-ordinate Level 2 services for children and parents; increasingly 
providing guidance directly, rather than referring to the Early Help Teams. 

 2867 families in a 12 month period received a CAF assessment and Early Help 
Service from the MASH. 

 Return Interviews for young people who go missing from home are opened by the 
MASH and form an important preventative measure to identify and reduce risk. 

 Larger county parenting team has been recruited and is delivering range of 
evidence-based programmes countywide. Their skill set has expanded to include 
a wide range of experience in facilitators including education, health, counselling, 
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YOS, substance misuse, EOTAS, advocacy as well as training in a range of 
programmes. 

 Suffolk Family Focus (SFF) finished Phase 1 of the SFF programme very 
strongly, hitting the nationally set target for Suffolk of working with 1150 families 
and then claiming a payment by results payment for all 1150 families. The 
success that SFF had in Phase 1 allowed Suffolk to be one of the Local 
Authorities to be early starters for Phase 2 and start work with 200 families by 
March 31st 2015. This target was achieved. 

 The introduction of the wider criteria to identify families under the new financial 
framework has allowed many families CYP and partner agencies work with to be 
potential SFF families. The criterion includes crime, domestic abuse, poor school 
attendance, health issues (including mental health, drug and alcohol abuse and 
physical health issues) and families where a child needs help. 

 Heightened awareness and confidence across the partnership in identifying need 
and instigating early intervention with families evidenced by examples of good 
practice. 

 Evidence of joint working with District and Borough housing and financial 
inclusion services with social care to ensure the best outcomes for children and 
their families through provision of a range of support services. 

 
Ensure the development of a co-ordinated approach to Domestic Abuse across 
the partnership with clear strategic ownership in order that the true picture and 
impact on children of Domestic Abuse can be understood by the LSCB – IMPACT: 

 The LSCB initiated a second audit of MARAC referrals, the work being closely 
linked to the initiation of a Safer and Stronger Communities Group with a remit to 
ensure there is clear Strategic Governance and operational accountability of 
Domestic Abuse services and resources across Suffolk. In turn this has led to a 
system wide review of the Strategic Governance, scrutiny and delivery of 
Domestic Abuse services and the development of a new Domestic Abuse 
Strategy. 

 
Evaluate the impact of the ‘Multi Agency Safeguarding Hub’ – IMPACT: 

 The professional consultation line into the MASH is a high profile and successful 
part of the MASH, taking over 3200 calls since March 2015. Ofsted noted in their 
inspection report ‘Partners agencies are positive about the prompt support and 
advice available to them through the MASH professional telephone contact line 
and the referral process’ (OFSTED 2016). This has led to a 27% reduction in 
contacts to the MASH and more children and young people’s needs being met in 
early help services. 

 Regular reporting to the LSCB and as a standard item at Local Area Network 
Groups has allowed for greater understanding and two-way feedback to and from 
the MASH to resolve local issues. 

 There has been a marked increase in organisations using the LSCB Signs of 
Safety style Multi-Agency Referral Form (MARF) including GPs, Hospitals, and 
Housing providers. 

  



 

Page | 10  

 

Ensure safeguarding risks across the LSCB partnership, particularly those as a 
result of increasing demand for services and on-going re-shaping of services are 
identified and acted upon – IMPACT: 

 The ongoing use of the LSCB Risk Register that is shared and reviewed monthly, 
has been instrumental in developing increased transparency and ‘ownership’ of 
collective risk across the partnership. 

 Increasing work with Schools Choice in the endorsement and development of 
Governor Training. 

 Revised School Safeguarding Policy. 

 Implementation of information sharing system to Schools on incidents of domestic 
abuse. 

 Development of procedures for managing Organised and Complex Abuse. 

 Successful application of flexibility on timescale from strategy discussion to ICPC 
(DFE Ministerial exemption granted to March 2016). 

 
Ensure that as much learning as possible is gleaned, shared and embedded from 
Practice and Serious Case Reviews – IMPACT: 

 Endorsement by the LSCB and ongoing quality assurance ensures that learning 
is relevant and up to date throughout the safeguarding system. 

 Local Safeguarding Area Network Groups provide regular forums for the sharing 
of information, learning, practice and procedures. 

 Joint co-ordination and participation by SCC CYPS Workforce Development, the 
LSCB Manager and Professional Advisor ensure that up-to-date and informed 
material is available on a regular basis throughout the training year to multi-
agency trainers. 

 LSCB multi-agency training and sufficiency group has a key role in monitoring 
relevance and sufficiency of training across the partnership. 

 LSCB website and quarterly e-briefings provide up-to-date information on 
policies, procedures, learning from SCRs etc. 

 The formation of a learning network to support the Independent Schools sector 
has proved successful, with a growing level of engagement between individual 
establishments and LSCB partners. 

 For the 12 month period to 1 April 2015, eleven Section 11 Audits were received 
by the Learning and Improvement sub group. There were no shortfalls in training 
provision identified in any of the audits. 

 The LSCB website data shows that over the past year the site has attracted 
19,624 unique viewers, who between them visited the site 33,690 times. On 
average each visitor looks at more than 3 pages, and spends almost 3 minutes at 
a time. The site has a very low bounce rate (43%) suggesting that most visitors 
find the content engaging and relevant. Almost half the visitors (44%) are from the 
Ipswich area, 14% from London and 4% from Norwich. The most popular section 
is Policies, Guidance & Protocols, with 10% of the entire audience share going to 
that one section. Referring Concerns to Social Care comes in second at 6% and 
Signs of Safety and Wellbeing a close third also at about 6%.  
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Ensure that the implementation of actions arising from the Serious Case Review 
improve the quality of professional practice - IMPACT: 

 Regular reporting to the Learning and Improvement Group and/or Board provides 
evidence of all actions completed and sustained changes in practice. 

 Revisions in the process for the Common Assessment Framework. 

 Changes to risk assessments undertaken for home leave for children and young 
people in secure settings ensure a more individual approach to risk assessing the 
home environment. 

 Joint development and roll-out of Safe-Sleep messages and resources by Public 
Health and LSCB including the provision of thermometers for all mothers and their 
new babies. 
 
 

5. Local Context – Suffolk Statistics 
Suffolk is a large rural county and has borders with Norfolk to the North, Cambridgeshire 
to the west and Essex to the South, covering approximately 1,466 square miles. The 
Suffolk economy is characterised by stable employment and growth rates, but lower 
than average productivity and wages. It is reasonably affluent overall, but has significant 
pockets of rural and urban deprivation. 

 

There are three Clinical Commissioning Groups (CCGs) one of which covers outside the 
Suffolk Boundary into Norfolk. A number of key agencies work across Suffolk and 
Norfolk. 

 
According to data from the 2011 Census, the population of Suffolk has risen by 8.9% 
since 2001, which makes it the fifth fastest growing shire county in England. By 
comparison, the population of England has only grown by 7.9% since the 2001 Census.  
 
Suffolk County has a total population of 738,512 (ONS 2014 mid-year population 
estimate) made up of 364,368 males and 374,144 females. Latest population estimates 
from 2014, show that there were 205,959 children in Suffolk aged 0-24 years (inclusive) 
this is 27.9% of the county’s total population.  
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 Number % of people of all ages 

0-4 years 42,336 5.7% 

5-11 years 58,672 7.9% 

12-15 years 32,607 4.4% 

16-18 years 26,173 3.5% 

19-24 years 46,171 6.3% 

   

0-15 years 133,615 18.1% 

0-24 years 205,959 27.9% 

(Source: Office for National Statistics, 2014 mid-year population estimates) 

Measures of children living in poverty aim to quantify the numbers of young people living 
in absolute deprivation. Tax credits data from HMRC is used to estimate the number of 
children living in poverty.  
 
In Suffolk in 2013 there were an estimated 18,440 children under 16 years of age in 
poverty and 20,735 dependent children under the age of 20 in poverty1.  

In April 2016, 5.7% of the 16-18 population was NEET (Not in Education, Employment or 
Training).  
  
Projections suggest declining numbers of children of primary school age over the next 
20 year period, but an increasing number of older children, particularly those aged 
between 10 and 19 years. This will be an important consideration in respect of service 
provision and demand for services. 
 
Approximately 5% of the children and young people who live in Suffolk have a disability. 
In October 2015, there were 3280 children and young people registered with Activities 
Unlimited. 
 
The 240 children and young people in Suffolk with the most complex and high level 
needs, receive a service from the Disabled Children and Young People’s social work 
team. 23 cases that meet the Continuing Health Care criteria are jointly funded with 
Health across the Suffolk and Waveney and Great Yarmouth Children’s Commissioning 
Groups (CCG’s). 
 
91% of the resident population is self-assessed as "White British" (2011 Census). In 
2011, one in ten children in Suffolk were from a non-White British ethnic group (10.8%) 
(Department for Education, 2012a). The latest Suffolk School Census data from January 
2016 indicates that this picture has changed in the five years since, with 14.6% of school 
children in Suffolk recorded as being of a non-White British ethnic group (where the 
ethnic group of child was recorded).  
 

                                                           
1
 HM Revenue and Customs (Personal Tax Credits: Related Statistics – Child Poverty Statistics) accessed 

via Public Health Outcomes Framework on 12 April 2016 
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An analysis by broad ethnic group shows that more than one in ten school pupils are of 
a White ethnic origin (number = 90,783). Within this, there is a sizeable ‘White Other’ 
group of just over 5,700 children.  
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Ethnicity of school children in Suffolk 

 

Source: Suffolk County Council, School Census, January 2016 

 
Figures from the January 2016 School Census for Suffolk indicate that 8.0% of pupils 
have a first language that is not English (number = 8,121)2. The five most commonly 
spoken first languages (other than English) were: 

 Polish (1.4%) 

 Portuguese (0.8%) 

 Lithuanian (0.4%) 

 Romanian (0.4%) 

 Bengali (0.3%) 

 

The most linguistically heterogeneous district is Ipswich where almost one in five 
children speak a primary language other than English (19.7%). The main non-English 
languages spoken in the Borough match those identified above: Polish (2.7%), 
Portuguese (2.2%), Lithuanian (1.4%), Romanian (1.4%) and Bengali (1.3%).  
 
Across Suffolk, Polish is the most frequent non-English primary language spoken 
although Portuguese is also spoken by a relatively large number of people. Portuguese 
is the most commonly spoken language after English in Waveney district.  
 
The identification of young carers and young adult carers can be difficult and often takes 
place in very different settings to that of the adult unpaid carer population. We do not 

                                                           
2
 Information on first language was not available for 1,811 pupils (1.8% of the total number of pupils). 
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know the true number of young and young adult carers in Suffolk as many remain 
unknown to professionals, and therefore these numbers underestimate the true number 
young carers in the county. 
 
According to the 2011 Census, 1,497 young people aged 0-15 identified themselves as 
unpaid carers, as did a further 3,216 young carers/young adult carers aged between 16-
24. Of these, 495 reported that they were delivering 50 or more hours of unpaid care per 
week.  
 
Eight per cent of people providing unpaid care in Ipswich were aged under 25 years old; 
this is higher than the county (6.1%), regional (6.7%) and national (7.6%) averages.  
 

 

6. Governance and Accountability 
The revised Working Together 2015 was published on the 26th March 2015 and the 
work of the LSCB in 2015/16 was guided accordingly. 
  
Section 13 of the Children Act 2004 requires each local authority to establish a Local 
Safeguarding Children Board (LSCB) for their area and specifies the organisational and 
individuals (other than the local authority) that should be represented on LSCBs.  
 
The HM Government Publication Working Together to Safeguard Children 2015 sets 
out the statutory objectives and functions of LSCBs that include developing local 
safeguarding policy and procedures and scrutinising local arrangements.  
 
Section 14 of the Children Act sets out the objectives of LSCBs which are: 

 To co-ordinate what is done by each person or body represented on the Board for 
the purposes of safeguarding and promoting the welfare of children in the area.  

 To ensure the effectiveness of what is done by each such person or body for 
those purposes. 

Regulation 5 of the Local Safeguarding Boards Regulations 2006 sets out that the 
functions of the LCSB in relation to the objectives under Section 14 of the Children Act 
2004 are as follows: 

1(a)  Developing policy and procedures for safeguarding and promoting the welfare of 
children, including policies and procedures in relation to: 

(i) the actions to be taken where there are concerns about a child’s safety or 
welfare, including thresholds for intervention; 

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

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

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

(v) co-operation with neighbouring children’s services authorities and their 
Board Partners. 
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(b) Communicating to persons and bodies in the area of the authority the need to 
safeguard and promote the welfare of children, raising their awareness of how 
this can be best done and encouraging them to do so.  

(c)  Monitoring and evaluating the effectiveness of what is done by the authority and 
their Board partners individually and collectively to safeguard and promote the 
welfare of children and advising them of ways to improve. 

(d) Participating in the planning of services for children in the area of the authority. 

(e) Undertaking reviews of serious cases and advising the authority and their Board 
partners on lessons to be learned. 

 
Regulation 5(2) relates to the Serious Case Review function. 
 
Regulation 5(3) provides that an LSCB may also engage in other activity that facilitates 
or is conducive to the achievement of its objectives. 
 
Regulation 6 relates to the LSCB child death functions. 

 
Suffolk LSCB, through an established Learning and Improvement Framework, provide 
challenge and support to ensure that partner agencies continuously strive to improve 
their safeguarding practice and are supported to do so. 
 

The LSCB has good links with other LSCBs in the Eastern Region through network 
meetings for LSCB Independent Chairs and Business Managers. Good practice 
guidance and lessons from Serious Case Reviews etc. are shared and collaborative 
work undertaken.   

 

The Independent Chair is also a Member of the Association of Independent LSCB 
Chairs which is also a source of good practice advice and support. 

 
Changes to Governance Arrangements: 

In 2015/16 the following changes to governance arrangements were made: 

 LSCB Induction Pack produced to support new Board members. 

 Changes in LSCB sub group Chairs (as outlined in specific sub group reporting). 

 Refresh of LSCB Communication Strategy. 

 Revisions to the Learning and Improvement Framework.  

 Development of Forum for Independent Schools. 

 Review of LSCB Performance Reporting. 

 Review of Section 11 Children Act Reporting Framework. 

 Update of Threshold Guidance to reflect 2015 Working Together statutory 
guidance. 

 Development of Terms of Reference for Exploited Children Group and CaRE 
groups. 

 Work on developing the governance arrangements with key strategic 
partnerships, particularly those with an influence on Community Safety. 
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In addition to these changes, the LSCB also has existing governance documents: 

 LSCB Constitution. 

 LSCB Compact (outlines responsibilities of Board Partners). 

 Protocol between Health and Wellbeing Board, Corporate Parenting Board, Adult 
Safeguarding Board and LSCB. 

 A Structure diagram (please see Appendix 2 for the structure diagram). 

 Terms of Reference for the sub-groups. 
 

These documents are reviewed as part of the annual reporting/business planning cycle 
and are available on the LSCB website at www.suffolkscb.org.uk 

 
Suffolk LSCB has a large and active membership that fulfils the statutory criteria and has 
been independently chaired since 2006. It meets on a quarterly basis and attendance 
and commitment to resource the work of the Board continues to be strong. The Board 
has two Lay members who play an active and full role. There is a clear protocol between 
the LSCB, Safeguarding Adults Board, Corporate Parenting Board and Health and 
Wellbeing Board. 
 
There is a four part structure to the Board. The main Board providing a clear strategic 
lead and an Executive Group that meets 8 times a year [pre and post Board meetings] 
and drives forward the business and operation of the LSCB. The Executive Group 
develops and agrees the agenda for LSCB meetings, commissions work required for 
meetings and ensures that before items are taken to the Board clear solutions and/or 
proposals have been formulated.   
 
A series of sub groups, chaired by members of the LSCB sit under the Executive Group 
with related or specific task and finish groups formed to undertake focussed time limited 
pieces of work when required. 
 
There are 4 levels of membership for Suffolk LSCB. 

Full and Standing Members of the LSCB are required to sign up to the LSCB Compact 
[a contract with members], which sets out their responsibilities and commitment.  
 
Standing members of the LSCB are key partners on the Multi-Agency Safeguarding Hub 
[MASH] Strategic Group and signatories to a multi-agency Information Sharing Protocol. 
 
Full Members: Partners with a statutory duty to co-operate or where the Board 
considers membership to be essential: 

 Independent Chair 

 Director of Children’s Services, Suffolk County Council [SCC, CYPS including 
YOS] 

 NHS England and Clinical Commissioning Groups [CCG’s] including East Coast 
Community Healthcare 

 Suffolk Constabulary 

 NHS Trusts and Foundation Trusts [including Ambulance Service] 

 The Norfolk and Suffolk Community Rehabilitation Company Limited 

http://www.suffolkscb.org.uk/
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 National Probation Service 

 Children and Family Court Advisory and Support Service [CAFCASS] 

 District and Borough Councils [1 representative] 

 Senior Officer, Adult Social Care, Suffolk County Council [SCC] 
 
The Lead Member for Children’s Services is a participating observer of the LSCB and 
routinely attends meetings as an observer, receiving all written reports and chairing an 
LSCB sub-group.  

 
Standing Members: Representatives of agencies, which do not have an obligation 
under statute, but are full members and expected to attend all meetings. 
 
They will include: 

 Representatives from schools, colleges and Suffolk County Council [SCC] 
Children and Young People’s Services [CYPS -Education Services] 

 Representative from NSPCC 

 Representative from the voluntary sector 

 Suffolk Fire and Rescue Service 

 Designated Doctor/Nurse 

 Community Lay members 

 
Associate Members: are not full Board Members with ‘voting rights’, but would receive 
all papers and can request items to be included on the agenda or attendance at a 
particular Board meeting, by arrangement, through the LSCB Manager. Members 
include: 

 Head of Children and Young People’s Services [CYPS] Health Improvement and 
Sexual Health, Public Health  

 Director of Nursing, Quality and Patient Experience, James Paget University 
Hospital 

 Police and Crime Commissioner 
 
Associate members can be a member of any sub-group other than Executive Group and 
will be invited to attend one LSCB meeting per year to update the Board on their 
agency/organisation using an agreed format. 

 
Professional Advisors: Representatives providing a range of professional or technical 
advice on a fixed or periodic basis. The LSCB should be able to draw on appropriate 
expertise and advice from the relevant sectors. Professional advisors will be invited to 
County Network events and receive a copy of the LSCB e-bulletin. Professional Advisors 
can be a member of any sub group other than Executive Group. 
 
LSCB sub group structures are included as Appendix 2. 
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Chairing of the LSCB  

Sue Hadley has chaired Suffolk LSCB since December 2014. Sue meets regularly with 
the Sue Cook, Director for Children and Young People’s Services and Deborah 
Cadman, Chief Executive of Suffolk County Council. 
 
Sue is also commissioned to Chair the Executive Group and the Learning and 
Improvement Group, thus bringing continuity to the audit and scrutiny function of the 
LSCB and independence and challenge to decision making at a strategic level. The role 
of Chair at the Case Review Panel has been shared by Sue Cook, Director of CYPS and 
Sue Hadley as Chair of the LSCB. However, this has not impacted on the final decision 
making as to whether to conduct a Serious Case Review which remains with the 
Independent Chair. 
 
This, alongside attendance at the National LSCB Chair’s Conference and membership 
of the Eastern Region LSCB Chairs group ensures significant national and local 
messages of good practice are shared and disseminated. 
 
NOTE: Partner attendance at Board and Executive Meetings are illustrated in graph 
form in Appendix 3. 

 
Renewed and active representation from Primary, Secondary, Special, Higher Schools 
and Colleges and Governors has been a significant success for the LSCB this year. As 
has the continued growth of the Independent Schools support forum.    
 
Area Safeguarding Network Groups (ASNGs) continue to meet on a regular basis. 
These groups, work to provide a better understanding of the role and function of multi- 
agency working to address local issues and to provide an overview to the multi-agency 
partnership of the levels and themes of safeguarding activity in Suffolk, and more 
specifically, in their locality. 
 
The LSCB received a report on the progress of these groups. The report confirmed that 
the meetings were well attended, with a consistent membership. There continues to be 
an active exchange in information between agencies which is clearly believed to be 
beneficial and different challenges are raised by agencies which make for interesting 
debate across the partnership. 
 
A standard item on each ASNG agenda is an update from the Multi Agency 
Safeguarding Hub (MASH). These are well received by all agencies and provide 
invaluable insight into the numbers and types of referrals coming into the MASH.  
 
The evidence suggests that the value of the Area Safeguarding Network Groups can be 
maintained and enhanced by ensuring that the membership remains as wide as possible 
and that the agenda allows for reflection on partner learning. This means an honest 
sharing of what is working and what need to change.  
 
The success of local safeguarding multi-agency groups has been mirrored in the 
development of Children at Risk of Exploitation Groups (CaRE) across the county. 
These meetings are chaired by the CYPS, CSE Co-ordinator. 
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Participation of Partner Agencies in the LSCB 

In order to encourage support and challenge across the LSCB partnership it is crucial 
that partner agencies contribute to the LSCB agenda to provide an overview of services, 
results of specific audit activity or items for information or discussion. 
 
Contributions LSCB partners have made to the LSCB agenda include: 

 Multi-agency updates against Serious Case Review Action Plan at every meeting. 

 Multi-agency LSCB sub-group reporting at every meeting. 

 Multi-agency contributions of audit activity and data from all partners to twice 
yearly performance reporting against the LSCB data set. 

 Chairing of LSCB sub-groups is undertaken by representatives from Health, 
Police and Suffolk County Council CYPS. 

 Regular updates on the work of the Suffolk Emotional Wellbeing Strategy. 

 Report demonstrating how Suffolk County Council’s Children’s and Young 
People’s Services (CYPS) addressed the recommendations for Early Help 
recommended by Ofsted in 2014/15 and how they continue to plan to deliver 
Early Help in 2015/16.  

 Suffolk Constabulary and CYPS Missing and Absent Children Reports. 

 Norfolk and Suffolk Foundation Trust Progress Report on CQC Inspection Action 
Plan. 

 PREVENT Report. 

 Report on Domestic Abuse Action Plan. 

 Regular contributions to revision and development of multi-agency Policies and 
Procedures. 

 
 
The Voices of Children and Young People 

The Board recognises that it needs to expand the scope and extent of the information it 
receives on how agencies take the views of children and their families into the direction 
of the safeguarding services. 
 
Examples of work to gain the views of children and their families include: 

1) A student social worker in the Disabled Children and Young People’s team has 
developed service user feedback sheets for use with children and young people. 
This has included the use of symbols and pictures to enable workers to gain their 
wishes and feelings, including those who are non-verbal and communicate 
through the use of other means than speech.  

2) The use of the Signs of Safety ‘safety house’ has proved helpful when exploring 
worries for the more able children within the service. Some disabled children 
express their feelings and wishes through their behaviour. Practitioners use 
observational skills in various settings to gain the child’s views and presentation 
of behaviour in each environment. This may include school, home and a short 
term break provision. There is access to an advocate service within Activities 
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Unlimited, this is beneficial to gain the child or young person’s view, particularly 
where there may be a possible conflict of interest with the parents view. 

3) The 2015 ‘cyber survey’ initiated by the E-Safety Group, outlined some positive 
improvements in terms of children and young people feeling positive about their 
lives. 4134 children and young people responded to the survey. The survey 
shows that Cyberbullying is down, resilience to negative experiences is up, and 
parents/carers are now clearly doing more to support their children when they go 
online.  

 

4) As part of the refresh of the State of Children in Suffolk Needs Assessment, a 
report entitled “Suffolk Young People’s Health and Wellbeing Profiling Project 12-
21’ has been produced. The report represents the findings of a research study 
commissioned by Public Health Suffolk and carried out by researchers from 
University Campus Suffolk (UCS). The report details both adults and young 
people’s perspectives on issues related to health, wellbeing and life chances in 
Suffolk.  All participation was arranged and co-ordinated via Children and Young 
People’s Services at Suffolk County Council (SCC). The focus groups included 
seven young people (12 to 15 years old) from two rural schools in the county, 
separate workshops included seventeen adult staff from local authority and non-
governmental organisations and seven young people (16 to 19 years old) from a 
Lesbian, Gay, Bisexual and Transgender+ (LGBT+) Outreach Group. The group 
predominantly discussed issues around mental health reflecting a synergy with 
the national context. However, other aspects were specific to their LGBT+ status 
and these have been specifically highlighted as such throughout the report. This 
exploration of young people and adult service providers’ perspectives on health, 
wellbeing and life chances has enabled a comparison between the national and 
local context of Suffolk.  

 
 
Suffolk LSCB priorities for 2016/17 include developing further systems to hearing the 
experiences of children and young people and practitioners and monitoring the impact of 
the Suffolk Emotional Wellbeing Strategy. The Board therefore looks forward to hearing 
more in 2016 on how the information gained from the initiatives outlined above has an 
impact on service provision. 
 
 
Effective Partnership Working 

The LSCB is fortunate to have two committed Lay Persons sitting on the Board. Our Lay 
Persons provide scrutiny and challenge from a community based perspective. They also 
bring another perspective to the performance and scrutiny role of the LSCB by 
attendance and contribution to the Learning and Improvement Group. 
 
Partner agency representatives and Lay persons were offered the opportunity to give 
their perspective on the work of the LSCB and asked the following questions: 
 
What has been the impact/effectiveness of the work of the LSCB on partners?  

 Ofsted inspection – very positive feedback in many aspects of its work. 

 Preparation for the meetings with substantial papers to read has improved with 

earlier electronic distribution. 
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 Changes to the performance report have been requested and acted upon 

positively. 

 Excellent multi-agency steer on safeguarding issues, it feels like all partners 

embrace safeguarding as their must do business. 

 Effective engagement with partners and well recognised line of work, Good 

leadership. 

 The continued support to progress the response to CSE – the development of 

more robust structures and arrangements across partners.  

 The Serious Case Review into Safer Sleeping and the work that continues around 

this area has been hugely successful. 

 The work of the LSCB this year has enabled greater information sharing amongst 

partners and has enabled partners to build upon good working relationships and 

more effective working together. 

 Issues that relate to child safeguarding in Suffolk have become more widely 

known and this has enabled partners to work more effectively to safeguard 

children in every way. 

 District and Borough Councils continue to value the technical support and advice 
we receive from the Board. We also very much appreciate the support given by 
the Board in assisting to overcome the organisational barriers that were holding 
up the agreement of the Young Persons Housing Protocol, that intervention has 
now meant that we have finally reached agreement on a revised protocol. 

 Evidence based practitioner ‘know how guides’ in priority areas – how to 

make/support the frontline workers to have consistent and standardised practice - 

identify/assess/intervene and monitor. 

 
 
Partners were also asked whether they had any specific comments regarding the 
work of Suffolk LSCB over the last twelve months: 

- The commitment to partnership working has ensured that this continues across 
many areas of the Constabulary’s work and I believe is instrumental to ensuring 
effective processes are in place. 

- The Board has continued to ensure learning from serious case reviews over the 
last 12 months.  

- LSCB recognising that Children’s emotional and mental wellbeing are linked to 
family circumstances (mental health, unemployment, domestic violence etc.) and 
links with Adult Safeguarding work. 

- In my opinion the work of the LSCB has been more cohesive and has facilitated 
greater multi-agency working. I believe in part this is to do with the leadership of 
the current Chair. 
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LSCB Budget 

Despite increasing financial pressures on agencies, LSCB partners have continued to 
contribute the same levels of funding over a number of years. This has allowed the 
LSCB to ‘pump prime’ training projects across the county and fund the costs of Serious 
Case Reviews from Reserve funds agreed for that purpose.  
 
 
Contributors to the LSCB Budget 2015-16 were: 

Babergh District Council 

Forest Heath District Council 

Ipswich Borough Council 

Mid Suffolk District Council 

Suffolk Coastal District Council 

St Edmundsbury Borough Council 

Waveney District Council 

Suffolk County Council CYPS   

CAFCASS 

Suffolk Constabulary 

NHS Suffolk 

Norfolk & Suffolk Community Rehabilitation Company Ltd 

National Probation Service 

 

Details of the breakdown of spending for the year 2015/16 can be found in 
Appendix 3. 
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7. Challenge and Support 
Suffolk LSCB is made up of a wide range of agencies and professionals all of whom are 
committed to ensuring the continued safeguarding and protection of children and young 
people in Suffolk. The work of LSCB partners to drive forward the work of the Board, to 
challenge and share data and learning experiences and actively work together to 
overcome hurdles to multi-agency working, demonstrates willingness and a desire to 
provide united services to vulnerable young people, children and their families. 
 
The Board holds agencies to account for safeguarding performance through a variety of 
quality assurance mechanisms as illustrated by the following examples: 
 
Chair’s challenges include: 

 Multi-agency attendance at Initial Child Protection Conferences - a report on the 
outcome of the monitoring of this came to the LSCB in January 2016. 

 Low take-up of designated School Governor training. It was agreed discussions 
will need to be held with Schools Choice on the sufficiency of Governor training 
and with it was the recommendation that education leads take this forward. 

 Requesting that those who commission Homicide Reviews make contact with the 
LSCB at the commencement of any review and that any proposed 
recommendations for the LSCB are discussed with the Chair at the earliest 
opportunity. 

 Requesting detailed report evidencing the implementation and impact of the Early 
Intervention Strategy. 

 Request for agencies to consider some additional capacity to move on the work 
on Exploited Children. Either by funding some dedicated CSE coordinator time or 
resourcing a cross- agency team who could work together.  

 Letter to NHS England requesting information regarding the plans and any 
actions have underway to alleviate the situation of a lack of suitable bed 
availability for children and young people in Suffolk, particularly ‘out of hours’. 

 Challenging the appropriate implementation of the LADO procedures by the 
Police Standards Department. 

 Requesting reports to assure the Board of the safeguarding systems in place for 
disabled children and those that receive alternative education provision. 

 
 
Key challenges from minutes of meeting include: 

 Concerns on the delays to the Housing Protocol, attributable to procurement 
matters. This was raised with the Corporate Parenting Board.  

 The commissioning of a short piece of work to compare and contrast LSCB 
partner’s policies on information sharing to ensure alignment with statutory 
guidance published March 2015. A report giving assurance came to the October 
2015 LSCB Board. 
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 The challenge of the Risk Register – recording risks to service delivery. The Risk 
Register is a standing item at every Board meeting and provides support and 
challenge. 

 The challenge of Schools not receiving Domestic Abuse/Domestic Violence 
notifications from Police. This increases the risk to the family as at present 
holistic health assessments do not include this information. Ongoing discussions 
have identified a solution for this issue. 

 Challenges and policy revisions arising from Case Reviews are documented later 
in the report. 

 Letters of Challenge to identified Schools regarding their lack take up to receive 
the ‘Chelsea’s Choice’ theatre production commissioned by the LSCB to raise 
awareness in children and young people to the issues of Child Sexual 
Exploitation. 

 The noting of the requirement for improvement from partners regarding the levels 
of analysis in the commentary accompanying data for the Performance Report. It 
was agreed this will change and the Signs of Safety model will be used for 
commentary which will be more familiar and improve analysis of risk. 

 
 

8. Policies and Procedures 
Extensive work has taken place in 2015/16 on policies, procedures and the 
website including: 

 Update on guidance on safeguarding individuals vulnerable to radicalisation and 
referral process 

 Update on Vulnerable to radicalisation - Quick Guide  

 Update on Working with Sexually Active Young People Guidance  

 Update on Child Protection Conference Procedures 

 Female Genital Mutilation – Quick Guide 

 Update on Exploited Children Strategy and Quick Guide 

 Multi-agency guidance on Male Circumcision 

 Information Sharing Guidelines 

 Training and Development Strategy 

 Missing Children Procedures  

 Safer sleep guidance for partner agencies 

 Safeguarding Children who may have been trafficked  

 Concealed Pregnancy guidance  

 Safeguarding children who may be forced into marriage  

 Public protection conferencing arrangements  

 Serious Crime Act quick guide  

 Cross boundary protocol  
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 Disclosure Scheme Guidance  

 LSCB referral flowchart - amended 

 Multi-Agency report to conference template 

 Managing allegations of abuse against those in a position of trust  

 Information Sharing Agreement between SCC and schools reported incidents of 
domestic violence and abuse  

 Section 11 Audits provide evidence of LSCB partners having awareness of 
policies  

 Annual report evidences audit and reporting to the LSCB 

 Ensuring training incorporates website content and website statistics to monitor 
the access to policies and procedures  

 
The Ofsted Review of the effectiveness of the LSCB noted that the LSCB’s policies and 
procedures were up to date, clearly signposted and navigable on an ‘informative and 
accessible Board website’. 
 
 

9. Monitoring and Evaluation – LSCB 
Statutory Function 

The LSCB has rigorous oversight, through the Learning and Improvement Group, of a 
series of monitoring reports regarding specific areas of safeguarding activity.  
 
The LSCB Learning and Improvement Framework is attached as an appendix. The 
Framework outlines the approach developed by the LSCB in fulfilling its role of audit and 
scrutiny, alongside embedding the learning from audit and review activity and feedback 
including Serious Case Reviews. Section 12 of this report provides more detail on the 
Serious Case Reviews commissioned by Suffolk. 
 
 
LSCB Work Plan 

The LSCB Work Plan gives a steer to the work of the sub groups over the year and 
provides evidence of the work undertaken by the various sub groups from April 2015. 
 
The LSCB used an ‘Away Day’ in November 2015 to undertake a self-assessment of the 
effectiveness of the partnership, acknowledging what they felt was working well and 
planning for areas of focus for 2016/17. To inform the workshop, the LSCB used the 
regionally agreed self-assessment tool and, using a Signs of Safety model, agreed the 
priorities. 
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What we thought was working well for the LSCB: 

Governance 

 Good representation on the Board from key partners at sufficient level of seniority. 
LSCB Compact signed by all partners demonstrating commitment and an 
understanding of expectations. 

 Good structure of sub groups which fulfill statutory responsibilities. 

 Lay members are fully involved in Board business and contribute to sub groups 
when appropriate. Partners able to challenge at Board and sub group meetings. 

 
Monitoring and Evaluation of front line practice  

 Signs of Safety has been a success with good reporting on progress back to the 
LSCB.  

 Observations of signs of safety in practice via observing CP conferences. 

 A robust audit programme with a focus on monitoring which means that action 
plans are reported back to sub groups and action taken. 

 The recommendations from the Family ‘A’ SCR were well embedded with 
improved supervisions. 

 There is a detailed annual report which clearly defines the priorities for the next 
12 months. 

 LSCB newsletter now includes recommendations from audits and case reviews.  
 
We want to do more on: 

 Measuring the child’s journey and hearing the voice of the child. 

 Capture and report more evidence on the impact of Early Help. 

 Encourage more evaluations from partners after interventions. 

 
Partner’s accountability and holding each other to account 

 The Chair maintains a record of challenge to other partners which is monitored 
through the Executive sub group. These have included: 

- MARAC Operational Group 

- Lack of Independent Domestic Violence Advisors 

- CSE Action plan 

- MEIC progress 

- Early Help offer 

 There is a regular reporting mechanism for the SCR action plans to ensure that 
partners are meeting their obligations and embedding the lessons in practice. 

 LSCB partners observing CP conferences and providing constructive feedback to 
practitioners. 

 Area safeguarding network meetings are working well with joint agendas with 
LSCB and good attendance from partner agencies. 
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Partner Contributions to the work of the Board (Audit, Scrutiny and Section 11 
work) 

 There are some good examples of partners sharing data to improve outcomes, in 
particular the recent CSE audit where a joint database was developed by the 
Police and CYP.  

 Performance information is now freely shared and most partners contribute the 
relevant data.  

 Partner’s financial contributions have stayed steady over the last couple of years 
– despite significant financial cuts to budgets. 

 Risk Register discussed at every Board meeting. 

 Multi–agency audits programme agreed by the LSCB. Audits undertaken include: 

- Core Groups 

- Re-Referrals 

- 60 Case CSE Audit 

- Exclusions 

- Homeless Protocol 

- MARAC 

 
Learning and Improvement Framework 

 The LSCB has a robust Section 11 programme which all statutory partners 
actively participate in and the Learning and Improvement monitor. 

 The LSCB have a Learning and Improvement framework which includes the 
measurement of outcomes from audit activity. 

 Thematic audits are conducted based on local information and identified need. 

 Case audits and partnership reviews are shared across the partnership and 
action plans are closely monitored and the lessons widely disseminated.  

 The recommendations from serious case reviews influence our work plan, policies 
and training.  

 The LSCB has completed two self-assessments in the past two years and has a 
robust audit programme which demonstrates a level of continuous improvement. 

 There is a high level of analysis through the L&I Group with a large number of 
single and multi-agency audits being received. 

 Thematic audits are evidence based and respond to issues raised by partners i.e. 
work on self-harm and audit work from SCR recommendations (core group 
attendance). 
 

We want to do more on: 

 Capturing Impact and the effect of the work we do. 

 More use of our Impact framework.   

 Developing methods to measure the influence of our work on practitioners.  

 Include the Case Review Process in the Learning and Improvement Strategy. 
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 Improve the LSCB Learning Template process to ensure we capture good 
practice. 
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Policies and procedures are in place, they are evaluated and Thresholds are 
understood  

 The LSCB provide a wide range of leaflets, policies and procedures on their 
website. 

 The dissemination of information through the revised area network meetings 
seems to be working well. 

 Work with Independent and Private schools is improving and will be further 
developed over the next 12 months. 

 Policies are monitored through the PPE Sub-Group. Statutory partners 
safeguarding policies and procedures are reviewed annually as part of the 
Section 11 process annually. This now includes knowledge of Thresholds. 

 Website and link to safeguarding policies and guidance available to front line staff. 

 

Understanding local issues – including missing children and those at risk of CSE  

 The development of a CSE identification tool by the Police is a positive 
development. 

 There is a clear strategy and detailed action informed by peer review.  

 The CSE risk assessment toolkit is used by front line teams and the MASH. 

 Partners have identified additional resources to drive the work forward.  

 The addition of a Missing Person Coordinator from the Police will better inform the 
LSCB as to local ‘hot-spots’ or other relevant issues. 

 The recent work by Police and CYP on the 60 case CSE audit was very effective 
and utilised missing children data. 

 ‘Chelsea’s Choice’ has been rolled out to Schools with considerable positive 
feedback. 

 Councillors, Cabinet, Family Justice Board and staff from Children’s Homes have 
received CSE Training. 

 
We want to do more on: 

 Rolling out a Trainer’s Support forum to increase the amount of training. 

 Developing intelligence pathways across the County to support Children at risk of 
Exploitation. 
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The LSCB uses audits to identify priorities that will improve multi-agency 
professional practice with children and families. The chair raises challenges 
where there are concerns that the improvements are not effective. 

 There is good dissemination of information on SCRs through various network 
meetings to ensure the learning reaches operational staff. 

 Thematic audits have been targeted and based on evidence to ensure that the 
results are meaningful and improve outcomes. 

 The Chair maintains a challenge log. 

 Information is disseminated through the quarterly Area Network meetings. 

 Designated professionals influence this through the named professional networks  
and health sub group. 

 
 
The LSCB is an active and influential participant in informing and planning 
services for children, young people and families in the area and draws on its 
assessments of the effectiveness of multi-agency practice. 

 There is good evidence that many of the LSCB partners are engaging with 
children and families and using their views to improve services. 

 Local information is shared at Area Network meetings and this can include the 
views of children and families e.g. feedback from School Designated Staff. 

 Work has been undertaken with year 12 students in local high schools to raise 
awareness of the LSCB. 

 Development of Independent Schools Forum and engagement with Governor 
Services has ensured wider engagement with safeguarding issues. 

 Chair presents Annual Report to SCC cabinet, HWB and PCC to inform priorities 
of key agencies.  
 

 
The LSCB ensures that sufficient, high-quality multi-agency training is available 
and evaluates its effectiveness and impact  

 Quality assurance is provided by the Learning and Improvement Group who 
regularly review feedback from training events via their half yearly performance 
reports. 

 The LSBC have a well-established mechanism for monitoring the quality of single 
agency training to ensure it meets regional standards. 

 Partners provide a plethora of training information via the Learning and 
Improvement Group which shows a wide range of training delivery. 

 Good Trainer Support programs run by Workforce Development, good links to 
LSCB. 

 Suffolk CPD online provides excellent access to a wide range of courses to 
agencies across the partnership. 

 The Training Sufficiency group and Area Network Groups monitor levels of 
training sufficiency and make recommendations accordingly. 
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LSCB Risks to Service Delivery Register 

The LSCB continues to monitor risk at each LSCB meeting including the severity of the 
risk and mitigating action. 
 
 

The Suffolk Process for Section 11 Audits  
 
Full Three Yearly Section 11 Audits 

Suffolk’s statutory partner agencies complete the full Section 11 Audit questionnaire, 
comprising of nine sections with supporting evidence, every three years. The audits are 
presented to the LSCB Learning and Improvement (L&I) sub group by a representative 
of the partner agency. After presenting the audit an action plan is drafted with an 
agreement that the agency will update the L&I Group in twelve months.  
 
There are occasions when intermediate updates are requested, usually following the 
identification of a risk or issue deemed of sufficient importance to warrant an interim 
review. Support is offered with completion of the full audit from the LSCB Professional 
Advisor.  
 
Non-statutory partners can use the Section 11 audit as a safeguarding self-review tool. 
Non-Statutory Partners who have used the tool in the past include: 

 The Diocese of St Edmundsbury and Ipswich 

 Community Action Suffolk 

 The Ambulance Service 

 Community Health 
 
A sub section of the Section 11 questionnaire has been adapted by SCC Procurement 
for use with commissioned service providers to help ensure their safeguarding provision 
meets the required standard. 
 
 
Interim Annual Reviews 

After a full three year audit there is a process of two interim annual reviews conducted 
with the LSCB Professional Advisor. The Advisor will usually present the interim review 
findings with a summary report to L&I Group on behalf of the partner agency.  
 
The interim annual reviews cover a range of items: 

- Update on last year’s action plan. 

- Identification of new risks. 

- Update on previously identified risks. 

- Details of any consultations with young people. 

- Capture of good practice examples. 

- Identification of any training needs or support required from the LSCB. 
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Capturing Risks as part of the Section 11 Process 

Two types of risks are identified as part of the Section 11 process.  

They are handled in different ways. 

 Multi Agency Risks - Are agreed with the LSCB Advisor then added to the LSCB 
risk register – see examples in Section 5. 

 Single Agency Risks - Are added to the action plan for the agency and 
monitored as part of next year’s action plan.  

 
 
Engagement of Suffolk Partners in the Section 11 Process in 2015 

There was 100% engagement of the 10 statutory partners in the Section 11 process in 
2015.  
 
Each of the partners who completed audits did so willingly and could see the mutual 
benefits of the process.  
 
The list of partners completing Section 11 Audits in 2015 is as follows: 
 

Statutory Partners 
Date to L&I 

Group 
Type of 
Audit 

Next Full 
S11 Audit 

Date 

Health – Combined 

- West Suffolk Hospital Trust 

- Ipswich NHS Trust 

- East Coast Community Trust 

- NHS England (Suffolk) 

- Norfolk & Suffolk Foundation Trust 

Sept 2015 Review June 2017 

Suffolk County Council Feb 2015 Full Feb 2018 

Mid Suffolk/Babergh District Council May 2015 Full March 2018 

West Suffolk District Council April 2015 Full March 2018 

Ipswich Borough Council Mar 2015 Full March 2018 

Suffolk Coastal/Waveney District 
Council 

April 2015 Full March 2018 

Norfolk and Suffolk Probation Trust June 2015 Full June 2018 

Norfolk and Suffolk Community 
Rehabilitation Company 

Jan 2015 Full June 2018 

Suffolk Constabulary May 2015 Review May 2017 

Youth Offending Service July 2016 Review July 2016 
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Non-Statutory Partners    

Eastern Ambulance Service 
Deferred to 
Feb 2016 

Full Feb 2016 

Diocese of St Edmundsbury Jan 2015 Review Feb 2016 

 
 
Changes made to the audit form in 2015 

Two changes were made to the audit form in 2015: 

i. A new Section 10 on E-Safety was added. 

ii. Section 5. Staff training on Safeguarding, an additional statement added – 
‘Information of the numbers trained at each level are available to the LSCB in 
May each year’. 

 
 
Proposed changes to the Section 11 Audit for 2016 

The following changes are proposed to the Section 11 Audit for 2016: 

 An additional question focusing on awareness of current agendas e.g. CSE, 
Prevent, SOSWB. 

 Additional question in Section 9 Commissioning, to ensure that partners who 
commission services are assured that the provision is robust and they can 
provide evidence to support this. 

 The recommendations from recent Suffolk Serious Case Reviews are understood 
by partners. 

 Statutory partners are represented at the LSCB Training Quality and Sufficiency 
group. 

 Challenge partners’ understanding of the LSCB Thresholds document following 
the implementation of MEIC (Making Every Intervention Count in 2015).  
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Recommendations for Suffolk Section 11 Audits in 2016 

The following recommendations to the Learning and Improvement Group are made for 
the Section 11 Audits during 2016. 
 

1 
A greater focus on the sufficiency of Safeguarding training being delivered by 
partners and seek assurances that staff are receiving the correct level of 
training. Improved reporting to the LSCB Training Sufficiency group. 

2 
Assurances that the lessons from the Suffolk SCRs (Young Person ‘C’ and Baby 
‘D’) are understood by partners and the where relevant, their safeguarding 
training is updated to include the recommendations. 

3 
Assurances that the partners are aware of the current Safeguarding drivers e.g. 
CSE, Prevent, FGM, Signs of Safety, MASH.  

4 
Further assurances that partners who commission services have measures in 
place that ensure that the service providers’ safeguarding policies and 
procedures are at least as robust as their own. 

5 Ensure the LSCB threshold document is seen and understood by all partners.  

 
 
Statutory objectives and functions of LSCBs 

Regulation 5 of the Local Safeguarding Children Boards Regulations 2006 sets out that 
the functions of the LSCB, in relation to the Children Act 2004, include some specific 
responsibilities in relation the investigation of allegations concerning persons who work 
with children; and the safety and welfare of children who are privately fostered. 
 
As part of the LSCB twice yearly performance reporting, the Board requests reports. 

Overviews of these reports are given on the next page: 

 
 

Local Authority Designated Officer (LADO) Annual Report 

In the revised Working Together 2015 guidance, the term Local Authority Designated 
Officer (‘LADO’) is no longer used but states that ‘Local Authorities should have a 
‘Designated Officer’. Suffolk, in line with their colleagues in the Eastern Region LADO 
forum are not proposing any change to the term LADO as many people within the 
children’s workforce are familiar with the acronym.  
 
The Ofsted report published in February 2016 noted that the local authority had 
recognised that the service required improvement and had invested in two full time 
designated officer posts. The role of LADO was previously undertaken by the 3 County 
Safeguarding Managers based in Ipswich, Bury St Edmunds and Lowestoft. An 
additional 2 posts were approved to take the LADO responsibilities from the 
Safeguarding Managers. These posts were filled in July and October 2015. 
 
Work seen by inspectors showed ‘evidence of a timely and proportionate response to 
referrals and allegations with clear audit trails of events, actions and decisions.’ 
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All potential LADO matters continue to be managed via a centralised LADO led system 
supported by a dedicated email and telephone number. At the stage of initial referral, if 
the threshold is met for a strategy discussion (i.e. that a child has suffered or is at risk of 
suffering significant harm) then this initial strategy discussion is completed by the Multi-
Agency Safeguarding Hub, steered and supported by the LADO where appropriate. 
 
Referrals from April 2015 – March 2016 + Trends since 2010-11 

For simplicity, referrals are set out as totals and not by month. 
 
 
Total of allegations made, by area. 

 North South West TOTAL 

2010-11 53 79 138 270 

2011-12 70 77 114 261 

2012-13 54 44 79 177 

2013-14 50 115 58 223 

2014-15  126 (52) 229 (121) 168 (98) 523 (271) 

2015-16 176 (68) 281 (130) 254 (113) 711 (311) 

NB. Figures for 2014/15 and 2015/16 are set out as total referrals, followed by number 
of these referrals that resulted in a LADO strategy meeting being held in brackets.  
 

- 400 referrals were resolved by the LADO after consultation and consideration and 
without the need for a meeting    

- Overall, 43.7% of all referrals resulted in a LADO meeting. This compares to a 
figure of 51.8% in 2014/15. The difference in this year on year percentage is seen 
as a positive step forward and is likely to be attributed to the transition of the 
service with two full time LADOs who have the capacity to provide consultation on 
LADO matters. 

 
This data confirms that an additional 188 LADO referrals were received in the year 
2015/16 which is an increase of 35.9%. A sharp increase in the number of LADO 
referrals was reported by all of the Eastern Region LADOs for this period, with the 
exception of Norfolk who had experienced a fall in the referral rate. This was deemed 
collectively as a positive step forward in the raising of the awareness of the LADO. 
 
 
Employment Sectors from which allegations/concerns arise 

In previous years the employment status from which referrals arise was only available 
for those referrals that led to a LADO strategy meeting. From September 2015, this 
information was taken for all referrals that reached the LADO threshold, whether they led 
to a meeting or were resolved through LADO advice without the need for a meeting.  
 
The figures below are therefore made up of 122 cases that led to a meeting from March 
to September 15 and 265 cases that reached the threshold for LADO from October 15 to 
March 16, and are broken down as below. 
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Allegations by Employment Sector and Category of Abuse – April 2015 – March 
2016 

 
Physical Emotional Neglect Sexual 

Behaviour 

(Suitability) 

Social care 3   3 10 

Independent foster 
carers 

3 2   7 

SCC foster carers 11   4 8 

Health 1   5 11 

Education: 72 3  16 85 

Early years 5   3 8 

Police 1    2 

Residential care 6   2 12 

Transport provider 2   3 15 

Other  17  1 24 42 

Overall Total  121 5 1 60 200 

 
As per previous years, by far the largest number of concerns, 45.5% of the total, arise 
within the education sector. A significant percentage of these involve teaching assistants 
and midday supervisors. The greatest numbers of referrals are concerning education 
professionals; given that education have the most contact with children outside of their 
families this would be expected. 
 
Of the above, 102 people were suspended where the LADO threshold was met pending 
the outcome of initial investigation. 
 
The following trends can be identified within the data for the 2015/2016 period. 

 There has been a significant shift from the previous year when Physical concerns 
predominated within Education (51%) with Behaviour (36%). 

 The largest proportion of Sexual Concerns remains within the ‘Other’ sector which 
includes areas such as: 

o Youth groups e.g. Scouting, sea cadets etc. 

o Private music teachers 

o Sports coaches 

o Owners/organisers, staff and volunteers of dance and drama groups 

o Drivers for transport companies 

o Staff and volunteers within not for profit organisations 

o Adults within cafes or other locations where young people meet 
 
Since January 2016, the employment sector categories have been widened which will 
allow for improved reporting from this time. 
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Implications 

This data reflects the detail of situations considered by the LADO post holders. 
Inappropriate verbal and physical responses to children by education staff form the 
majority of concerns discussed within this sector. A young child being ‘grabbed’ by a 
staff member in the playground or allegations of a student being pushed, are typical. 
 
Foster Carers typically face allegations of unkindness and treating children ‘unfairly’.  
 
Professional Standards for Norfolk and Suffolk Constabularies currently undertake a 
gate keeping process on potential LADO matters, the future resolution of this matter is 
being addressed by the LSCB. 
 
 
Outcomes of allegations 

The LADO meeting is used to both gather and share information that ensures an 
informed outcome and to plan actions necessary to gather such information. It would not 
be expected that every meeting will result in a substantiated outcome. Again, the figures 
below are made up of cases that led to a meeting from March to September 2015 and 
cases that reached the threshold for LADO from October 15 to March 16.  
 
 
Allegation Outcome 

 
Unsub- 

stantiated 
Substantiated Unfounded Malicious 

Unconfirmed/ 
Ongoing 

False 

Social Care 5 8 9 1 6  

Independent 
Foster Carers 

5 5   1  

SCC Foster 
Carers 

10 4 4 1 4  

Health 5 4 2  5  

Education 62 42 16  51 3 

Early Years 5 3 1  2  

Police 1 1   1  

Secure Estate 
(Prison, YOI) 

    1  

Residential 10 3 3  2  

Transport 
Provider 

8 8 1  2  

Other 15 28 9 2 23  

Total 126 106 48 4 98 3 
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Employment Outcome 

 Number of cases 
(2014/15) 

Number of cases 

(2015/16) 

Continued to work 173 223 

Dismissal 24 16 

Resign 19 14 

De-registered/Cessation of Use 14 23 

On-going 41 109 

 

Figures for 2014/15 are given for comparative purposes – (Please note that these 
figures are as given as at the end of last year and of the 41 cases that were ongoing at 
this time, these will now be resolved.)  

 
These figures do not tell the detailed story behind individuals who remain in work with 
improvement plans or are subject to disciplinary or capability proceedings. However, 
they do show that 53 individuals, 7.5% of all adults discussed who were the subjects of 
concerns/allegations, are now no longer working in the setting where the concern arose.  
This is a significant number and highlights the benefit of the LADO process in managing 
out individuals who pose significant safeguarding risks.  
 
The Role of the Police 

Police input to LADO meetings is significant as the decision about whether or not a 
criminal offence may have been committed. There is a senior officer who has strategic 
oversight of the arrangements to ensure compliance. Suffolk Police has identified a 
Civilian Manager in each Child Abuse Investigation Unit to work with the liaise closely 
with the local authority and organisation concerned. 

Of the total allegations made during 2015/16 there were 25 that proceeded to criminal 
investigation, which is 6.4%.  
 

The number of referrals to DBS for 2015/16 is 20 this is an increase of 98% over that 
reported in the previous annual report 2014/15. This increase is attributed to having two 
newly established dedicated LADOs who have followed up with employers to confirm 
when they have referred to the DBS. It is the employers/agency responsibility to 
undertake a DBS notification within 1 month and the LADO’s will check to ensure this 
has progressed. 
 
Conclusion 

This is a service that continues to be of benefit in safeguarding children by advising and 
guiding employers on how best to manage allegations and concerns about their staff. At 
a time of increasing concerns about the potential for adults to exploit positions of trust, 
the data shows increasing demand on LADOs to both support and manage processes 
that reduce this likelihood of harm being caused. It is important that the effectiveness of 
the service is continually monitored as the additional LADO posts are used during the 
year 2015/2016. 
 
Work is progressing in order to develop the ability to analyse the data to identify key 
issues or patterns in reporting or referral sources to ensure consistency in reporting 
across the county.  
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Private Fostering 

Private fostering is legally defined as an arrangement that occurs when a child who is 
under 16 (or 18 for a child with disabilities) is cared for by someone other than their 
parent or a close relative for 28 consecutive days or more, or 14 days at a boarding 
school during the holiday period.  
 
The Fostering Changes for Children Team (FCFCT) is responsible for the assessment 
and monitoring of private fostering arrangements as well as ongoing support to both 
privately fostered children and their foster carers. They are also responsible for services 
to unaccompanied asylum seeking children and for all Kinship and Connected Foster 
Carers.  
 
This team continues to have the central role for the operational delivery of the service in 
the following areas: 

 Undertake all new Private Fostering (PF) arrangement assessments  

 Presentation of assessments and reviews to the Private Fostering Panel. 

 Visit all private fostering arrangements at regular intervals to monitor the safety 
and well-being of the privately fostered child and to ensure that any support 
needs are met. 

 Provide ongoing support to arrangements including advice and guidance to the 
carers and to other involved professionals. 

 Lead responsibility for awareness raising of Private Fostering and evidencing 
activity.  

 Increase knowledge and promote understanding of Private Fostering particularly 
with colleagues within Children & Young People’s Services and in partner 
agencies across the county. This aids the prompt identification of possible Private 
Fostering Arrangements (PFA). 

 
Private Fostering Arrangements (PFAs) 

 2012 

- 2013 

2013  

- 2014 

2014 

- 2015 

2015 

- 2016 

Increase or 
decrease on 
previous year 

PFAs that began 
between April and March 
of the reporting year 

68 80 62 52 -10 

PFAs that were still open 
from previous year 

40 38 40 23 -17 

Total PFA s  108 118 102 75 -27 

Arrangements that were 
notified but that were not 
or did not become PFAs  

24 32 22 21 -1 

Total number of cases 
worked by FCFCT during 
the year 

132 150 124 96 -28 
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The number of notifications received has ranged from 60-80 over the last four years but 
has decreased this year to 52. The service continues to undertake awareness raising 
activities in order to increase notifications but finding methods that are productive 
continues to be a challenge. The team delivered a series of workshops to all social care 
and early help colleagues across Suffolk CYPS between October 2015 and January 
2016; this did result in notifications of some indigenous children in private fostering 
arrangements especially in the north and west of the county.  Since January 2016, there 
has been a social worker in post who, alongside responsibility for assessment and 
monitoring of PF cases, is tasked specifically with raising awareness activities. 
 
 

Reason for arrangement Existing New Total 

2015-2016 pre 1/4/15 post 1/4/15 No. of cases 

Family Breakdown 5 18 23 

Foreign Student 12 25 37 

Planned care/Family arranged 5 7 12 

Step parent - No PR 0 0 0 

Parents died 1 0 1 

Person with PR (carer) died 0 1 1 

Homeless family 0 0 0 

Total Reasons 23 51 74 

 
 
The largest demographic continues to be foreign students with family breakdown as 
second reason for private fostering arrangements. FCFCT have continued to work with 
Educational Guardianship companies operating in Suffolk, bringing foreign students to 
stay with host family carers whilst their attend education provision for a year or more. 
This year there were 25 new arrangements involving foreign students which is down on 
last year’s figure of 32. This is likely to be a result of more than one Educational 
Guardianship company ceasing to operate or to bring under 16 children into the UK 
(thus avoiding the requirement to notify the local authority under PF Regulations). 
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2015-2016 Existing New Total 

Sources of notifications 
pre 1/4/15 

1/4/15 

- 31/3/16 

No. of active 
cases in 
2015/16 

Educational Guardianship 
Companies  

11 25 36 

Allocated social workers 3 11 14 

School Social Worker 0 0 0 

Family Support Worker 3 4 7 

MASH identified 1 0 1 

Health Visitor 0 0 0 

School  1 4 5 

Other relation e.g. Aunt/G-parent 2 2 4 

Step-parent or other Carer 2 6 8 

CAMHS 0 0 0 

Other organization  0 0 0 

Total Notifications 23 52 75 

 
Suffolk County Council continues with its efforts to increase the number of referrals it 
receives from the public. This year there has been a small increase in those referrals 
coming from family members themselves, as required by the legislation.  
 
 

Ethnicity of PF Children  

2015-2016 

Existing New Total 

pre 1/4/15 post 1/4/15 No. of cases 

White British 8 21 29 

Black African 0 0  

Black Caribbean 0 0  

Chinese 4 4 8 

White European 11 24 35 

Any Other White 0 2 2 

Total Ethnicities 23 51 74 

 
The trends that began last year in the ethnicity of privately fostered children who are 
also foreign students have continued with the majority of children coming from European 
countries with less from Asia, of Chinese ethnicity.  
 
Notifications from schools about PF arrangements have dropped since 2014 so a 
number of remedial actions have been initiated including training and the dissemination 
of promotional materials targeting Education, Community Health and Early Years. 
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Single and Multi-Agency Audits 

Audits form part of the Learning and Improvement Group activity and provide a wealth of 
information that informs the twice yearly performance report received by the LSCB. The 
Learning and Improvement Group, chaired by the LSCB Chair, discuss in detail all the 
audits brought to the group and makes recommendations to the Board as to actions, risk 
and impact and tracks these through.  

‘The LSCB risk and challenge registers demonstrate persistent tracking of 
recommendations until sustained evidence of improve practice occurs’. (Ofsted: 
February 2016). 
 
Audits received at the LSCB Learning and Improvement Group over 2015/16 
include: 

Name of Audit Date received 

Waveney/East Coast Full Section 11 Audit April 2015 

West Suffolk Full Section 11 Audit April 2015 

Mid Suffolk/ Babergh DC – Full Section 11 Audit May 2015 

ICPC Audit Action Plan May 2015 

Norfolk and Suffolk Probation service - S11 Audit review June 2015 

Annual Performance Reports 

 LADO 

 CDOP 

 S175/157 Audits 

 Private Fostering 

 Safeguarding in Education 

 Workforce Development 

 LSCB Full Year Performance Report 

June 2015 

Youth Offending Service –Section 11 Audit Review July 2015 

Update on CSE 60 Case Audit July 2015 

Core Group Thematic Audit final report July 2015 

Health Section 11 Action Plan September 2015 

CYP report on LSCB attendance at CP Conferences September 2015 

Great Yarmouth and Waveney and NHS England S11 
Update 

October 2015 

Update on MARAC and Governor training audits October 2015 

Proposal for QA of Schools Safeguarding arrangements October 2015 

Reinstating ICPC / RCPC in rural locations rather than the 
three main locations in each area 

November 2015 

Missing Children Report November 2015 

Self-Harm audit reports from Trusts November 2015 



 

Page | 44  

 

LSCB Half Year Performance report December 2015 

Report on previous 12 months Section 11 Audits December 2015 

Narrative Summary Report on Agency Participation for 
Child Protection Conferences 

December 2015 

Update on Police Audit Action Plan January 2016 

Impact of MEIC Re-Structure January 2016 

Updated Section 11 Audit for 2016 January 2016 

Ambulance Service Section 11 Annual Report February 2016 

Suffolk County Council Section 11 Annual Review February 2016 

Diocese of Ipswich Full Section 11 Report February 2016 

CYP Re-Referral Audit February 2016 

Mid Suffolk/Babergh Section 11 Annual Review Update March 2016 

West Suffolk Section 11 Annual Review Update March 2016 

Update on Safeguarding in Education Action Plan March 2016 

Current safeguarding procedures for Alternative Education 
Providers 

March 2016 

 
 

Children in Care (CiC) – formerly known as ‘Looked After Children 
(LAC) Report   

The total number of children in care and those subject to care proceedings increased 
between March 2015 and March 2016 by around 8%.  There has been only a relatively 
small increase in the number of children becoming CiC, however, the number leaving 
care is significantly fewer, resulting in the large total net increase over 12 months. 
 
The numbers of very young children under the age of five who come into care normally 
depart relatively quickly either via adoption, special guardianship or reunification. 
Planning for them is very tight and often linked to court timescales. The increase in the 
total number of CiC can largely be attributed to the increased proportion of young people 
aged 12 and over. This is often linked to significant school related problems. The data 
shows that the number of children and young people who ceased to be looked after due 
to returning home to live decreased considerably in the 12 months to March 2016.  
 
Work to reduce the number of CiC via a greater level of time limited intervention linked 
to reunification will be the subject of further scrutiny in 2016/17. 
 
There has been a drive to achieve greater permanence for children in care in Suffolk. 
Although the local authority was praised by Ofsted for this ambition, it has and will have 
an impact on the number of children remaining in permanent foster care placements. 
There was an increase from March 2015 in the percentage of CiC reviews completed on 
time.  
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The last 12 months has seen a large decrease in percentage of CiC who had an annual 
health check within timescales. This is largely due to data and process issues which are 
being worked through with the aim of a ‘health hub’ to help co-ordinate. 
 
There has been an increase in the % CiC with three or more placements in the previous 
year This decrease in % short term placement stability achieved, relates to a few 
exceptionally challenging young people for whom in the short term it has proved not 
possible to quickly establish stable care arrangements and thus placement changes, 
and sometimes exceptional bespoke packages, have needed to be created to stabilise 
care arrangements and avoid continued disruptions.  
 
A relatively stable proportion of CiC are placed out of county and are in these 
placements for good reason. Some are in care but are placed with extended family living 
outside Suffolk. Others are long-term linked with foster carers who used to live in Suffolk 
but have since moved away from the county, taking their foster children with them. 
Some have been placed away from Suffolk because it is in the best interests of the 
child’s welfare to be more distant from very negative influences and high risk 
circumstances. A number of children are placed in residential schools outside of Suffolk 
because of parental choice.  
 
However, some children and young people are currently placed outside of Suffolk 
because there is a lack of provision locally, particularly:  

 Sufficiency of education provision for children and young people with behavioural, 
emotional and social difficulties and autistic spectrum disorders.  

 Sufficiency of placements for children and young people with complex health 
needs combined with special education needs.  

 Sufficiency of placements for young women exhibiting serious self-harming 
behaviour.  

 Sufficiency of placements for young people exhibiting sexually harmful behaviour.  
 
Examples of increases in specialist provision in Suffolk in the past year are at Inroad and 
Brickfields (Learning Disabilities and Autism), Belhaven (mental health and Emotional 
and Behavioural Disorders) and Hampden House (EBD). SCC CYPS are also growing 
Agency Independent Living placements (YMCA, Catch22, and Lincoln’s Care) which are 
better equipped to support young people with more challenging behaviours. 
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March 
2016 

March 
2015 

September 
2015 

 Total number of CiC  790 732 752 

 
Number of children who became looked after 
in past 12 months (rolling year 

345 333 334 

 Number who ceased to become CiC and 
outcomes (rolling year)  

282 322 312 

 - Permanency 115 118 108 

 - Home to live 63 89 93 

 - Independent living 49 28 43 

 - Other 55 87 68 

 % CiC reviews completed on time (rolling year)  98.5% 97.6% 99.0% 

 
% CiC who had an annual health check within 
timescales  

75.9% 84.3% 82.5% 

 
% CiC with three or more placements in the 
previous year  

12.5% 9.9% 11.1% 

 % Suffolk CiC placed out of county  19.8% 20.7% 19.0% 

 
 
% CiC eligible 2, 3 & 4 yr. olds accessing funded childcare 

2yr olds 3yr olds 4yr olds 

88% (73%) 100% (88%) 100% (91%) 

 
Suffolk has achieved 100% of eligible 3 and 4 year old children in care accessing funded 
childcare at March 2016 and is making good progress for 2 year olds.  
 

% of CiC who are currently NEET  

16-18 CiC as defined by DfE (using academic age for NCCIS purposes).  

 March 2016 April 2015 

NEET 32.8% 29.0% 

In education 41.1% 51.7% 

In work-based learning 16.5% 9.8% 

Not known. While there may be a few 
unknowns these % are too many. 

3.8% 9.0% 

 
The above data demonstrates an increase in the proportion of 16-18 year old children in 
care who were not in education, employment or training. Although there has been a 



 

Page | 47  

 

decrease in the proportion in education, there has been an increase in the proportion of 
16-18 year old CiC in work-based learning.  
 
A Youth Support Worker is currently seconded to the Ipswich 16 plus and Leaving Care 
Team to assist young people to access and sustain EET placements. This tends to be a 
real challenge during the course of the year with the risk of young people dropping out of 
the options identified for them. Those in placements are given incentive payments to 
remain on courses and work experience placements and staff are constantly looking for 
opportunities which will build on a young person’s strengths and ability. This is an area 
which will require more development going forward. 
 
 
Number and % of CiC who achieved a permanency plan by their 2nd review  

There were 293 second reviews held during this period (2015-16) and 100% of 
permanency plans were recorded. However, this doesn’t always mean permanency has 
been achieved for the young person. The requirement is to have a permanency plan in 
place but this can be parallel with a number of potential options. More work will take 
place over 2016/17 to measure whether permanency has been achieved at subsequent 
reviews following the completion of a permanency plan at secondary review.  
 
 
Children in Care (CIC) - Strengths and Difficulties Questionnaires (SDQs) 

As at March 68.1% of CIC had an SDQ score (as opposed to 69.4% in September*).  

The average score is final and that is 15.8 (compared to 15.5 in September). 

 *This is a new Indicator and data has only been gather and reported in the last 6 
months. 
 
 

Safeguarding Disabled Children and Young People  

The LSCB commissioned two reports from Disabled Children and Young People’s 
services in 2015, following publication of the NSPCC research ‘We have the right to be 
safe’ and commissioned research ‘Deaf and disabled children talking about child 
protection’.   
 
The Disabled Children and Young People’s services (DCYP) within Suffolk County 
Council support the safeguarding of all disabled children and young people as a county 
wide service. The team is integrated with Health and Social Care practitioners 
comprising of the following teams and works with children and young people between 
the age of 0-18 years. 
 
Services include: 

 Occupational Therapist Team 

 Learning Disability and Behavioural Support Nursing Team 

 Specialist School Nursing Team 

 Access Unlimited Team 

 Sensory Social Work Team 
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Permanence and Adoption 

The DCYP have worked with the Suffolk Adoption Team to explore opportunities for 
disabled children to have enhanced chances to access the adoption process. This has 
included linking in with the ‘hard to place’ process and attending events held with 
potential adopters and introducing the children.  
 
With regard to long term placements for disabled children and young people, the team 
are now able to seek agreement for Permanence of placements for those placed with 
agency foster carers. This is a change in practice over recent years. Previously the 
service was unable to gain agreement due to the higher costs of outside specialist foster 
placements, however it is now recognised that in-house foster carers are not always 
able to provide the high level support some disabled children require and there is now 
the ability to secure them permanence long term. 
 
The team are also involved in the Learning Disability Residential Operational Group, led 
by the Health CCG, exploring options for residential support within Suffolk in an effort to 
reduce the number of children requiring a specialist placement outside of Suffolk. This 
will ensure children are kept closer to their families and reduce their anxieties of having 
to move back into county when they approach adulthood and education comes to an 
end. 
 
There is a joint funded post across Children and Young People’s Services and Adult 
Community Services that works in partnership with the DCYP team to ensure there is a 
smooth transition process for moving in to adulthood. With the implementation of the 
Care Act 2014, there is a duty on the local authority to ensure a transitions assessment 
is available to young people if requested. There is also a requirement to consider carers 
needs and young carers needs when carry out statutory assessments. Siblings of 
disabled children are considered when carry out a holistic assessment of need. 
 
Monthly Safeguarding meetings held between the Independent Reviewing Officers (IRO) 
and the Practice Managers provide a forum for outstanding issues that are relevant to 
children in care or where there are safeguarding concerns. Many of the cases are very 
complex with Issues of parental substance misuse, neglect, health needs of the children, 
fabricated illness, and the impact upon the vulnerable disabled child.  
 
It is acknowledged that whilst disabled children are the most vulnerable children in 
society, they do remain under represented in the child protection arena. The assessment 
of the DCYP Team is that the children of Suffolk are being safeguarded effectively with 
the evidence of the team’s implementation of the Child In Need process. Cases are 
worked long term and preventative measures are put in place when crisis occurs which 
may prevent the cases escalated into Safeguarding. The DCYP have a good awareness 
of Child Sexual Exploitation, Female Genital Mutilation and Forced Marriage and have 
worked in liaison with the police from the Forced Marriage unit to a successful outcome. 
 
In line with the Suffolk policy to keep children and young people within Suffolk and 
where ever possible (as stated within the Children Act 1989) to keep children and young 
people within the family home, there has been a decrease in disabled children going out 
of the County and an increase in developing creative packages of care that enable them 
to stay at home for longer periods of time. 
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The LSCB data set  

LSCB data comprises of eight outcomes. Each outcome has 8-10 performance 
indicators and commentary and analysis (utilising Signs of Safety model) compiled by 
the appropriate designated lead. A full performance report goes to the LSCB in July 
each year. 

Outcome 1 - There is an effective Early Help Offer for Children and Families in 
Suffolk 

Outcome 2 - Risk is appropriately identified and responded to 

Outcome 3 - Thresholds are effective and ensure the correct level of support 

Outcome 4 -  Child protection plans are as effective as they can be and ensure 
the best outcomes for children. 

Outcome 5 -   Children in Care (CiC) thrive in stable placements 

Outcome 6 - Young people’s emotional health and wellbeing is catered for 

Outcome 7 - Children feel safe in their environment 

Outcome 8 - There is a sufficiently staffed, trained workforce which ensures 
our children are safe.  

 

The data set was able to show the following: 

 At March 2016 the highest % rate of children aged 0-5 registered at a Children’s 
Centre in Suffolk since July 2015, was recorded. All Children Centres have an 
action plan to increase registration. 

 There has been a further increase in the take up of the universal offer for 3 and 4 
year olds. The take up of places for eligible 2 year olds is also very pleasing. 
Currently data from the DfE shows Suffolk being the highest performer for the 
take up of 2 year old places in the Eastern region. The introduction in the spring 
term 2016 of the ‘Golden Ticket, for parents of eligible 2 year olds, has made a 
difference to the take up.  

 The % children achieving a Good Level of Development (GLD) at the end of the 
Early Years Foundation Stage (EYFS, Reception Year): was 2% above national 
in 2015 compared to 1% below national in 2014.  

 The Suffolk Healthy child programme is consistently achieving it targets. 

 The number of CAFs opened each month remains consistent and the number of 
open CAFs has decreased by 10% in the post12 months. This appears to be due 
to more early intervention partnership working which is reducing the need for a 
CAF.  

 Suffolk finished Phase 1 of the Suffolk Family Focus (SFF) programme very 
strongly, hitting the nationally set target for Suffolk of working with 1150 families 
and then claiming a payment by results payment for all 1150 families. The 
success that SFF had in Phase 1 allowed Suffolk to be one of the Local 
Authorities to be early starters for Phase 2 and start working with 200 families by 
March 31st 2015. This target was achieved.  

 The number of cases open to Specialist Services has increased but an increase 
in capacity within teams to deal with these. 
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 The total number of children in care and those subject to care proceedings 
increased between March 2015 and March 2016 by around 8%. There has been 
only a relatively small increase in the number of children becoming a Child in 
Care, however the number leaving care is significantly fewer, resulting in the 
large total net increase over 12 months. 

 MARAC cases involving children continue to remain relatively stable.  

 The process of transfer between Early Help and Specialist teams is working well 
with more cases transferred to Early Help which is the preferred direction of 
travel. 

 The number of cases going to child protection is in line with national figures and 
the use of family network meetings are reducing the need for CP conferences. 

 It was noted that CiC annual health checks were currently 91%. 

 The % of CiC accessing 2,3,4-year-old funded childcare has increased to 10%. 

 There has been a decrease in the number of children killed or seriously injured on 
Suffolk roads. 

 The increase in recruitment of Social Workers and balance of skills with more 
newly qualified and experience staff was noted. Vacancy rates are reducing. 

 The range of multi-agency safeguarding courses has increased but the focus 
remains of sufficiency of training across all partners. 

 Use of the LSCB website remains constant. 

 The Youth Offending service has strong performance in reducing first time 
entrants (FTE) to the Criminal Justice System and has outperformed family, 
regional and national comparators on this measure. The latest data shows Suffolk 
with 286 FTE per 100,000 10-17 population compared to national rate of 376, a 
regional rate of 324 and a YOT family rate of 360. 

 A considerable amount of work has gone into developing more suitable 
accommodation options for 16 and 17 year olds and care leavers up to the age of 
21. In May 2016 there were no young people under 18 year olds in bed and 
breakfast accommodation. 

 The Professional Consultation Line is a high profile and successful part of the 
MASH, taking over 3,200 calls since March 2015 with 64% (2053) of calls relating 
to children and 36% (1163) of calls relating to vulnerable adults. Ofsted noted in 
their Inspection report: “Partner agencies are positive about the prompt support 
and advice available to them through the MASH professional telephone contact 
line and the referral process” The 27% decrease in the number of children’s 
contacts in the MASH is attributed to the increased use of the Professional 
consultation line. 

 
 
What are we worried about? 

 The take up of free school meals is falling more in Suffolk than other comparator 
Local Authorities despite schools being incentivised to increase take up. 

 The Increased number of S47 enquiries, despite Ofsted finding no inappropriate 
application of thresholds. It was noted that further ‘peer’ work with Essex to look 
at the issue was taking place in June. 
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 The rise the Care leavers serving custodial sentences (15) were regarded as high 
and will need to be monitored. 

 School exclusion data shows a relatively high number of fixed term exclusions. 
This was the subject of an LSCB thematic audit in 2013 and the Board will work 
with Education colleagues to consider the findings. 

 The number of CiCs in out of county (OOC) placements is not decreasing.  

 Fewer CiC are going home to live than in previous years. This is an area 
identified for further scrutiny and will be the subject of future reports to the LSCB. 

 The number of YPs accessing GPs for tier 1 service was noted as a concern as 
this would indicate that the main route for parents to access CAMHS is via their 
GP and the vast majority of the referrals are not necessarily a mental health 
issues but behavioural or self-esteem issues. 

 The number of children recorded as self-harming has increased again for Ipswich 
Hospital and continues to be a concern across the county. It is also a national 
trend. 

 The number of children reported as missing from care has increased in the past 
12 months. This may be due to the Police using the missing category rather than 
absent for CiC and needs to be monitored closely. 

 The waiting time from referral to assessment and referral to treatment– figures 
show that over 50% of YPs are waiting over 5 weeks.  
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10. Key data about the Child Protection 
System 

 

Number of Contacts processed by MASH   

Source 

Agency 
Apr 
15 

May 
15 

Jun 
15 

July 
15 

Aug 
15 

Sep 
15 

Oct 
15 

Nov 
15 

Dec 
15 

Jan 
16 

Feb 
16 

Mar 
16 

Police  755 747 808 836 712 840 710 551 625 551 577 680 

Anonymous/ 
Unknown  

46 43 44 48 41 35 49 37 36 32 29 32 

Education/ 
School  

271 356 378 323 13 321 390 368 273 297 273 310 

Health  173 202 179 224 176 202 264 223 170 191 166 203 

Housing  23 17 28 18 16 16 33 22 27 20 16 26 

Individual  258 238 252 266 224 294 285 213 177 233 223 208 

LA Services  100 121 124 148 129 115 127 111 94 91 91 85 

Other  267 260 266 245 219 263 266 224 185 181 182 174 

Total 1893 1984 2079 2108 1530 2086 2124 1749 1587 1596 1557 1718 

Total 
Number of 
Children  

3887 4097 4446 4454 3152 4203 4238 3491 3031 3201 2925 3086 

 
The number of children’s contacts in March 2016 was down 27% from March 2015.  
 
Trends continue to correlate to rise and fall in police contacts and the use of the 
Professional Consultation Line.  
 
The Professional Consultation Line is a high profile and successful part of the MASH, 
taking over 3,200 calls since March 2015 with 64% (2053) of calls relating to children 
and 36% (1163) of calls relating to vulnerable adults. Ofsted noted in their Inspection 
report: “Partner agencies are positive about the prompt support and advice available to 
them through the MASH professional telephone contact line and the referral process” 
OFSTED 2016 Suffolk report.  
 
There has been a marked increase in organisations using the Signs of Safety style Multi-
Agency Referral Form (MARF) including GPs, Hospitals, Housing providers. Suffolk IT is 
working on developing a web based on-line version of the MARF with a prototype being 
tested by IT over the summer. 
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What needs to happen? 

Having achieved a good level of consistency in the use of the MARF there is now a need 
to improve the quality and clarity of the information provided.  
 

 

Number of cases open to Social Care Services   

 March 2016 March 2015 Sept 2015 

Number of cases open to Social Care Services 
at month end including those Under 
Assessment, Leaving Care and Occupational 
Therapy   

3989 3654 3678 

Number of CIN, CPP, LAC at month end 3577 3309 3307 

 
Factors impacting upon CIN numbers include;  

 Demand to the service (referral rates to social care). 

 Staffing capacity (vacancies, absences, levels of experience and related 
allocation capacity and efficiency/effectiveness of working). 

 Practice and policy approaches (i.e. CIN or “CP” approach, and impact of 
SOSWB practice model). 

 Management of case “throughput” or “caseflow”. 
 
Demand for social care services fluctuates but overall is increasing, as generally 
reflected nationally. Work is being completed with partners through the Local 
Safeguarding Children Board (LSCB) on increasing the knowledge of early help and 
confidence in partners to manage and hold risk. They are leading on a revision and 
better understanding of the role all agencies play in the early help offer. 
 
Staffing capacity also fluctuates given the unpredictability of a large staff workforce 
which has a high representation of maternity leave requirement (Table 6 of national and 
regional workforce data – age of staff – notes Suffolk is joint highest amongst Statistical 
Neighbours in % within 20-29yrs and 4th highest in the Eastern region), and historically 
has had considerable difficulty recruiting experienced staff.  
 
Significant practice and policy changes have impacted Child in Need numbers, e.g. a) a 
CIN approach has increasingly been adopted, where deemed safely appropriate, in 
preference to “Child Protection” (see indicative figures below), and b) the Signs of Safety 
and Wellbeing approach is necessarily time consuming – at least by less experienced 
/confident staff and inevitably within the earlier phases of county embedding of the 
model – with hopefully a longer term beneficial impact of reduced re-referrals and plans 
which lead to sustained positive change which should reduce the need for CIN services. 
 
CIN are held within a total of 29 teams (the 13 CIN teams and 4 LAC teams holding 
1885 of the current 2303 CIN @ 13th April `16). 
 
With the variables impacting upon teams, the CIN numbers for individuals, teams and 
county-wide, fluctuates, but has been rising since July `15 (2124) to February `16 (2545) 
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and falling since to April `16 (2303). This rise has also to be seen in the context of 
changing CP approach and numbers – where in June `14 there were 2264 CIN there 
was a corresponding high 575 CPPs, compared to the 441 CPPs of April `16. (June `15 
had 2347 CIN but corresponding very low 399 CPPs).  
 
 
% statutory assessments within timescale (45 days)  

 March 2016 March 2015 Sept 2015  

% statutory assessments within timescale 
(45 days) (rolling year) 

87.9% 89.1% 90.3% 

The percentage of assessments completed within timescales is within target but has 
fallen.  
 
What needs to happen? 

Practitioners are reporting the new assessment tool proving more onerous to record 
than previous version – a further revised version is due for launch in July and is a 
significantly shorter tool, with less duplication, which should promote timescale 
achievements. 
 
 

Number of S47 enquiries started in past 12 months  

 March 2016 March 2015 Sept 2015 

Number of S47 enquiries started in past  

12 months  
2597 2363 2274 

Rate per 10,000 of Suffolk child 
population 

171.8 156.3 150.3 

 
 
Section 47 Enquiries  

 March 2016 March 2015 Sept 2015 

% of Section 47 Enquiries resulting in no 
further action 

70.6% 64.7% 74.7% 

Monthly % of S47s going to ICPC 29.4% 29.2% 38.6% 

 

What needs to happen? 

The numbers of Section 47s initiated remains higher than statutory neighbours and 
England rates and remains a continued feature of enquiry. S.47 enquiries per 10,000 of 
the child population are higher than the majority of statistical neighbours and other 
Authorities in the Eastern Region. 
 
No research or audit has found a threshold concern and Ofsted also found no incidents 
of inappropriate threshold application. Some further ‘peer’ work with Essex to look at this 
issue will take place in June 2016. 
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Number of MARACs involving children aged 0-18 in past 12 months  

Suffolk Total Cases 
Cases with 

Children 
As % 

Cases 

without 

Children 

As % 

Apr-15 114 70 61.4% 44 38.6% 

May-15 92 48 52.2% 44 47.8% 

Jun-15 144 82 56.9% 62 43.1% 

Jul-15 152 95 62.5% 57 37.5% 

Aug-15 130 78 60.0% 52 40.0% 

Sep-15 118 67 56.8% 51 43.2% 

Oct-15 120 70 58.3% 50 41.7% 

Nov-15 136 77 56.6% 59 43.4% 

Dec-15 126 70 55.6% 56 44.4% 

Jan-16 120 67 55.8% 53 44.2% 

Feb-16 127 65 51.2% 62 48.8% 

Mar-16 119 67 56.3% 52 43.7% 

Totals 1498 856 57.1% 642 42.9% 

 
These figures are in line with the previous 12 months. 
 

Number of children receiving intervention through the Suffolk Sexually 
Appropriate Behaviour Service (SSABS)  

The Caseload for SSABS as at 29th of March 2016 was 15.  
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Children Transferred between teams over past 12 months  

 

Cases Transferred from 
Social Care to CAF 

Cases Transferred from CAF 
to Social Care 

Apr 2015 12 12 

May 2015 91 43 

Jun 2015 108 30 

Jul 2015 116 34 

Aug 2015 95 29 

Sep 2015 71 39 

Oct 2015 102 27 

Nov 2015 130 42 

Dec 2015 75 33 

Jan 2016 70 45 

Feb 2016 119 44 

Mar 2016 88 39 

 

1077 417 

 

More cases are transferred to Early Help than to Social Care, which is the preferred 
direction of travel – although appropriate transfers to Social Care are made where 
appropriate in line with thresholds. 
 
This is closely monitored at team and county level to identify any apparent inconsistency 
practice.  
 
 
% of re-referrals to Social Care Services in past 12 months  

 March 2016 October 2015 

% of re-referrals to Social Care in the past 12 
months  

22%* 21% 

*i.e. in March 2016, 22% of referrals to Social Care in that month had been referred to 
social care in the previous 12 months. 
 
The rate of re-referrals is near the 2014/15 Statistical Neighbour rate of 21.3%, and 
lower than the England rate of 24%. 
 
The Q4 2015/16 rate for our Regional Neighbours (for whom we have more up to date 
data) was 21%.  
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Outcome of contacts received in the MASH in past 12 months  

  
April May June July Aug Sept Oct Nov Dec Jan Feb Mar Ave. 

% 

(prev 

year) 

Total 
Contacts 

1893 1984 2079 2108 1530 2086 2124 1749 1587 1596 1557 1718 1834 

 

To 
Specialist 
Services 

294 358 409 295 276 327 355 355 383 322 316 339 336 
18% 

(19%) 

To Early 
Help 

240 215 266 372 170 258 321 230 205 237 196 157 239 
13% 

(15%) 

NFA 255 252 261 328 219 299 265 221 142 168 248 148 234 
13% 

(19%) 

 
Rates of referrals to children’s social care have levelled since September following a 
data cleanse which appears to have been exaggerating the number of sibling’s contacts.  
 
This now helps the MASH to have a sense of business as usual and to examine 
unexpected rises in referrals to Social Care and examine their causes such as 
consistency of decision making. A weekly dashboard supports this management 
oversight on children’s referrals.  
 

 

Statutory assessments  

 
2015/16 2014/15 

Oct 2014/ 

Sep 2015 

No of statutory assessments completed in 

previous 12 months 
7,311 5,885* 6,946 

Rate per 10,000 of child population 483.1 389.4* 459.0 

% of statutory assessments completed within 

the 45 day timescale 
87.9 89.1% 90.3% 

% of statutory assessments resulting in no 

further action** 
41% 44.8% 46.4% 

% that subsequently resulted in a TAC 17.5% 18.2% 20.8% 

*Not a full 12 months 

**Significant therapeutic input can take place in the course of the assessment.  
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Quarter 4 2015/16 Cambs Essex Herts Norfolk Suffolk 

Assessments 
completed in the period 

347.6 100.7 264.6 N/A 483.1 

% assessments which 
are NFA 

29.8% 29.0% 15.6% 43.5% 45.4% 

% of single 
assessments completed 
in 45 days 

94.4% 94.8% 92% N/A 78.7% 

 
What needs to happen? 

Data comparisons between years may be unreliable due to the introduction of the 
Statutory Assessment. More recent data is available from regional neighbours. This 
indicates a significant variation which needs to be the subject of further work.  
 

 

Number of CIN, CP, CiC  

 

March 
2016 

March 
2015 

Sept 
2015 

No. of CIN including CPP and LAC  3,550 3,302 3,294 

No. of CIN excluding CPP and LAC  2,325 2,138 2,156 

Children ceasing CIN (including CPP and LAC) 7,923 7,587 8,007 

 
 
Number of children currently subject to a CP Plan  

  
March 
2016 

March 
2015 

Sept 
2015 

Number of children currently subject to a CP 
Plan  

435 453 390 

Rate per 10,000 of Suffolk population  28.7 30 25.7 

% of children becoming CPP for a second or 
subsequent time  

24.4% 19.9% 20.2% 

% of CPP ceased within the year which had 
lasted two years or more  

3.2% 2.2% 2.8% 

Children ceasing to be subject to a CPP  595 804 694 

% reviews CP cases completed within 
timescales  

99.7% 99.7% 99.8% 

No of children on CPP who are also LAC   8 13 6 

% of open CPP cases lasting two years or more  1.4% 2.4% 3.2% 

 

Rate of CPP per 10,000 of the child population remains lower than both our Statistical 
Neighbours (38.3) and England (42.9) – some cases meeting threshold for ICPCC are 
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held within robust Child in Need/Family Network Meeting plans, and some in accordance 
with the Flexible timescale to conference initiative referred to above. 
 

% of children who have been excluded from school in the past 12 months 

Academic Yr Term Roll Phase 
Fixed Ex 

Nos 
Perc Fixed 

Ex 

2015 Autumn 55057 Primary 380 0.69 

2015 Autumn 43932 Secondary 972 2.21 

2015 Spring 55057 Primary 276 0.50 

2015 Spring 43932 Secondary 774 1.76 

2015 Summer 55057 Primary 439 0.80 

2015 Summer 43932 Secondary 852 1.94 

2016 Autumn 56417 Primary 514 0.91 

2016 Autumn 43083 Secondary 933 2.17 

2016 Spring 56417 Primary 334 0.59 

2016 Spring 43083 Secondary 606 1.41 

      

      
Academic Yr Term Roll 

School 
Type 

Perm Ex 
Nos 

Perc Perm 
Ex 

2015 Autumn 55057 Primary 4 0.01 

2015 Autumn 43932 Secondary 26 0.06 

2015 Spring 55057 Primary 4 0.01 

2015 Spring 43932 Secondary 25 0.06 

2015 Summer 55057 Primary 6 0.01 

2015 Summer 43932 Secondary 14 0.03 

2016 Autumn 56417 Primary 11 0.02 

2016 Autumn 43083 Secondary 26 0.06 

2016 Spring 56417 Primary 7 0.01 

2016 Spring 43083 Secondary 13 0.03 

 

The data for pupil exclusions comes from two sources. The first is from EMS Exclusion 
tables and is updated as schools enter exclusions in their own Educational Management 
System (Usually SIMS). This usually happens within a few days or weeks of the 
exclusion and provides the most current data. Some schools do not provide data in this 
way. For some schools this maybe because of a failure to record correctly. Others, 
usually Academies, have MIS systems which are not compatible with EMS. These can 
be large schools and sometimes have high rates of Exclusion.  
 
The second source of data is from the school census. This data set is more complete 
and will create the LA Exclusion data in the Government Statistical First Release. The 
disadvantage of this data is that it is only available two terms after the exclusion took 
place. The data for 2015 in the tables above is from the School Census. The 2016 data 
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is from the EMS Exclusion tables and will be incomplete for the reasons mentioned 
above.  
 
Data is not always a true reflection as children are often internally excluded which does 
not require reporting. 

 Lack of consistent data reporting.  

 Timeliness of data. 
 
What needs to happen? 

 A more consistent and timely approach to data reporting. 

 Need to drive inclusivity in Suffolk schools. 

 
 
Number of children/young people reported Absent/Missing: 

The Department for Education describes a young runaway as ‘a child or young person 
up to the age of 18 who has run away from their home or care placement, or feels they 
have been forced to leave, or whose whereabouts is unknown’. 
 
In November 2013 Suffolk Police introduced the new definition of ‘missing’ and ‘absent’ 
in line with ACPO guidance: 

Missing: Anyone whereabouts cannot be established, and where the 
circumstances are out of character or the context suggests the person may be a 
subject of crime or at risk of harm to themselves or others. 

Absent: A child (person) not at a place they are expected or required to be, when 
behaviour is out of character and there is no apparent risk. 

 
The figures below include children who go missing with their families about whom there 
are concerns. 

The table below shows the number of children who were reported Absent or Missing 
from April 2015 – March 2016 and the number of episodes. 
 

 
Absent Missing Grand Total 

Episodes 105 1535 1650 

Children 79 626 656 

 

 ABSENT – 79 children were reported absent 105 times. This is a decrease of 131 
reported episodes compared to the previous year (2014-2015 – 236 absent 
episodes). 

 MISSING – 626 children were reported missing 1535 times. This is an increase of 
257 reported episodes compared to the previous year and an increase of 68 
individual children (2014-2015 – 1278 missing episodes, 588 missing children). 
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What does this tell us? 

 The graph below shows how missing figures have differed over the past 3 years. 
In previous years we were seeing a significant decrease in the number of missing 
episodes reported however this year the number appears to have increased 
significantly. The red line identifies the rise in children going missing from care 
this year. 

 

 

 

Why? 

 Police appear to be using the missing category more than absent. This suggests 
more children have been deemed by police as reaching the missing threshold. 
This could be due to an increased awareness of the concerns regarding child 
exploitation and vulnerability when missing that has been further embedded into 
social care and police departments over the past year. Another hypothesis could 
be that parents are reporting their children as missing more than previous years 
or the same children are going missing more often which will be further explored 
in the next table.  

 
The table below shows the breakdown of number of individual children who were 
reported missing and how many times they were reported from April 2015 – March 2016.  
 

Once 414 
 

2 - 5 times 153 
 

6 - 9 times 37 
 

10 - 20 times 15 
 

20 - 32 times 6 
 

63 times 1  

TOTAL 626 
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What does this tell us?  

 The majority of children reported missing were only reported once. There were 
414 individual children reported missing once throughout the year. This is only 
one more child compared 2014-2015.  

 Despite this, a total of 212 children were reported missing more than once leading 
to a rise of 37 individual children compared to last year. It is concerning that there 
are high levels of children going missing 6-9 and 10-20 times throughout the year. 

 

Duration of missing episodes 

 

 16% of missing episodes involved children missing for less than one hour. 

 The majority of episodes involved children missing for between 1 and 24hrs 
(69%). Following 24hrs there is a significant drop of rates with 137 episodes 
involving children missing between 1-2 days.  

 Of the 1535 missing episodes, 1325 were not missing for any longer than 24hrs. 
This is 86% of the total missing episodes. 

 
 
Children missing from Care 

In 2015-2016 there were 96 looked after children reported missing. This corresponded to 
a total of 516 missing episodes (excluding absent reports). 

The below table shows us the number of missing episodes for Children in Care received 
over the past 3 years. 

  2013-2014 2014-2015 2015-2016 

LAC 384 360 516 

LAC - other LA 101 140 151 

HOME 946 778 868 

Total  1413 1278 1535 

 

< 1h 252 

 1 - 4 546 

 4 - 24 527 

 1 to 2 days 137 

 3 to 6 days 37 

 Longer than 1 week 31 

 Longer than 1 month 4 

 Still missing 1 

 Total 1535 
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What does this tell us? 

 43% of the total missing children episodes were for children looked after by a 
Local Authority. 

 33% of these were for children looked after by Suffolk. The other 10% were for 
children placed in Suffolk by other Local Authorities. 

 The final 57% were for children missing from home. 

 The table shows there has been a significant rise in missing reports received for 
looked after children compared to the previous 2 years.  

 There has been an increase of 156 missing reports compared to 2014-2015 for 
Suffolk Looked After Children.  
 
 

What needs to happen? 

Suffolk County Council Children and Young People’s Services received a rating of 
GOOD in their recent Ofsted inspection. An area of MISSING required improvement. 

The recommendation from the inspectors was: 

“Improve the offer, take-up and timeliness of return interviews for children missing from 
home and ensure that data and information relating to all children who go missing from 
home, care and school are collated more effectively and analysed to better inform 
strategic understanding and planning.” 
 
A thorough and detailed report will come to the LSCB in July 2016. The report will 
reference how the Ofsted recommendation will be addressed to improve responses to 
Suffolk’s missing children including further work investigations on why some children 
have high levels of missing episodes and what can be learned to potentially prevent 
recurring missing episodes. 
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11. Developing an Effective Safeguarding 
Workforce 

Suffolk Local Safeguarding Children Board (LSCB) has a statutory responsibility to 
‘monitor and evaluate the effectiveness of training, including multi-agency training, to 
safeguard and promote the welfare of children’ - (Working Together to Safeguard 
Children 2013 & 2015). 
 
The LSCB has a process for quality assuring and endorsing safeguarding training which 
has been agreed through Suffolk’s Children’s Trust arrangements. This process has 
been used by LSCB partners such as Suffolk Constabulary, Ipswich Hospital and Suffolk 
County Council Children’s Services. It provides:  

 Endorsement through the application of an agreed set of regional standards and 
competencies. 

 Assistance and advice regarding Section 11 Audit (Children Act 2004) 
responsibilities related to training. 

 Advice on avoiding duplication in provision by linking organisations providing the 
same courses and thus potentially reducing costs. 
 

A very successful Trainers’ Forum run by SCC CYPS Workforce Development and the 
LSCB provides support and continuity to partner agency safeguarding trainers who 
provide quality assured Level Two Safeguarding training within their agencies. 
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Training and Sufficiency – Summary of safeguarding children training activity 

1st April 2015 to 31st March 2016 
 
Training Courses 

Course 
Total no. of 

courses 
delivered 

Total no. of 
delegates 

Safeguarding Children (for new starters and three year 
renewals) (Level 2) 

7 132 

Introduction to Safeguarding for Early Years settings  

(Level 2) – venue based courses 
16 337 

Introduction to Safeguarding for Early Years settings  

(Level 2) – in-setting courses 
25 315 

Safeguarding: Understanding the Family Journey (Level 3) 1 11 

Common Assessment Framework (CAF) 5 97 

CAF for Early Years 4 52 

Working Together to Safeguard Children (Levels 3 and 4) 8 149 

Child Sexual Exploitation 6 101 

Missing Children 2 30 

Safer Recruitment in Early Years settings 2 21 

Safeguarding: Roles and Responsibilities  3 45 

Domestic, Sexual and Honour Based Abuse: Foundation 
Course 

4 100 

Children and Domestic Abuse: A shift in approach 2 31 

Domestic Abuse: Applying Protective Interventions/MARAC 2 39 

Working with young people in abusive relationships 0 0 

Working with Reluctant, Hostile and Evasive Families 3 67 

Attachment based practice 1 26 

Understanding Risk with all Families 1 14 

Understanding Risk with all Families 1 14 

Workshop to Raise Awareness of Prevent 6 58 

Achieving Best Evidence 3 34 

Mental Capacity Act: young people in transition 2 13 

Hidden Harm: The impact of parental mental illness 3 53 

Strategy Discussions and S47 Enquiries 3 44 

Safeguarding children affected by gang activity  3 56 

CSE and Missing briefings for Foster Carers and Fostering 
Service  

3 105 

Exploited Children: A multi-agency approach (conference) 1 70 

Meet the Mash sessions 8 88 

In addition, CSE training and an awareness pack was delivered to 64 Councillors in 
Suffolk County Council. 
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Suffolk Signs of Safety and Well-being 

Course 
Total number 

of courses 
delivered 

Total number 
of delegates 

Introduction to SOSWB 19 273 

SSOWB – 2 day course 5 120 

SSOWB – coaching sessions for practice leads 12 102 

Signs of Safety Master Class 2 38 

 
 
Revision of Training Materials 

Core training course materials have continued to be reviewed and updated to reflect 
changes in policy and working practice. 
 
Key revisions include: 

o Addition of slides on PREVENT. 

o Updates to Referral process and Multi-Agency Referral Form. 
 
 
Resources 

Working in collaboration with the LSCB, a CSE information pack has been produced. 
This gives basic awareness of CSE and is suitable for a wide range of audiences 
including taxi drivers and Bed and Breakfast owners. 
 
 
Training for Early Years and Childcare providers 

CYPS Workforce Development has continued to deliver free training for Early Years and 
Childcare staff. In addition to venue based training, we have added an ‘in-setting’ offer.  
Take up of this has been good – we have delivered 41 sessions in the period of this 
report – and an additional benefit has been that Committee members are starting to 
attend alongside their staff. 
 
 
Train the Trainer Programme 

Regular updates are given to trainers by email and through Forums.  Topics covered 
include: 

 Missing Children 

 The Care Act and Adult Safeguarding 

 Multi Agency Safeguarding Hub (MASH) 
 

A specific ‘Train the Trainer’ programme was run by the LSCB for the Management 
Team of SCC Residential Children’s homes to ensure all staff within the establishments 
are aware of Child Exploitation. 

 
  



 

Page | 69  

 

Meet the MASH 

Facility is now on Suffolk CPD Online for practitioners to sign up to a ‘Meet the MASH’ 
session. These sessions aim to raise practitioner understanding of the role of the MASH. 

 
 
New Courses 

New courses rolled out between April 2015 and March 2016: 

o Missing Children – Developed following feedback from QA audits around the 
quality of return interviews. This one day course focuses on wider risks 
associated with going missing (not just CSE) and goes through the process and 
good practice of conducting return interviews. The course is being co-delivered in 
partnership with Suffolk Police. 

o Mental Capacity Act: young people in transition – This half day course aimed 
to raise awareness of the Mental Capacity Act and its application with regard to 
young people with disabilities, including the importance of the transition process 
(in line with the Care Act). 

o Private Fostering e-learning module – This is a ME-Learning module, which 
has been delivered to raise awareness of private fostering, and includes 
reference to CSE and trafficking. Course has been developed with input from the 
Fostering Changes for Children Team. 

o Hidden Harm – the impact of parental mental illness. This half-day workshop 
aims to raise awareness of the impact that mental illness can have on children. 

o Safeguarding children affected by gang activity – Full day course provided 
specialist training around working with children affected by gang activity, raising 
awareness of risks and why young people may become affiliated to gangs. 

o Strategy Discussions and S47 enquiries – This training was commissioned for 
social work teams and aimed to improve practice in conducting strategy 
discussions and assessing when S47 enquiries were needed. 

 
LSCB/Workforce Development Conference - Exploited Children: A multi-agency 
approach 

This one-day conference took place on 25th November 2015.  It brought together the 
strands of CSE, Missing Children and Gangs. Programme included: 

 Trafficking and unaccompanied migrant children (joint delivery by Social Care, 
Police and Border Force). 

 CSE risks for runaway children. 

 WASSUP project (Women against Sexual Exploitation Speak Up) – led by victims 
of CSE who are now encouraging local women to have a voice. 

 Gangs and Groups (joint delivery by Youth Offending Team and Suffolk Police). 
 
Courses in Development 

Following the success of the Exploited Children event, work is underway to combine the 
CSE and the Missing Children training into a one day course which focuses on the risks 
associated with running away, including the risk of different types of exploitation. First 
delivery expected Summer 2016. 
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Monitoring Sufficiency 

Waiting lists are regularly monitored to ensure enough sessions are provided to meet 
demand. 
 
Currently, it is possible to provide statistics about numbers of courses and numbers of 
attendees. It has been more difficult to present statistics about percentages of staff 
within individual teams accessing relevant training. However, systems are currently 
being developed to provide this information in future. Work has just been completed to 
ensure all CYP staff are listed on CPD Online with their correct teams, post the changes 
resulting from the Making Every Intervention Count initiative, and this will aid the 
reporting process in future. 
 
 
Future Developments 

WFD team in partnership with early Years and Childcare will run a pilot project, targeting 
the good and outstanding early years childcare settings, to train the safeguarding leads 
from these settings to deliver the LSCB endorsed Introduction to Safeguarding training 
for staff in their setting.  
 
To take part in this pilot, the safeguarding leads should have attended the Safeguarding: 
Roles and Responsibilities training and the Working Together to Safeguard Children 
training. 
 
WFD team will introduce a flat rate licence fee for all trained PVI and external partners 
who have been licensed to deliver the LSCB endorsed Introduction to Safeguarding 
training. To renew their annual license, the trainers will be required to attend minimum 
one CYP Safeguarding Trainers’ Forums, where they will get the local and national 
updates on Safeguarding Children and Vulnerable Adults. The licence fee will also offer 
the members the opportunity to deliver the new LSCB endorsed Missing Children- CSE 
one-day training to their own staff. As part of the Forums events, they will be trained to 
run the Missing Children-CSE training and receive the training materials. 
 
 
Evaluations  

We continue to monitor course evaluations to see the impact that training is having on 
professionals.  Below is a sample of comments from delegates, when asked what they 
would do differently as a result of the training. 
 
Missing Children 

 Improved confidence to continue to complete Return interview and Signs of 
Safety planning. 

 More aware of other agency’s roles in missing persons. Better understanding of 
what happens when children are returned. 

 
  



 

Page | 71  

 

Child Sexual Exploitation 

 I will be much more aware of the way I need to work and the way I need to record 
information. I am new so have never had to deal with this subject yet however I'm 
sure it's coming my way! 

 Know what tools are out to use with children. I will use the CSE toolkit for 
assessments. 

 I know have a better knowledge of Child Sexual Exploitation and how to support 
children and their families impacted by this. I also have a better knowledge of the 
services around to support these young people affected. 

 Following my training, I have taken steps to make this training mandatory for all 
staff within children's services at Suffolk Family Carers. I will be making contact 
with the training providers to book in further training. 

 We practised Return Interviewing, which was really useful because we're now 
starting to do them and I'll be completing my first one this week. 

 

Strategy Discussions and Section 47 Enquiries - for CYPS Social Workers 

 I will feel much more confident in expressing my views and progressing work. 

 As I am a ASYE Social Worker this course gave me a better understanding of 
Sec 47 enquiries and strategy discussions as I have not been involved in these 
processes as of yet. I feel that I would now feel more confident in undertaking 
either of these when this is required of me. 

 I regularly undertake S47 enquiries both single agency and joint. This will help me 
to be able to look at things from other agencies point of views. 

 
Safeguarding Children Affected by Gang Activity 

 It reminded me that gang members are young people too and it takes persistence 
to work with them. 

 Helping my fostering experience. 

 Helps with my role in court when young people are up in Suffolk as ‘drug runners’. 

 Opened my eyes. 

 As a front line police officer very useful. 

 
CSE and Missing Children briefings for Foster Carers and Fostering Service 

 Having had experience of a child missing from placement I feel confident of the 
procedures required. 

 It's raised awareness of the issues, which if they arise we have a better 
understanding of how to respond, report etc.... 

 The session has opened my eyes tremendously and given me much more of an 
awareness of the risks that may be involve associated when a child/young person 
goes missing and also understanding the legislation issues of consent. 
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Meet the MASH  

 Very informative session has given me the confidence to use the service should I 
have any queries. 

 I would contact the MASH team to seek advice about whether to refer a certain 
situation, also I can clearly see where they need information from us pretty 
quickly due to the ragging of the incident. 

 Have a much clearer understanding of the thresholds for referrals. 

 
Online Safety Training  

LCSB endorsed education and training programmes on e-safety were delivered between 
March 2015 – March 2016: 

 1811 individuals trained with SCC Workforce program covering 87 schools.  

 10 e-Safety Leads Training courses trained 173 delegates. These covered the 3 
main areas of Suffolk. (Lowestoft, Bury St Edmunds and Ipswich).  

 215 parents/carers were trained on a Parent and Carers program, along with an 
additional 9 Parents & Carers sessions and 12 Workforce sessions.  

 2026 children/young people through Workshops and Ambassador Programs.  

 277 delegates trained via an e-Safety Training 4 Trainers program which trains 
delegates to deliver our Workforce and Parent and Carers training programs.  

 96 Online Safety Champions/Ambassadors (One young person from the youth 
offending service completing his level 2 online visa as well as 5 students from 
Parkside – certificates awarded).  

 60 Governors trained with 3 further tailor-made Governor courses planned for the 
summer.  

 174 other individuals trained in e-Safety on various tailor-made courses held in 
schools.  

 120 Delegates attended an Online Safety conference held at Wherstead Park; 
this covered a variety of subjects including, Peer Champions, PEGI Games and 
‘Revenge Porn’.  

 
Training for Schools 

The Schools’ Choice Governor Services & Schools’ Choice Safeguarding Learning & 
Quality Assurance teams offer its customers access to the introduction to safeguarding 
course (Governor Services) and named governor safeguarding training (SLQA team) as 
part of their traded offer to schools. Courses are offered throughout the year at various 
locations around the county.  
 
The introduction to safeguarding sessions are free to attend for schools that subscribe to 
the governor training service, of which there are 12 core programme sessions per year. 
Schools/Governing Bodies can also choose to have this training as an in-house whole 
governing body training of which each school is entitled to one free per subscription 
period. They do have the option to purchase additional in-house sessions if desired and 
those schools who do not subscribe are able to access the training on a pay as you go 
basis. 
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The named governor training sessions are delivered by the SLQA team and are subject 
to their own charging arrangements as part of the traded offer from the SLQA team.  
 
 
Summary of Introduction to Safeguarding Training for Governors 2015/16 

During the 2015/16 financial year a total of 748 governors attended the introduction to 
safeguarding training sessions delivered by Schools’ Choice Governor Services (237 at 
core programme sessions, those delivered around the county and open to all 
subscribers and 511 at in-house whole governing body sessions). This represents a 
marked increase over the 2014/15 attendance figure of 398 governors.  
 
Of the evaluations returned for 12 core programme sessions delivered during the last 
financial year, 93% of them rated the course they attended as good or outstanding. One 
particular session received 4 overall ratings of inadequate from attendees there were 
however, 18 other evaluations that attendees rated the course as good or outstanding. 
This was investigated by Governor Services both with the governors attending and the 
presenter and was followed up further with an observation of & feedback on the 
presenter’s next delivery. 
 
Of the 12 core programme sessions scheduled for the 2015/16 financial year only 1 had 
a full attendance (30 delegates), all others failed to reach capacity with the lowest 
number attending one session being 10 delegates. Based on the current figures booking 
and attending these core programme sessions governor services have decided at this 
time to continue to offer 12 sessions per year (4 per school term) as part of the core 
programme training offer. 
 
 
Summary of Named Governor Safeguarding Training 2015/16 

During the 2015/16 financial year the SLQA team delivered 7 courses (half day) 2 of 
these were Saturday mornings. 124 delegates attended. There were 175 places 
available meaning 51 places went unfilled. These unfilled places were primarily in the 
Lowestoft area. 
  
Saturday mornings have been introduced and these have proved successful especially 
in the Ipswich area. The programme has been updated to focus on the role and 
responsibility of the named safeguarding governor including an A4 yearly planner and 
key questions to ask in relation to monitoring safeguarding systems.  
 
Although many governors are not completing their evaluations which are currently made 
available online after the training event 98% of those that did stated they felt the course 
was good or outstanding.  
 
 
Information to Governors from Governor Services 

All of the courses detailed above are advertised frequently to governors and in a number 
of ways.  
 
Details are included in The Knowledge which is a ½ termly e-newsletter; this is emailed 
to approximately 2,000 governors and several 100 other recipients with connections to 
education in Suffolk. Alongside information on training this newsletter contains updates 
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on policy and legislative changes of importance to governors. All of the courses offered 
to governors by Schools’ Choice Governor Services and the SLQA team are advertised 
online via the Schools’ Choice CPD website. Some governors have completed the 
introductory training via the ME Learning online system. 
 
Schools and new governors also receive an annual handbook of governor training which 
includes details of the introduction to safeguarding course as part of the Schools’ Choice 
Governor Training offer. We encourage governing bodies to discuss their training 
requirements regularly and include it as a standing item on our template agendas. 
Governor Services staff and clerks are aware of the different types of safeguarding 
training that are available to governors and advise accordingly when enquires are 
raised. 
 
 
The Year Ahead - 2016/17 

Introduction to safeguarding training will continue to be offered on the same basis that is 
has been during 2015/16 with 12 courses delivered across the county over the course of 
the year and the option for in-house whole governing body delivery. 
 
The 2016/17 training materials for the introduction to safeguarding have been developed 
by colleagues in the SLQA team to include more focus on the governors’ roles and 
responsibilities for monitoring safeguarding arrangements in their school. Although no 
evaluation forms are available at this time verbal feedback to presenters has reportedly 
been very positive. 
 
A new inclusion in the 2016/17 training programme is a standalone online safety 
module, beginning with 1 hour workshops in the 2016 summer term and a core 
programme course offering during the 2016/17 academic year. 
 
We continue to encourage governing bodies to open up their in house training sessions 
to other local schools which will hopefully continue to facilitate a higher number of 
attendees at the face to face training sessions. 
 
Named governor training dates have already been planned for 2016-2017. There are 7 
planned courses across Suffolk including Saturday mornings, these will be increased 
/decreased according to take up.  
 
 
Challenges and Potential Challenges 

We are aware that in some schools the Designated Safeguarding Leads are delivering 
the safeguarding training to governors at the same time as their workforce, unfortunately 
we have no way of tracking the number of governors who have undertaken the training 
this way. This is also true of those governors who complete the training via the ME 
Learning platform. 
 
When schools convert to academy status and, particularly those schools which join 
larger multi-academy trusts with national sponsors, we are finding that they are making 
their own arrangements for governor training. As a result, we do not have a clear picture 
of what level or quality of governor training they are receiving. With the continued drive 
for all schools to convert to academy status this could potentially be an on-going issue. 
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12. Child Death Overview Panel 
The Local Safeguarding Children Board (LSCB) functions in relation to child deaths are 
set out in Regulation 6 of the Local Safeguarding Children Boards Regulations 2006, 
made under Section 14(2) of the Children Act 2004. The LSCB is responsible for 
ensuring that there are arrangements for: 

a) collecting and analysing information about each death with a view to 
identifying— 

(i) any case giving rise to the need for a review mentioned in regulation 
5(1)(e); 

(ii) any matters of concern affecting the safety and welfare of children in 
the area of the authority; 

(iii) any wider public health or safety concerns arising from a particular 
death or from a pattern of deaths in that area; and 

(b) putting in place procedures for ensuring that there is a coordinated 
response by the authority, their Board Partners, and other relevant 
persons, to an unexpected death. 

 
In order to fulfil the LSCB’s responsibility as described above, the Child Death Overview 
Panel (CDOP) is a sub-group of the Board that is responsible for reviewing all deaths of 
children and young people who are normally resident in Suffolk, from day of birth, up to 
but not including the age of 18.  
 
The only exceptions to the child death review process are those babies who are stillborn 
and any death following a planned medical termination of pregnancy carried out within 
the law.  
 
The Suffolk CDOP has been operational from 1st April 2008 with membership of 12 
different partner agencies. The Panel is chaired by a Consultant in Public Health, Public 
Health Suffolk. The Panel’s clinical advisory role is held by County Designated Doctor 
for Safeguarding Children. Business support is provided by the LSCB support team. The 
Panel works closely with partner agencies and other organisations to collect, collate and 
analyse case information to inform the review process. The Child Death Overview Panel 
met four times in 2015-16. 

 
The Ofsted Review of LSCBs published in February 2016 noted;  

‘The Child Death Overview Panel (CDOP) features a wide range of expertise 
allowing rapid, evidence-based reviews of each reported death. Modifiable factors 
are appropriately identified and regularly reviewed through a learning and action 
log. The panel contains strong Public Health expertise, facilitating a research-
informed approach and effectively targeted public health campaigns’. 
 
The annual data return was submitted to the Department of Education on 5th May 2016. 

Summary of Report: 

 34 cases reviewed by CDOP during 2015-2016. 

 4 cases listed as having modifiable factors. 

 11 cases were deaths that occurred 2014-2015 – 2 had modifiable factors. 
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 23 cases were deaths that occurred 2015-2016 – 2 had modifiable factors. 

 18 cases are currently listed as ongoing. 
 
A recent serious case review in Suffolk reinforced with the CDOP the importance of 
revisiting the subject of Safe Sleep regularly, and ensuring that professionals coming 
into contact with parents are able to give clear and consistent messages regarding safer 
sleeping practice.  
 
 
General Information on infant deaths 

6 out of 10 infant deaths happen in the first year. Almost 5 out of those 6 of those are 
likely to die within 28 days. 
 
Who is most at risk? 

 Low Birth Weight 

 Pre-term born 

 Born to young mothers 
 
In terms of unexplained deaths, 80% of them likely to happen in the post-natal period i.e. 
28 days to 1 year. 
 
The first year, especially the first 28 days, are crucial in terms of preventative 
measurements, those involved in the life of a baby, parents/family members and 
professionals in terms of access to care, consistent message, quality of care.  
 
Unexplained and Sudden Infant Deaths (SIDS) have reduced over past 10 years, which 
is statistically significant but it is still happening, and has huge impact on 
parents/families/communities. In Suffolk there have been 36 unexplained deaths in the 
past 10 years. In Suffolk the CDOP has identified the following modifiable factors when 
considering the deaths: 

 Soft bedding/cushions; 

 Co-sleeping; 

 Parental smoking and drinking. 
 

 

 



 

Page | 77  

 

 
 
Suffolk CDOP relies on information provided by each single professionals involved in the 
life of a baby to understand what led to the death and what needs to be done to prevent 
similar incidence within Suffolk system.  
  

The Safer Sleeping Suffolk Campaign, building on the work of the LSCB, was launched 
in September 2015, led by Public Health. As well as a media launch, it included the 
distribution of leaflets and thermometers to parents, which include 6 key safer sleeping 
messages. 
 
Two conferences held in the Spring of 2016 gave an opportunity to take stock and 
explore what is going well and what more could be done to reduce the risk of Sudden 
Infant Death Syndrome. See more information on Safe Sleep work under Section 12 
below. 
 

Recommendations published by NICE emphasise the importance of talking of parents 
about the risks: 

1. Recognise that co-sleeping can be intentional or unintentional. Discuss this with 
parents and carers and inform them that there is an association between co-
sleeping (parents or carers sleeping on a bed or sofa or chair with an infant) and 
SIDS. 

2. Inform parents and carers that the association between co-sleeping (sleeping on 
a bed or sofa or chair with an infant) and SIDS is likely to be greater when they, or 
their partner, smoke.  

3. Inform parents and carers that the association between co-sleeping (sleeping on 
a bed or sofa or chair with an infant) and SIDS may be greater with:  

o parental or carer recent alcohol consumption, or  

o parental or carer drug use, or  

o low birthweight or premature infants.  
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(Postnatal care up to 8 weeks after birth. NICE guidelines [CG37] Published date: July 2006.  
Updated 2014.) 
SIDS is a complex and often emotionally charged issue. Parents are exposed to a range 
of information sources including professionals, family members, friends, media etc. 
 
Research tells us that what parents actually do is influenced by other factors such as 
material circumstances, mental health, and social support. 
 
The Safer Sleeping Suffolk 6 key campaign messages are intended to provide 
consistent, simple, straight forward, evidence informed advice as a starting point for 
discussion with parents: 

 Keep your baby smoke free during pregnancy and after birth. 

 Put your baby to sleep on their back with their feet to the foot of the cot. 

 Place your baby to sleep in a cot, crib or moses basket - never fall asleep 
with them on a sofa or chair.  

 Never fall asleep with your baby after drinking or taking drugs/ medication.  

 Keep your baby’s head and face uncovered and make sure they don’t get 
too hot. 

 Breastfeed your baby if you can – support is available. 
 

 

13. Serious Case Reviews 
The LSCB commenced work on a Serious Case Review in 2014 and published the 
findings entitled ‘Young Person ‘C’ in July 2015. A further Serious Case Review ‘Baby D’ 
was commissioned in late 2015 and published in April 2016. In both cases a systems 
based methodology was used. Single agency chronologies of agency involvement were 
merged into one integrated multi-agency chronology document. This was a main data 
source for this review.  

 
In each case a SCR Reference Group was appointed and group members provided the 
leadership role for their specific agencies and undertook to seek out, prepare, provide 
and clarify data as the SCR progressed.  In the case of ‘YP C’ there were two reflective 
learning events attended by practitioners involved in the case. These events gave 
practitioners an opportunity to understand who did what and why and to identify ways 
where practice could be improved. 
 
On both occasions Suffolk LSCB met at an Extraordinary Board meeting to consider the 
Serious Case Review report and fully accept and endorse the recommendations made.  
 
The Board then went on to consider the incidental learning identified in the Report, 
actions already taken to date, their impact and other actions required to address the 
learning and this formed the basis of a formal response document. 
 
Recommendations and themes from the Serious Case reviews are the subject of 
comprehensive action plans, and are robustly managed by the LSCB.  
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Regular updates to the Board have evidenced actions have been undertaken as 
required and learning has been disseminated into single and multi-agency training 
events.  
The SCR Reports and LSCB responses can be viewed on the LSCB website: 
http://suffolkscb.org.uk/procedures/serious-case-reviews/ 

 
IMPACT includes: 

 Changes to home leave risk assessment policies for young people in secure 
settings. 

 Best interests and Mental Capacity Act training has been rolled out and this 
addresses those aged 16/17. 

 Voice of the child and implications for consent continues to be highlighted in 
training and Fraser competence is documented during consultations as 
appropriate. 

 Bespoke training delivered to urgent care staff to ensure recognition of age 
specific issues (16 and 17 year olds) and parental presentations that may impact 
on children. 

 A national sub contract policy for all NHS trusts is in place to ensure a uniform 
approach to all sub contracted services.  

 Creation of Independent Schools Forum to ensure up to date safeguarding 
information and guidance is available to the Independent Schools sector. 

 Regular auditing of care plans and risk assessments. 

 Risk assessment model based on Signs of Safety developed and being rolled out 
to GP Practices.  

 Training provided through Schools Choice has been reviewed to include the 
importance of school based audits. 

 Review of the system for Common Assessment Framework referrals. 

 All commissioned services within CYPS are required to complete safeguarding 
audits. 

 Public Health is in discussion with CCGs to agree specific KPIs to maximise and 
monitor implementation of Safer Sleeping Suffolk Strategy and its 6 messages 
and provision of a thermometer for all mothers and their new babies. 

 
 
Suffolk LSCB first launched a campaign to promote public awareness to the importance 
of Safe Sleep in 2014 in partnership with the Lullaby Trust. As part of that campaign, 
guidelines were developed and information shared with all partner agencies, including 
information for Teachers to support PSHE framework for parenting sessions. Safe sleep 
leaflets were promoted with midwives and health visitors in particular and information 
packs sent out to children’s centres. 
 
A further initiative was run by Public Health, in conjunction with the LSCB, in 2015. The 
Health and Wellbeing Board website has a Safer Sleeping Suffolk web page with a 
range of videos, leaflets posters etc. A printable safer sleeping guide was produced and 

http://suffolkscb.org.uk/procedures/serious-case-reviews/
http://www.healthysuffolk.org.uk/projects/safer-sleeping/
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there is a short video that includes key information regarding drinking, smoking, co-
sleeping etc. 
There was media coverage at the time and circulation to professionals to ensure that 
safe sleep messages were delivered to all new parents and to encourage midwives and 
health visitors to both ask about safe sleeping arrangements and give out leaflets. 
 
In response to the Baby ‘D’ Review, and as part of an ongoing awareness raising 
campaign by the LSCB and Public Health, two safe sleeping events took place in March 
and April 2016. They were free and open to anyone working with children and their 
families. More than 150 professionals attended from across the LSCB partnership. 

The programme included: 

 Suffolk Safer Sleeping Strategy – Implementation update. 

 Evidence update/Data/Risk Factors. 

 Presentation from Dr Helen Ball, Co-sleeping as a cultural practice.  

 SUDIC process – A Police Perspective. 

 Lullaby Trust presentation. 

 Safer Sleeping Suffolk Evaluation – survey results. 

 Table Top Discussions as to how to spread the Safe Sleep message. 
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Essential Information 
Author:    Ali Spalding,  LSCB Manager 

Contact Details:    ali.spalding@suffolk.gov.uk 

Date of Production:   July 2016 

Approval Processes:   LSCB Executive Group, Local Safeguarding Children Board 

 

LSCB Website:   www.suffolkscb.org.uk - Available from August 2016. 

 

 
The information contained in this report is taken from, or links to, the following key 
strategic plans and policies: 

1. Suffolk LSCB Full Year Performance Report July 2016 

2. Suffolk LSCB Work Plan 2015/16 

3. The State of Suffolk Report Executive Summary 2015 and 2016 Revisions 

4. HM Government: Department for Education ‘Working Together to Safeguard 
Children 2015 

5. Ofsted Inspection of Services for children in need of help and protection, children 
looked after and care leavers, and Review of the effectiveness of the Local 
Safeguarding Children Board. 23 November 2015 – 17th December 2015 
published 11th February 2016 

6. Online Safety Annual Report; and Prevent Duty VTR Annual Report 2016 - Tina 
Wilson, Head of Safeguarding and Reviewing Officer Service 

7. Local Authority Designated Officer (LADO) Report 2015 – 2016 - Rennie Everett, 
LADO, Dian Campbell, LADO and Chris Burton, County Safeguarding Manager 

8. CDOP Annual Report - Mashbileg Maidrag, Panel Chair  

9. Private Fostering Annual Report 2015-2016 – Fiona Harris, Corporate Parenting 
Board Manager and Sally Stoker, Head of Adoption and Fostering 

10. School Governor Safeguarding Training Annual Report 2015-2016 - Grant 
Skinner, Schools’ Choice Governor Training Manager 

11. Schools Choice Safeguarding Training Report 2015-16 - Bev Clark, Schools 
Choice SLCA Training Manager 

12. Workforce Development Training Report 2016 - Monica Gugura, WFD Advisor 
  

mailto:ali.spalding@suffolk.gov.uk
http://www.suffolkscb.org.uk/
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Appendix 1 - LSCB Structure Chart  
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Appendix 2 LSCB Board Full Member & Deputy Attendance 2015-16 

 
MEETING DATES 

Organisation Apr-15 Jul-15 Oct-15 Jan-16 Apr-16 

Assistant Director, Personalisation, Safeguarding & Quality, Adult Community Services, Suffolk County 
Council 

Yes Yes No No Yes 

Service Director for Children and Young People’s Services, Suffolk County Council Yes Yes Yes Yes Yes 

Corporate Director, Children and Adults, Suffolk County Council Yes Yes Yes No No 

Senior Locality Manager (West Suffolk), East of England Ambulance NHS Trust No Yes No Yes Yes 

Detective Superintendent, Protecting Vulnerable People, Suffolk Constabulary Yes Yes Yes Yes Yes 

Executive Chief Nurse, West Suffolk Hospital Foundation Trust No Yes No Yes Yes 

Designated Nurse Suffolk, West Suffolk (CCG): Ipswich & East (CCG) Yes Yes Yes No Yes 

Director of Patient Safety & Clinical Quality, NHS Suffolk, West Suffolk, Ipswich & East Suffolk (CCG's) No Yes Yes Yes Yes 

Director of Commissioning, Quality & Safety, Health East (Great Yarmouth & Waveney CCG) No Yes No Yes Yes 

Chief Executive Officer, Norfolk & Suffolk Community Rehabilitation Company Ltd Yes Yes Yes No No 

Consultant Public Health, Public Health, Suffolk County Council Yes No Yes Yes Yes 

Patient Experience Manager, NHS England (East Anglia Area Team) No No No No No 

Designated Doctor, Suffolk, West Suffolk CCG & Ipswich & East Suffolk CCG No Yes No Yes Yes 

Director of Nursing, Norfolk & Suffolk NHS Foundation Yes Yes Yes Yes Yes 

Director of Nursing & Quality, Ipswich Hospital NHS Trust Yes Yes Yes Yes Yes 

Head of Safeguarding & Reviewing Officer Service, CYPS, Suffolk County Council Yes Yes Yes Yes Yes 

Assistant Director, National Probation Service No Yes Yes Yes Yes 

Senior Service Manager, Norfolk & Suffolk CAFCASS - Yes No Yes No 

LSCB Independent Chair Yes Yes Yes Yes Yes 

LSCB Board Manager Yes Yes Yes Yes Yes 

LSCB Professional Advisor Yes Yes Yes Yes Yes 

      

 

Full Deputy 
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Appendix 3 – Budget for 2015/16 

 
 
The LSCB received a total of £205,735 in contributions and £86 miscellaneous income 
for the financial year 2015/16 as outlined below: 
 
 

2015/16 Partner contributions to LSCB 
Budget: 

£ 

Babergh District Council 5,000 

Forest Heath District Council 5,000 

Ipswich Borough Council 5,000 

Mid Suffolk District Council 5,000 

Suffolk Coastal District Council 5,000 

St Edmundsbury Borough Council 5,000 

Waveney District Council 5,000 

  

CYPS BASE budget 67,785 

- DSG Budget 26,900 

CAFCASS 550 

Suffolk Constabulary 23,500 

NHS Suffolk 47,000 

Norfolk & Suffolk CRS 2,500 

Suffolk Probation Services 2,500 

Miscellaneous Income 86 

Total: 205,821 

Additionally, the Executive Group agreed a 
further £30,000 to be drawn from Reserves if 
needed for: 

 Serious Case Review  

 LSCB Development  

 
 
 

12,381 draw down required 

Overall Income 2015/16: 218,202 
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Expenditure as at 31st March 2016: £ 

Salaries: 148,571 

Transport Related Expenses: 961 

Supplies and Services:  

Equipment Purchase 3070 renewal of chronolator licence 

Food & Drink  
Catering  

Printing 517 

Stationery  

Photocopying 2550 

Training  

Room Hire 2416 

Professional Fees 25,369 

SCR 19,222 

Development and Expenditure 1350 

Chelsea’s Choice CSE Awareness 12,575 

Grant to Organisations 1500 

Miscellaneous 1 

Internal Charges:  100 

Total Spend: 218,202 

 
 
 

 £ 

Total Income/ Budget including draw down 
from reserves:  

218,202 

Expenditure: 218,202 
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Appendix 4 - LSCB Learning and Improvement Framework 

The full LSCB Learning and Improvement Framework can be located on the 
LSCB website within the Learning and Improvement section at 
www.suffolkscb.org.uk/about-us/learning-and-improvement-group 

http://www.suffolkscb.org.uk/about-us/learning-and-improvement-group
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Appendix 5 – Learning and Improvement Partnerships 

Suffolk Local Safeguarding Children Board 

 

 

 

 

 

 

 

 

 

 

LSCB Partnerships 

LSCB Learning and          

Improvement Group 

 Performance Information Data 

 Multi Agency case audits 

 Thematic Audits 

 Section 11 Audits 

 Section 175/157 Audits 

 Annual risk capture and analysis 

 Analysis from area network 
meetings 

E Safety Sub Group 

 Manages the                 
E-Safety Strategy 

Case Review Panel 

 Learning from Practice 

LSCB Executive 

 Annual Report 

 Business Plan 

LSCB Training QA and 
Sufficiency Group 

 Outcome reports 
from Training 

 Training QA and 
endorsement 

Health Sub Group 

 
 Assessments LAC, CP 

 Audit reports 

 Admission data 

Area Safeguarding 

Network Meetings 

 Local picture of what 
works and what 
needs to be 
improved 

County Network 
Seminars 

 Area Practitioner 

Network Meetings 

Children Exploitation 
Sub Groups 

 

 Data and trend 

analysis 

Child Death         
Overview Panel 

 Analysis of trends 
Practice, Policy and 
Engagement Group 

 Practice Guidance 

 New Procedures 

 LSCB Endorsement 
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Appendix 6 


