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INTRODUCTION FROM THE INDEPENDENT CHAIR
We are publishing this year’s Annual Report and Business Plan at a time of significant change and
challenge for the LSCB and its partners.
As a result of government policy, there are radical changes in local health and education services.
Preparations are being made for the election of a Police Commissioner, and a new Health and Wellbeing
Board has been established.
These changes provide opportunities for us to improve the way in which we work together to safeguard,
and promote the welfare, of children in Cumbria. The LSCB will be involving partners in Education, Health
and Police services in developing early help to children. We will be working with the Health and Wellbeing
Board to improve the health and wellbeing of children in our local communities.
Whilst these developments will affect safeguarding services throughout the country, here
in Cumbria we face the additional challenge of the outcome of the inspection by Ofsted
and the Care Quality Commission earlier this year. An Improvement Plan for our
safeguarding services has now been agreed by partners, and is being put into action,
under the oversight of an Improvement Board. The LSCB and its partners are members
of this Board.
In this report we outline how we will work together to respond to these challenges
and opportunities. We will do this by creating a culture in Cumbria in which everyone
in the organisations with a responsibility for safeguarding children, and in our local
communities, understands, and acts on, the basic principle that:

Safeguarding is everyone's business

Allan Buckley
Independent Chair

INTRODUCTION FROM THE CORPORATE DIRECTOR, CHILDREN’S
SERVICES
In Cumbria we have high aspirations for all of our children and young people. We want the best for every
child, young person and family. We want Cumbria to be a great place for a child to live and grow up in, a
place where young people are able to live happy and productive lives and a place where young people will
want to live and work in the future. We recognise that no single agency alone can achieve this vision and
we continue to build our partnership arrangements.
The Local Safeguarding Board’s role is to provide leadership, support and challenge to partners across the
county to ensure that a focus on safeguarding permeates the work of all agencies and has a positive
impact on the lives of children. Messages from both peer review and inspection in the last business year
are clear that though we have strong representation at the Board, we need to focus on working more
effectively as a partnership and strengthening our scrutiny and challenge role. I am confident that there is
robust commitment from partners to take this forward. We have made good progress over the last year
and the priorities we have identified for the coming year will enable us to move closer to our vision. By
working together and listening to children and young people, we will make
Cumbria not just a great place, but more importantly, a safe place to be a
child and grow up.

Julia Morrison
Corporate Director, Children’s Services
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MEMBERSHIP OF THE LSCB
INDEPENDENT CHAIRPERSON
Allan Buckley
MEMBERS
AGENCY

ROLE

NAME

CAFCASS, Cumbria

Service Manager

Ian Gopsill

Children’s Services, CCC

Assistant Director – Schools and Learning

Caroline Sutton

Children’s Services, CCC

Corporate Director

Julia Morrison

Children’s Services, CCC

Interim Assistant Director – Children and
Families

Lyn Burns

Churches Together in Cumbria

Roman Catholic Minister

Reverend Chris Barwise

Cumbria Association of Secondary
Headteachers

Headteacher

Denis Fay

Cumbria Constabulary

Assistant Chief Constable

Michelle Skeer

Cumbria Constabulary

Detective Chief Inspector

Mike Forrester

Cumbria District /Borough Councils

Corporate Director (Monitoring Officer)

Debbie Storr

Cumbria Partnership Foundation Trust

Director of Operations & Executive Nurse

Andy Roach

Cumbria Probation Trust

Director of Operations

Mike Craven

Higher Education

Carlisle College - Vice Principal

Elaine Price

Independent Schools

Headteacher

Vacancy

Inspira

Chief Executive

Mark Bowman

NHS Cumbria

Executive Director of Nursing

Moira Angel

NHS Cumbria

County Lead GP for Safeguarding Children

Amanda Boardman

NHS Cumbria
North Cumbria Acute Hospitals

Designated Doctor for Safeguarding
Children
Acting Director of Nursing Quality and
Governance

Dr Nicola Cleghorn
Chris Platton

NSPCC

Regional Head North East and Cumbria

Liz Benson* to Sept 2012

Primary Headteachers Association

Headteacher

Yvonne Craig

Representing Public Health function

Associate Director

Nigel Calvert

Safer and Stronger Communities, CCC

Corporate Director

Dominic Harrison

University Hospitals Foundation Trust

Director of Nursing

Jackie Holt

Voluntary Sector representative

East Cumbria Family Support – Chief
Officer

Pam Hutton

Voluntary Sector Representative

Barnardos – Assistant Director

Richard Simpson

Youth Offending Service

County Manager

Deborah Royston

PARTICIPANT OBSERVERS
Elected Member - CCC

Portfolio holder for Children’s Social Care

Anne Burns

Safeguarding Adults Partnership

Safeguarding Adults Co-ordinator

Linda Mason

Cumbria LSCB

Cumbria LSCB Manager

Lynda Maudlin

NHS Cumbria

Designated Nurse Child Protection

Louise Mason Lodge
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ABOUT CUMBRIA’S CHILDREN AND YOUNG PEOPLE

1
2

•

Cumbria’s usual resident population at census day
2011 was 499,900; an increase of 2.5% since 2001.

•

There are 109,625 children and young people aged
0-19 living in Cumbria

•

They go to 327 schools and 28 Children’s Centres
(271 Primary, 21 LA Secondary, 19 Academies, 6
Nursery Schools, 5 Specials and 3 Pupil Referral
Units (PRUs)

•

364 of our children are subject to a child protection
plan and 600 are looked after.

•

1,909 have a statement of Special Educational
Needs, 1,139 have English as a second language,
2,387 are of a black or minority ethnic heritage and
91 are Gypsy Roma Travellers.

•

15,000 of our children are living in poverty and 1,174 were NEET (Not in Employment
Education or Training)1



Around 22 % of the population of Cumbria is under the age of 20. Around 3% of school
children are from a black or minority ethnic group.



The health and well-being of children in Cumbria is mixed compared with the England
average. The infant mortality rate is better than the England average and the child
mortality rate is similar to the England average.



The level of child poverty is better than the England average with 16% of children aged
under 16 years living in poverty



10% of children in Reception and 21% of children in Year 6 are classified as obese. 60%
of children participate in at least three hours of sport a week which is better than the
England average.



The MMR immunisation rate is higher than the England average. Immunisation rates for
diphtheria, tetanus, polio, pertussis and Hib in children aged two are higher than the
England average.



The hospital admission rate for alcohol specific conditions is higher than the England
average. The percentage of children who say they have been drunk recently is higher than
the England average.2

Data from Children’s Services – Service Plan 2012-13
Data from ChiMat Child Health Profile for Cumbria – March 2012
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ABOUT CUMBRIA LOCAL SAFEGUARDING CHILDREN BOARD
THE ROLE OF THE LSCB
The Local Safeguarding Children Board (LSCB) is an independent body. It cannot be absorbed
by any of the organisations which are represented on it. Nor can it instruct them about what they
should do.
However, the LSCB should properly monitor and challenge the safeguarding arrangements of
agencies. Its key roles are:
•

Co-ordinating the work of organisations which are responsible for safeguarding, and
promoting the welfare of children.

•

Overseeing and challenging them in carrying out their safeguarding responsibilities, to
make sure that they are doing that work effectively.

•

The way in which safeguarding work is carried out is changing significantly. In 2010 the
Government asked Professor Eileen Munro to review safeguarding arrangements for
children. She produced a wide ranging review of safeguarding services, and the key
changes which she proposed can be summarised as:
o Focussing child protection on the needs and experiences of children and young
people.
o Enabling staff to develop, and use, their skills and judgement, instead of being
dependent on procedures.

HOW THE LSCB WORKS
THE GOVERNANCE OF THE LSCB

“Our social workers do
listen and are very helpful”
helpful”

Each local authority is required by the government to have a local safeguarding children board
(LSCB).
Whilst the LSCB is an independent body, the Director of Children’s Services (DCS) is accountable
for its effective performance. The DCS reports to the Chief Executive of the County Council, who
is responsible for making sure that the DCS is fulfilling her responsibilities for safeguarding and
promoting the welfare of children.
The DCS also works closely with the County Councillor who is the Lead Member for Children’s
Services. This Councillor is also a member of the LSCB, as a “participating observer”.
The DCS and the Lead Member for Children’s Services also attend the Children’s Trust Board and
the Health and Wellbeing Board, whose work is outlined below.
A wide range of organisations –both statutory and voluntary-are represented on the LSCB. They
are accountable for:
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•

Regular and active membership of meetings of the LSCB.

•

Making sure that there is effective communication between their organisation and the
LSCB.

•

Accounting for the arrangements within the organisation, or group of organisations, which
they represent for safeguarding, and promoting, the welfare of children.

•

Membership of the LSCB also includes two lay members, who:
o Support stronger public engagement in safeguarding, and a better public
understanding of the LSCB’s work in local communities.
o Challenging the LSCB on accessibility by the public, and children and young people,
to its work.
o Helping to make links between the LSCB and local community groups.

In Cumbria LSCB these lay positions are presently vacant. Later this year the LSCB will advertise
for two lay members, one concerned with public engagement, and one with the specific
engagement of children and young people.
Government guidance on safeguarding-”Working Together”-is extremely detailed.
The
Government is presently consulting on changes which will result in shorter, and precise, guidance,
based on the principle that there should be less dependence on detailed procedures, and more
use of local judgement.
LINKS BETWEEN THE LSCB, CHILDREN’S TRUST BOARD AND THE HEALTH AND
WELLBEING BOARD
The Children’s Trust Board co-ordinates the planning and development of services for children
and young people. It is chaired by the Lead Member for Children’s Services. Both the Director of
Children’s Services and the Chair of the LSCB are members of the Children’s Trust Board.
The priorities of the Children’s Trust
Board are:
•

No avoidable child deaths

•

No children living in poverty

•

All children are ready for school by
the age of 5

•

Young people are pro-active and
productive citizens by age 16

•

Children and young people respect
and value themselves and each
other.
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The LSCB has agreed with the Children’s Trust Board that performance in implementing these
strategic priorities will be a joint responsibility of both boards.
The Health and Wellbeing Board is responsible for developing the Health and Wellbeing
Strategy and Joint Strategic Needs Assessment for Cumbria (JNSA). The JNSA is the description
of the health and wellbeing of the people of Cumbria, and the strategic plans to meet these needs.

“Sometimes we are listened
to a little bit but often we
feel the word of our parents
is taken over ours”
ours”

The Lead Member for Children’s Services
and the Director of Children’s Services are
members of the Health and Wellbeing
Board.

Whilst the Chair of the LSCB is not a
member of the board, the revised version of
“Working Together” requires that the LSCB
should link effectively with the Health and
wellbeing Board, and the Director of Public
Health. Specifically, it should both inform, and draw on the Joint Strategic Needs Assessment,
and should present its annual report to the Health and Wellbeing Board.
The Health and Wellbeing Board, Children’s Trust Board, and the LSCB have clear remits for
safeguarding and promoting the welfare of children, which each relate to the levels of preventing
harm to children outlined in the Munro report:
Universal/Primary Prevention: The Health and Wellbeing Board.
The remit of the Health and Wellbeing Board is to improve the health and wellbeing of the
people of Cumbria as a whole, including children and young people.
Selective/Secondary Prevention: The Children’s Trust Board.
The remit of the Children’s Trust Board is to co-ordinate the development of services specifically
for children and young people.
Tertiary Help/Prevention: The LSCB
The remit of the LSCB is to co-ordinate and scrutinise the
safeguarding and early help work of local organisations with
responsibility for safeguarding and promoting the welfare of
children.
Figure 1 in the Business Plan shows the links between the three
boards, and the plan to connect and co-ordinate their future
work.

“everyone has an opinion no
matter how young they are”
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LSCB SUB-COMMITTEES
The Sub-Committees of the LSCB have provided progress reports for the year 2011/12:
Name of Sub-Committee:
Policy and Procedures
Terms of Reference:
•

•

•
•
•
•

To commission and recommend for approval by the LSCB, Policies and Procedures that
result in effective multi-agency working together to safeguard and protect the children
and young people of Cumbria
To ensure the robust review of existing Policies and Procedures in the light of local and
national serious case reviews, changes in legislation and statutory guidance to ensure
compliance
To ensure efficient and effective consultation regarding draft Policies and Procedures
To have responsibility for the accuracy and updating of the Cumbria LSCB website
To recommend actions for other sub-groups to ensure effective communication,
understanding, implantation of Policies and Procedures and the monitoring of Practice
To ensure consistency of other agencies’ Child Protection Policies and Procedures
through a Section 11 process

Actions and On-going work:
In the year from April 2011 to March 2012, the Policy and Procedures Group has:
•
Continued to Review Policies and Procedures according to a continually reviewed
timetable
•
Commissioned some additional policies and guidance where there was felt to be gaps
•
Carried out the LSCB Section 11 responsibilities
•
Undertaken some Task and Finish Work to improve the functioning and paperwork of
Case Conferences
Future Priorities:
In addition to continuing with a. to c., with particular reference to the revised Working
Together and findings of Cumbrian Serious Case Reviews, we will give thought as to how we
can demonstrate that the Policies and Procedures we have commissioned and reviewed are
accessed and acted upon.
Impact and Outcome:
We would expect that the work described under Future priorities around the accessing and
acting within Policies and Procedures would demonstrate the Impact and Outcome of the
Policy and Procedures Sub-group.
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Name of Sub-Committee:
Case Review and Child Death Overview
Terms of Reference:
• To review the deaths of all children normally resident in Cumbria.
• To ensure that the rapid response system is fit for purpose.
• To consider whether a case meets the criteria for a serious case review, case review
or practice review
• To monitor the implementation of action plans from serious case review
Actions and On-going work:
• The case review and child death overview panel were combined in this business year
in recognition of the shared membership of both groups and the need to draw the
learning into one meeting.
• Membership of the group was reviewed as a result additional members of a GP
representative and designated doctor
• Information sharing improved with the development of the Health safeguarding hub
and access to the inquisitions from coroners.
• The Thematic action plan tool was developed which combined all actions from serious
case reviews into themes
• The group commissioned a SCIE review in order to pilot this way of carrying out
reviews and become more practitioner and less process focused.
• The group agreed that the sudden unexpected death in infancy protocol should be
revisited and reviewed.
• The group commissioned a review an older teenager who suffered a life threatening
injury.
• The group directly Involved parents/carers the child death review process in order to
learn from their experiences.
Future Priorities:
• The sub-committee have reviewed the terms of reference for the group in light of the
experience of this business year.
• The protocol for managing child death is being reviewed and developed by a group
from health. This protocol will be agreed by the Board and communicated to partners.
• The group are developing a practice review process in order to be able to review cases
and to inform both practitioners and children and families in the process.
• The group need to make sure that learning from reviews is communicated widely and
has an impact on practice.
Impact and Outcome:
Combining the two groups means that the learning from serious and case reviews and
reviewing all child deaths will identify areas where services are working together well and
where there needs to be service improvement.
The outcome of these groups being successful is that children will be better safeguarded and
that parents/carer will be better supported.
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Name of Sub-Committee:
Children’s Workforce Strategy Group
Terms of Reference:
• To provide a strategic framework to enable the workforce to safeguard children.
• To monitor the delivery of workforce development across the agencies.
• To evaluate the quality and impact on safeguarding practice of the
training/development provided
Actions and On-going work:
Training was completed in the following areas:
Core safeguarding training
Safeguarding, e-learning package Foundation version
Safeguarding, e-learning package Core version
Safeguarding, e-learning package Police version
Safeguarding and Protecting Children, Multi-Agency
Developing a needs-led, outcome-focused service
Developing a needs-led, outcome-focused service practice development sessions
Specific safeguarding issues
Corporate parenting: Doing for children in care what you would do for your own children
Neglect, abuse and trauma
Integrated working e-learning courses from Me Learning (e-learning)
Risk taking behaviour and young people (e-learning)
Working with difficult, dangerous and evasive families for frontline practitioners
Improving Practice
Plain English and analytical recording
Future Priorities:
• Each agency to commit one person to the multi agency training team in order to set
standards, quality assure delivery and measure impact of training on practice. This
person to be a lead in workforce development within the agency
• Each agency to sign up to a training strategy and agreement that all safeguarding
training should be endorsed by the LSCB – LSCB to develop a “kite mark”
• CWSG to develop a standard measure in order to evaluate single and multi agency
training
• Priority areas identified by the LSCB for the business year to be delivered in the
training strategy, Early help/CAF, Thresholds, Supervision and managerial oversight,
Safeguarding in schools
• Schedule sub-group meetings and bi-monthly LSCB meetings
• Establish mechanisms for gathering thematic intelligence to scrutinise the quality of
impact of training - Agree timescales for reporting to LSCB
• Establish a programme of support for SERGs to strengthen capacity in effective
communication in the districts
• Need to establish the baseline position and provide commentary for the LSCB on
areas for county wide and district development.
• CWSG produces report to LSCB on progress against the training strategy
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Impact and Outcome:
The desired outcome and impact of multi agency training is to achieve better outcomes for
children and young people by fostering:
• a shared understanding of the tasks, processes, principles, roles and responsibilities
outlined in national guidance and local arrangements for safeguarding children and
promoting their welfare;
• more effective and integrated services at both the strategic and individual case level;
• improved communication and information sharing between professionals, including a
common understanding of key terms, definitions and thresholds for action;
• effective working relationships, including an ability to work in multi-disciplinary groups
or teams;
• sound child focused assessments and decision-making; and
• learning from Serious Case Reviews (SCRs) and reviews of child deaths.

‘Safeguarding and promoting the welfare of children
requires coco-ordination in every local area. The Children
Act 2004 required each local authority to establish a
Local Safeguarding Children Board (LSCB)’
Working Together to safeguard Children – a guide to interagency working to safeguard and promote
the welfare of children - 2010
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Name of Sub-Committee:
SERG Chairs
Terms of Reference:
• To respond to questions posed by the LSCB and performance sub-group regarding the
locality and to produce audits, analysis and action plans in order to improve outcomes
for children.
• To ensure that agencies in the locality are aware of developments in safeguarding
policies and practices.
• To enable the locality group to communicate local issues to the LSCB
• To link the LSCB and Children’s Trust locality arrangements.
Current Actions and On-going work:
• Completed multi agency audits and produce action plans for the agencies identified in
the audit on Effective of early help/CAF responses and Effectiveness of response to
adolescents
• Developed an on-line Private fostering survey
• Developed an action plan which will identify the agency who needs to respond to the
audit outcomes
• Each agency representative at the SERG group reported back to their district delivery
group on the progress made on the action plan
Future Priorities:
The groups have been restructured to:
• To develop and maintain a system which will identify key themes taken from serious
case reviews, locally and nationally.
• To develop an audit tool which will gather evidence to measure whether lessons
learned from case reviews are, being embedded in practice, making a difference in
terms of outcomes for children.
• To contribute to the development of those parts of Cumbria's Improvement Plan
relating to: Ensuring that the child’s voice informs individual plans and the work of the
LSCB (SG 13); Developing and implementing robust quality assurance systems (SG
5); Ensuring that learning from serious case reviews is embedded in policies and
practice(SG 12)
• To establish quality measures of safeguarding practice based on: The experiences of
children and young people; Key themes taken from serious case reviews, locally and
nationally; the findings of the Ofsted Report of April 2012.
• To establish and maintain communication and co-ordination with the Children’s Trust
Board’s Impact and Evaluation systems.
• To report on the outcome of quality audits to the LSCB, and make recommendations
for action arising from the audits.
• To advise the Board on how to hold partner agencies to account, singly and on a multiagency basis, for the quality of their safeguarding practice, specifically focusing
practice on the needs and experiences of children and young people.
Impact and Outcome:
The group terms of reference and structure will be reviewed by the LSCB to ensure service
delivery is underpinned by a coherent quality assurance process which provides regular and
robust challenge and scrutiny, to ensure learning from Serious Case Reviews is embedded,
to improve outcomes for children and young people in Cumbria.
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Name of Sub-Committee:
Health Safeguarding Network Group
Terms of Reference:
•
•
•
•

•
•
•
•
•

Brings together the local NHS agencies for mutual support and co-ordination
Provides assurance that the leadership of the commissioning responsibilities in relation to
safeguarding of NHS Cumbria are being met
Supports assurance to Provider Boards that the overall responsibilities of the NHS are being met
Overviews the functions, systems and processes of the NHS Safeguarding system, through:
o
Monitoring training adherence
o
Ensuring that lessons from incidents and case reviews are learnt and implemented
o
Facilitating joint audit activities
o
Ensuring mutual support at times of stress in the system (vacancies etc)
o
Providing formal reports to the NHS Cumbria PCT Board.
Identifies key issues for executive action relevant to policy committees (such as PEC)
Creates an NHS liaison function with the LSCB.
Develop and deliver a project / implementation plan for relevant area of accountability (all aspects
of safeguarding) within the CQC Programme.
Reports regularly to the CQC Director Delivery Groups on progress, risks, issues and benefits
delivered
Considers the long term/sustainability needs related to the CQC recommendations

Current Actions and On-going work:
Ensured effective communication between the commissioning, primary and community, and acute
arms of the local NHS at a time of unprecedented change.
• Ensured active health input to the LSCB.
• Contributed to the appointment of a Designated Doctor, who has provided the necessary expertise
to the Board and the Child Death Overview Panel.
• Developed a Transition Plan, to ensure that the quality of Safeguarding services was ensured
during the implementation of the NHS reforms. This is an ongoing process
• Implemented an engagement, leadership and development programme for GPs. This, together
with the appointment of a Designated GP, and lead GPs for each locality, was mentioned in the
Ofsted report as "A positive feature of the new safeguarding culture being built in Cumbria".

Future Priorities:
The focus of work in the coming year will be to ensure:
• That there is a smooth transition of Safeguarding responsibilities to the Clinical Commissioning
Group (CCG),and the Local Area Office of the National Commissioning Board (NHS CB),in line
with Government Guidance.
• Ensuring full engagement of health partners in the work of the LSCB and the Ofsted Inspection
Improvement Board.
• Ensuring that the improvement plans arising from the Ofsted and CQC inspections are effectively
co-ordinated.

Impact and Outcome:
The local NHS will commit itself to making an impact on safeguarding children through full
engagement by all health agencies in the work of the LSCB, including consistent and active
membership of the Board and its sub-committees.
The outcome will be an effective contribution by health agencies to the successful development of the
LSCB as an effective partnership, and a learning organisation, to ensure the welfare and safety of
children in Cumbria.
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OUR PRIORITIES 2011/12
As a result of discussions in the Children’s Trust Board; the Munro review; lessons which we
learned from Serious Case Reviews; and multi-agency audits of work, we agreed on the following
priorities for the year 2011 - 2012:
•

Assess the effectiveness of the early help being provided to children and families (including
the effectiveness and value for money of early help services, including early years provision
and support for young parents)

•

Assess the effectiveness of multi-agency training to safeguard and promote the welfare of
children and young people.

•

Carry out reviews using the “Systems Methodology” recommended by the Munro review. This
system involves staff in the process, and looks at why things have happened, rather than
simply identifying what happened. It has been piloted by the Social Care Institute for
Excellence (SCIE) develop better multi-agency case audit systems to inform practice, robustly,
challenge where appropriate and drive improvement.

•

Further mature as a Board to ensure we use our strong partnership to authentically hold
agencies to account for safeguarding children and young people.

PROGRESS AND ACHIEVEMENT
Priority 1 – Assess the effectiveness of the early help being provided to children and families
(including the effectiveness and value for money of early help services, including early years
provision and support for young parents)
Reason

What the LSCB achieved

This priority was agreed in
recognition of the importance of
focusing on early help rather than
targeting all resources at child
protection services. The Munro
review recognised a vital role for
professionals working in universal
services to identity the early signs
of abuse and neglect. The LSCB
anticipated an outline of the “early
help offer” during the business
year.

The
Safeguarding
Expert • LSCB member agencies will work
reference group carried out
together
to
address
the
thematic audits focusing on early
effectiveness of early help
intervention/CAF
the
services to children of all ages
effectiveness of the help offered
and the embedding of CAF.
to older teenagers and invited • The outcome of the CAF
professionals to complete a
assignment will be reported back
survey
regarding
private
to the LSCB.
fostering.
• Single and multi agency training
plans will be responsive to the
• Early intervention to help
outcomes of the learning from
children and families, and the
serious case reviews and audits
use
of
the
Common
provided by the LSCB. Agencies
Assessment
Framework
need to be clear on pathways to
(CAF).
provision.
• These audits identified the
following key themes:
• Children should be engaged,
spoken to, and fully involved,
in safeguarding practice.
• The use of the CAF needs to

14
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Reason

What the LSCB achieved

What needs to be done

be embedded-to become a
standard practice -by the staff
of all partner organisations in
the LSCB.
• Staff from agencies in contact
with children and families
should communicate with
each other, so that there are
clear decisions and actions,
which lead to the right
outcomes for children.”

Priority 2 – Assess the effectiveness of multi-agency training to safeguard and promote the
welfare of children and young people
Reason

What the LSCB achieved

What remains to be done

The LSCB has a responsibility to
ensure that both single and interagency training is delivered to a
consistently high standard, and
that a process exists for
evaluating the effectiveness of
training.

Children’s
Workforce
group
designed
and
delivered
a
program of multi agency training
following a review of provision
and taking into account the
learning from serious case
reviews

The remit, terms of reference and
membership of the Workforce
Strategy Group will be reviewed.

Monitoring arrangements should
be in place to ensure that training
and refresher training is available
and that there is regular review of
training programmes
The LSCB should agree an
evaluation strategy and ensure
that the outcomes from training
inform the planning of future
training.

2040 candidates completed the
e-learning programme providing
basic awareness of safeguarding
398 candidates attended multi
agency training

A high quality system of multiagency training will be developed,
focusing on learning from cases.
The Workforce Strategy Group
will
develop
and
maintain
systems for monitoring the
effectiveness of training.

An impact evaluation tool has
been developed though has not
yet been tested.

Priority 3 – Develop the use of systems methodology when undertaking case reviews that will
include serious case reviews
Reason

What the LSCB achieved

What remains to be done

We carried out four serious case
reviews in the course of the year.
In addition, we carried out a
review using
the
Systems
Methodology recommended in
the Munro review.
We were
assisted in this by the Social Care
Institute for Excellence (SCIE),
which is piloting this system.

We used resources allocated
through the Children’s Workforce
Development Council to carry out
a review, using the systems
approach.

A special meeting of the LSCB
discussed the findings of the
review, and agreed on the action
to be taken as a result.

The LSCB were fully engaged in
the process and had both a review
group and case group who cooperated fully with the review
The systems approach moves making sure that the family were
beyond the specifics of what also able to express their views as
happened, and identifies the part of the process
factors which influenced why the
case was managed in the way The case was identified by the
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An action plan will be developed,
involving the staff who contributed
to the review. The implementation
of the action plan will be
monitored
by
the
Quality
Assurance Panel, with a focus on
whether the lessons learned from
the review have been embedded
in practice by the agencies.
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Reason

What the LSCB achieved

that it was. Crucially, unlike the Board because it featured a family
existing system, it involves staff in with identified additional needs
the review process
that were felt to be typical of the
area in which they resided.
The review focused on the
examination of how agencies
came together to support the
family and in particular how
universal and additional support
services as well and child and
adult service providers worker
together effectively in order to
provide that support.

What remains to be done
It is hoped that this process of
connecting the processes of
review, actions, and audit can
provide a model for future
practice. This would be consistent
with the Government’s aim, in the
revised version of the statutory
guidance “Working Together”, of
developing a system of learning
and improvement through the
review process.

Priority 4 – Develop better multi-agency case audit systems to inform practice, robustly,
challenge where appropriate and drive improvement
Reason

What the LSCB achieved

What is still to be done

The LSCB has a key role in
achieving high standards in
safeguarding
and
promoting
welfare by
evaluation
and
continuous improvement. In order
to assess the effectiveness of
safeguarding practices the LSCB
needs to have robust quality
assurance system that include
multi
agency
auditing,
performance data and customer
feedback.
The learning from
serious case reviews identified
key priorities for the district
groups to focus their activity and
to provide information for the
Board.

The Local Safeguarding Expert
Groups were reviewed.
The
existing
four
groups
were
reformed into three district groups
with chairs from partner agencies.
The groups were asked to assess
the effectiveness of early help and
responses to older teenagers.
The findings from the audits were
reported to the Board.

The Ofsted Inspection found that,
whilst the SERGs had undertaken
some multi-agency themed audits,
action to collate the findings, and
drive improvement had been left
to individual agencies, in the
absence of robust challenge from
the LSCB.
In addition there was no
consistent monitoring of the
regularity with which children were
seen and spoken to, resulting in
the views of children being absent
from the work intended to protect
them.

Performance data has been
reported to the Board based on
the
key
child
protection
information. The Board developed
four key areas of reporting
broadening the information to be
provided.
The LSCB will establish and
maintain a system of quality
assurance, with the following
elements:
• Strong strategic direction from
the LSCB.
• The engagement of children
and young people.
• Strong local implementation
based on the membership
and local footprint of the
SERGs, and engaging local
agencies, notably education
and primary care services.
• The Business Plan for 20122013
details
the
establishment of a Quality
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Reason

What the LSCB achieved

What is still to be done
Assurance Panel of the
LSCB, which will oversee the
work
of
three
Quality
Assurance Groups, which will
replace the SERGs

“We have to push to get people to hear”
Priority 5 – Further maturing as a Board to ensure we use our strong partnership to authentically
hold agencies to account for safeguarding children and young people
Reason

What the LSCB achieved

The LSCB has a key role in
achieving high standards in
safeguarding
and
promoting
welfare
by
co-ordination,
evaluation
and
continuous
improvement.

The LSCB has all member The Board will develop as a strong
agencies represented. The Board and effective partnership. The key
has an independent chair. The elements of this will be:
DCS and Lead member attend the
Board. The DCS as a member • A commitment to shared
and the Lead Member as a
values of openness,
participant observer.
accountability, full
participation, and constructive
The LSCB has revised its meeting
challenge.
structure to have bi-monthly LSCB • Clarity of purpose: this will
meetings in order to involve the
focus on a joint commitment
whole Board in discussion.
to
the
successful
implementation
of
the
The sub-committee structure is
Improvement Plan, and to
established in order to deliver
action on the LSCB’s other
business priorities. The child
priorities.
death overview panel and case • Regular review of progress
review group have combined in
through Board development
order to bring together the
days
learning from both processes.

What is still to be done

There have been a number of
thematic audits completed by the
SERG groups and reported to the
Board. There have been 4 SCR
executive summaries published.

“we should be told what
decisions are made”
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LSCB BUDGET
In 2010/11 partners made the following contributions to the LSCB
Agency
Children’s
Services
(staffing/board support)
Health
Probation
Police
CAFCASS
SCIE Contribution
TOTAL

£93,790
£61,079
£10,180
£10,180
£500
£10,300
£185,529

Outturn for business year
2011-12
Employee costs and transport – (Safeguarding
Service Manager and two administrators)
Misc (venues, stationary, computers, training and
development
Serious case and SCIE review
Chairing arrangements (including advertising for
new chair)
TOTAL
Overspend

Actual
£111,119
£22,349
£46,606
£6,500
£186,574
£1207

Add our intention of developing SLAs with each of the agencies for the 2012/13 Budget.

“everyone deserves a home
– it’s a human right”
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PERFORMANCE INFORMATION
SAFEGUARDING EXPERT REFERENCE GROUPS
There were three Safeguarding Expert Reference Groups (SERGs) covering the three localities:
•
•
•

Allerdale and Copeland
Carlisle and Eden
Furness and South Lakes

Their functions were to:
1
2
3
4
5

deliver a quality assurance framework for the LSCB focusing on learning from themes in
serous case reviews/case reviews based on evidence provided by multi agency audits
assess the impact of the learning from reviews on agencies/organisations
provide evidence to the LSCB on how well agencies are working together to keep children
safe and to hold agencies to account for progressing the actions from the audit
collate evidence from single agency/organisation quality assurance processes in order to
inform the LSCB annual report thereby identifying strengths and areas for development
provide a safeguarding link to District planning and delivery groups.

The Business Plan describes how the SERGs have been replaced by three local Quality
Assurance Groups (QAGs), based on the membership and local footprint of the three SERGs.
The SERGs carried out two audits and one on-line survey during the business year:
Audit of the effectiveness of Early Help
The audit did evidence examples of good practice though there continued to be:
• Some lack of clarity on thresholds and a delay in progressing to a common assessment at an
earlier stage
• Differences in understanding of the common assessment process and lack of knowledge of
the materials available to practitioners
• Issues around the sharing of information between professionals
• Limited evidence of the child being at the centre of the assessment.
Audit of the effectiveness of responses to older teenagers
Again though there was evidence of good practice the following areas were identified
• Lack of evidence of the team around the child being used for teenagers
• Young people not been seen on their own and their views not being recorded with the views of
parents being given more weight
• The significance of bereavement was missed in two cases
• A lack of support groups and mentoring for teenagers coping with poor parenting
• A lack of understanding by professionals of how addictions are a long term problem
• There was a lack of knowledge about the service provided by other teams, eg advice and
access not knowing about adoption support.
• There was limited evidence of critical thinking around cases, eg a belief by professionals that
young people placed in care /residential schools are safe solely on the grounds that they are
placed; risk assessments for some services were absent.
• Knowledge of the role of the Local Authority Designated Officer(LADO) was limited.
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•
•

There was a lack of knowledge around procedure for children reported missing, one young
person was missing from a school 15 times with no strategy/conference called.
Language, ethnicity and religion were not recorded

Private Fostering on-line survey
60 people responded to the survey from the following agencies:
Agency Responses to Private Fostering Survey

S
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The survey also asked about the knowledge staff had about private fostering:
What do you know about Private Fostering?
35
30
25
20
15
10
5
0
I think I'm pretty w ell
informed

I know a little, but i'm not I've heard of it, but don't
clear about all the details really know w hat it is

I'd never heard of it
before I started this
questionnaire

Comments made by people completing the survey:
•
•

There is still confusion about the name of Private Fostering, when I discuss with other
professionals they often have it mixed up with agencies that provide foster placements
Still a profound lack of knowledge within services and as we know there are many children
hidden and often are within dangerous or unsuitable placements. These children are some
of the most vulnerable as there is no one within health overseeing their health needs basic
ones such as having a doctor.
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I have recently attended some training on Private Fostering and found it very good as I was
able to ask the trainer questions and discuss different situations

•

PERFORMANCE DATA
Referrals - A referral is taken by children’s social care when a parent, professional or a member
of the public either expresses concern about a specific child’s welfare or makes a request
During the year ending 31 March 2012 Cumbria Children’s Services received 3,480 referrals for
social care services. This is a rise of 11% from the 3,131 referrals which were received in the
previous year.
The government has identified a set of local authorities which are similar to Cumbria (statistical
neighbours) which is used to benchmark performance. Comparison with statistical neighbour and
national figures shows that the rate of referrals received in Cumbria is lower than for both these
groups. In Cumbria, for the year ending 31 March 2012, a rate of 361 referrals per 10,000
population aged under 18 was recorded whilst statistical neighbour and national figures for 2011
(the latest year for which figures have been published) were 507 and 556 respectively.
Referrals

Rate per 10,000 population aged 0-17

600

500

400

300

200

100

0
Cumbria 31 March 2012

Cumbria 31 March 2011

Statistical Neighbour 31
March 2011

National 31 March 2011

Initial Assessments - The purpose of an initial assessment is to determine quickly and
accurately, whether a child is ‘in need’ and the nature of the services that the child and the child’s
family is likely to require.
During the year ending 31 March 2012 2,993 initial assessments were completed in Cumbria, a
rate of 310 per 10,000 population. Again, this is lower than national and statistical neighbour
figures.
Current guidance is that initial assessments should be completed within 10 working days of the
referral which led to the assessment. In Cumbria 88% of initial assessments completed in
2011/12 were within 10 working days.
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Rate per 10,000 population aged 0-17

Initial assessments
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Percentage completed within 10 working days
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Initial assessments within 10 working days
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Core assessments - A core assessment is an in-depth assessment which address the central or
most important aspects of the needs of the child and the capacity of his or her parents or
caregivers to respond appropriately to those needs within the wider family and community context.
A total of 1,132 core assessments were completed during the year ending 31 March 2012 which
equates to a rate of 117 per 10,000 population. As with referrals and initial assessments, the rate
of assessments completed is lower than those nationally and for statistical neighbours.

Rate per 10,000 population aged 0-17
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Percentage completed within 35 working days

Current guidance is that core assessments should be completed within 35 working days of the
decision to commence an assessment. 80% of assessments in Cumbria were completed within
this timescale during 2011/12.
Core assessments wirhin 35 working days
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Cumbria 31 March 2012

Cumbria 31 March 2011

Statistical Neighbour 31
March 2011

National 31 March 2011

Initial child protection conferences - The initial child protection conference brings together
family members, the child who is the subject of the conference (where appropriate) and those
professionals most involved with the child and family, following section 47 enquiries. The purpose
of the initial child protection conference is to bring together and analyse, in an inter agency
setting, the information which has been obtained about the child’s development needs and the
parents’ or carers’ capacity to respond to these needs to ensure the child’s safety and promote
the child’s health and development within the context of their wider family and environment.

Percentage completed within 15 working days

An initial child protection conference should be held within 15 working days of the strategy
discussion at which the decision was made to proceed to conference, or the strategy discussion
at which the section 47 enquiries were initiated, if more than one has been held.
Initial child protection conferences
100%
90%
80%
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60%
50%
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30%
20%
10%
0%
Cumbria 31 March 2012

Cumbria 31 March 2011

Statistical Neighbour 31
March 2011

National 31 March 2011

This chart shows the percentage of conferences held on time. There has been a slight decline in
performance between 2010/11 and 2011/12, although figures remain in line with statistical
neighbors and are higher than the national average.
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Review conferences - The child protection plan is reviewed in accordance with statutory
timescales. Each review considers whether the plan should remain in place, should be changed or
should end. It is important that these reviews take place as scheduled within timescales to help
keep professionals and the family focussed on achieving the necessary changes. A review
should take place within 3 months of the decision to initiate a CP plan and subsequent reviews
should be held at intervals of no less than 6 months.
Percentage completed within timescales

Review conferences
100%

98%
96%
94%
92%

90%
88%
Cumbria 31 March 2012

Cumbria 31 March 2011

Statistical Neighbour 31
March 2011

National 31 March 2011

The chart above shows the proportion of reviews which were held within timescales. In Cumbria
the figure has remained relatively static over the last two years, at just above 92%. This is lower
than the average performance achieved by our statistical neighbors where performance in
2010/11 stood at over 97%.

Number

Percentage

Cumbria
2010/11

Statistical
Neighbour
2010/11

National
2010/11

Child protection plans - When a child protection case conference decides that a child or young
person is at risk of abuse a child protection plan is require to keep children safe. In 2011/12 364
children in Cumbria became the subject of a child protection plan. The table below gives a
breakdown by the category of abuse recorded at the time the plan was put in place. The most
common reason for a plan being started was neglect

Neglect
Physical
abuse
Emotional
abuse
Sexual
abuse
Multiple

143

39%

53%

44%

42%

22

6%

7%

13%

13%

45

13%

14%

33%

28%

22

6%

6%

6%

5%

132

36%

19%

9%

12%

Total

364

-

-

-

-

Cumbria 2011/12

Numbers of children with CP plans are increasing. At 31 March 2012 there were 350 children
who were the subject of a child protection plan which is a 14% increase on the figure of 306
recorded at the end of the previous year.
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9

2%

2%

2%

2%

0 to 4

154

44%

39%

41%

42%

5 to 9

90

26%

30%

28%

28%

10 to 15
16 and
over
Total

85

24%

27%

22%

26%

12

3%

2%

1%

2%

350

-

-

-

-

Cumbria 2011/12

Unborn

The majority of children with a plan are aged between 0 and 15, with almost half of these between
0 and 4.
Looked after children - At 31 March 2012, there were 600 looked after children in Cumbria, a
rise of over 18% on the previous years figure of 507.

REPORTS ON BOARD GROUPS, LOCAL AUTHORITY DESIGNATED
OFFICER AND PRIVATELY FOSTERED CHILDREN
CUMBRIA CHILD DEATH OVERVIEW PANEL
The Child Death Overview Panel (CDOP) reviews all death of children 0-18 years, classifying the
cause of death, identifying contributory factors, reaching a decision about whether the death was
preventable, identifying any modifiable factors (those which can be changed though national or
local interventions) and making recommendations to prevent future similar deaths.
In reviewing the death of the child the CDOP may consider modifiable factors I the family and
environment, parenting capacity or service provision and consider what action could be taken at a
regional or national level.
Table 1: Number of Cases Reviewed and Signed Off at Each Panel Meeting within 2011/12
Prior
to
Oct
2011
Cases
20
Reviewed

Oct
2011

Nov
2011

Dec
2011

Jan
2012

Feb
2012

Total

0

1

3

4

1

29

The Case Review/CDOP Group was reformed and the first meeting of the new Group was held in
October 2011.
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Table 2: Classification of Deaths Reviewed by CDOP 1 April 2011 – 31 March 2012

Cumbria CDOP

Modifiable
Factors
Identified

No Modifiable
Factors
Identified

TOTAL

8

21

29

The following tables show the age against gender of the children and offer two years of data for
comparison.
Table 3a
2010/11 0-27
Days
Male
1
Female 2
TOTAL 3

28-364
Days
2
3
5

1-4
Years
1
2
3

5-9
Years
1
1
2

10-14
Years
0
1
1

15-17
Years
0
0
0

28-364
Days
2
2
4

1-4
Years
1
4
5

5-9
Years
1
2
3

10-14
Years
4
1
5

15-17
Years
2
4
6

TOTAL
5
9
14

Table 3b
2011/12 0-27
Days
Male
3
Female 3
TOTAL 6

TOTAL
13
16
29

Table 4: Age and Modifiable Factors

0-27 Days
28 Days - 364 Days
1 Year - 4 Years
5 - 9 Years
10 - 14 Years
15 - 17 Years
Unknown
TOTAL

Modifiable
Factors
Identified
2
2
0
0
1
3
0
8

No Modifiable
Factors
Identified
5
1
5
3
4
3
0
21

TOTAL

7
3
5
3
5
6
0
29

Case reviewed by Cumbria CDOP April 2011-March 2012 - There were modifiable factors
identified in 8 of the cases reviewed by the panel. The panel aware that children are easily
identified within these processes, therefore, in order to protect anonymity only brief details of the
themes and learning points are highlighted in the public report.
Parents are recognised as being victims within these sad events. Cumbria CDOP encourages
their contribution to the reviews and has had some direct contact with parents though many
parents do not feel they are able to contribute due to their distress.
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The reviews have highlighted the importance of:
•
•
•
•
•
•
•

Parents being given clear information relating to prognosis and future pregnancies.
Early identification of illness
Support for parents/carers and surviving siblings
Preventing accidental deaths
Recognition of the risks of self harm and suicide in children
Children sleeping in their own cots/beds
Not smoking in front of children.

LOCAL AUTHORITY DESIGNATED OFFICER (LADO)
The Role of the LADO
The role of the LADO is defined in Working Together to Safeguard Children (2010). Appendix 5
outlines the procedures for managing allegations against people who work with children in a position
of trust and individual agencies responsibility to refer all concerns pertaining to professionals to the
LADO. The LADO should be alerted to all cases in which it is alleged that a person who works with
children has:
•
•
•

behaved in a way that has harmed, or may have harmed, a child
possibly committed a criminal offence against children, or related to a child
behaved towards a child or children in a way that indicates s/he is unsuitable to work with
children.

This applies to paid and unpaid employees, volunteers, casual, fixed term or agency staff who are
commissioned to work for any agency, and those self‐employed. The LADO is responsible for
considering concerns, allegations or offences arising both within and outside of work; this also
includes issues that may question the suitability of the individual to work with children and young
people.
Data Collection - From April 1 2011 to 31 March 2012, 296 cases were managed by the LADO. This
is a significant increase on the figure of 196 cases reported in the previous year. One of the reasons
judged to be attributable to the rise in referrals is that in July 2011 the role of LADO moved from a
single post to three part-time district
positions. This has provided opportunities
Categories of alleged abuse
for the three LADO to spend more time
with professionals and agencies promoting
and increasing awareness of the LADO
function.
Conduct,
27%

Neglect, 6%
Sexual,
17%

Categories of alleged abuse: One of the
key increases is in the category of physical
abuse when the figure reported in
2010/11was 96 rising to 129 in the current
year. Contributing factors judged to have
led to this increase is a review of the minor
injury policy and procedure which has
previously been used by independent

Physical,
43%

Emotional,
7%
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residential schools and care homes in Cumbria. Work by LADO with the Residential Schools
Development Group (RSDG) has alerted agencies to the potential risks for children when individual
establishments make their own judgements on the threshold for a minor injury to any child or young
person. This procedure is currently under review and a new procedure is being drawn up for approval
by the RSDG and the LSCB.
Allegations recorded in 2011-12 have resulted in the following outcomes:

after consultation

No further action

identified

Training needs

Investigation

Criminal

ion of use

Dismissal/Cessat

Substantiated

Unsubstantiated

ISA Referral

Resignation

Suspended

Malicious

90
80
70
60
50
40
30
20
10
0

Unfounded

Outcomes of investigation of allegations

In the recent Ofsted inspection in Cumbria (10 – 20 April) inspectors commented favourably on the
effectiveness of the LADO in safeguarding outcomes for children in Cumbria. It was noted that: ‘the
role of the LADO is suitably established with increasing referrals made of cases where adults working
with children may pose a risk. Referrals are responded to well with effective recording, tracking
systems and auditing processes’ (Ofsted Inspection of safeguarding and looked after children services
– Cumbria County Council, 29 May 2012)
When analysing the data it has been noted that
whilst there is an overall increase in the level of
referrals there is a significant decrease relating to
professionals in Health, Police and Youth
Offending Services (YOS), with all having only a
single referral relating to professionals in these
agencies. This raises questions about the level of
understanding and awareness of safeguarding procedures and the role of the LADO. For the coming
year work by the LADO will continue through training, briefings and conferences alerting agencies as
to the risks of inappropriate physical intervention and safer working practices when working with
children and young people. Given the low level of referrals relating to professionals in Health, Police
and YOS it is recommended that there is a specific focus on multi-agency training which includes
these agencies

“things don’t happen
quickly enough”
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PRIVATE FOSTERING
Private Fostering Update 2011-12 - Private Fostering refers to a private arrangement made
between a child’s parents and someone who is not a close relative to care for the child and have
them living with them for a period of 28 days or more (not always consecutively).
In the year 2011/12 Cumbria received
Request for Private Fostering Assessment

16 (notifications)

Private Fostering Arrangements

15 (as 31 March 2012)

‘Safeguarding and
promoting the welfare of
children – and in
particular protecting
them from significant
harm – depends on
effective joint working
between agencies and
professionals that have
different roles and
expertise.
expertise.

Cumbria has a standing Action Plan for Private
Fostering, which is an ongoing plan aiming to
increase the number of notifications that we receive
and the quality of assessment and regulation.
Planned actions include multi-agency training with
schools and social care staff. Following an audit of
2011/12 cases practice development issues including
record keeping and provision of support for privately
fostered children have been recognised. A LSCB task
and finish group will overview the implementation of
audit recommendations and develop a communication
plan.

Working Together to safeguard Children –
A guide to interagency working to
safeguard and promote the welfare of
children - 2010
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CUMBRIA LSCB BUSINESS PLAN
2012-13
THE OFSTED INSPECTION AND IMPROVEMENT PLAN
Ofsted and Care Quality Commission inspectors carried out an announced inspection of
Safeguarding and Looked After Children Services in Cumbria in April 2012. The inspection looked
at the contribution made by relevant services and partner agencies to ensure that children and
young people are properly safeguarded and judged the quality of service provision for looked after
children and care leavers. Of the 18 elements of performance they looked at performance in four
was judged to be inadequate.
The four safeguarding areas judged to be inadequate were:
• The overall effectiveness of safeguarding by partner agencies
• Quality of provision (service responsiveness; quality of assessments direct work with
children and families; and case planning)
• The contribution of health agencies to keeping children and young people safe;
• Performance management and quality assurance.
The following areas were found to be adequate:
• Capacity for improvement
• Children and young people are safe and feel safe
• Ambition and prioritisation
• Leadership and management
• Partnership working
• Equality and diversity.
So far as the LSCB is concerned, it was found to have failed in exercising sufficient oversight of
partner agencies, or to challenge their safeguarding practice. Whilst it has carried out a number
of serious case reviews, it had failed to make sure that lessons learned from them had improved
the quality of practice, notably in ensuring that the voice of the children involved in safeguarding
work is heard.
Children’s Services have developed and agreed an Improvement Plan with partner agencies,
addressing each of the areas for improvement identified by the Inspection. This has been agreed
by the Improvement Board.
The Improvement Board has an Independent Chair. Its membership includes representatives of
partner agencies, and the Chair of the LSCB. Its remit is provided by the Improvement Notice
issued by the Government. The structure of the LSCB, and its links with the Children’s Trust
Board, the Health and Wellbeing Board, and the Improvement Board are shown in Figure 1.
The LSCB has agreed that the areas for improvement relating specifically to the LSCB will form
one set of its priorities. The second set of priorities address strategic concerns concerning the
health, wellbeing and safety of children and young people. The five priorities arising from the
Improvement Plan are as follows:
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•
•

•
•
•

Developing and maintaining an effective partnership
Ensure that the child’s’ voice, their experience and needs are clearly recorded and used to
inform their individual plans and the work of the LSCB – this will be evidenced in all of the
business of the LSCB
Ensure that the arrangements for privately fostered children are robust and that effective
scrutiny of these arrangements by the LSCB are in place
Ensure that learning from serious case reviews is embedded I policies and practice and
that the impact of training is fully evaluated –
Expand local arrangements for managing child deaths.

The action plans for these priorities are given in Figure 2
Figure 1 - Cumbria LSCB: Structure and Strategic links
Improvement Board

Improvement
Plan

Health & Wellbeing
Board

Local Safeguarding
Children Board

Children’s Trust
Board

Case Review &
CDOP subcommittee

Workforce Strategy
sub-committee

Policy & Procedures
sub-committee

Health Safeguarding
Network Group
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Quality
Assurance
Panel

PERFORMANCE
MONITORING
County Impact &
Evaluation Group

Local Quality
Assurance
Groups x3

Local Impact &
Evaluation
Groups x3

BUSINESS PLAN 2012/13
Figure 2 – Action Plans for Priorities Arising from the Improvement Plan
Priority 1 – Strategic Objective: Developing and maintaining an effective partnership
Sub-objectives
Action required
The LSCB will have an • Audit of compliance by partners with
effective
strategic
the requirements of Section 11 of the
overview of arrangements
Children Act.
across all agencies to
safeguard children and • The Board holds 6 monthly
development sessions the first to
promote their welfare.
focus
on
the
impact
and
effectiveness of the LSCB using the
effective board tool.

Lead
Policy
procedures
committee

and
sub-

Independent chair
and safeguarding
service manager

Timescale
November
2012
(then
annual
reporting)
November
2012

The LSCB will produce • To ensure an effective induction Independent
November
clear
understanding
and 2012
programme is in place for all new chair
amongst
all
member
LSCB members to give the support Safeguarding
agencies of their roles and
them in discharging their roles and Service Manager
responsibilities in relation
responsibilities.
to the LSCB.
• To
develop
job
descriptions,
contracts,
and
confidentiality
agreements for all LSCB members
and
sub-committees
so
that
expectations are transparent and
understood.
• To review the learning
and
development needs of existing LSCB
members and systematically address
these
through
an
annual
development event.
The LSCB will develop an • The sub-committee structure is Independent chair Reporting
to
effective sub committee
each
LSCB
shaped on the requirements of the
structure with members
board meeting
business plan.
able and committee to
delivering on the business • All sub-committees are chaired by
members of the board who have the
plan of the board.
responsibility of producing a work
plan and reporting progress to the
Board at each bi-monthly meeting

Priority 2 – Strategic objective: To ensure that the child’s’ voice, their experience and
needs are clearly recorded and used to inform their individual plans and the work of the
LSCB – this will be evidenced in all of the business of the LSCB
Sub-objective
Action required
The Safeguarding Board • The LSCB Board Manager and
will identify a group of
participation lead for the Children’s
young people who will be
Trust Board need to develop a
in a position to inform the
strategy to ensure that the LSCB
work of the LSCB
have a mechanism to seek out
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manager
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Children’s Trust
Board
participation lead
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Sub-objective

Action required
Lead
Childrens views on issues / needs
that the LSCB should take into
account.

Timescale

• The LSCB Chair to meet a group of
children
and
young
people
quarterly/twice a year.

December
2012

The LSCB website will be • The LSCB will identify a resource to
an effective safeguarding
redesign the website. Children will
information
hub
for
be involved in developing information
practitioners, children and
leaflet for children.
young people, parents
and carers and the
general public.
The LSCB will ensure that • All auditing activity will include a
all the child’s voice is
section on the child’s voice including
always present in the
feedback from the child/young
assessment and planning
person.
process
The LSCB will recruit a lay • Recruitment process, Job description
member with a remit for
and person specification to be
Children
and
Young
agreed.
People

Policy
and November
Procedures sub- 2012
committee
and
Safeguarding
Service Manager

Quality assurance Bi-monthly
panel and quality reporting
assurance
LSCB
groups.
Safeguarding
Service Manager

to

November
2012

Priority 3 – Strategic objective: To ensure that the arrangements for privately fostered
children are robust and that effective scrutiny of these arrangements by the LSCB are in
place
Sub-objective
The
LSCB
will
be
confident that partner
agencies; third sector
organisations
and
commissioned
services
are aware of private
fostering
and
the
notification system.
The
LSCB
will
be
confident that relevant
training
practices
are
developed and followed
up at a multi agency level
The LSCB will receive an
annual private fostering
report submitted by the
local authority.
The voice of the child will
be heard within Private
Fostering arrangements.

Action required
Lead
Timescale
• The Private fostering co-ordinator will Private Fostering September
Lead
2012
develop a communication strategy
and audit the effectiveness of the
notification system.

• Multi agency briefings on private
fostering should be available to
partners as an ongoing programme
as part of the LSCB training strategy.

Private Fostering September
Lead
and 2012
Childrens
Workforce

• Annual report to be presented to the Private Fostering July 2012
Interim report
Board with six monthly interim report. Lead
January 2013
• Audits
of
private
fostering Private Fostering Annual report
arrangements should include a Lead
section on and feedback from the
child. This should be reported to the
LSCB in the annual report.
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Sub-objective
Action required
Lead
Cumbria
Safeguarding • LSCB members should produce this LSCB members
Children Board members
information to the Private fostering
are to evidence how they
co-ordinator to inform their reporting
have promoted private
to the LSCB
fostering
within
their
agency/organisation.

Timescale
September
2012

Priority 4 – Strategic objective: To ensure that learning from serious case reviews is
embedded in policies and practice and that the impact of training is fully evaluated
Sub objective
Action
The
LSCB
will
be • The action plans are combined into a
confident that agencies
thematic action plan.
Member
have implemented the
agencies are to provide evidence that
actions from serious case
the actions have been implemented.
reviews.
The case review /CDOP will “sign off”
the actions as they are completed.
The LSCB will receive progress
reports.

Lead
Safeguarding
Board manager
and
case
review/CDOP
group

The LSCB will know that • The policy and procedures sub-group
policies and procedures
will focus on the section of the
have been reviewed in
thematic action plan relevant to their
light of serious case
group and make sure that the policies
reviews, that staff are
and procedures are up to date.
aware of and have access
to the procedures and that • Agencies will complete a section self
assessment which will include this
they are implemented
sub-objective
The
LSCB
will
be • The Workforce strategy group will
confident that the learning
make sure the learning from serious
from serious case reviews
case reviews forms the training
is communicated in single
strategy.
and multi agency training.

Policy
procedures
committee

and Progress
sub- report to each
LSCB

Children’s
Workforce
strategy
committee.

Training
strategy
sub- available
on
the
LSCB
website.
Annual
programme.
Progress
report to each
LSCB

The LSCB will be assured • The impact of training will be
that the training provided
evaluated and reported to the LSCB
is fully evaluated and has
an impact on practice.

Timescale
Progress
report to each
LSCB meeting

Priority 5 – Strategic objective: To expand local arrangements for managing child deaths.
Sub objective
Action
Lead
Timescale
The protocol will be in line • The protocol needs to be reviewed Designated
November 2012
with
government
and
to
clearly
state
the Doctor
requirements
and
to
responsibilities
of
each
provide
appropriate
organisation.
guidance for all of the
agencies
The LSCB will review and • The functioning of the combined Case
review November 2012
update terms of reference
case review and child death and Child Death
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Sub objective
Action
Lead
Timescale
and
procedures,
and
overview panel needs to be overview subreconfigure processes as
reviewed to make sure the groups committee
necessary in line with
are able to meet all of the
available resources and
requirements.
The terms of
government requirements
reference need to be reviewed
accordingly.
Ensure findings from child
death
overview
are
reported
and
disseminated
through
local,
regional
and
national
forums,
and
lessons learnt locally

•

Annual data and annual report to Safeguarding
be provided to the LSCB including Service
Manager
an analysis of themes.

•

The Workforce strategy sub- Childrens;
committee to use the information to Workforce
inform the training plan
strategy group.

Continue to improve work
with all relevant agencies
and parents to inform and
involve them with the work
of the panel, and improve
the learning from reviews

•

There needs to be a clear Case
communication strategy around the review/cdop
revised protocol.

•

September 2012

November 2012Ongoing

Parents need to continue to be
given the opportunity to advise the
panel on their experiences.

STRATEGIC PRIORITIES TO IMPROVE THE HEALTH AND WELLBEING AND SAFETY OF
CHILDREN AND YOUNG PEOPLE IN CUMBRIA
During the past year, at both local and national level, it has been clear that there is a need to
address the mental and emotional health and wellbeing of children and young people, for the
following reasons.
First, as a primary preventative measure, to enable children and young people to manage the
difficulties which can result in harm to children.
Second-in the case of suicide and self harm-to address the findings of local case reviews, and
local and national epidemiological information.
Third, in the case of sexual exploitation, to address concerns arising from local and national
criminal cases, and local research.
Improving the Mental Health and Wellbeing of Children and Young People
Improving the mental health and wellbeing of children and young people is a key element of the
Health and Wellbeing Strategy for Cumbria. It will be important to ensure that this strategy, and
the Joint Strategic Needs Assessment, result in clear outcomes for children and young people.
ACTION:
The Lead Member for Children’s Services, the Director of Children’s Services and the Chair
will ensure:
• Appropriate attention to this priority by the Health and Wellbeing Board.
• That there is effective linkage between the LSCB, the Health and Wellbeing Board
and the Children’s Trust Board.
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Addressing Suicide and Self Harm by Children and Young People
During the past year the LSCB has published two serious case reviews resulting from the tragic
suicides of a child and a young person. At the same time, regional research-involving young
people-has demonstrated the high incidence of self harm among young people, together with the
need for agencies to take effective action to address this problem.
Cumbria has a high suicide rate. In response to this, in 2009, the Director of Public Health
initiated a Suicide Prevention Strategy. The strategy has been an exemplar of multi-agency
partnership working, with the active involvement of a wide range of statutory and voluntary
organisations.
The basic aim of the strategy is to reduce suicides in Cumbria by 20% from the 1995/97 baseline.
This would place Cumbria’s suicide rate in line with the norm for England and Wales. The
strategy has resulted in progress in many areas, notably the development of multi-agency
pathways, and training and awareness. In the latter area, Eden and Carlisle Mind are providing a
range of training and awareness events, using funding from Cumbria County Council and the
NHS.
A strategy to address self harm by children and young people has recently been incorporated into
the suicide prevention strategy, and will involve young people in its development and
implementation.
ACTION:
• The LSCB will actively engage with the Cumbria Suicide Prevention Strategy.
• There will be an expectation on partner agencies to demonstrate involvement in the
strategy, notably in the areas of training and awareness, and pathway development.
Sexual Exploitation of Children and Young People
Research commissioned by Cumbria Drug and Alcohol Team, and a local criminal case,
demonstrated that sexual exploitation of children, young people and vulnerable adults is taking
place in Cumbria
A special joint meeting of the Cumbria Adult Safeguarding Board and the LSCB discussed the
findings of the above research in July 2012.It endorsed an action plan to address the findings of
the research, by the Safer Cumbria Group (two of whose members -including the Chair of the
Group- are members of the LSCB).
ACTION:
• Cumbria LSCB and Adult Safeguarding Board will monitor the progress of the Safer
Cumbria Action Plan on Sexual Exploitation.
• The LSCB will ensure that appropriate action is taken as a result of lessons learned
from other parts of the country.
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LSCB SUB-COMMITTEES
The LSCB and sub-committees have the following membership and terms of
reference:
POLICY AND PROCEDURES SUB-COMMITTEE
1.
2.
3.
4.

Name of Group
Chair
Vice Chair
Members of Group

Policy and Procedures Sub Committee
Richard Simpson, Barnardos
Lyn Burns, Children’s Services
Police Representative
Health Representative
Children’s Services
Children’s Services (Education)
Connexions
Voluntary Sector

Barry Carruthers
Doreen Bertram/Heather McFarlane
Ros Dean
Sandy Cameron
Sue Lamb
covered by Chair

5.

Terms of Reference
To commission and recommend for approval by the LSCB, Policies and Procedures that result in effective
multi-agency working together to safeguard and protect the children and young people of Cumbria
• To ensure the robust review of existing Policies and Procedures in the light of local and national serious case
reviews, changes in legislation and statutory guidance to ensure compliance
• To ensure efficient and effective consultation regarding draft Policies and Procedures
• To have responsibility for the accuracy and updating of the Cumbria LSCB website
• To recommend actions for other sub-groups to ensure effective communication, understanding, implantation
of Policies and Procedures and the monitoring of Practice
• To ensure consistency of other agencies’ Child Protection Policies and Procedures through a Section 11
process
6.
Quorum
At least half the group
7.
Review date for ToR
Annually
8.
Frequency of Meetings
Bi-monthly
•

SERIOUS CASE REVIEW SUB COMMITTEE
1.
2.
3.
4.

Name of Group
Chair
Vice Chair
Members of Group

Case Review Sub Committee
Mike Forrester, Cumbria Police
Louise Mason-Lodge, Cumbria PCT
Cumbria LSCB
Health Representative
Cumbria PCT
Children’s Services
North West Ambulance Service
Business Manager – Safeguarding Hub
Lead GP for Children’s Safeguarding

5.

Lynda Maudlin
Nicola Cleghorn
Nigel Calvert
Catherine Witt
Vivienne Forster
Anne Cooke
Amanda Boardman

Terms of Reference
To consider, and where appropriate, recommend to the LSCB with regard to the criteria being me to hold a
Serious Case Review.
• To consider the need to carry out a practice review
• To monitor the implementation of LSCB actions following a Serious Case Review.
• To provide direction to the DDG and QAG with regard to implementation and Quality Assurance of LSCB
actions from Serious Case Reviews.
• To collate single agency responses to the actions following serious case Reviews.
6.
Quorum
3 Agencies
7.
Review date for ToR
September 2013
8.
Frequency of Meetings
Monthly
•
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CHILD DEATH OVERVIEW PANEL
1.
2.
3.
4.

5.

Name of Group
Chair
Vice Chair
Members of Group

Case Review Sub Committee
Mike Forrester, Cumbria Police
Louise Mason-Lodge, Cumbria PCT
Cumbria LSCB
Health Representative
Cumbria PCT
Children’s Services
North West Ambulance Service
Business Manager – Safeguarding Hub
Lead GP for Children’s Safeguarding

Lynda Maudlin
Nicola Cleghorn
Nigel Calvert
Catherine Witt
Vivienne Forster
Anne Cooke
Amanda Boardman

Terms of Reference
• Reviewing all deaths up to the age of 18, excluding both those babies who are stillborn and planned
terminations of pregnancy carried out within the law
• Collecting and collating information on each child and seeking relevant information from professionals and
family members
• Discussing each child’s case, and agreeing who will provide feedback to the family, in an appropriate and
timely manner
• Determining whether the death was deemed preventable and decide what, if any, actions could be taken to
prevent future such deaths
• Making recommendation to the LSCB or other relevant bodies promptly so that action can be taken to
prevent future such deaths where possible
• Identifying patterns or trends in local data and reporting these to the LSCB, and
• Where a suspicion arises that neglect or abuse may have been a factor in the child’s death, referring a case
back to the LSCB Chair for consideration of whether an SCR is required.

6.
7.
8.

Quorum
Review date for ToR
Frequency of Meetings

3 Agencies
September 2013
Monthly

WORKFORCE DEVELOPMENT SUB-COMMITTEE
1.
2.
3.
4.

Name of Group
Chair
Vice Chair
Members of Group

5.

Terms of Reference
•

6.
7.
8.

Children’s Workforce Strategy Group
th
Michael Hutt (from 20 September)
Elaine Price, Carlisle College
LSCB
Children’s Services
Probation Services
Fire & Rescue Service
NSPCC
Connexions
University Hospitals of Morecambe Bay
Cumbria Police
Cumbria Partnership Foundation Trust
Secondary Schools
Primary Schools

To be reviewed
Quorum
Review date for ToR
Frequency of Meetings

3 Agencies
Annually
Bi-monthly
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Lynda Maudlin
Liz McKie
Mike Craven
Steph Kershaw
Iain McKay
Sarah Harrington
Tammy Lamb
Sarah Edgar
Sara Munro
Terry Hobson
Clare Render
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HEALTH SAFEGUARDING NETWORK GROUP
1.
2.
3.
4.

Name of Group
Chair
Vice Chair
Members of Group

Health Safeguarding Network Group
Moira Angel NHS Cumbria
Vernon Watson, NHS Cumbria
NHS Cumbria
NHS Cumbria
University Hospitals Morecambe Bay
NHS Foundation Trust
NHS Cumbria
Cumbria Partnership Foundation Trust
North Cumbria University NHS Hospitals Trust
Cumbria Health On Call
NHS Cumbria

Moira Angel
Nigel Calvert
Jackie Holt
Louise Mason-Lodge
Sara Munro
Chris Platton
Sheila Richardson
Dr Andrew Rotheray

5.
Terms of Reference
• Brings together the local NHS agencies for mutual support and co-ordination
• Provides assurance that the leadership of the commissioning responsibilities in relation to safeguarding of NHS
Cumbria are being met
• Supports assurance to Provider Boards that the overall responsibilities of the NHS are being met
• Overviews the functions, systems and processes of the NHS Safeguarding system, through:
o
Monitoring training adherence
o
Ensuring that lessons from incidents and case reviews are learnt and implemented
o
Facilitating joint audit activities
o
Ensuring mutual support at times of stress in the system (vacancies etc)
o
Providing formal reports to the NHS Cumbria PCT Board.
• Identifies key issues for executive action relevant to policy committees (such as PEC)
• Creates an NHS liaison function with the LSCB.
• Develop and deliver a project / implementation plan for relevant area of accountability (all aspects of
safeguarding) within the CQC Programme.
• Reports regularly to the CQC Director Delivery Groups on progress, risks, issues and benefits delivered
• Considers the long term/sustainability needs related to the CQC recommendations
6.
7.
8.

Quorum
Review date for ToR
Frequency of Meetings

Half the members of the group
Annually
Quarterly

‘All Children deserve
the opportunity to
achieve their full
potential’
Working Together to safeguard Children
– A guide to interagency working to
safeguard and promote the welfare of
children - 2010
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QUALITY ASSURANCE PANEL
1.
2.
3.
4.

Name of Group
Chair
Vice Chair
Members of Group

Quality Assurance Panel
Fran Gosling-Thomas, Independent Chair
Voluntary Sector
Children’s Services
Children’s Services
Children’s Services
QAG Chair (East)
QAG Chair (West)
QAG Chair (South)
LSCB Chair
Independent Member

Pam Hutton
Lyn Burns
Caroline Sutton
Bev Morgan
Lyn Moore
Barry Carruthers
Lyn Berryman
Allan Buckley
Shirley Reveley

5.
Terms of Reference
To ensure service delivery is underpinned by a coherent quality assurance process which provides regular
and robust challenge and scrutiny, to ensure learning from Serious Case Reviews is embedded, to improve
outcomes for children and young people in Cumbria.
•
•

•

•

•
•

To develop and maintain a system which will identify key themes taken from serious case reviews, locally and
nationally.
To develop an audit tool which will gather evidence to measure whether lessons learned from case reviews
are:
o Being embedded in practice
o Making a difference in terms of outcomes for children.
To contribute to the development of those parts of Cumbria's Improvement Plan relating to:
o Ensuring that the child’s voice informs individual plans and the work of the LSCB (SG 13);
o Developing and implementing robust quality assurance systems (SG 5)
o Ensuring that learning from serious case reviews is embedded in policies and practice(SG 12);
To establish quality measures of safeguarding practice based on:
o The experiences of children and young people.
o Key themes taken from serious case reviews, locally and nationally.
o The findings of the Ofsted Report of April 2012.
To establish and maintain communication and co-ordination with the Children’s Trust Board’s Impact and
Evaluation systems.
To report on the outcome of quality audits to the LSCB, and make recommendations for action arising from the
audits.

To advise the Board on how to hold partner agencies to account, singly and on a multi-agency basis, for the quality of
their safeguarding practice, specifically focusing practice on the needs and experiences of children and young people.
6.
7.
8.

Quorum
Review date for ToR
Frequency of Meetings

At least half the group
Annually
Bi-monthly

Each sub-committee will be expected to provide an update on the progress of their
workplan to every meeting of the LSCB highlighting any issues/risks the LSCB need to be
aware of.
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