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“The majority of
children and young
people in
Southampton grow
up happy, safe and
well in secure
families and

communities”.

“We do however

face some very
challenging issues in
the City which
impact on our
success in ensuring
children and young
people are
safeguarded and
their welfare

promoted”.

How safe are Children in Southampton?
Keith Makin, Independent Chair

The majority of children and young people in Southampton grow up happy, safe and well in
secure families and communities. Unfortunately there are children and young people in the
City that face significant challenges and risks in their lives. This report aims to highlight the
key issues facing the children, young people and their families in Southampton and to
comment on the quality of responses to safeguard these children by local services. The
findings from this report have informed our Business Plan for the coming period of 2015-18 in
order that we can address and seek assurance of the quality of responses in the city.

The LSCB experienced a period of review during early 2014/15, including inspections by
Ofsted of the Local Authority and the LSCB. The Ofsted judgement was that both “required
improvement” to be good, which reflected our own assessment prior to their time in the city.
An outline of their findings is given later in this report these form part of our future business
plan.

The LSCB has core statutory functions as detailed in Working Together to Safeguard Children
2015. During this year we have been able to fully develop our processes and systems to
provide a view of strengths and weaknesses in the safeguarding system, | believe the benefit
of this is now becoming evident. The LSCB has now received a full financial year of improved
data reporting and commentary from Board members. This has improved the identification
of safeguarding issues as they arise and enabled challenge in our board meetings. The work
on this will further develop during this coming year with the recruitment of a time limited
dedicated analyst post for the LSCB.

To compliment this we have received Section 11 (of the Children Act 2004) reviews from all
partners with this statutory duty. In addition the LSCB also receives qualitative reports to our
main board and sub groups on key priority areas that were highlighted in our business plan
last year. This again has facilitated healthy challenge among partners in a much richer way
than previously possible. | am confident through these that partners with the statutory duty
under this legislation have the key processes in place to meet statutory duties, safeguarding
children and young people and promoting their welfare. There are some themes coming
from these for improvement as detailed later in this report, which | am, from the monitoring
of actions, confident are underway. We have engaged with many service areas that have not
been involved in this previously as part of our work to make safeguarding everybody’s
business, for example this year having Section 11 Reviews from UK Border Agency and British
Transport Police.
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“We are hearing
more clearly the
voice of children
and young people
through our quality
assurance

activities”

We are hearing more clearly the voice of children and young people through our quality
assurance activities - Single Agency reports for example are clearly evidencing some really
interesting practice of engaging with young people on their experience of services particularly
through the work of some Health Providers and Voluntary Sector and | am encouraged to
hear of work to focus on youth engagement by the Local Authority in the coming year. Our
Community Engagement Group has a clear plan of action led by very engaged professionals
giving us clear channels of communication to and from families and children in Southampton.

The LSCB has delivered a schedule of multi agency audits this year to gain assurance and
detail regarding the quality of safeguarding practice in the City. Two audits are completed and
two are in progress at the time of writing. These have given us a range of areas for action and
improvement, detailed later in this report. | feel we as a board are much more equipped using
these mechanisms to comment on the quality of local practice and success of local service in
keeping children and young people safe, the report that follows gives an assessment of this.

The LSCB logs all challenges that take place within the main board and sub groups and
publishes these and subsequent actions within a ‘Challenge Log’ each quarter. This enables us
to clearly monitor where challenges are made and action taken in response.

We have also strengthened links with other key strategic partnerships in Southampton — most
notably the Local Safeguarding Adults Board, whom we now share management support with
| am confident that this joint work will lead us to develop the ‘think family’ approach
identified as learning for the city in recent work and also ensure we make best use of
resources in partnerships. Our links with the Health and Wellbeing Board and Safe City
Partnership with the city are also strengthening and | hope to ensure this good linkage
develops to its full potential in the coming months.

One of our key statutory functions relates to reviews where things go wrong in often tragic
cases involving children and young people in the city. Where this happens we as an LSCB are
required to review the circumstances to establish if lessons can be learned to prevent similar
situations in the future. During 2014-15 the LSCB published four serious case reviews which
identified failings that occurred in a period from 2006 in Southampton services. The Board
deeply regrets the failings across the system which have been identified, and | extend my
deepest sympathy to the families involved.

The Board has this year received assurance from members on the key themes identified and
all services involved have detailed action plans, with progress on these reported to the LSCB
every six months. | am confident that these actions are being progressed and are resulting in
improvements to the quality of provision in Southampton.
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“I am confident that we
are working much
more safely to protect
children in the city as a

partnership”

“We face some very
challenging issues in
the City which impact
on our success in
ensuring children and
young people are
safeguarded and their

welfare promoted”.

The thematic issues identified in the reviews have influenced our work this year, assurance of
work to address these issues has been sought and where needed led by the LSCB in terms of
coordination, and will continue to be so. The LSCB continues to disseminate learning from the
reviews and these have influenced our learning and development and quality assurance work.
Particular areas of safeguarding concern and work which needs further focus as detailed later
in the report.

| am confident that we are now working much more safely to protect children in the city as a
partnership. | am clear however that there is still work to do to embed further the learning
from reviews and as such this will be a continuing priority for the LSCB in the coming period.
One of the ways we continue to seek assurance is through reviews of services adherence to
Section 11 of the Children Act — this report details later what we have learned from these,
there are some key areas that | will continue to seek assurance of in the coming year. We
have amended the Section 11 review template to ensure that key learning areas from Case
Reviews is regularly assessed and that board members continue to be held to account for
these at the Board level.

We face some very challenging issues in the City which impact on our success in ensuring
children and young people are safeguarded and their welfare promoted. | particularly refer to
a number of indicators that show poor outcomes for our children as detailed later in the
report and some of the key indicators that reflect the complexity of issues that affect families
in Southampton.

Southampton Local Authority has regularly reported an increase in the numbers of Children
entering the safeguarding system through the MASH, to Early Help and also an increase in the
rate of children requiring Child Protection Planning — 81 children per 10,000. This rising trend
is reflected nationally with a 12% increase reported by Department for Education (DfES). This
is double the national average rate and is also above the Statistical Neighbour rate. This
shows a willingness to manage risk at this level and Ofsted found Southampton’s Thresholds
to be fair. This volume has added pressure to the child protection system in the City and the
LSCB is aware of the impact of increasing volume. The LSCB monitors relevant service data
and seeks assurance from the Local Authority on action to manage the impact of this rise in
demand.

Southampton also has a high number of Children that are Looked After. The Figure at the end
of the financial year was 586, or 122 per 10,000 of the population compared to a national
average of half of this. Again this is an area which needs focus and appreciation by the LSCB.
While the high number provides assurance that thresholds for safety are being responded to,
there are concerns regarding outcomes for children that become looked after if the
turnaround time to permanence is long. This large number of CLA does also provide a
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“Southampton has
a high rate of
reported incidents
of domestic

violence”

“The challenge that
deprivation and
poverty presents
will continue to
increase and to
challenge us as
services in

Southampton”

concern in terms of resources and pressures on the child protection system. | will continue to
seek assurance and remain in oversight of any plans to address this rate to ensure
safeguarding remains of a high priority in the work.

Southampton has a high rate of reported incidents of domestic violence — while this could be
related to confidence in reporting which is of course a positive reflection of the responses
that exist, we are clear in the LSCB that this has a very significant impact on the safety of
children in the city. As a result the LSCB has this year led on awareness raising of the impact
of domestic abuse on children and young people and delivered a very successful conference
to that effect involving survivors and children and young people that have experienced
domestic abuse in the planning and delivery of the event. The LSCB has also led a strategy
group who have this year developed a clear action plan to tackle this issue and we will
continue influencing and monitoring this working alongside Southampton Safe City
Partnership.

A specific challenge comes from the levels of deprivation and child poverty in Southampton
which are higher than the national average. 24.9% of people in this area live in some of the
most deprived areas in England and as a consequence nearly a % of children live in poverty.
While not solely a cause, this is a major factor impacting on neglect and abuse levels as
evidenced in research. Neglect has been continually identified as an area of concern with 1 in
3 child protection cases including neglect as an issue. The LSCB has also led in coordinating
work strategically and operationally in aiding to improve professional’s responses to this
issue. This continues into the coming period.

Reflecting on continuing austerity measures affecting welfare benefits - a further £12bn of
reductions are predicted, it is likely that numbers of children in poverty will rise in future. This
is acknowledged by the Child Poverty Action Group who reports that child poverty is expected
to rise by nearly a third in the decade to 2020. The challenge that deprivation and poverty
presents will continue to increase and to challenge us as services in Southampton, and | will
ensure this is a priority for the LSCB to monitor and evaluate over the coming years.

While | am assured of specific areas of concern highlighted in Case Reviews published this
year there are ongoing challenges faced by services working to protect children. In particular
the volume of concerns being considered by MASH, the complexity of issues in cases and size
of families alongside the ongoing challenge of recruiting and retaining experienced
professionals and managers has an impact in the city’s services and their responses. | feel the
information we have scrutinised this year demonstrates how these factors contribute to
pressures experienced at the ‘front door’ and in terms of the responses from universal, early
help and child protection services. The outcomes for the children in the city are also showing
the impact of the continued challenges faced as is demonstrated above.


http://www.theguardian.com/society/poverty
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“l am particularly
impressed by the
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in terms of the rate of
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attendance which is
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average by some
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“The percentage of
young people not in
employment,
education or training
(NEET) is below the

national average”.

Having considered the information presented to the LSCB in terms of Early Help and also
Education & Early Years, | am particularly impressed by the quality of provision by our
Children Centres, Early Years and schools in terms of the % ratings from Ofsted and
attainment at Early Years, Key Stages 1 and 2.

Of concern in this area is the attainment of our pupils at Key Stage 4 which has reduced this
year. Currently there is a 6.3% gap in Southampton compared to the national average of
pupils gaining 5+ GCSE’s at grades A*-C. This demonstrates a decline in performance on
previous years and will continue to be monitored and assurance of action to tackle the
problem sought.

The gap between disadvantaged pupils and others at Key Stage 4 level shows improvements
and this year, taking Southampton slightly above the national average. In addition there was
an increase in the percentage of Children Looked After attaining A*-C in English and Maths
GCSE this year taking the figure 6% above the national average. This would indicate there is a
trend in reducing the gap between these two groups and ‘others’ in terms of attainment.
While this is an early positive indication the LSCB is aware that the rate of CLA succeeding in
gaining A-levels is low. The LSCB will continue to monitor these trend and request detail of
this through reporting of this academic years results.

The data reported to LSCB highlights that there are also particular concerns in terms of the
rate of total school attendance which is below the national average by some 25,000 school
days, this is an area that needs focus. School attendance is a way of ensuring children are safe
and their welfare monitored. Attendance also has an impact on other key outcomes such as
attainment and future employment as teenage conception for example. As such the LSCB will
continue to monitor this in our quality assurance work.

The percentage of young people not in employment, education or training (NEET) is below
the national average and the rate for our statistical neighbours, this demonstrates success
which needs to be sustained.

Poor outcomes experienced by our children highlighted in the 2015 Child Health Profile for
the City include the rate of teenage conceptions, admissions to hospital for alcohol related
issues, self-harm and mental health which are also of concern. These demonstrate poor
outcomes that are clearly not as we would wish for the Children and young people of the city
and the LSCB recognises this. As such we will ensure a focus on seeking assurance of the
actions being taken to address the gaps demonstrated in education attainment at Key Stage 4
and beyond and to raise attainment and aspirations of our young people in the coming period



Pg. 09

“The LSCB has
focussed on
scrutinising
responses to
children and young
people that go
missing and / or are
at risk of child
sexual exploitation

(CSE)”

“The complex and
high level issues
represented in this
report have an
impact on the level
of responses that
services can provide
particularly in these
unprecedented
times of budget
pressures in the

public sector”.

and the LSCB will strive to challenge and highlight this key areas with strategic partners,
professionals, volunteers and communities.

This year LSCB oversaw the development and launch of the MASH (Multi Agency Safeguarding
Hub) in Southampton, alongside coordinated Early Help Services. Reports to the Board
focused on key statistics relating to MASH and Early Help and this is a continued area for
regular reporting to the LSCB. The Reports this year highlighted issues around engagement of
adult focussed services— an area the LSCB raised and successfully sought assurance of - as a
result adult services are regular participants and a specific role has been commissioned to link
to drug and alcohol services. Other issues raised reflected the need for further analysis of
data and information that is held by MASH. Reporting of application of thresholds developed
by the LSCB has also formed part of this report and | have been assured of the success of this,
however we will be seeking further assurance of this throughout the coming period and also
have programmed a themed audit to identify this in particular in terms of Early Help.

In addition the LSCB has focussed on scrutinising responses to children and young people that
go missing and / or are at risk of child sexual exploitation (CSE) through the work of the MET —
Missing, Exploited and Trafficked Group. Through this the LSCB is seeking further assurance
regarding the quality of return interviews and work by services to show how this information
is fed in to future safety planning. The MET Group has recently reviewed its operational
focused work and added a schedule of thematic quality audits in the MET area, these will be
fed into the LSCB regularly this coming year.

The ADCS (Association of Directors of Children’s Services) reviewed of the quality of work in
the City in responding to CSE which they found largely to be good. Some areas were
highlighted as impressive to the review team and their findings aided in the direction of this
work. | am particularly impressed by the dedicated Social Work roles focussed on improving
responses and engagement with young people and their families alongside the linked
development of a ‘CSE Hub’ led by Hampshire Constabulary. | look forward to the success of
this being reported to the LSCB.

The LSCB has heard some details from key colleagues about work to prevent violent
extremism and will seek assurance further on this in future. Of particular focus will be the City
and Local Authority response to the recently introduced Counter Terrorism Act. Safeguarding
is a crucial element of the Prevent work in terms of young people’s potential exploitation and
we will seek to ensure leadership on this issue with other key strategic groups and
partnerships.

The performance of the city in reducing reoffending rates within YOS is an indicator of
outcomes for children and young people, linked again to aspirations and a has also shown a
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“I am confident [of
the] continued
commitment to
improvement at
some points in the
child’s journey
however there are
areas under
pressure as a result
that need our

collective focus”

decrease and at year end this had for the first time gone below the national average. There is
still a concern relating to the rate of first time entrants to the youth justice system as this is
still significantly higher than the national average and as such will remain an area for the LSCB
to monitor and evaluate the success of work to address this.

The complex and high level issues represented in this report have an impact on the level of
responses that services can provide particularly in these unprecedented times of budget
pressures in the public sector. Southampton has made a commitment to the safeguarding of
children in its Local Authority, Health and Policing priorities which has been reflected in its
continued level of resourcing these services. | am confident that the ‘transformation’ of local
services in the last 18 months and a continued commitment to the issue has provided
improvement to provision at some points in the child’s journey however there are areas
under pressure as a result that need our collective focus. The information in the report that
follows details these areas and the outcomes impact they have. As an LSCB our role is to
scrutinise and monitor this and | am confident our systems and partnerships with providers
will enable the LSCB to do this and to lead the way in influencing future developments.

| am also concerned that we continue to promote a high level of commitment to safeguarding
— both being ‘everybody’s business’ and in terms of resourcing relevant provision and will
therefore commit to keeping this as a priority areas for the LSCB in the coming years.

iz

Keith Makin
Independent Chair
September 16, 2015
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Introduction

Who are the LSCB?

Southampton Local Safeguarding Children Board (LSCB) is a statutory body that leads on
keeping children safe and ensuring their wellbeing in Southampton. The LSCB is a group of
agencies that work together to make sure that services in the city are working together to
keep children safe. The LSCB must also continually check that what is done in Southampton
works. For example, we try to make sure that the procedures we publish are clear and help
staff and volunteers know what to do when they are worried about a child, or that staff and
volunteers receive the training they need to undertake their roles. We focus our attention
and efforts on a range of agreed priorities taken forward by ‘sub groups’ of the main LSCB.

The structure used during this year is detailed in the following diagram:

(nd"]
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(el (3] Child Death Hampshire
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For 2014-15 the
LSCB had a Business
Plan with 9 Priority
areas of work,
these were
developed using key
learning from Case
Reviews, audits and

other work areas.

All actions are
either in progress

or completed.

What did the LSCB do in 2014-15?

Business Plan Update

The LSCB has a Business Plan that details the work that will be done during a set period of
time. For 2014-15 the LSCB had a Business Plan with 9 Priority areas of work, these were
developed using key learning from Case Reviews, audits and other work areas. The full
Business Plan document can be viewed on our website www.southamptonlsch.co.uk .
Progress against the plan was reviewed in May 2015 at a special meeting of board members,
this informed future business planning and determined the work of the board in the coming
year/s. Any areas with incomplete actions have been indicated below and are carried
forward or have been completed since that time. The Board acknowledged that the number
of priorities should be reduced for the next Plan. A summary of progress against the priorities
is below.

Following review of the plan, the LSCB has assessed that all actions are either in progress or
completed. Any actions that are incomplete for the year end have been carried forward in the
revised business plan for 2015-18.

Priority 1: Ensure a coordinated approach and response to;
e Neglect
Following findings from serious case reviews and a review of Ofsted’s report “In the
Child’s Time” the LSCB commissioned immediate learning workshops and the
development of a multi-agency Neglect Strategy and Toolkit for professionals. Work
on this includes;
a. Atask and finish multi agency group to develop the strategy and toolkit
researching good practice in other parts of the UK
b. Development of a multi-agency data set focussed on neglect to aid in
monitoring and quality assurance work of the board
c. Delivery of a learning workshop for professionals on identifying Neglect to be
further delivered including a focus on dental neglect.

The strategy and toolkit are due to be published and fully launched alongside further
specific learning events in the coming year.

e Domestic Violence & Sexual abuse
The LSCB has long recognised the impact domestic violence has as a safeguarding
issue. Learning from the Child K serious case review highlighted the need for strategic
leadership on this issue. The LSCB made a decision during this year to set up a time


http://www.southamptonlscb.co.uk/
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limited strategic group to drive the development of a Strategy and Plan on this issue.
The groups remit included strategic leadership also for sexual violence and abuse,
forced marriage and so called honour based violence. Through this work the LSCB
has:

o Had oversight of plans to integrate the MARAC (Multi Agency Risk
Assessment Conferences) with the MASH (Multi Agency Safeguarding Hub)
during this coming year

o Delivered a well evaluated cross partnership conference on the issue,
sending out a clear message at the event that Southampton as a city will not
tolerate, excuse or ignore domestic violence and abuse. The event included
input from survivors including young victims of domestic and sexual violence
and 6 local children and young people running a workshop

It has since been agreed that the lead partnership for this work is Southampton Safe
City Partnership with reports on progress of key developments and the issue to the
LSCB at least annually. All actions for this area in progress, where not complete these
are monitored by the Safe City Partnership.

Missing, Exploited and Trafficked issues

The LSCB agreed a three year multi-agency action plan for MET issues embracing
learning from other areas case reviews, locally identified issues as well as guidance
from national bodies. The plan is available on www.southamptonlscb.co.uk . This is
monitored and evaluated by the MET Strategic Group. Ofsted identified clear areas
for improvement in terms of the LSCB role in monitoring responses to children and
young people that go missing which has also informed the plan. The implementation
of the plan this year has included:

o Quarterly MET performance monitoring of local data including indicators
and commentary regarding missing children and the quality and success of
return / safe and well interviews carried out with young people that go
missing from home or care.

o Learning workshops and training on Child Sexual Exploitation (CSE) —
attended by at least 180 professionals to the end of the year, planned
further regular sessions.

o  Chelsea’s Choice (an acclaimed theatre production) performances in 3 local
secondary schools and evening sessions with community members early in
2015-16

o Steering of work by the MET Operational Group.

o  ADCS (Association of Directors of Children’s Services) Peer Review of CSE
delivered and used findings informed future work
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A ‘how safe do you
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children and young
people....told us
generally they felt
safe however there
were some areas
linked to the
environment and
community that
impacted on this
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perception for
example police
presence, safety on
street, lighting and
CCTV.

o  Established links with Youth Offending Services, considered links to
exploitation of young people due to serious and organised crime

o  Oversight of work to develop a CSE Hub in Southampton MASH.

o  Planned workshops regarding human trafficking for 2015-16

Priority 2: Enable the voices of children, young people and families to be at the centre of
the work of the LSCB

The LSCB delivered a survey ‘how safe do you feel?’ with target groups of children and young
people including those that are looked after and using local counselling and support services.
This told us generally that those completing the survey felt safe however there were some
areas linked to the environment and community that impacted on this feeling and perception
for example police presence, safety on street, lighting and CCTV. Findings from this were fed
to the Safe City Partnership for consideration in their strategic plan and have informed the
work of the Board as relevant. The LSCB continues to explore options for developing regular
consultation with children and young people in the widest sense possible. An work area being
developed is to arrange ‘back to the floor’ activities for board members to link with key
groups of children and young people in the City. The LSCB shares a Community Engagement
and Awareness Group with the Local Safeguarding Adults Board. This group leads this area
and will link to other surveys and work happening within local services and partnerships. The
Community Engagement and Awareness Group has also:

o Agreed a Community Engagement and Awareness Raising strategy

o Provided coordination of local multi agency work to engage with communities and
individuals on safeguarding issues

o Involved young people in the recruitment of Lay Members

o Developed a calendar of events to coordinate awareness raising work

o ldentified key areas for further awareness raising and engagement work within the
partnership including E Safety, Anti Bullying and Child Safety Week.

o Linked with key community champions and groups to raise awareness

o Delivered 4 newsletters during the year to raise awareness of local training, events
and services as well as link to national updates see www.southamptonlscb.co.uk .

Priority 3: Ensure that the Board and partners, professionals and the community are:
Thinking Family in approach to safeguarding — considering impacts of adult issues
(substance use, alcohol, learning disability and mental health) and ensuring ‘child first’.
A think family approach was identified as a key theme from learning in case reviews published
during this year. The LSCB has this year carried out the following:

o Coordinated support and work in both LSAB (Adults Board) and LSCB by developing

one Safeguarding Boards Team
o Ensured that Adults Services are represented in the MASH service
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o Delivered Weekly Wednesday Workshops promoting a think family approach to
learning opportunities — these are open to professionals in both adult and child
focussed services

o Developed a set of supervision standards for key safeguarding services that include
‘think family’ approach, and assist in quality assurance activities

o Requested specific work to monitor the effectiveness of the 4LSCB Joint Working
Protocol in key adult and children and family services

o Took strategic leadership of Domestic Violence issues and work given the impact on
children and young people

o Ensured quality assurance scheduled work takes place with Substance Misuse
services, alcohol Services and adult services mental health and learning disability
provision.

Priority 4: Effective use of 4LSCB procedures

The LSCB shares an online repository of Child Protection Procedures with the 4LSCBs in
Hampshire, Portsmouth and Isle of Wight. The effective use of these procedures was
highlighted as key learning from serious case reviews, which found the procedures
themselves were fit for purpose but knowledge and application of these were not always
apparent. Since that learning the LSCB has led delivery of learning workshops to highlight key
themes from serious case reviews particularly:

e Strategy Discussions / Meetings and S47 enquiries
e Core group & Child Protection Conferences
e Escalation —resolving professional disagreements

Application of the procedures for the above continue to be the focus of the LSCB quality
assurance work and auditing by the LSCB, further details can be found later in this report.

The LSCB has created a ‘Challenge’ Log which highlights areas that are challenged or action
that is requested by Board members and in sub groups of partner agencies. This keeps a log
of action that is suggested and how this is progressed and completed and is published online
every quarter. During 2014-15; 37 Challenges were made at main board and sub groups, 89%
completed and 11% (4) were outstanding but with action in progress.

The LSCB has also focussed on ensuring appropriate and safe rapid responses to child death
and effectiveness of CDOP processes, both areas are have been reviewed and work is in
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progress to improve these including revision of local procedure and regular training from key
professionals.

The Board has through its Quality Assurance activity continued to seek assurance that
commissioned services are adhering to safeguarding standards, the section 11 audit and
review template has been updated to include a focus on services commissioned by the
partners reporting to LSCB.

The LSCB has reviewed the current procedure for Electively Home Educated children and
sought assurance from the Local Authority that as safe as possible pathway is in place to
identify safeguarding concerns. The Chair of the LSCB has written to the Department for
Education to highlight local learning from case reviews that indicate arrangements for EHE
within the statutory national framework do not aid in local services safeguarding children.

The LSCB has also ensured that key areas of procedures are highlighted in a core Learning and
Development offer for local professionals working with children and young people which has
included:
e Recruitment of expert trainer for Level 3 Safeguarding and refresher training
e Delivering in excess of 10 days of specialist workshops into key safeguarding issues
and processes
e Delivered a full multi-agency training needs analysis with input from professionals and
board members
e Established a multi-agency training pool to support delivery of local training.
e Quality assured single agency Safeguarding training to ensure it is covering key
learning issues for Southampton.

Priority 5: Recognise and respond to the diverse population of Southampton in the work of
the LSCB

The LSCB recognised a need to increase focus on diversity issues in responses as well as in
terms of the LSCB in its own work which continues to develop. During this year the LSCB has:

e Ensured learning opportunities from SCR’s emphasised that race and culture do not
outweigh responsibility to safeguard children and young people — reinforcing the message
that it is ‘children first’.

e Delivered a focussed LSCB workshop for Board members regarding diversity — to boost
LSCB knowledge and understanding of Southampton population and safeguarding issues

e Ensured that the profile of the city is reflected in engagement work with families

e Developed a ‘task and finish’ group to assess current provision in relation to Female
Genital Mutilation (FGM) and identify a work programme to scope and address this issue.
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e |dentified strategic leadership and action relating to so called Honour Based Violence and
Forced Marriage through domestic violence focussed work.

Priority 6: Reinforce ‘safeguarding is everybody’s business’

The LSCB continues to reinforce this message in learning opportunities and in community
engagement and awareness raising activities as detailed above. There is still work to do, this
continues to be a priority area of work for the LSCB.

Priority 7: Raising aspiration and closing the gap for Looked After Children
During 2014-15 the LSCB has received information and sought assurance from the Local
Authority and its partners regarding responses and work to address this area. The rising
number of looked after children in the City and the outcomes for the children and young
people in this cohort continues to be of concern. The LSCB will continue to seek assurance of
action to address this. Reports to board this year included:
e Corporate Parenting Board Annual Report
e Reports regarding attainment including LAC at each of the Key Stages in Education
(reported later)
e Reports regarding attendance rates — including reports of Children Missing from
Education.

Priority 8: Raise awareness of key child safety issues

This is linked to the priority areas detailed above, the LSCB has identified key priority areas for
awareness raising using evidence from local data, and learning from case reviews and
ensured a coordinated plan to ensure awareness is raised. This work is jointly delivered with
the Local Safeguarding Adult Board and Public Health colleagues. The LSCB has focussed this
year on linking with national campaigns and Public Heath to deliver messages locally including
promotion of Child Safety Week other key national awareness raising activities. Plans are in
place to deliver a range of community focussed work during Child Safety Week and also Anti
Bullying Week.

Priority 9: Measuring success and evaluating outcomes

The LSCB has published a Quality Assurance Framework which details the activity undertaken
to deliver this area of work. The LSCB receives section 11 reviews from all statutory board
members at least annually and requests an update on any suggested actions as follow up
every 6 months. This role is delivered by the Monitoring and Evaluation Group of the LSCB. In
addition the LSCB has;

e Received 14 Section 11 Audits this year from services with a statutory duty as set out
in Working Together to Safeguard Children 2015 — and follow up every 6 months
where action is needed to meet the requirements of this.
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e Delivered thematic multi agency audits (at least 2 per year) including Core Group
effectiveness and a review of Child Protection Strategy and Enquiry Practice. The LSCB
Monitoring and Evaluation group monitors progress against an agreed action plan.
Learning from these audits is detailed in the following section.

e Received 6 monthly reports to the Monitoring and Evaluation Group from statutory
services detailing work to improve outcomes and take action to address challenges
and suggestions

e Scrutinised local data in relation to safeguarding children and challenged partners as
appropriate on performance and improvement plans

e Participated in peer challenge with other strategic boards and partnerships including
a ADCS Review of CSE and in delivery of a review of Kent LSCB

Further details of the LSCB Audit Work and Section 11 findings and themes are detailed in the
sections that follow.

In addition the LSCB Chair meets regularly with Chairs of key partnerships in the City including
presentation of Annual Reports with the local Health and Wellbeing Board, Adults Board and
Community Safety Partnership to enable peer challenge between boards. The local authority
has established a Children’s Scrutiny Panel, the LSCB Chair will attend planned focussed
sessions during the coming year.
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What has the LSCB learned this year?

Case Reviews

Where things go wrong the LSCB is required to review the circumstances to establish if
lessons can be learned to prevent similar situations in the future. During 2014-15 the LSCB
published four serious case reviews regarding the tragic circumstances involving families and
children in Southampton. These were known as:

Family A

Child I and Child M
Child K

Child L

The reviews cover a period dating back to January 2006 — it is important to note that the
LSCB and its partners had implemented many improvements to services prior to the
publication of these reports, with further improvements being made to provision to ensure
that the circumstances are not repeated. At the time of publication the LSCB outlined how
we will work to maintain the highest possible standards and safeguard children in the future.
The details of the reviews and improvement work can be found on
www.southamptonlscb.co.uk.

The Reviews found common themes which have been translated into action by the LSCB.
Below is a summary of the key areas highlighted. The learning from these reviews has been
implemented in 65% of actions that are complete and 35% of actions are underway. — Full
details of actions planned and undertaken can be found on the LSCB website.

At the time each review was published the LSCB held learning events to ensure
professionals, and managers took action to address the issues identified in their own work.
575 professionals attended these in total.

e Using Child Protection Procedures Effectively
This was a common theme in SCRs and as such has been a priority area for the quality
assurance and policy work of the LSCB.

The LSCB commissioned three thematic audits of cases during this year to test the quality of
responses in some key areas identified in these SCR’s. These were; a review of cases that
were subject to Section 47 (of the Children Act) investigations, a review of practice where
there were ‘pre-birth’ safeguarding concerns and an audit of Core Group work. As a result
the LSCB has had some assurance of the issues raised, and has sought further work and
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regular feedback on these key areas to take us further on the journey of continuous
improvement.

e Neglect
Neglect has been a key theme in our SCR and audit work, it is a key safeguarding issue in the
city, with 1 in 3 children on a Child Protection Plan in the City experienced neglect. The LSCB
this year has led work to develop a city strategy and action plan and at the time of writing, is
about to publish these, alongside a revised toolkit for professionals. This is a continuing area
of concern and focus for the LSCB and partners.

e Domestic Violence and Abuse
This was particularly highlighted in the case of Child K. We have this year focussed on
domestic violence and abuse as a key priority area. The LSCB alongside the Safe City
Partnership has driven the strategic work in this area with a full plan being developed to
improve and integrate responses into safeguarding and beyond and continues to play a major
role in ensuring coordinated responses. The LSCB will continue to seek details and assurance
to help eliminate this crime. We have also focused closely on Female Genital Mutilation to
ensure guidance and protocols are developed that assist professionals in their work as well as
building on existing good practice and expertise to raise awareness of this issue.

The LSCB also continues to learn about the quality of local practice and issues through
reviews of cases that do not meet the ‘serious’ case review threshold. In Southampton we
have delivered two such reviews during 2014-15 with learning disseminated and actions
included in the plans for the LSCB and individual services. This highlighted learning detailed
later in the report. These reviews were delivered in the context of history of involvement by
services in the city at a time covered by the Serious Case Reviews

e Escalation
This was a theme identified in all recent SCR’s. The LSCB considers effective challenge
throughout the partnership to be a key factor in safeguarding and promoting the welfare of
children and young people. Knowledge of procedures relating to challenge were not widely
known or understood in Southampton during the period covered by the Serious Case Reviews
and as a result of the reviews a range of activities have taken place during 2014 to address
this. A 4LSCB procedure is in place to direct professionals on the course of action where there
are concerns about the way a case is dealt with. The LSCB has ensured that the procedure is
fit for purpose and being used by staff in Southampton through awareness raising and
learning and development work.

e Staffing and Supervision
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The LSCB recognises that safe and effective supervision is essential and has recently adopted
core safeguarding supervision standards following learning from the SCR’s. The LSCB requires
all agencies to implement and provide evidence of progress against these standards and is
progressing audit work as part of the Learning and Development Group agenda.

e  Thinking Family
It is essential that agencies work holistically with families, including fathers in order to
maximise the safety of children and young people. The LSCB is working closely with the Local
Authority, Local Safeguarding Adults Board and its members to identify areas that can align to
provide effective coordination and quality assurance of services working to safeguard children
and their families. The LSCB continues to seek assurance from partners including the Local
Authority that these recommendations are addressed.

e Diversity
The Family A SCR in particular highlighted the need for professionals to consider the needs of
the child first, focussing also on cultural difference and diversity issues within the family.
Stating that issues of race and culture should not outweigh the responsibility which we all
share for the safeguarding of children. This is now clear in Level 3 Safeguarding Training
Offered by the LSCB.

Since that time the LSCB has also identified the need to work more robustly to ensure that
local professionals and services are able to respond to the cultural and diverse needs of
families and children in Southampton. The LSCB has begun to develop this area and will
ensure a continued focus to seek assurance of responses and to coordinate developments.

e Elective Home Education
This issue was particularly raised in the case of Family A and the LSCB has followed up on the
issue with the DfE. The Chair wrote to ask for further clarity regarding the definition of
“suitable education” in relation to children educated otherwise than at school and to ask the
Department for Education to re-evaluate the evidence of safeguarding concerns for children
who are electively home educated, including any Serious Case Reviews where this is a feature.

In addition the LSCB has been working with the Local Authority to ensure that local multi-
agency guidance in respect of the safeguarding of children who are electively home educated
is informed by the findings of this Serious Case Review. The LSCB is requesting agencies to
consider ways in which they can increase the support they offer to children who are electively
home educated, in the light of the issues arising from this review.

e Responses to child death
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The LSCB accepts that during the timeframe of the reviews the rapid response arrangements
were insufficient. The LSCB has been since been assured that changes have been made to the
arrangements and a revised 4LSCB procedure is in progress with training for professionals

involved in the process. Southampton has a Designated Doctor for child deaths now in place.

The Board and all services involved have detailed action plans, with progress on these
reported to the LSCB every six months. The learning from these reviews has been
implemented in 65% of the actions for the LSCB as reported at the end of 2014-15, with the
remaining actions all in progress.

The LSCB also learns about the quality of local practice and issues through reviews of cases
that do not meet the ‘serious’ case review threshold. In Southampton we have delivered two
such reviews with learning disseminated and actions included in the plans for the LSCB and
individual services. These highlighted learning regarding;

e Consistency of protection of individual children from larger families where there are
concerns regarding neglect or abuse of their siblings

e Awareness of ‘fire setters’ programmes offered by Hampshire Fire and Rescue
services for young people

e The importance of considering the family history in the assessment of current risks

e Importance of recognising disguised compliance by parents

e Ensuring awareness of professionals to improve support for children and young
people with acute medical conditions.

Multi Agency Learning events were held for these reviews with the professionals and
managers involved to ensure that this was direct and immediate. Further learning events are
planned for areas requiring wider learning such as in terms of supporting children with acute
medical conditions.

Child Death Overview Panel

Southampton shared the Child Death Overview Panel function and management with the
41SCB’s in Hampshire, Isle of Wight and Portsmouth. This allowed for shared resources and
also learning across a larger area as is suggested in Working Together 2015. CDOP reports to
the LSCB quarterly to identify any key learning, key issues or concerns and also provides
details of the data relating to child death notifications and review status. CDOP reports more
fully on an annual basis to the LSCB given that the wider area allows for richer trend issue
analysis and feeds data to the national database held by Department for Education. Key
learning for the 4 areas from cases reviewed during 2014-15 to be actioned is as follows:
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e A piece of work to understand further the support teenagers are offered to manage
their long term conditions as they transition from childhood.

e For perinatal and neonatal deaths there is a lack of information about the maternal
care during pregnancy. Further work is needed with maternity units to ensure for
perinatal and neonatal deaths that relevant maternal information is included on the
CDOP form.

e The issue of suicide in young people is being taken forward through the Suicide
prevention plan. This plan should be presented to the LSCBs in the Autumn

e Reinforce advice to parents regarding the risks of co-sleeping

e Better identification and support/referral for parents known to be using alcohol or
drugs

e Review of education on road safety in schools

e Review of emotional support for young people in schools and through mental health
services.

e Review of information sharing between professionals in families were risks identified.

e Ensure that Asthma plans in place for all children with asthma according to national
guidance and shared with schools.

e Review of arrangements for transfer to specialist care with specific regard to the loW.

e Review of paediatric expertise and capacity in primary care (currently being carried
out in Portsmouth and SE Hampshire).

Multi Agency Audits

Two Multi-Agency Thematic Audits have also taken place this year on the following topics,
each has a dedicated action plan and is monitored either by the Monitoring and Evaluation
Sub Group or the main LSCB:

Core Group

This audit took place in June 2014 and was delivered by local professionals from key member
agencies. This aim of the audit was to establish the effectiveness of current core group
arrangements in improving safeguarding outcomes for children and young people and their
families subject to child protection planning. Whilst it looked at the efficiency of the Core
Group in procedural and operational terms it also aimed to provide an understanding of the
quality of the interventions led by the core group in influencing safety outcomes.

The findings from this audit in relation to the impact on children’s outcomes of multi-agency
interventions presented an improving picture, with some key areas for further development.
It highlighted how positively rich multi agency involvement in the Core Group impacts on the
quality and timeliness of intervention and improvements in outcomes for children and young
people. Where multi agency involvement was limited, the core group and family showed less
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understanding of the risks posed by specific issues and this was clearly impacting on success
of the core group in improving outcomes. There was in some cases a lack of involvement of
key adult services where there were ‘toxic trio issues’. The audit also identified low GP and
Hospital representation in terms of attendance and of information fed into core group.
Similarly Police information was not always clearly reported in. This impacted on quality and
progress of the child protection plan where information from these would have informed the
Group of subsequent issues or improvements that would have informed child protection
planning. Ethnicity and other equality and diversity issues (child/ren and parents) were not
always reflected within the Child Protection Plan.

There were missed opportunities for multi-agency interventions at an early stages within
families, before child protection planning. This is reflective of the historical issues regarding
lack of coordination of provision at this level. The audit team felt these cases highlighted
further evidence of the need for the transformation work taking place within Children and
Family services in the City.

There were also examples of strong quality practice demonstrated. In one case the audit
team felt the recording was exceptional by the Lead Social worker. In others there were clear
interventions in place that were reflected in updates to the Child Protection Plan and clear
links in the Social Worker case notes back to the plan.

The majority of interventions audited were of a quality that led to improved safety and
outcomes for the children involved.

Child Protection Strategy and Enquiry Practice

The LSCB commissioned this review using independent auditors. This took place in response to
learning from SCR’s that the enquiry process had not been sufficiently robust. The purpose of
the review was to; evaluate the quality of child protection practice, explore the current
involvement of multi-agency partners and the experience of families and to evaluate to what
extent the child protection enquiry process has improved outcomes for children.

The review found a mixture of areas of good practice and areas for development. The auditors
were clear that the threshold for commencing a child protection enquiry is in the right place in
Southampton. The review also found that the current balance between strategy discussions
and strategy meetings does not cause concern however there was an issue regarding recording
of strategy discussions.

The review found a need for organisation and clarity of documentation relating to enquiries to
be improved and also to ensure that the relevant partner professionals are consulted in all such
enquiries. The involvement of children, in terms of seeking their views is generally very good
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however the reviewers felt that the overall quality of the investigations does need to markedly
improve. The reviewers in consultation with the LSCB made recommendations in relation to
these learning areas which are being taken forward as an action plan led by the Local Authority,
monitored by the LSCB.

Further multi agency audit work
The LSCB has undertaken delivery of the following audit work to be reported in the coming
year:

Pre Birth Audit

To establish the level of multi-agency collaboration in relation to adherence to the LSCB Pre-
birth protocol, quality of practice and joint decision making. Particularly focussing on:

a) Involvement and collaborative working of multi-agency partners;

b) Early identification and notification;

c) Quality of the assessments, intervention and planning

d) Experience of families

e) How the process has improved the outcomes for the children involved.

Review of teenage conceptions that occurred among Southampton resident children (aged
under 16 years) during 2013 to:

a) Identify whether opportunities to safeguard children/young people had been missed

b) Better understand circumstances and factors contributing to unplanned pregnancy to
support future prevention activity

c) Develop a clearer pathway for young people ul8 years old who become pregnant.

Early Help Audit

The LSCB will deliver an audit of the quality of responses to children and young people
supported at this level. The LSCB has considered and agreed this following the local Ofsted
Review and “Early Help: Who's responsibility?”. Learning from a local ‘critical learning review’
delivered by Youth Offending Service also reinforced the need for this. Plans for this are
currently being made and the audit will be delivered in the coming year.

Section 11 Reviews

The LSCB has a structure in place to receive reviews from key services in Southampton who
have a duty under Section 11 of the Children Act 2004. This places a duty on a range of
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organisations to ensure their functions and any services that they contract out to others are
discharged regarding the need to safeguard and promote the welfare of children.

The LSCB has received fourteen Section 11 reviews during the year, presented to the Boards
Monitoring and Evaluation Sub Group with the Chair of the LSCB present. The meetings
enable peer review and challenge. These included from:

e Southampton City Council:
- Children & Family Services; including early help, social care, youth offending,
education & early Years
- Adults Services
- Housing Services
- Licensing
— Sport, leisure and culture services
- Public Health

e CAFCASS (Child and Family Court Advisory Support Services)

e Hampshire Constabulary

e Hampshire Probation Trust / Community Rehabilitation Company

e Home Office — Border Force

e NHS (including Southampton City Clinical Commissioning Group, Solent NHS Trust,
University Hospitals (Southampton) NHS Trust, Public Health and Southern Health)

Through this process the Chair and the LSCB has received assurance of local practice and
process, and some key areas for development have been identified and are being progressed
by the relevant Board members:

a) A need to ensure across that all staff in these agencies are receiving safeguarding
training at ‘level 1’ (see www.southamptonlsch.co.uk and the Learning and
Development Strategy for details of the levels)

b) Safer Recruitment Practice and related training, this is not necessarily in place across
all partners and this needs to be rectified

c) Agencies with commissioning responsibility weren’t always aware that this duty
applies in terms of the providers of services that they commission — therefore the
Section 11 was not completed on that basis the first time.

d) Knowledge of E Safety issues is limited and training on this is not always available

e) Some services were not fully aware of their duty in terms however following this
process it was clear that further understanding was present.
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The learning above has informed action plans that have been developed by each service,
Ofsted saw progress against these are reported back to the group on a six monthly basis.

evidence of many Learning from Ofsted

positive changes Ofsted inspected Southampton Local Authority twice in 2014, firstly in May 2014 and then

which should lead again re visited in July 2014. At the same time as this, Ofsted reviewed the LSCB. They saw
evidence of many positive changes which should lead to improved safeguarding for children.
to improved They judged that it was too early to see the impact of these changes and so said that overall
. the LSCB requires improvement to become good. This judgment matched the LSCBs own
safeguarding for . . i L
assessment of its stage of development. The Board is confident that it will make these
children. improvements in the coming year to be ‘good’ and strives to eventually become outstanding
in its work.
The full Ofsted report can be found online at www.ofsted.gov.uk for details. The
recommendations for the LSCB are summarised as below:
1. Use management information systematically to understand trends, quality and
performance
2. Annual report to provide rigorous assessment of quality of multi agency
practice
All Ofsted 3. Develop protocols and guidance to support response to Female Genital
recommendations Mutilation (FGM)
4. Ensure coordination and improvement of responses to children that go missing
are being actioned from home and care
5. Regular audits to evaluate quality of practice (not just process)
and are detailed in 6. Develop learning and improvement plans from multi agency audits & ensure
the LSCB Business |mplemented. . . .
7. Ensure experiences and views of children and young people receiving help and
Plan. At the time of support are clearly understood by the board and action is taken in response.

writing all actions

All recommendations are accepted and the LSCB has integrated action within the refreshed

Business Plan to ensure these are met. The LSCB monitors progress against these every 6

26% of actions are months at the main board meeting. At the time of writing all actions in response to the
recommendations are underway with 26% of actions being complete.

are underway and

completed.
Ofsted deemed that the Local Authority Children’s services in Southampton require

improvement because:
1. Politicians have not been meeting their corporate parenting responsibilities to
champion looked after children and care leavers and ensure that their needs
are met.
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10.

11.

12.

Too many care leavers are not in education, employment and or training. Only
three care leavers are currently in higher education.

Over 30% of care leavers are either not in touch with services or assessed as
living in unsuitable accommodation.

Adoption is not achieved quickly enough for a small minority (17%) of looked
after children.

Care plans for looked after children are neither thorough nor comprehensive
and therefore are not effective in assisting practitioners in their work to ensure
that all children’s needs are being met.

The majority of looked after children do not receive good quality life story
work.

Looked after reviews are too often delayed or not held at the right time
Arrangements to respond to children who go missing from home and care are
not sufficiently robust.

Strategy discussions do not always include all appropriate agencies and are
poorly recorded.

Case recording is often not sufficiently detailed nor purposefully linked to the
care plan of the child.

The supervision of social workers does not consistently promote reflective
practice

Performance management arrangements are not sufficiently focused on
improving the quality of work with children and families.

The LSCB has received details of the Local Authority action plan in response to these findings
and has requested regular updates on progress.
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This section of the report focusses on analysis of the outcomes for Children and Young People
in Southampton during the period 2014-15. It uses the format of The Southampton Child and
Family Early Intervention Model and Threshold Document to explain this. The Threshold
Document was adopted by the LSCB in 2014, it provides professionals in the City with a
framework to identify when a child and their family may need additional support as well as
giving examples of some of the indicators that could suggest support is needed. The Model
reflects a continuum levels of support from Universal to Specialist Services. The diagram
above represents the continuum of support demonstrated within the Model. The full
document is available on the LSCB website www.southamptonlscb.co.uk .
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The information analysed in the section that follows has been selected from a data set
presented at each main LSCB meeting during 2014-15. Statistical Neighbour and National
Average figures have been used where available and appropriate to provide comparison.

What we know about Children in Southampton

The current population of Southampton is 245,300 of which 124,600 are male and 120,600
are female. Approximately 51,700 children under the age of 18 years live in the city. This is
21% of the total population in the area. (Mid-Year Estimate 2014).

Children and young people from ethnic groups account for 19.7% of all children living in
Southampton. The largest ethnic groups of children and young people in the area are Asian or
British Asian (2011 Census).

The proportion of children and young people whose first language is not English in primary
schools is 25.3% compared to the England average 19.4% and in secondary schools this is
20.1% compared to an England average of 15% (LAIT Department of Education 2015).

Around 23.5% of children are living in poverty whilst the national average is 19.2%
(Department for work and pensions 2012). The proportion of children entitled to free school
meals in primary schools is 18.4% against a national average of 15.6%. (LAIT Department of
Education 2015).

The LSCB receives details of the Child Health Profile for the city as this is published each year
by Public Health England. The full report is available via www.chimat.org.uk —the headlines
this year for Southampton are as follows.

e The health and wellbeing of children in Southampton is generally worse than the England
average. Infant and child mortality rates are similar to the England average

e The rate of family homelessness is similar to the England average.

e Children in Southampton have worse than average levels of obesity: 11.1% of children
aged 4-5 years and 21.5% of children aged 10-11 years are classified as obese. Assurance
of work to tackle this will be sought from the Health and Wellbeing Board in the coming
year.

e A similar percentage of mothers initiate breastfeeding compared with the England
average, with 74.5% breastfeeding. However there is no data within the profile to suggest
if this level is sustained at 6-8 weeks after birth.

o 16.4% of mothers in Southampton are smokers at time of the delivery of their baby
compared to a national average of 12%, this is an area that will be explored further via
links with the Health and Wellbeing Board.
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e A higher percentage of children (95.2%) have received their first dose of immunisation by
the age of two in Southampton.

e By the age of five, 90.6% of children have received their second dose of MMR
immunisation which is higher than the England average.

e For Children in Care immunisation rates are lower. 68.1% are reported in this to have had
up-to-date immunisations - significantly lower than the national average of 87.1% and
highlighting a gap compared to ‘other’ children. The LSCB will monitor this and seek
assurance from relevant partners and partnerships to ensure focussed action.

e The rate of young people under 18 who are admitted to hospital because they have a
condition wholly related to alcohol such as alcohol overdose shows a reducing trend when
compared to the previous period, however the rate remains significantly higher than the
national average. Alcohol use and its impact is a focus of Southampton Safe City
Partnership work and the LSCB will continue to seek assurance of the plan to address high
levels among children. There are links demonstrated in terms of alcohol use in the data
reported to the LSCB regarding sexual offences where the victim is under 18, the LSCB
continues to focus on this through its Missing, Exploited and Trafficked Group and through
data reported to the LSCB as detailed later in this document.

e The rate of young people aged 10 to 24 years who are admitted to hospital as a result of
self-harm is lower this year than the previous period and is slightly less than the national
average.

e In 2013, approximately 36 girls aged under 18 conceived for every 1,000 females aged 15-
17 years in this area. This is higher than the regional average. The area has a higher
teenage conception rate compared with the England average. This has influenced the LSCB
audit plan for the coming year — teenage conceptions being a focussed multi agency
activity (See “What has the LSCB learned” section).

e In2013/14, 1.4% of women giving birth in this area were aged under 18 years. This is
higher than the regional average. This area has a similar percentage of births to teenage
girls compared with the England average and a higher percentage compared with the
European average of 0.9%.

In terms of young people offending in Southampton the LSCB receives updates regarding first
time entrants to the criminal justice system and re- offending rates.

While the figure is showing a reducing trend, Southampton has a higher rate of first time
entrants aged 10-17 years than statistical neighbours and the national average. Per 100,000
of the population this stands at 533, compared to 426. The Southampton figure is a 45%
reduction in comparison to the equivalent reporting period in the previous year. The national
level has reduced by 15%.
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35% of Young people re-offend in 12 month period from original their offence. Again this is a
reducing figure and below the statistical neighbour and national average, information from
the lead officers for Youth Offending Service to the LSCB request that it should be noted this
is in part due to a larger cohort of young offenders. In order to continue to address re-
offending robustly, within the context of a smaller cohort with complex needs, the YOS
continues to work closely with the Youth Justice Board. In 2015, specific areas of focus will be
offending by the Priority Young People cohort (to support further reductions) and offending
by 10 — 13 year olds. Data is reported for the most recent cohort which is published 12
months in arrears.

Universal Services

Early Years & Education

According to the SCC Children and Families Services Annual Report for 2014 the picture in
terms of the standards of provision in this sector is improving and reassuring.

Ofsted findings for Children’s Centres in the South East published in September 2014 place
Southampton in the top 3 performing local authorities. All of the centres in the City have
been rated either good or outstanding.

A high proportion of Early Years Providers are good or outstanding with none being rated as
inadequate. 2014 was the second year of the new Good Level of Development indicator
introduced by DfE, and 62% of children achieved this compared to a national average of 60%.

% of Southampton Pupils attending Schools Ranked
Outstanding or Good

Oy
65% 70% 75% 80% 85% 90%

Percentage of pupils

u England % of pupils atteding Outstanding/Good Schools (as at 31/08/14
B % of pupils attending Southampton schools Outstanding/Good
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86% of Southampton schools judged either outstanding or good with 85% of our children
attending these schools, this is higher than a national average of 78%. In terms of Children
Looked after (CLA) 71% attend an Outstanding or Good school in the city.

In terms of attainment there is a mixed picture in Southampton. Children are reported to be
achieving above the national average at Early Years Foundation Stage and at the national
average at Key Stage 1. They are attaining beyond the national average at Key Stage 2. For
the second consecutive year Southampton’s Key Stage 2 results have been above the national
average which is something to be celebrated. This year Children in the city are 2% above the
national average with 81% at L4+. As the graph above demonstrates there is a lower gap than
the national average for disadvantaged pupil’s achievement at Key Stage 2.

There are challenges in attainment of our children beyond this. At Key stage 4 there is a 6.3%
gap in Southampton compared to the national average of pupils gaining 5+ GCSE’s at grades
A-C. This is a larger gap than previous years indicating a drop in performance.

The gap between disadvantaged pupils and others at Key Stage 2 and 4 level however shows
improvements and we are slightly above the national average, and there was a 10% increase
in Children Looked After attaining A*-C in English and Maths GCSE this year taking the figure
6% above the national average.

Key Stage 2 Attainment — the gap between
disadvantaged pupils (using free school meal
measure) and "others"
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0%
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Data reported to the LSCB highlights that there are particular concerns in terms of the rate of
There are particular total school attendance. Southampton ranks as 139th worst out of 152 Local Authorities in
this area. The rate in the city was 5% and attendance of an additional 25,099 days is needed
to bring the rate up to the same level as the National average of 4.4%. The attendance rate is
the rate of total an area that needs particular focus, there are links to poor outcomes for children and young
people and the LSCB will continue to monitor progress and data in this area.

concerns in terms of

school attendance.

% of Total Pupil Absence

7%
6%

w
O 5%
= 40
Southampton’s Key z 4%
i
O 3%
Stage 5 performance % 20
is below the national 1%
0%
average 2013 2014

| C—Total National Avg (Autumn & Spring only) |

Southampton’s Key Stage 5 performance is rated in terms of points score per candidate in
level 3 qualifications for students aged 16-18 years old at the end of A level study. This was
598.9 compared to a national average of 698.5 which is again below the national average.
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The percentage of young people not in employment, education or training (NEET) is below
the national average and the rate for our statistical neighbours, this demonstrates success
which needs to be sustained.

% of 16 — 18 year olds not in Education,
Employment or Training (NEET)

6%
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S 3%
S 2%
1%
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mmmm Total National Average

The LSCB will continue to monitor levels of attainment and attendance as well as NEET figures
in relation to areas highlighted above, this will be delivered via the priority area of the
Business Plan for this coming year of Ensure a focus on building resilience and raising the
aspirations of children and young people in Southampton. Details of how this will be
progressed can be found in the Business Plan.

Health

Southampton Health Services also submit quarterly data to the LSCB, in addition to the data
analysed using Chi-Mat explored in earlier sections. The focus of the LSCB Health indicators
are regarding Health Assessments for Children Looked After, which is detailed in the relevant
section that follows. The LSCB plans to review indicators on the data set during the coming
year which may lead to further Health issues being reported, potentially linked to the Joint
Strategic Needs Assessment and Chi Mat Data.

Where there are safeguarding concerns

MASH

The LSCB oversaw the development of the Southampton MASH (Multi Agency Safeguarding
Hub) during this period. Since its inception in March 2014 a 6 monthly report has been
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requested by the LSCB which has covered data and performance information regarding the
MASH and Early Help Service.

Children and Family Services has lead the development of the MASH which was positively
viewed by Ofsted and is held in high regard by other areas who often visit to see it in action.
The positive partnership working in the city is clearly demonstrated in the MASH with all key
areas now participating and having dedicated MASH roles. The Local Authority has also taken
steps during this period to develop linked multi agency responses to key areas. The MASH
and Child Protection Teams have now been integrated in the service, and developments
planned relating to embedding multi agency responses to Child Sexual Exploitation, linked to
Hampshire Constabulary work on a CSE Hub and Domestic Violence (via a joined MASH and
MARAC). Reports to the LSCB have highlighted issues around engagement of adult focussed
services in the MASH, which has been resolved to some extent, and the need for further
analysis of information that is held with the MASH. The LSCB has and continues to seek
assurance of the MASH operation and the planned future developments. The LSCB is also
seeking assurance of the future multi agency governance arrangements for the service.

In terms of volume the MASH received 19542 contacts about safeguarding concerns during
2014-15 averaging 1196 per month. This includes contacts that went on to become referrals
to other Help and Protection services including Early Help. There was a peak in June 2014 of
1303 contacts received, this was shortly after the publication of 3 SCR’s.

Number of contacts to MASH received
(includes contacts that become referrals)
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The highest % of referrals to ‘front door’ services such as the MASH are reported by DfE to
come from Police (around 25%) with Schools, Health services and Individuals / family being
other main referrers. Locally notifications to MASH from Police have risen during this
financial year as reported below. This demonstrates an increase in the number of contacts to
MASH:

Number of child risk notifications from Police to
MASH by Quarter

Q4 | 1703
Q3 | 1486
Q2 | 1448
Q1 1052
0 200 400 600 800 1000 1200 1400 1600 1800

NUMBER OF NOTIFICATIONS

Early Help

Early help services were established as coordinated teams by the Local Authority in early
2014. They This was in recognition of the need to shift work to more prevention and early
intervention, as identified in SCR’s for Child L and Family A. The Early Help service includes
multi agency teams. Ofsted were complimentary about the approach and integration of
Families Matter to the Early Help team. The LSCB receives updates on progress of Early Help
as part of 6 monthly reports from the Local Authority and monitors key indicator for this area
as described below.

The service has picked up significant levels of new work as the increase in referrals to MASH
have impacted on this area. The LSCB has plans to carry out an audit of quality of Early Help
responses for the coming year to assess the impact and quality of work in this area. The
number of universal help assessments completed below demonstrates those that have come
through to Early Help teams which are multi agency through the MASH, work is progressing
to identify further numbers of assessments that are completed by universal service providers.
The data shows a peak in Q2, which correlates to a peak in contacts made to the MASH in
June 2014 shortly after the publication of 3 SCR’s in the City.
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Number of Universal Help Assessments
Completed

Q4 I Q4 - 225

Q3 I 3 - 172

Q2 I Q2 - 208
Qr I Q1-92

Children in need of help and protection

The LSCB requests performance information from the Local Authority relating to Children In
Need as follows:

e Rate of Children in Need Referrals per 10,000 population

In quarter one the rate of referral per 10,000 was reported at 407. This was much higher
than the national average of 332, nearer to our statistical neighbour average of 385. This
item has not been reported since Quarter 1 due to data accuracy issues being
investigated.

o % of referrals of children in need that are re referrals within 1 year
This item has not been reported this year due a review of calculation methods.
e % of children in need with a child in need plan

The percentage of children in need with a child in need plan was reported to be 95% in Q1
but similarly this figure has not been reported again due to data accuracy.

This initial data suggests a higher than national average rate in terms of Children in Need.
Further detail of these indicators and analysis of this area will be sought in the coming period.



Pg. 39
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The rate of children with a child protection plan (per 10,000 of the population) is reported
quarterly to the LSCB. The figures demonstrate an increasing trend, at the end of Q4 the rate
had risen to 81 which is more than twice the previous national average (38), and higher than
the Statistical Neighbour average of 52, it has been reported that DfE state a 12% increase
has occurred from last financial year and so the comparator figures may change. The LSCB has
acknowledged this high rate and seeks assurance and commentary on this from the local
authority in terms of actions to mitigate pressures on the system and teams involved in

Rate of Children with CP Plans per 10,000 at period
end
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coordinating Child Protection Planning, and responses to this.

The percentage of children subject to repeat plans has varied between 9-16% which was the
latest figure reported. According to the local authority there were several families with 3 or
more children who returned on CP Planning during this time which caused a rise in the
percentage. The figure is still close to the national average of 15%.
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Local increases reflect national figures with the DfE reporting 5% increases each year in
Children in Need (CIN), 12% increase in children on Child Protection Plans and increases in
court applications.

In terms of public law family cases relating to protection, CAFCASS report for Q3 and 4 as
below for Southampton:

Number of Public law cases received
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- |
CAFCASS report also from Family Justice Board figures that Southampton has 39% of cases
over the target of 26 weeks’ timescale. This compares to a statistical neighbour average of 23
weeks’ timescale. This is an area of concern that will continue to be monitored through the
LSCB Data Set.
The average length of care proceedings
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The LADO has 0
Q1 Q1
delivered
1 Total National Average
workshops via the
LSCB to raise Allegations against Staff & Volunteers
awareness of The LADO (Local Authority Designated Officer) reports annually to the LSCB, following this
year’s report this indicator became part of the LSCB data set in Quarter 4, the figures below
procedures to highlight the number of referrals and that 82% of these met the threshold for LADO. The
respond to LADO is employed by the Local Authority. There are no national or statistical neighbour
comparators to use to analyse this figure. The LADO has delivered workshops via the LSCB to
allegations against raise awareness of procedures to respond to allegations against staff and volunteers in
Southampton.
staff and volunteers
in Southampton. Number of LADO referrals 72

Number of LADO referrals that met the threshold as a

82%
percentage
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Children Looked After

Southampton has a high number of Children that are Looked After. The Figure at the end of
the financial year was 586, or 122 per 10,000 of the population compared to a national
average of half of this.

Rate of Children Looked After (CLA) per 10,000
at period end
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While the high number provides assurance that thresholds for ensuring children are safe are
being applied, there are concerns regarding this particularly in relation to the length of time
to ensure permanent safe arrangements are made. The outcomes for children that become
looked after are poorer than the general population, this can be exacerbated if the
turnaround time to ensure safe resettlement, or permanence is long.

The safeguarding of children and young people comes first. While the large number of CLA
does also provide a concern in terms of pressures on the child protection system this would
not be a reason to adjust thresholds, however the LSCB will continue to seek further details
and assurance of work in this area particularly around timeliness and the Local Authority
ability to respond to high numbers safely. The LSCB will continue to be part of plans to safely
address the rate.

The impact on outcomes for children that are looked after by the Local Authority are
generally poorer than for ‘other’ children, local data demonstrates this. For example:

e Immunisation rates are lower. 68.1% are reported in the Child Health Profile to have
had up-to-date immunisations - significantly lower than the national average of 87.1%

e While there was a 10% increase in Children Looked After attaining A*-C in English and
Maths GCSE this year there is still a gap that needs addressing. This gap extends
passed Key Stage 4 onto the number of children that have been looked after
attending further and higher education.
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In addition to the numbers and rate of CLA the LSCB also receives information to indicate the
responses from Health, these relate to the number of children requiring health assessment
and the number and percentage seen for this within 28 days. The performance in this area
has improved, at the start of the year it was reported that 42% were seen with 28 days — this
has now increased to 72%. The LSCB will continue to monitor this indicator in the coming
period and seek a regular commentary from Health partners to explain this.

Percentage of children looked after seen within 28
days by Health
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Child Deaths

Every child death is a tragedy and the LSCB has a role to ensure where appropriate that a
review of the circumstances happens to gain learning where appropriate.

The Child Health Profile for the City reports that infant and child mortality rates are similar to
the England average. The Annual Figures for CDOP including Southampton are given below:

Number of child death notifications for Southampton: 12

Q1 Q2 Q3 Q4 TOTAL

Hampshire 16 10 19 11 56

Isle of Wight 1 2 3 0 6
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Portsmouth 5 2 2 2 11
Southampton 3 4 2 3 12
TOTAL 35 32 32 21 120
Expected Unexpected

Hampshire 31 25

Southampton 6 6

Portsmouth 4 7

Isle of Wight 4 2

6 Child Deaths were expected and 6 were unexpected, of these CDOP reports 28% had
modifiable factors. Learning in this period are reported in the earlier section of this report.

At this time the CDOP arrangement across the area is subject to review — this is being led by
Hampshire and the Isle of Wight Boards following their own analysis of the shared
arrangements success. Southampton LSCB sees the value of a shared CDOP, but
acknowledges learning from local case reviews including SCR’s which highlights the need for a
refreshed Rapid Response procedure as well as closer management of the CDOP process and
will act this year to ensure this.

Missing, Exploited and Trafficked Children and Young People

The LSCB MET Strategic Group monitors and evaluates local responses to children and young
people that go missing, are at risk of child sexual exploitation or are trafficked. The MET group
also coordinates work in the city on MET issues via an agreed multi agency plan. The group
carries its quality assurance role out by receiving data and reports from the key services in the
city that are responding to MET issues. Where this shows concern the group requests further
assurance on behalf of the board and escalates these if necessary to the main board. The
Group has also developed a plan to audit cases according to key themes and areas relating to
Child Sexual Exploitation indicators.
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This is a growing area of concern in Southampton and the UK generally. Full details of the
nature and extent of MET issues in the City is an area of development for the MET group and
the wider partnership and the data used to date could be much more sophisticated. The
focus on the issue and commitment by local partners is to be commended however there is
still work to do to ensure we fully understand the issues and how they impact on our children.
Some of the positive work is apparent and there is demonstrable good practice happening.
For example, the Local Authority has established a dedicated social work role for Child Sexual
Exploitation, and at the time of writing the recruitment of two additional posts to support this
role is underway. The established role and post holder were commended in the ACDS review
that took place this year in Southampton. The Local Authority and Hampshire Constabulary
are also leading plans to develop an integrated CSE team (known as the CSE Hub) to
compliment the MASH. Specific Work including the development of a CSE hub to include
missing person coordinators.

In quarter 4 the Local Authority reported the Number of Children Looked After missing for 24
hours or more as 1 child, in quarter 3 this was 5. This reduction is positive and is explained as
due to increased support to looked after children and young people that are at risk of
repeatedly going missing. The LSCB would clearly like to see the figure as 0 but are assured
that the LA has the processes in place to monitor and respond to these issues. Below
demonstrates the number of reports of missing children to Police in 2014-15. This is the
number of reports rather than the number of individual children.

Number of reports of missing children (Police)
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Barnardo’s deliver a return ‘safe and well’ service for Southampton children and young
people — where a child returns from going missing, Barnardo’s are notified and then contact
that child / young person to identify any issues or concerns that are ongoing for them.
Information on this is then passed to the relevant ‘lead professional’ via the MASH and this is
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used to help inform future safety planning and protection planning where relevant. The LSCB
is aware through information from the Ofsted Review this year and that gathered by the MET
group that this can be a problematic process and is seeking assurance from the services and
the commissioner (the Local Authority) in more detail to ensure the process is working.

The Police report the number of new referrals of child sexual exploitation made to them to
the MET group for g3 and g4. The figure was 14 and then 13 respectively. IN addition the
Police report to the MET group regarding the number of cases of CSE that they are aware of
for quarter 4 as 40 — in addition the same is reported by Children’s Services -37 in Q4 and 29
in Q3. This gives some indication of the extent of the issue however the quality of this data is
qguestionable given the overlap in cases that services are working with. In addition it does not
indicate the level of risk posed to the young people involved and so cannot necessarily inform
understanding about the nature and extent of the issue in Southampton.

In addition the LSCB receives police information regarding the % of sexual offences that are
committed against those under 18, this gives some indication of the level of sexual violence
and abuse against children. This has varied quarterly between 28% and 47% (of 83-128
offences). Whilst this provides some indication it is not clear where this relates to CSE or
other ‘types’ of Sexual Abuse. Again further detail and analysis will be sought to inform
future work in this area.

In terms of exploitation work is also under way to understand the impact of E safety and to
coordinate responses. This is an area also for development by the LSCB.

The Trafficking agenda in terms of children and young people is also an area for development.
The MET Group receives information in terms of assurance of responses from local providers
—including Barnardo’s and Love 146. The number of young people who are suspected or
identified as being trafficked in to the Southampton each quarter (referred to Barnardo’s
from all agencies) varies from 2 to 15 children. This gives some insight into the figures and
quality of responses but again needs further work.

Preventing Violent Extremism

The links for LSCB’s with the Prevent Agenda have been reinforced this year with the
introduction of the Counter Terrorism and Security Act 2014 and association guidance. The
LSCB has introduced an indicator to its data set to identify any children or young people
involved or referred to the local Channel process. To date numbers are low at 1 or 0.

The LSCB has run workshops for local multi agency professionals which were very well
evaluated and will continue in the city this coming year. This is a developing area for the LSCB
to monitor and links again with Southampton Safe City Partnership and the lead officers in
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the Local Authority will be strengthened in this area to ensure strategic coordination and
input in terms of the safeguarding agenda.

Domestic Violence and Abuse (DVA)

This was a priority area for the LSCB this year, and it remains a significant area of concern for
the City to focus on. The rate of reporting of domestic violence issues is demonstrated below
— the figure remains steady where the data is available at around the 1,200 number.

Number of reports to Police of Domestic
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The number of MARAC (Multi Agency Risk Assessment Conferences) cases involving children
as reported to the LSCB showed an increase during this period as highlighted below. The LSCB
is very aware of the continuing threat that DVA poses to the safety of children and young
people in the city and this will remain a priority area of work. Plans are in place to integrate
and improve the responses to DVA in the city — as detailed on the recently agreed DV strategy
for Southampton. This work will continue under the umbrella of the Safe City Partnership
with assurance continuing to be sought by the LSCB on the responses linked to Safeguarding
Children.
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Female Genital Mutilation (FGM)

The LSCB is seeking assurance from local services that responses are coordinated and
appropriate to FGM in Southampton. The LSCB has begun this work via a specific cross
partnership task group including public health, health service providers, children and adults
services, police and workers that link to our local communities. The LSCB will continue to
develop this until clear mechanisms for scrutinising responses are in place. The Group has
reviewed current guidance, local work and research on this issue and is working on an action
plan that includes:

e Provision of clear guidance and training for workers and volunteers on this issue and
legal reforms as they develop. Ensuring awareness across services as well as specific

work with professionals involved in child protection

e Making the most of existing community awareness raising activities, continuing and

building on this in future

e Collation of relevant data and information for LSCB to gain assurance regularly on this
issue

The nature and extent of FGM and the risks to children in Southampton is not clear, the group
has been reviewing evidence from national guidance and research to inform its work drawing
on local expertise and knowledge to future plan. The group will continue and will report in to

the LSCB on its progress during 2015-16.
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LSCB Priorities 2015-18

The LSCB has considered the range of learning and information presented during the year and
summarised in this Annual Report and has agreed to revise its Business Plan to reflect current
needs and pressures as a result. In order for this work to be sustained and to allow for time to
embed these actions the LSCB has taken the decision to agree a Business Plan that covers a 3

year period.

The table below summarises revised its overarching priority areas that will be progressed. The
detail of action to be taken under these headings is given in the Board Business Plan (see
www.southamptonlsch.co.uk ). The group leading implementation of the priority area is
indicated below.

Summary of Priority Areas Lead /s
1. | Ensure Safeguarding is a whole city theme CEA /L&D
2.| Manage and monitor the impact of austerity measures, increasing M&E

demand and changes to service provision on safeguarding outcomes
for children and young people.

3.| Coordinate and quality assure responses to prevent and disrupt the MET
exploitation and victimisation of children and young people

4.| Embed key learning from case reviews (including SCR’s) and audits SCR / M&E
into local practice / L&D

5.| Ensure a focus on building resilience and raising the aspirations of LSCB
children and young people in Southampton.
Key: L&D: Learning and Development Group, M&E: Monitoring & Evaluation Group, CEA: Community
Engagement & Awareness Group, P&P: Practice & Policy Group, SCR: Serious Case Review Group, MET:
Missing, Exploited & Trafficked Group

Individual Board Members and other partnership and strategic boards will also support the
delivery and quality assurance of these priority areas where relevant.

Learning from Case Reviews, Audits, the LSCB Annual Report and other business as usual
quality assurance work will influence a review of these priorities as required during the period
covered and this will take place at least annually.


http://www.southamptonlscb.co.uk/
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LSCB Arrangements

Budget

Contributions from LSCB partners to the LSCB in 2014-15 are detailed below, and agreed in a
Pooled Budget Agreement between partners:

Agency Estimated Financial Financial Contribution
Contribution 2014/2015 As A Percentage Of
(£) The Total Budget (%)

Southampton City Council 76,014 61.16%

Southampton Clinical 32,388 26.05%

Commissioning Group

Hampshire Constabulary 12,770 10.27%

Hampshire Probation Service 2,552 2.05%

Children and Family Court 560 0.45%

Advisory Support Service

TOTAL £124,284 100%

In addition to the above the LSCB via the Local Authority funds Child Death Overview Panel.
All sub group activities and statutory LSCB functions are delivered within the budget. During
the 2014-15 year additional contributions were made by the funding agencies for Learning
and Development and the delivery of Serious Case Reviews.

Support

The LSCB is chaired by Keith Makin. It is supported by the recently established Local
Safeguarding Boards Team, shared with the Local Safeguarding Adults Board. This team
includes a Board Manager and Coordinator role dedicated to the Board. It also benefits from
support from the Local Authority Democratic and Legal Services supporting functions of the
LSCB.
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Contact Information

Southampton Local Safeguarding Children Board
Tel 023 8083 2995

Email Iscb@southampton.gov.uk

www.southamptonlscb.co.uk
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