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1. Introduction by independent chair
I am delighted to introduce to you the 2015/16 annual report of South Gloucestershire
Safeguarding Children Board (SGSCB); and my first report as independent chair. The role of the
board is to effectively coordinate the work undertaken within South Gloucestershire to safeguard
and promote the welfare of children and young people
The purpose of the annual report is to evaluate the effectiveness of our role and to set out how the
board’s work will be developed and strengthened.
This report is presented to the board, all organisations represented on the board, children, young
people, families and communities within South Gloucestershire.
As you read through this report, you will see that it falls broadly into four sections:
Governance and accountability
What it is like for a child and young person in South Gloucestershire
Lessons identified
Analysis of the board’s effectiveness.
Our approach to evaluating our effectiveness incorporates analysing performance data, conducting
frontline contact and undertaking a range of audits. We look forward to coordinating the
undertaking of Section 11 audits in 2016/17. We are grateful to our local youth board who
challenge the board on issues ranging from recruitment through to policy. Our next step is for
these young people to inform us as to how effective they think the board is.
During the year we saw the launch of the multi agency guidance for injuries in non-mobile babies
protocol (those who cruise rarely bruise) in collaboration with North Somerset and Bristol SCB. The
last serious case review in South Gloucestershire related to a non-accidental injury to a baby.
In December 2015, the board launched the Child’s Journey of Need (revised threshold document)
to enable professionals to identify when a child may need further help to achieve their potential.
Also in 2015 the board endorsed the Signs of Safety approach, recognising the benefits to the
child in highlighting what is going well in a child’s life, the concerns and what needs to be done.
We are proud that many of our board partners have been externally inspected throughout the
2015/16 and have been applauded for the safeguarding children practice. In September 2015, the
Care Quality Commission conducted a review of health services for children looked after and
safeguarding and identified numerous and wide ranging examples of good practice. In October
2015, HM Inspectorate of Probation found that ‘South Gloucestershire Youth Offending Team was
delivering excellent work to....keep children and young people safe.’ During the year, of the primary
and secondary schools inspected by Ofsted, focussing on the category of safeguarding children: 23 were rated outstanding; 75 were rated good; 5 were rated requires improvement. None were
rated inadequate.
We continue to have a multi agency focus upon child sexual exploitation (CSE) and excellent
progress has been made by the board’s Missing from Home, Care and School Subgroup, formed
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in 2015. We also saw the creation of our CSE strategy and successful implementation of the
sexual abuse risk assessment form; a tool to enable practitioners to identify CSE.
Looking forward, I am confident that the board will strengthen its effectiveness through even
greater rigour around auditing; capturing the views of children and young people at board level and
testing the dissemination loop through conversations with frontline staff.
This report reflects the very hard work of board and subgroup members to whom I am extremely
grateful. We are committed to continuous improvement because we are ambitious for all children
and young people within South Gloucestershire.
I want to take this opportunity to thank those who in 2015/16 made the safeguarding of children
their business. Frontline staff play a vital role in keeping our children and young people safe. My
thanks and appreciation extend to all those dedicated individuals within social care, health, police,
education, the voluntary sector, probation, housing, business, transport and also to members of
the public. Thank you for helping us to achieve our vision that South Gloucestershire is a place
where safeguarding is everybody’s business.
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2. About the annual report
The South Gloucestershire Safeguarding Children Board’s (SGSCB) annual report for 2015/16 is
an assessment of the effectiveness of the safeguarding and the promotion of the well-being of
children and young people across South Gloucestershire.
Section 4: Why do we have a safeguarding children board, sets out the governance and
accountability arrangements for SGSCB, including information about the structures in place to
support SGSCB to undertake its work effectively.
Section 5: Living in South Gloucestershire, sets the context for children and young people living in
South Gloucestershire, highlighting the activity and progress made to support safeguarding and
the challenges going forward.
Section 11: Learning and improvement, highlights the lessons identified through the Learning and
Improvement Framework and the actions taken to improve safeguarding practice and its impact on
better outcomes for children and young people as a result of this learning.
Sections 9, 10, 11 and 12: covers the analysis of the board's effectiveness and the priorities going
forward into 2016-17.
In line with statutory requirements and best practice the SGSCB annual report and 2016-17
business plan will be shared with:
The director of children, adults and health
The chief executive
The police and crime commissioner
The children, adults and health committee
The children’s trust board
The partnership against domestic abuse
The health and wellbeing board
The safer and stronger communities strategic partnership
The safeguarding adults board
This report has been authored by Catherine Boyce, Head of Safeguarding with the assistance of
several contributors including subgroup chairs, performance analysts and the independent chair.
The report was approved by SGSCB on 21 October 2016 and published on the SGSCB website
on 24 October.
Should you require the report in any other format to support accessibility please contact Catherine
Boyce with your request: catherine.boyce@southglos.gov.uk
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3. Glossary of terms
CCG Clinical commissioning group
CDOP Child death overview panel
CIC Children in care
CPP Child protection plan
CPD Continuing professional development
CQC Care Quality Commission
CSE Child sexual exploitation
DBS Disclosure and Baring Service
DV Domestic violence
FGM Female genital mutilation
IRO Independent reviewing officers
LADO Local Authority Designated Officer
LSCB Local Safeguarding Children's Board
Marac Multi-agency risk assessment conference
Misper A missing person
Prevent A Government programme aimed at stopping people becoming terrorists
SCR Serious case review
Seraf Sexual exploitation risk assessment framework
SGSCB South Gloucestershire Safeguarding Children Board
SofS Signs of safety model
SWCPP South West child protection procedures
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4. Why do we have a safeguarding children
board?

Section 13 of the Children Act 2004 requires each local authority to establish a local safeguarding
children board (LSCB) for their area and specifies the organisations and individuals (other than the
local authority) that should be represented on LSCBs.
Working Together to Safeguard Children 2015 states that an LSCB must be established for every
local authority area. The LSCB has a range of roles and statutory functions including developing
local safeguarding policy and procedures and scrutinising local arrangements.
Section 14 of the Children Act 2004 sets out the objectives of LSCBs, which are:
1. to coordinate what is done by each person or body represented on the board for the
purposes of safeguarding and promoting the welfare of children in the area; and
2. to ensure the effectiveness of what is done by each such person or body for those purposes
The independent chair of the SGSCB is Rachel Cook. Rachel took up post in September 2015
following the departure of the previous chair, Jimmy Doyle, whose tenure had come to an end.
Rachel is accountable to the chief executive of South Gloucestershire Council
South Gloucestershire Safeguarding Children Board structure can be seen at appendix 1. There
are several subgroups, and an executive group in addition to the main board.
The remit of the board is clearly outlined in its constitution (appendix 2). It has a strong
commitment from most of its partner agencies, all of whom sign up to the Memorandum of
understanding (appendix 3).
Board membership and attendance for the year 2014-15 can be seen at appendix 4. Attendance
below 50% will be addressed by the independent chair. It has now become practice to directly
challenge partner agencies whose attendance falls below the minimum standard.
During the year the board has maintained key relationships with the Children, Adults and Health
Committee, The Partnership Against Domestic Abuse and The Safer and Stronger Communities
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Strategic Partnership, Children’s Trust Board, the Health and Wellbeing Board, the Safeguarding
Adults Board, the Clinical Commissioning Group and the Police and Crime Commissioner. The
board also participates in the Avon and Somerset regional LSCB consortium in working to address
common safeguarding issues.
Partner agencies continued to contribute to the SGSCB budget for 2015-16, in addition to
providing other resource such as staff time and venues for meetings. Changes were made to
training charges. This had previously been a free resource but from July 2015 training charges
were introduced for non-board budget contributing agencies, including options to pre purchase
places. A more robust no show/late cancellation charge was also introduced. This has resulted in
some income for the board budget. There was an underspend carried forward that was due in part
to there being no serious case review during the year. The full financial report can be seen at
appendix 5.
Working Together to Safeguard Children 2015 sets out how effective sharing information between
professionals and local agencies is essential for effective service provision. SGSCB plays a strong
role in supporting information sharing between and within organisations and addressing any
barriers to information sharing. This includes ensuring that a culture of information sharing is
developed and supported as necessary by multi agency training.
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5. Living in South Gloucestershire
South Gloucestershire is a mix of long-established urban communities, market towns, small
villages and substantial new development. Characterised by very differing communities with
individual needs and aspirations, the diversity of its landscapes and neighbourhoods contribute to
a high quality of life.
South Gloucestershire’s location and its proximity to the city of Bristol present a number of cross
boundary opportunities and challenges which are dealt with by working in partnership with the
neighbouring authorities of Bristol City, Bath and North East Somerset and North Somerset.

* These figures changed in 2014 so that only a student’s first entry to a GCSE examination will
count in their school’s performance tables.
South Gloucestershire Joint Health and Wellbeing Strategy 2013 – 2016 identifies as one of its
priority themes: Making the best start in life – Enabling every child and young person to thrive and
develop skills to lead a healthy life and achieve their full potential.
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The area is served by Avon and Somerset Police Constabulary and a police and crime
commissioner.

0-19 population
South Gloucestershire has a 0-19 population of around 64,556 (ONS mid year estimate 2015).
This makes up approximately a quarter of the total population. The latest official population
projections suggest that the number of the 0-19 year olds will increase to 76,088 by 2039 (ONS,
2014 – based Subnational Population Projections)

South Gloucestershire population ethnic groups
(all ages) Census 2011
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Disabled children (2015)
1,830 children aged 0-17 receive Disability Living Allowance (DLA) in South Gloucestershire
(November 2015, source: Nomis).

South Gloucestershire population ethnic groups
(4-18) school census spring 2015

Number of schools and type
As at January 2015, there were 4,068 children attending South Gloucestershire maintained
schools and academies who were eligible for and claiming free school meals.
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South Gloucestershire resident children
population by age

10/100

www.southglos.gov.uk

11/100

www.southglos.gov.uk

6. Summary of safeguarding activity in South
Gloucestershire
Looked after children
A child is looked after by a local authority if he or she has been provided with accommodation for a
continuous period of more than 24 hours, in the circumstances set out in sections 20 and 21 of
the Children Act 1989, or is placed in the care of a local authority by virtue of an order made under
part IV of the Act.
The majority of children who are looked after by the local authority are placed with foster carers as
it is believed to be best for children to live within a family environment. For some children however,
residential care may be more appropriate.
After a sharp increase in the previous year the number of Looked After Children has fallen by 6.7%.
At the end of 2015/16 there were 166 looked after children in South Gloucestershire, a decrease of
12 on the previous year. 88 children and young people became looked after in the year (an
increase of 8 compared to 2014/15) and 102 children and young people who had previously been
looked after ceased to be (compared to 78 in 2014/15).
There is no discernible difference in the genders of looked after children, with an equal proportion
of female and male becoming looked after in the year. 35% of children and young people looked
after and becoming looked after were aged between 11 and 15, with 28% of children becoming
looked after in the year aged 0-4 years.
20% of looked after children were recorded as disabled, with 14% of children newly looked after in
2015/16 having a disability.
17.5% of looked after children were from ethnic backgrounds other than White British, with
children from Black African backgrounds accounting for the highest proportion of those from nonWhite British groups.
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Child protection plans
After a period of general decline in the number of child protection plans since 2013/14 there has
been a small, increasing trend in the number of children and young people subject to child
protection. 177 children and young people were subject to a child protection plan during the year
2015/16, a small increase (2%) on the previous year and a 5% increase since 2013/14.
Whilst the number of child protection plans has increased there has been a significant fall in the
number of children and young people becoming subject of a second or subsequent child
protection plan, from 29% in 2014/15 to 16% in 2015/16.
There was no significance in terms of gender and disability for children and young people subject
to child protection plans; with plans being equally distributed amongst age groups, with the
exception of children subject to a second child protection plan, where 50% of children and young
people were aged between 5 and 10 years.
85% of those subject to child protection were from White British backgrounds, rising to 89% of
those becoming subject to a second or subsequent child protection plan. Those from non-White
British groups subject to child protection were from a varied range of ethnic backgrounds, with no,
one significant group.
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Referrals to children’s social care
Over the course of 2015/16 2,065 children and young people were the subject of a referral to
social care, a decrease of 12% on the previous year, and in-line with the number of referrals in
2013/14 and 2014/15.
As the number of referrals have decreased so has the proportion of re-referrals; with a fall of 3%
when compared to re-referral rates in 2014/15. Since 2010/11 there has been a significant fall in
re-referrals, exemplified by the proportion seen in this year being the lowest in the last six years.
Referrals were split equally between males and females, with 31% of referrals being made for
children aged 5-10 and 28% of referrals being for young people aged 11-15. Children with
disabilities accounted for 10% of children and young people referred.
85% of all referrals were for children and young people from White British backgrounds. Referrals
for those from non-White British groups were from a varied range of ethnic backgrounds, with no,
one significant group.
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Children and young people with missing events
in South Gloucestershire
The annual variances in the number of children and young people that have been missing and the
total number of missing episodes are accounted for by growing focus on children and young
people that are missing and local and regional improvements reacting to this changing focus.
Year on year comparison cannot be provided accurately because of the above but in 2015/16
there were a total of 144 children and young people reported as missing throughout the year. 113
children and young people (78.5%) were not looked after, 31 (21.5%) were looked after children.
There were a total of 317 missing episodes reported, with 53 (37%) of young people having more
than one missing episode in the year.
77% of children and young people reported missing were from White British backgrounds with the
other 23% from other or unknown ethnic backgrounds.
135 (94%) children and young people reported missing were of secondary school age, with 61%
aged 14-16 years and 11% aged 16-18 years.
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Data collection commenced in 2013/14 and improvements to data collection have been made
since. This is responsible in part to the rise in numbers. Now that clear data collection is in place
comparisons between years and numbers will be able to be made and analysed.

Child sexual exploitation crimes in South
Gloucestershire
This data is provided to the South Gloucestershire Safeguarding Children Board by Avon and
Somerset Constabulary as part of the multi-agency approach to safeguarding children.
The child sexual exploitation crime tag was introduced which, in addition to providing safeguarding
and investigation benefits, allows the monitoring of crimes that fall within the national definition of
CSE.
Recorded CSE tagged crimes in South Gloucestershire rose to 33 CSE tagged crimes recorded in
2015/16, compared with 10 crimes in 2014/15. There 137 recorded CSE tagged crimes forcewide. It is important to note that the distribution of recorded CSE tagged crimes, both
geographically and over time, can be skewed by a relatively small number of investigations
identifying comparatively large numbers of victims, perpetrators and offences.
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The increase in CSE crimes can be explained by an increasing awareness among all staff and
more widespread use of the CSE flag on police systems, rather than an actual increase in CSE
crimes.
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7. Communication
A multi-agency communications group, with representatives from both the Safeguarding Children
and Safeguarding Adults boards, meets at least four times a year. The group is accountable to the
boards and works to an agreed annual communications plan, supporting the boards’ objectives
and planning and delivering effective communications to:
ensure that safeguarding is everybody’s business
deliver the common message of “If in doubt – speak out” across all safeguarding services
be demonstrably proactive in raising awareness of safeguarding issues and the role
members of the public can play to create a safer community and enable them to be more
likely to recognise and report abuse
promote creative safeguarding campaigns that address the issues identified within our
community
promote the welfare of vulnerable people whether they are children, young people or adults,
and their rights to be free from abuse
reassure vulnerable children, young people, adults and their families and the general public
that we have everything possible in place to safeguard children, young people and adults
and prevent abuse

Communications highlights during the year included:
Developing and launching a new South Gloucestershire Safeguarding website. A joint
platform for both the children and adults safeguarding boards, the website has seen many
developments since its launch in August 2015. It now offers a range of both national and
local resources to help engage children and young people, parents and carers and
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professionals, including YouTube videos highlighting issues such as child sexual exploitation
The SGSCB has worked with children and young people through youth participation events
to obtain their feedback on the key issues that affect them and how they would like
information on these subjects presented. The section for children and young people on the
website now includes more interactive and visually appealing content and all pages include
signposting to relevant sources of information
Support of the Department for Education’s ‘Together we can tackle child abuse campaign’
from March 2016 to raise awareness of the signs to look out for and encourage increased
reporting, through localised messaging and social media
The production of an SGSCB annual report and quarterly e-newsletters with partner
contributions, for board members to cascade and inclusion on the website
Board minutes are placed on the website and the use of a summary sheet of board meetings
as an ‘Easy Read’ (accessible) document is being introduced from 2016
The merits and feasibility of creating a social media presence for the SGSCB is being
considered, in order to encourage increased engagement with and from all user groups
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8. Lay members view
" Over the past year there have been a number of issues and I feel that I have assisted the board in
many ways. The first major issue that I have felt has affected me is the continuing issue with CSE
(child sexual exploitation). I have felt that I have helped the board to combat this by providing my
time and also by giving my opinions and views as and when I have felt it necessary to do so. The
other key service that I feel that I provide to the board is clearing up any acronyms that many of the
professionals use. One of the things that I feel most strongly about is the fact that as someone who
has Asperger's Syndrome and who has used some of the services that the board is involved with, I
feel that I am working to improve the lives of those who are not as fortunate as me and who
sometimes can’t put a voice to how they feel.
There are also some other issues that I feel affect my work as a lay member in that it sometimes
feels quite a daunting but it is a very rewarding experience feeling as though you are helping to
improve the lives of vulnerable young people across the county."
Karl Stephenson (Lay Member)

" During the last year I feel that some of the key issues that the board has dealt with have been
CSE and making sure that information is disseminated throughout organisations.
I have been able to assist the board in the last year by being a member of the Quality Assurance
Subgroup and have been able to ask questions about the cases that have been audited. I have
also had input on how the voluntary sector can be offered training in the areas of CSE and general
safeguarding. Recently I have contacted professionals who have under taken training to get their
feedback."
Janice Suffolk (Lay Member)
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9. Summary of activity to support safeguarding
and its impact on practice and outcomes for
children and young people.
A significant proportion of safeguarding board work is undertaken by its subgroups. The priorities
for the sub group are determined by the Board Business Plan. In addition the sub groups may
identify tasks as the year progresses, responding to locally and nationally identified need and
priorities.
The board’s strategic priorities for 2015-16 were:
co-ordinating and integrating safeguarding activity
ensuring the quality, effectiveness and impact on outcomes for children and young people of
safeguarding activity
improving the safety and wellbeing of vulnerable groups
engaging with children and young people and their families, communities and practitioners to
ensure ‘safeguarding is everybody’s business’
The detailed work of the sub groups for the year 2015-16 together with proposed areas for
development is set out below. The activity of the subgroups underpins the delivery of the board’s
strategic priorities.
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9a. Child Sexual Exploitation and Sexual Abuse
Subgroup
Purpose of subgroup
To oversee and give strategic direction that supports improved safeguarding practice in relation to
child sexual abuse across agencies in South Gloucestershire. The subgroup has focussed on
issues of child sexual exploitation (CSE), including child trafficking and peer on peer abuse; sexually
harmful behaviour; and female genital mutilation (FGM).

Key achievements
We have agreed the new South Gloucestershire CSE Strategy and the use of the Sexual
Exploitation Risk Assessment Framework (SERAF) screening tool for professionals to use when
they are concerned a child might face CSE.
We have seen more of the children’s workforce and people who work in South Gloucestershire’s
night time economy trained to recognise CSE.
We have agreed the FGM guidance for South Gloucestershire.

Impact of the work achieved by the subgroup on
children and young people
More children in South Gloucestershire have been identified as facing CSE and more children have
been supported to stay safe, exit situations of CSE and recover from its impact.
We have seen more police action to tackle adults who sexually exploit children.

Areas of weakness in the subgroup’s work focus
and the cause
We have seen uncertainty about the support for children who sexually harm other children. South
Gloucestershire Clinical Commissioning Group has provided some funding for this work.
There have been changes to the arrangements to oversee both the support to children who face
CSE and the way that adults who commit CSE crimes are tackled. We have not been able to get a
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clear view of what CSE across South Gloucestershire looks like, though our knowledge does
continue to grow.

Priorities for the coming year
We need to improve our understanding of CSE across South Gloucestershire – who is at risk, who
carries out these crimes and where they are happening.
We need to be more confident that children at risk of CSE are identified and well supported.
Duncan Stanway, Assistant Director Barnardos, Chair of the subgroup
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9b. Policy and Procedures Subgroup
Purpose of subgroup
To ensure that the SGSCB has multi agency policy, protocols, procedures and guidance in
place which promote the wellbeing and safeguarding of children and young people in South
Gloucestershire
The policies and procedures are meant to support and drive up practice and promote the
learning within our organisations
To ensure that all of the policies and procedures are child centred, focussed on outcomes for
children, holistic in approach, ensuring equity of opportunity, informed by evidence and multi
agency in approach
To ensure that policies are available that reflect national and local need

Key achievements
The Policy and Procedures Subgroup now has a schedule of policies with authors and dates
for update so that the group can oversee and monitor this; ensuring that the policies are kept
up to date and remain relevant
There is capacity to co-opt people into the subgroup for the purpose of writing policies and
guidance on specific issues
SWCPP is up and running and will be monitored by the Policy and Procedure Subgroup
The ‘Child’s Journey of Need’ has been a positive example of multi-agency working to
produce a comprehensive and accessible document to assist with planning and decision
making
Participation has been an area of focus and some young people from the Youth Board will
review some of the policies to ensure that they are accessible to young people and consider
whether leaflets are required to make them more user friendly. This will be an ongoing area of
focus for the subgroup
The injuries to non mobile babies guidance has been implemented and will continue to be
reviewed by this group on an annual basis
CSE guidance has been produced and can be found as an eDoc on the Safeguarding Board
website

Impact of the work achieved by the subgroup on
children and young people
It is hoped that the policies, procedures and guidance produced by this subgroup improve
outcomes for our children and young people. The policies and guidance should provide the
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foundations to our practice ensuring that it is of an outstanding standard.
Young people from the Youth Board will now sit on the Policy and Procedure Subgroup with their
participation officer. This will ensure that there is representation from children and young people
and that we capture their voice within the work that we produce.

Areas of weakness in the subgroup’s work focus
and the cause
For a long time the membership of this group was an issue and while this is slightly better this
should still be highlighted as a possible area of weakness.
Dissemination needs to be an area of focus for the subgroup

Priorities for the coming year
Continued focus on co-production and participation
Producing an annual plan for the subgroup
Continue to think about innovative ways to disseminate information
Ensuring that there is capacity within the group to produce and disseminate new policies for
South Gloucestershire.
Maintaining the schedule of polices
Liaising with the SWCPP group
Considering how we can promote ourselves via social media
Leigh Zywek, Policy and Practice Manager, Chair of the subgroup
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9c. Quality Assurance Subgroup
Purpose of subgroup
The Quality Assurance Subgroup conducts regular thematic multi agency case file audits.
Members are responsible for:
Agreeing the themes of multi agency audits, identifying the aims of each audit and selecting
cases to be audited
Overseeing the auditing of their own individual organisations case files and providing the
findings to the subsequent meeting
Identifying individual practice recommendations and multi agency strategic recommendations
from each audit
Identifying actions for their organisation to achieve the agreed recommendations
Monitoring the compliance of recommendations within their organisation to ensure that
learning from case file audits influences and becomes embedded in practice
Dissemination of learning from the audits within their organisation to enable professionals and
organisations to reflect on the quality of their services and learn from their own and others’
practice

Key achievements
The membership has been reviewed and representatives from education; primary and secondary,
early years, preventative services and a SGSCB lay member are now members of the subgroup.
Three multi agency audits have been conducted during 2015-2016, the findings of these can be
found in the Learning and improvement section of the annual report.

Impact of the work achieved by the subgroup on
children and young people
The sub group has utilised the findings from each case file audit and considered how these cases
can provide a window on the wider safeguarding system in South Gloucestershire,
recommendations for changes in practice have been made for all organisations of the SGSCB and
these have been monitored.
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Areas of weakness in the subgroup’s work focus
and the cause
There have been difficulties in including the voices of children and families and their views into the
audit findings. A process using the skills of the lay member as an independent person to provide
an objective view was developed to enable the views of families to be included. Unfortunately after
obtaining legal advice it was considered not appropriate for the lay member’s role. Alternative
processes will be considered.

Priorities for the coming year
The sub group plans to identify a process to ensure the voice of the child is included in the audits.
The sub group plans to undertake the following thematic audits during 2016-2017, children
missing from home or care, children in transition between services and children transferring from
child and adolescent mental health services to adult mental health services.
The subgroup also plans to oversee the process for informing the SGSCB of single organisational
audits. Organisations who are key members of the SGSCB undertake a variety of internal audits in
respect of safeguarding children as part of their governance processes. The subgroup will collate
information and learning from single agency audits and provide feedback to the main SGSCB.
Lisa Harvey, Deputy Nurse Director CCG, Chair of the subgroup
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9d. Online Safety Subgroup
Purpose of subgroup
To update the South Gloucestershire Safeguarding Children Board (SGSCB) on recent
developments and progress
To contribute to the development, implementation and monitoring of the South
Gloucestershire strategy for online safety
To ensure all services are fulfilling their responsibilities with regards to online safety
To identify areas of risk and recommend mitigating actions to the SGSCB

Key achievements
An online safety survey for young people has been created by young people from the Youth
Board and the Children in Care Council. This will be distributed to young people through
youth centres and other South Gloucestershire workforce settings in June 2016. The results
of the survey will be used to inform Priority 1 (below)
Online safety training has been delivered to single agency settings, e.g. schools and
childminders and training for June 2016 is booked for foster carers
A workshop on online safety was delivered at the SGSCB annual conference
The LSCB was consulted and a subscription to South West Grid for Learning (SWGfL)
purchased. This gives the LSCB access to reports on the use by schools of the SWGfL 360
degree toolkit, and a member of SWGfL attends subgroup meetings

Impact of the work achieved by the subgroup on
children and young people
The feedback from the workshop at the LSCB conference and the childminders session was
positive, with attendees leaving having a greater understanding of the more popular apps used by
children and young people and the risks and positives associated with those apps. Feedback also
included practitioners feeling more confident about having conversations with children and young
people about their online lives.
The multi agency nature of the sub group has supported a setting with concerns around sexting.
The chair of the subgroup was able to put the setting lead in touch with a youth project coordinator from Avon and Somerset Police (who is a member of the subgroup) and a piece of work
is due to start with the setting’s young people about sexting and keeping themselves safe online.
One of the subgroup members attended an online safety masterclass which included being given a
resource to use with practitioners and young people to highlight the risks and positives of social
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networking. This resource has been used on training and has been accessed by a number of
practitioners to use with young people.

Areas of weakness in the subgroup’s work focus
and the cause
Measuring the impact of the work of the subgroup on children and young people is an
ongoing challenge. This will be a essential for the group to work on throughout 2016-17 and
will be measured through the outcomes of priorities 1-5 (below)
There is a gap in the provision of online safety training for practitioners working with children
and young people. This is due to a combination of factors, namely the size of the topic
matter, the speed with which the technological world moves and changes, and a lack of
understanding of the training needs of the workforce. Addressing this gap will be one of the
priorities for the subgroup in 2016-17

Priorities for the coming year
The group will concentrate on the following five strategic priorities in the next twelve months:
1. Raise awareness and understanding of e-safety issues amongst children and young
people and encourage safe use of the internet. This needs to be achieved in
conjunction with the Prevent and child sexual exploitation strategies
Raise awareness of online safety issues for children and young people, including but not
limited to, child sexual exploitation and radicalization
Raise staff awareness of resources to teach about online safety
Promote messages from the Operation Brooke Serious Case Review about the use of social
networking and how this contributed to and enabled the sexual exploitation of young people
2. Raise awareness and understanding of e-safety issues amongst parents and carers
Improve levels of awareness amongst parents and carers of the risks posed to children and
young people by their use of technologies, ways of mitigating these and available resources
Provide organisations with information to promote awareness raising amongst parents and
carers
3. Raise awareness and understanding of e-safety issues amongst all
agencies/organisations and staff in South Gloucestershire
To prepare a training package to be used to brief staff across services about the issues and
staff responsibilities, including awareness and understanding of the role technology plays in
child sexual exploitation and radicalisation
To survey practitioners across South Gloucestershire to gain a better understanding of what
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their training needs are around online safety. This will better inform training content
4. Encourage safe access to the Internet, digital and mobile technology for children
and young people
Encourage all schools to conduct e-safety self-audits through use of the “360 Degree Safe”
audit tool supplied by the South West Grid for Learning (SWGfL) to identify areas for
improvement in their approach to supporting their students to use the internet safely
Encourage all other organisations working with children and young people to self-evaluate
using the SWGfL “Online Compass” self-evaluation tool and plan to improve/maintain
provision as a result
Enable all settings used by children and young people to tackle the issue of e-safety by
embedding e-safety strategy and policy into their daily practice
5. Monitor e-safety arrangements in South Gloucestershire
Improve reporting mechanisms and sharing of issues
Gather an accurate and up to date picture of e-safety arrangements in all member agencies
in order to improve safeguarding
Holly Magson, Workforce Development Advisor, Chair of the subgroup
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9e. Training and Development Subgroup
Purpose of the subgroup
As part of ensuring that children in South Gloucestershire are safeguarded and their welfare
promoted, South Gloucestershire Safeguarding Children Board Training and Development
Subgroup undertakes work to enable the relevant workforces locally to have the knowledge, skills
and attitudes needed to deliver services safely and effectively to children, young people and their
families.

Key achievements
Data on inter agency course attendance
Total course attendance across the 15 LSCB courses, plus a selection of “other” inter agency
programmes: 907. Comparisons with the previous two financial years below:
Course title

Attendance Attendance Attendance Attendance

(number of courses delivered, 2015-16)

2015-16

2014-15

2013-14

2012-13

Inter-Agency Child Protection (11)

193

240

274

190

Advanced Inter-Agency Child Protection (13)

238

189

132

148

Child Protection Update (5)

94

114

132

115

Single Assessment Framework: Awareness (3) 36

83

145

68

Neglect Training (Toolkit) (2)

19

72

106

n/a

Child Sexual Exploitation (7)

116

59

72

49

Identify & Respond to Domestic Abuse (4)

63

54

35

25

"Mind Out" Mental Health Awareness (2)

28

50

53

n/a

Single Assessment Framework: Update (1)

4

41

111

34

Parenting Capacity (2)

21

33

37

36

Working with Parental Challenge & Hostility (2) 11

31

47

37

Child Sexual Abuse (1)

9

17

37

21

Forced Marriage/Honour-based Violence (1)

9

8

26

43

Child Protection & Disability (1)

8

6

22

20

Female Genital Mutilation: Awareness (3)

33

n/a

n/a

n/a

Other: Rapid Response to Child Death, Joint
Investigation etc

25

29

52

36

Annual total

907

1026

1281

822

Charging: in March 2015 the LSCB approved a new approach to charging agencies to access
the inter-agency training courses and e-learning. This was fully applied across all “contributing” and
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“non-contributing” agencies from July 2015, with discount packages available to non-contributing
agencies; around 20 organisations have taken this option so far and others are gradually doing so.
E-learning: the range of safeguarding children related e-learning modules supported by the LSCB
was significantly extended via a new agreement with the virtual college in October 2015, giving
employees in all agencies greater choice if they want to use this form of learning. Around 1,500
logins were arranged in 2015-16, for staff in a range of agencies - mainly in early years settings
and schools/pre-schools. Rates of completion have increased in the past 12 months and now run
at around 72% (up from a previous average of 60%). Actions remain in place to remind employees
who have been given logins that they should complete the relevant module.
Attendance rates: across the above courses the overall attendance rate was 83.7%. This means
that 16.3% of bookings led either to a late-cancellation or a “No show” on the day of the course.
This attendance rate is marginally higher than in 2014-15. The courses with the highest rates of No
show/late cancellation were: MIND OUT Mental Health Awareness (28% of bookings) and
Parenting Capacity (22% of bookings). The agencies/sectors with the highest rates of No
show/late cancellation were: foster carers and adopters (average 28% of bookings), FE/HE sector
(27%), and voluntary sector agencies (25%).
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Attendances breakdown by agency / sector: 2015-16
Of the 907 total number of attendees in 2015-16, representation by agency/sector was as follows,
compared to figures in the previous year, 2014-15
Sector/Agency

% of all
Delegates: 2015-16

Comparative %
2014-15

Council employees

37%

35%

School/pre-school settings

33.5%

32%

Early years

9.5%

7%

NHS agencies

9.25%

12%

Independent and private sector

5%

5%

Foster carers and adopters

2%

3%

Police

1.25%

1.5%

Voluntary sector

1%

4%

Others (town and parish councils, probation,
prison, GP, HE/FE sector)

1.5%

0.5%
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CSE training attendance from November 2012 to March 2016

There is currently a wider range of training focussing on CSE which is a positive offer to delegates.
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Quality assurance: customer feedback and
evaluation
The three core child protection training courses (advanced inter agency, inter agency and CP
update) are evaluated by participants at the end of the session in order to gain a picture of the
quality of the training being delivered, and whether it will have an impact on their practice. Four
‘immediate impact’ questions are asked:
Do you feel you have gained knowledge?
Do you have any understanding of agency thresholds?
Has the training improved your confidence to do your job?
Do you think it will alter your practice?
A summary of the “immediate” feedback given across the three courses shows that (from
2015-16):
99% of delegates had either fully or mostly gained knowledge as a result of attending the
training
97% reported that they had an understanding of agency thresholds
92% felt that the training had either fully or mostly improved their confidence to do their job
73% felt that the training will either fully or mostly alter their practice
This feedback mirrors that from previous years and highlights consistency in the quality and the
immediate impact of training. However, as there is no opportunity for participants to explain why
they have rated their answers as they have, there is therefore a lack of understanding as to why the
participant has marked the impact on practice as lower. Because of this, a decision was made by
the training subgroup to change the evaluation forms to make them course specific (so the
immediate impact questions will ask participants to scale according to the aims and objectives of
that particular course) and the question related to practice has been rephrased and requires the
participant to give an explanation as to what they will do differently as a result of the training.
A second evaluation form is emailed to delegates after three months in order to attempt to
understand the extent to which learning is being transferred into practice.
The three questions asked are:
To what extent has your knowledge increased?
To what extent has your confidence to do your job improved?
What have you done differently in your practice/setting as a result of this training?
The scaling for questions 1 and 2 is 1-5, where 1 is no increase/improvement and 5 is significant
increase/improvement.
The data set for 2015-16 is limited due to the transition from one learning management system to
another. Forms were sent out for courses delivered between July 2015-February 2016 and
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approximately 5% have been returned. This is down significantly on previous years (where returns
were averaging 15% annually), however it is anticipated that with the new management system
automatically sending out the questions on dates set by the Workforce Development Admin Team,
the returns for 2016-17 will be higher than 2015-16.
% of practitioners who scaled their knowledge as having increased following the
training

100%

% of practitioners who reported that their confidence has improved as a result of the
99%
training
The following are examples practitioners gave as things they have done differently
as a result of the training they attended:
• Made sure that my current team have all attended the training in the last two years
• Shared key points of training with team at staff meeting
• Awareness of impact of DV within families has increased. I have used a couple of
the tools shown
• Further understanding of domestic abuse and the impact of Survive's work
• Ensured the voice of the child is central to all safeguarding work and SAF
assessments

LSCB conference
The LSCB conference held in February focussed on the 'Voice of the Child'. This was a successful
event with extremely positive feedback.
A further LSCB conference will be held in February 2017 with a focus on domestic abuse.

Bespoke training
Bespoke training has been delivered to the following practitioners/settings:
Childminders – Safeguarding; FGM and Radicalisation; Online safety
Youth Workers – Safeguarding refresher; Online safety
Vinney Green Secure Unit – Annual safeguarding refresher
Nursery Managers (Filton and Yate) – Safeguarding refresher
Road Safety Team – Safeguarding refresher
Newly Qualified Teachers – Safeguarding awareness
UWE trainee teachers – Safeguarding awareness
Councillors – Safeguarding awareness (joint training with Adult Social Care)
Midwives – SAFeh awareness
Elm Park Primary School – Domestic abuse awareness
St Pauls Primary, Yate – Mental Health Awareness (with CAMHS)
Chronology Workshops for Social Care staff
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Twilight training sessions for schools
Cluster based training for schools focussing on child protection and key safeguarding areas.

Whole school child protection training
25 schools across South Gloucestershire received the above training which focuses on what
school staff should know and do in response to safeguarding and child protection concerns. This
is delivered by one of a pool of four LSCB approved trainers.

Serious case review reading group
In early 2016 we started the SCR reading group, this group will continue and will forge links with
the Bristol Safeguarding Children Board in relation to reviewing SCRs from across the country and
applying the learning to local practice.

Impact of the work achieved by the subgroup on
children and young people
Quality assurance and testing the impact of the training onto practice; driving up practice to
improve outcomes for our children and young people is a significant area of focus for the
subgroup.
The sub group has agreed a five point approach to assure the quality of the inter agency training
and test the impact of training upon practice:
1. Redesigned end-of-course feedback forms that are specifically linked to the learning
outcomes for that course, rather than being “one size fits all”. These give more focused data
from delegates
2. Delegates’ action plans used on the three “core” inter-agency courses: follow-up sampling of
progress with these once back in the workplace, this data will be analysed to test impact on
practice
3. Post course impact evaluation audit: automatically generated by the learning system and
sent to delegates three months after the course to gauge their assessment of the impact on
their practice
4. Direct observation of courses to be assured of the quality of the training we offer
5. All trainers will be expected to demonstrate how they remain up to date with developments in
safeguarding and children’s services practice through their own continuing professional
development
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Areas of weakness in the subgroup’s work focus
and the cause
An area of focus has been upon testing impact of training on practice, we currently have a
more robust plan to trial; however this will be an area which will require robust scrutiny
Membership of the group can, at times, be thin; this needs to monitored
Some of the training figures are very low and this requires further consideration as to whether
the training being offered is pertinent
A possible area of focus to be considered in the sub group is whether there is a role for the
subgroup to have an overview of single agency training; for example should we be cited
upon other CSE training that agencies are accessing

Priorities for the coming year
A training strategy is being devised for the forthcoming year; this will include an annual plan
for the training subgroup
Annual LSCB conference for 2017
Continue to look at offering bespoke training to compliment the needs of the workforce
An annual plan will be produced for the training sub group and this will complement the
annual safeguarding children board plan
A training needs analysis is required
Leigh Zywek, Policy and Practice Manager, Chair of the subgroup
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9f. Education Subgroup
Purpose of subgroup
The purpose of the Education Subgroup is to ensure that guidance and information is shared and
exchanged between educational settings and the South Gloucestershire Safeguarding Children
Board on policies, practices and procedures regarding safeguarding and child protection in
schools and settings.

Key achievements
The work plan for the group has meant that a number of key areas have moved forward
systematically during this time
100% of schools of South Gloucestershire maintained schools and academies submitted a
response to the safeguarding audit. This was an improvement on the previous year
The subgroup now uses the weekly email bulletin to all schools as a regular way of
communicating to all headteachers, in addition to the regular headteacher updates and
briefings for all phases - primary, secondary and special
The headteacher of the school cited in the Sophie case review has provided powerful
presentations to all headteacher groups. This work has been significant in contributing to
clarifying safeguarding policy further especially the role of HR. As a result, a new model code
of conduct has been devised with schools and trade unions ready for dissemination in
September 2016. The proposed changes in procedures and practice has led to some
schools adopting a system devised by the headteacher which has provided a systematic
focus on staff and as a consequence transformed the approach to staff wellbeing as well as
helped to identify changes or concerns about staff behaviours
Continuing improvement in good judgements of pupil safety in Ofsted inspections – primary
Increased number of schools requesting external safeguarding reviews to evaluate their
practice
Independent schools are now able to access early help support, SAFeH problem solving
groups and consultative meetings more effectively as a result of the work of the subgroup
Quality assurance group now has robust evidence presented for the meetings

Impact of the work achieved by the subgroup on
children and young people
Ofsted inspections show improved quality of provision
Better communication with schools should have resulted in improved practice in schools so
having a positive effect on children and young people

39/100

www.southglos.gov.uk

Improved communication with settings should have resulted in an improvement in policy and
practice which should be resulting in a positive impact on children
Improved linkage with PSHE should mean the curriculum offer in schools has a wider reach

Areas of weakness in the subgroup’s work focus
and the cause
Policy and practice is up to date and statutory responsibilities are met - ensuring that all the
messages and changes are heard and implemented by those who are responsible for
safeguarding practice in schools and settings
There can be a mismatch between a school or setting that is compliant by completing the
safeguarding self evaluation but the actual safeguarding practice in the school or setting is
not as good as the school or setting thinks it is

Priorities for the coming year
Continued focus on key messages – this has meant revising the headteacher induction
programme for the year as well as introducing regular and targeted additional briefings for
those headteachers who are not the safeguarding leads for their school
Implementing the key messages from serious case reviews and the feedback from quality
assurance audits
Building on and sharing good practice
Susannah Hill, Head of Education, Learning and Skills, Chair of subgroup
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9g. Serious Case Review Subgroup
Purpose of subgroup
The members of the SCR subgroup have a responsibility to ensure that the requirements of the
relevant statutory guidance (Working Together 2015) are met where a case meets the criteria for a
serious case review; that is:
for every case where abuse or neglect is known or suspected and either
a child dies; or
a child is seriously harmed and there are concerns about how organisations or professionals
worked together to safeguard the child
The group receives referrals of cases from member organisations and make recommendations to
the chair of the SGSCB as to whether the criteria are met.
Referrals are also received for reviews of a child protection incident which fall below the threshold
for a SCR and review and audit practice in one or more agencies to provide valuable lessons about
how organisations within the SGSCB area are working together to safeguard and promote the
welfare of children.

Key achievements
Whilst no requests for a serious case review were received in the year a number of case reviews
have taken place. The subgroup have used a variety of models to conduct the case review and
have learnt from each experience and taken forward that learning to the next review.
The subgroup has also monitored each action plan and published a learning brief for each case
review that can be shared amongst board partner organisations to assist with their learning and
improvement and is published on the board website.

Impact of the work achieved by the subgroup on
children and young people
The action plans of the Mya, Jake, Sophie and Poppy case reviews have been monitored and any
points that have not been followed up have been challenged. These action plans have impacted on
practice and include improvements in areas such as clearer pathways for children approaching the
age of 18 with complex mental health needs, better communication and planning for care leavers
who have been in prison and heightened awareness in schools of potential grooming of young
people by teachers and how to create a culture of openness in a school.
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The Quality Assurance Subgroup are made aware of the learning from each review and the
subsequent actions identified and they then monitor this as part of the multi agency audits. In
addition the Training Subgroup are made aware in order to ensure that local learning is fed into
training.

Areas of weakness in the subgroup’s work focus
and the cause
Whilst in one way it is positive that there have been no requests for a serious case review in the last
year, the subgroup needs to assure itself that all cases that should be referred for consideration
are referred.
Two members of the subgroup undertook the SCIE systems methodology two day training.
Unfortunately one of those people has now left South Gloucestershire so our capacity to provide a
second reviewer has been halved.
There appears to be a strong commitment amongst all partners to being part of a case review;
however the subgroup has encountered areas of resistance and lack of engagement and
measures to tackle this need to be reviewed.

Priorities for the coming year
The subgroup will need to implement the recommendations from the Wood review and the
subsequent government legislation in relation to serious case reviews
The subgroup needs to widen its pool of reviewers and this will hopefully be aided by the
outcome of the Wood review
The subgroup needs to ensure it is comfortable with its model of case review and ensure
that the outcome of all reviews directly impacts on front line practice
Catherine Boyce, Head of Safeguarding, Chair of subgroup
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9h. Missing From Home, Care and School
Subgroup
Purpose of subgroup
1. To have oversight of all operational procedures and interagency links used to find and
retrieve missing children and support them in not going missing again, in order to ensure that
effective mechanisms are in place
2. To have oversight of agency responses where there are concerns about children who are
regularly missing from home, care or school
3. To discuss any emerging patterns for children who are missing locally, also noting regional
and national data, to consider any further measures to reduce the number of children
missing and the number of incidents
4. To consider the specific issues concerning children who go missing from their placements
whilst in the care of South Gloucestershire but whose placement is outside of the authority
5. To be proactive in relation to new procedures, research and guidance
6. To actively consider the links between children who go missing from home and care, children
who have poor school attendance and absence from school and CSE. To ensure key links
with the CSE subgroup
7. To implement a system of communication which allows the broadest dissemination of
relevant information

Key achievements
This group was set up to ensure the requirements and recommendations of the February 2013
Ofsted report, following a thematic inspection of ten local authorities in relation to children missing
from home and care and the January 2014 DfE statutory guidance on children who run away or go
missing from home or care are considered and implemented in South Gloucestershire.
In the last year the group felt that operational requirements had been implemented, such as an
independent return interview service for all South Gloucestershire children who are reported as
missing, and as such the focus should switch to a more strategic multi agency oversight of our
missing population. To that end it was requested that the group become a subgroup of the
SGSCB.

Impact of the work achieved by the subgroup on
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children and young people
All children and young people who are reported as missing receive an offer of an independent
return interview to look with them at what the cause of their going missing is, push/pull factors etc.
The person undertaking the return interview also completes a Seraf in order to assess any risk of
CSE.
If a child has three or more missing episodes a multi agency risk management meeting takes place
to look at managing the risks of their missing behaviours and possible ways to prevent
reoccurrence.
Data is produced and analysis follows on from this to look at the correlation with missing from
school, CSE and going missing. The data also allows for consideration of gender and age,
localities and hot spots, particular schools who have incidents of missing children and any other
trends, patterns or themes. Actions are then identified to work with any issues.

Areas of weakness in the subgroup’s work focus
and the cause
Timeliness of police notifications to social care and sometimes the quality of the notifications is an
ongoing area of concern that is never quite fully resolved although improvements have been made.
Timeliness of the notifications and the subsequent allocation process for a return interview do not
lend themselves to ensuring the 72 hour government timescale for conducting a return interview is
met.
Some more work needs to be done on the consistent high quality of return interviews.
More analysis of the trends and themes in line with the data needs to be undertaken to ensure the
group is not missing any pertinent issues

Priorities for the coming year
Focus on analysis of the push/pull factors of why children go missing
Impact of the preventative element of managing missing episodes: does this actually lead to
improved outcomes for children
Consistent, good quality return interviews and a monitoring of the recommendations to
ensure they take place
Focus on persistent mispers, including those placed out of authority
Catherine Boyce, Head of Safeguarding, Chair of subgroup
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10. Other key board activity and achievements
The early help strategy
Early help services across the South Gloucestershire are delivered by integrated children’s services
and a range of partners, including schools and health colleagues, as well as other local service
providers which includes the community and voluntary sector. The early help offer is based on Tier
1 -3 of the Child’s Journey of Need threshold matrix.

South Gloucestershire Early Help Vision and
Strategy
South Gloucestershire Early Help Vision and Strategy is an overarching strategic vision and set of
principles, which is supported by all key partners. Governance of the strategy is provided by the
Children’s Trust Board. The South Gloucestershire Safeguarding Children Board has oversight and
scrutiny of the strategy and receives an annual report on early help. The role of the strategy is to
provide a vehicle for all partners to consider how early help can improve life chances for children,
young people and families.
Early help refers both to help in the critical early years of a child’s life and also to the need to
respond as soon as possible at any age when difficulties emerge in order to prevent escalation of
problems. The planning and delivery of early help is not the responsibility of one group or agency,
but is dependent on partnership working across a wide variety of agencies and settings.
Our vision is that every child and young person in South Gloucestershire should have the best start
in life, thrive, and be prepared for a successful adult life.
We will provide all our children and young people with the:
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The majority of our children and young people in South Gloucestershire grow up and thrive in a
supportive environment that enables them to have the best start in life without the input of
specialist services. When this is not the case children and young people may require additional
support at different times in their life.

Local Authority Designated Officer (LADO)
LSCBs have a responsibility for ensuring there are effective inter agency procedures in place for
investigating allegations against people who work with children in either a paid or voluntary
capacity. The LADO should be informed of all allegations as they ensure that they are appropriately
investigated, provide advice and guidance and monitor the progress and outcome of investigations
to ensure they are managed consistently across organisations and brought to a close as soon as
is possible .
The number of referrals to the LADO is generally increasing, in 2012 there were 34 referrals,
in 2013 this had increased to 61, 2014 showed a drop to 53 but increased again in 2015 to
68 referrals. This rise is evidence of the increasing understanding of the role of the LADO
across all agencies.
Referrals are recorded under six categories; sexual abuse, ICT related (sexual), physical,
neglect, emotional and inappropriate behaviour. The majority of referrals 41% (28) are for
physical abuse. This has always been the reason for the majority of referrals. 19 referrals
(28%) were for allegations of sexually abusive behaviour including allegations of historical
abuse and three referrals (4%) were for ICT related sexual offences e.g the downloading,
viewing, making of inappropriate images. The number of referrals in this category have
always been small but investigations are frequently lengthy and complex. The category of
inappropriate behaviour relates to behaviours both in and out of work and has only been
recorded as a separate category since 2014. Referrals under this category include use of
inappropriate language to children, sharing information on social media and allegations of
drug use in someone’s personal life. In 2015 there were 10 referrals (15%) in this category, a
reduction from the previous year when there were 15 referrals.
Foster carers, residential care staff and school staff account for 75% of referrals. This reflects
the nature of their role and the amount of direct contact they have with children and young
people. Referrals from independent fostering agencies whose carers are resident in South
Gloucestershire continue to account for the majority of referrals against foster carers, with
continuing low numbers of allegations against South Gloucestershire carers.
There is an increase this year in the number of allegations made against non-teaching staff;
this may be a consequence of the increasing use by schools of staff working directly with
children in a pastoral role. Only one referral was received from the independent schools
sector.
There have been no referrals relating to police or health this year.
A number of different outcomes are possible on completion of an investigation i.e. no further
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action, training and development, disciplinary action, criminal action and a referral to the
Disclosure and Baring Service (DBS) and any other professional regulatory body. Of 81
investigations completed during the year, 36% (29) led to disciplinary action, 28% (23) further
training and development, 11% (9) were subject to criminal investigation and 15% (9) were
referred to the DBS.
A key role of the LADO is the provision of advice and guidance and increasingly organisations
across all sectors are seeking this, especially in relation to suitability issues.

Challenges
Ensuring the LADO is kept updated re the progress of investigations and outcomes, and
when organisations undertake their own investigation ensuring the LADO is consulted prior to
decisions being made re outcome actions. This is to ensure investigations are robust and
consistent and all safeguarding concerns are identified and addressed
Working with small organisations, especially those who have no or are not affiliated to any
"regulatory" body is difficult. This year we have dealt with a number of referrals from such
organisations e.g. a sports coach who runs their own business, a self-employed martial arts
instructor running classes in local halls
Having knowledge of the groups and organisations working within South Gloucestershire and
their structures, particularly in terms of safeguarding leads is difficult as is ensuring they are
aware of the allegations management requirements and engage in the process e.g. local
youth clubs

Continuing development
To continue to contribute to training re the allegations management process and role of the
LADO.
To develop data collection to provide more detailed and analytical information in respect of
who refers, occupational groups, nature of allegations, outcomes etc.
To continue to attend the South West LADO Group

SGSCB A child’s journey of need
Work to revise what was the threshold document took place in 2015. A multi agency working
group was formed and the revised A child’s journey of need was relaunched to SGSCB partners.
The publication of this document is a statutory requirement for LSCBs as set out in Working
Together 2015. It details the process for the early help assessment and the type and level of early
help services to be provided and the criteria, including the level of need, for when a case should be
referred to children’s social care for assessment and for statutory services. It also includes a
threshold matrix and a handy four page threshold of need document for quick reference. Work will
continue in 2016-17 to raise awareness of this document and monitor its use and application.
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Preventing radicalisation
Radicalisation involves persuading others of a worldview that rejects society and encourages the
use of violence to change society.

The Prevent programme is part of the national counter-terrorism strategy and involves identifying
individuals being radicalised and drawn into terrorism or violent extremism, and working with those
individuals – on a voluntary basis – giving them support and guidance to turn them to a different
path.
The Counter Terrorism and Security Act 2015 places a statutory duty on local authorities such as
South Gloucestershire Council to assess the risk of radicalisation in their local area and to take
appropriate action in response to that risk.
While the national threat level from terrorism is ‘Severe’ (meaning a terrorist attack is highly likely)
South Gloucestershire is classed as a low-risk area. As such it receives no additional Home Office
funding to deliver its Prevent work. However that does not mean there is no risk in South
Gloucestershire.
A Prevent board for South Gloucestershire was established in order to co-ordinate work between
key organisations operating locally. In 2015/16 a formal relationship between the SGSCB and the
Prevent Board was established. This includes the council’s strategic safeguarding service manager
being a member of the Prevent Board, and an agreement that the Prevent Board’s detailed annual
report will be presented to the LSCB annually.
Following an assessment of risks and readiness an action plan was agreed and implemented by
the Prevent Board. Key actions included:
Revising and communicating clear guidance on how individuals identified as potentially being
radicalised could be referred for consideration and support
Establishing a monthly channel panel meeting to review live cases, co-ordinate support for
individuals, and monitor the outcome of this
Creating a secure site where guidance and information including lesson plans is available for
schools
Training 263 staff from 54 schools in the national workshop to raise awareness of Prevent
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Briefing all council staff on the basics of Prevent, and giving more detailed (WRAP) training to
187 staff identified as being most likely to encounter radicalised individuals
Building Prevent into standard safeguarding training on a proportionate basis
No child or young person resident in South Gloucestershire was identified as risk of radicalisation in
2015/16.
Looking to 2016/17 Prevent priorities will be to complete the work started in the previous year and
to extend awareness of, and training in, Prevent to the voluntary, community and social enterprise
sector, with particular emphasis on those working with vulnerable young people.

South West Child Protection Procedures
(SWCPP)
SGSCB has been represented on the south west group who have negotiated a new provider for
the SWCPP and been part of the planning around content and accessibility. The revised
procedures are now available on line. The steering group that has representatives from all of the
local authority’s involved are continuing to work on a number of key issues:
The quality of content, speed and relevance of updates to the site
The group will have a responsibility for agreeing strategic continuity and consistency of
procedures across the region to ensure there is the minimum of difference in threshold.
Sharing good practice and innovation in terms of policies and possible impact on other
agencies
There will be an assumption that LSCBs will share materials for discussion and local
discussion with an expectation for service improvement

A half day board development morning in relation
to the Signs of Safety model
Children’s social care are implementing the Signs of Safety (SofS) model of working with children,
young people and their families. This way of working has significant implications for partners. The
half day development morning comprised a workshop delivered by an accredited SofS trainer
followed by a number of exercises designed to get partners to consider what their organisation
would need in order to be able to implement SofS and what role the board has to play in this.
Subsequent to this development morning a SofS partners and communications sub group of the
main strategic implementation group has been formed which has good multi agency
representation. A training programme, including a training matrix to help partners identify who in
their organisation should do what training has been implemented alongside an introductory
newsletter, with more to follow. A specific section of the SGSCB website has been formed to
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contain SofS information and tools.

Child sexual exploitation (CSE)
As outlined in the report of the CSE/CSA sub group a lot of work has taken place in relation to
raising awareness of CSE and formulating a strategy and implementing the use of the SERAF. In
addition South Gloucestershire has been part of the West of England Child Sexual Exploitation
Victim Identification and Support Service Project. This is a two year project funded by Avon and
Somerset and Wiltshire police, local authorities for those areas and the Home Office Policing
Innovation Fund.
Key aims of the project:
More children are prevented from becoming victims of CSE
More victims are identified, safeguarded and supported to help them to overcome the
physical and emotional consequences of abuse
More perpetrators are brought to justice

Principles underpinning the project
Identifying and supporting vulnerable young people early will help prevent them being
victimised, improve their outcomes and save money on interventions
Improving the safeguarding of victims will improve their outcomes, identify perpetrators and
save money on interventions
Improving identification and targeting of perpetrators will reduce CSE and help to stop the
cycle of serial offending
Progress to date as part of the project and also local initiative includes a review of the CSE
strategy; a review of CSE multi agency risk assessment conference (MARAC) processes which
have now been replaced with a three tier process for CSE meetings and accompanying guidance;
network meetings to focus on perpetrators and cross boundary issues; further awareness raising
with out of school services and council committees; and work to be able to capture and report on
CSE within South Gloucestershire in order to inform the planned partner problem profile.
View/download the Child Sexual Exploitation Guidance and SERAF
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11. Learning and improvement
Working Together 2015 states that “Local Safeguarding Children Boards should maintain a local
learning and improvement framework which is shared across local organisations who work with
children and families. This framework should enable organisations to be clear about their
responsibilities, to learn from experience and improve services as a result.”
The following diagram has been borrowed from City of London and Hackney LSCB as it is helpful
in identifying the areas of focus of SGSCB in terms of learning and improvement.
http://www.chscb.org.uk/wp-content/uploads/2016/01/CHSCB_AR1415_Web_Jan_2016.pdf

Reviews of practice
Serious case reviews/case reviews
There have been no serious case reviews in South Gloucestershire during 2015-16. A standing
item in the board performance report is a list of published SCRs (with a brief summary) from across
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the country during the last quarter and work has taken place in the early part of 2016 to look at
establishing a SCR reading group across board members, to look at SCRs with the same theme,
to consider the learning for South Gloucestershire.
There have however been several multi agency case reviews and for each case review a learning
briefing has been produced which is disseminated to all board members and placed on the
website. SGSCB has experimented with the model/format of its case reviews and is currently using
either a light touch SCIE methodology or a police murder debrief model, dependent on the case.

Jake Case Review June 2015
Case summary
Jake was aged just over 20 at the time of his death in the autumn of 2014. He was a care leaver
and considered to be a vulnerable adult. He had been in and out of prison and had been recalled
to prison during the month before his death due to a breach of his licence conditions. He was
released around three weeks after his recall to prison and for a variety of reasons was classed as
being intentionally homeless. He was found deceased around a week after he was released on a
railway line near where he lived as a child. He had a two year old daughter at the time of his death.
The review was undertaken for the period when Jake was recalled to prison until the time of his
death.
Key messages - areas for improvement
Jake’s history, as a young person, despite being a care leaver was not known/clear.
This meant risks he posed to himself or others could not be thoroughly assessed.
Accommodation was a key issue, Jake’s non-engagement, past behaviours, high rent arrears and
abandonment of accommodation, his believed threat to his partner and child, were all complicating
factors in finding suitable accommodation and were acts which led to the decision that Jake was
intentionally homeless; this meant that there was no clear accommodation option upon his release
from prison just prior to his death.
When people are on a short recall (28 days), they do not get a support worker in prison, which
meant that as this was the case with Jake, his vulnerability may not have been known and
therefore any risks would not have been conveyed to the social work team responsible for him as a
care leaver.
Prison systems, regarding movements of Jake within them, were not always up to date and so it
was difficult to know where he always was.
Not all agencies were aware of his imprisonment, or where he had been living prior to
imprisonment; this meant there was poor communication between agencies.
Had this been in place, meetings to discuss his vulnerability, risks, and concerns would have been
useful prior to his release from prison.
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Key messages – good practice
Jake had a good relationship with social care prior to his 18th birthday, which is deemed to be a
reflection of the effort and time given to him by professionals.
There was a long term plan for Jake’s accommodation, which Jake was happy with.
Jake was given time on the Monday, following his release from prison, money, food, and a phone
were provided for him.
Another area of children’s social care were involved with Jake; specifically in relation to concerns
about his daughter. Efforts were made while Jake was in prison to engage him in this process
which he expressed appreciation for. There was a distinction made between Jake as a care leaver
and Jake as a father. The social work team responsible for Jake were involved in the child
protection processes regarding his daughter.
There was good evidence of communication between agencies and time and effort was spent on
his case. This was key in relation to the accommodation issues. A meeting would have assisted
this further.
Recommendations for practice
Case files for all young people should have a full chronology. This should be accessible and
updated throughout the young person’s life. This will enable ongoing vulnerability to be assessed.
Plan ‘B’ should be in place for care leavers regarding accommodation, which needs to be clear in
the pathway plan.
Consideration to be given to engaging more housing providers for vacant rooms for emergency
accommodation.
All care leavers who are imprisoned should have a pre-planning discharge meeting with every
professional service, including the prison. This should form part of the pathway plan review.
Consideration should be given to practical and emotional issues facing the care leaver. This should
be done regardless of the prison term.
Communication and collaborative working to be given further effort and consideration regarding
the vulnerability of care leavers and decisions around intentionality of homelessness. This to
hopefully lead to housing departments being in a position to offer former relevant care leavers
accommodation on their release from prison regardless of their housing history.
The process of this review highlighted the need for families to be involved in the process of these
case reviews. The decision was taken at this meeting that this would be embedded in practice for
all future reviews.

Sophie Case Review September 2015
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Synopsis of events that led to the case review
While in year 10 of secondary school Sophie was singled out by her drama teacher, she recalls
that by the age of 16 her teacher had started touching her in a sexual manner and a full sexual
‘relationship’ had begun somewhere around her 17th birthday. At this time there was no recorded
evidence of any professional being aware of this ‘relationship’.
Sophie contacted a GP about problems with a ‘relationship’ in school. When asked about this
further she retracted the allegation. When she was 18 she had a termination.
Sophie’s relationship with her teacher continued after she left school and aged 21 she became
pregnant; she informed her parents that this relationship began after she left school. Her teacher
told school that this was an adult relationship that began after Sophie left school.
When Sophie was 25 she contacted the LADO and subsequently made a full disclosure to the
police of the sexual abuse and abuse of a position of trust by her former teacher and father of her
child. The teacher was suspended and subsequently resigned. He was convicted in November
2014 and sentenced to 12 months imprisonment.
Key messages - areas for development
There was insufficient awareness and openness within the school to enable staff and pupils to be
alert to the possibility of grooming by a teacher.
The LADO role in South Gloucestershire was underdeveloped and poorly implemented with a
reliance on schools HR to be the first point of contact for schools on safeguarding issues.
LADO and school record keeping was poor or non-existent
There was a lack of communication between agencies that meant that key information was not
shared and analysed, for example the retracted allegation and Sophie’s pregnancy.
Key messages - good practice
Sophie felt supported by one of the GPs and police officer she made her disclosure to.
Recommendations for practice
Encourage and challenge schools to develop a culture of openness about the possibilities of abuse
within school. This can be done through a series of learning events focusing on real cases and
scenarios to dispel an attitude of ‘it couldn’t happen in this school’
The LSCB should offer regular standalone ‘Dealing with Allegations’ training, involving specialists
including the LADO and HR, with an expectation that all leads dealing with allegations in South
Gloucestershire undertake the training
Develop multi agency training for school staff on child exploitation, sexual abuse, recognising
grooming and other relevant topics, including the law and what is a criminal offence
54/100

www.southglos.gov.uk

Review the accessibility and capacity of the current LADO role
Strengthen and publicise the role of the schools’ safeguarding advisor who will provide regular
briefings, bulletins and safeguarding support to schools
Disseminate managing allegations procedures widely throughout South Gloucestershire
Develop advice and guidance to schools on standards and expectations for safeguarding
recording
A young person who retracts a disclosure should be offered the opportunity to speak to an
independent person
There should be a strategy discussion in response to all retracted allegations
Share the lessons learned by School from this case with all schools and post 16 settings
All schools should review their staff behaviour/conduct policy and allegations referrals as part of the
annual schools safeguarding audit
Schools should develop knowledge and skills in value based selection methods to enhance safer
recruitment strategies in order to create a safer environment for pupils
The designated safeguarding health professionals should review the role of the school nurse in
supporting colleagues with potential safeguarding issues

Poppy Case Review October 2015
Synopsis of events that led to the case review
Poppy was a looked after child subject to a full care order and placed in a secure unit. Despite
multi-agency awareness of Poppy and her needs, agreement to funding an adult psychiatric
placement and her approaching 18th birthday there was no placement found that was available for
her to move to. It was necessary to assess Poppy under the Mental Health Act, when she
attempted to leave the secure unit on the eve of her birthday, which found her to be detainable and
this led to her spending her 18th birthday in a police cell awaiting a move to an emergency mental
health placement that was not felt to be appropriate for her needs.
Key messages - areas for development
Key health organisations were not involved as they would be normally as a result of:
Out of authority placements
Change of placements
The secure unit having its own arrangements
Poppy’s refusal to engage and how we manage these situations in the future
Lack of clear pathways from children to adult’s social care, including adult mental health
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A transition process/protocol is needed
A joint planning meeting including all services was needed.
Personnel/structure changes impact on relationships; this shouldn’t be the case- we need to be
more child focussed and creative in relation to this.
Lay review panels role. Do they have the knowledge and understanding they need?
Key messages - good practice
Poppy’s assessment was very needs led however the issue was that nationally placements were
saying they couldn’t meet her identified needs.
Consistent, committed IRO who made a difference to Poppy
Good practice was that the MH practitioner was with Poppy during her day in a police cell
There was good evidence of people communicating to progress Poppy’s situation; however a
meeting would have assisted this further
Recommendations for practice
To commission a review of process pathways and existing panels regarding transition in order to
develop the ‘Poppy Protocol’. This should clearly outline the protocol/process/escalation of the
‘transition of complex cases’ between the clinical commissioning group and social care. This
should include best practice guidelines.
To consider whether there could be a designated psychiatrist like there is a designated
paediatrician for our looked after children. It has since been agreed that this will fall within the remit
of the designated doctor for looked after children.
The Mental Health Code of Practice 2015 Chapter 19 should be available to non-mental health
practitioners to enable them to have an understanding of the statutory guidance that needs to be
taken into account when an assessment under the Mental Health Act is being proposed. This
document can be located on the South Gloucestershire Children Social Care Procedure Manual.
Multi agency meetings should be convened to share and plan for our children and young people

Resolution of Professional Differences Policy
The use of this policy and the stages of escalation are monitored to ensure it is being used
appropriately and effectively. Any lessons learn from the escalation process are shared.
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The Voice of the Child

Why is it important to listen to the voice of the child?
It acknowledges their right to be listened to and for their views and experiences to be taken
seriously
It ensures that their voice is at the heart of decision making about their future
Children and young people are a key source of information
They can participate and be involved in co-production
Their views about the quality of services and individual’s experiences can be gathered and
used in service design and improvement

Voice of the Child - Learning lessons from serious case reviews
The child was not seen frequently enough by the professionals involved, or was not asked
about their views and feelings
Agencies did not listen to adults who tried to speak on behalf of the child and who had
important information to contribute
Parents and carers prevented professionals from seeing and listening to the child
Practitioners focused too much on the needs of the parents, especially on vulnerable
parents, and overlooked the implications for the child
Agencies did not interpret their findings well enough to protect the child. This included
missing the importance of what children said or did
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(The voice of the child: learning lessons from serious case reviews A thematic report of Ofsted’s
evaluation of serious case reviews from 1 April to 30 September 2010)

In order to capture the Voice of the Child certain elements need to be in place in an
organisation
Develop a culture of listening to children
Have appropriate strategies and structures in place so that children and young people’s
voices can be heard
Increasing participation
Developing workers skills in listening and responding to children and young people
Providing opportunities for children and young people to get to know their decision makers
Measuring and recording the impact of participation on the organisation and on children’s
lives

Mechanisms already in place in South Gloucestershire to capture the Voice of the Child

Our CIC Council and the Youth Board are involved in interviewing potential members of staff
The CIC Council and the Youth Board contributed and took part in the annual LSCB conference
The Youth Board are involved in participation and co-production. Via the Youth Board we are also
increasing participation and co-production. Currently this sits predominantly with the subgroups.
They are participating in the Policy and Procedure Subgroup and contributing to elements of coproducing leaflets for the missing subgroup and assisting with making some policies more
accessible for children and young people.
Work has been undertaken with the Youth Board in relation to the Online Subgroup and they have
contributed to a questionnaire for other young people to complete.

Training
There are training courses available through workforce development that equip our workforce with
the necessary skills to listen and respond to the children and young people that we work with.
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Perhaps most significantly currently is the Signs of Safety training.
Signs of Safety is providing the workforce with a significant culture shift into how we gather the
views of children and young people. Signs of Safety methods increase participation, co-operation
and the engagement of parents/families.
Its purpose is to enable practitioners across different disciplines to work collaboratively and in
partnership with families and children. The tools give younger children a voice and a say.
There is direct assessment and intervention skills training - recommended for employees working
with children and their families in social care, education and health environments. It is designed to
provide all attendees with advanced practice skills, theory, assessment, planning and intervention
processes when working with children.
There is specific CSE training in relation to working with young people.

Missing Subgroup
Return home interviews
The return interviews are in-depth conversation undertaken by the FYPS teams with a young
person following a missing episode. It aims to establish what has caused the young person to go
missing and the ‘push and pull’ factors that are impacting upon this. Return home interviews are
an effective way of identifying children at risk of significant harm. It helps reduce, and even prevent,
further episodes of running away by helping children understand the risks of being away from their
families and carers. It can also help disrupt sexual and criminal exploitation. Furthermore the
information gathered from the return home interviews is analysed to identify prevalence, patterns,
commonalities in schools, locations. In conjunction with the return home Interviews and the CSE
sub group sexual exploitation risk assessment framework (Serafs) are being undertaken and this
also helps capture the voice of children.

Quality Assurance Subgroup
This group undertakes multi agency audits focussing on a theme, the findings from these audits
are fed back to South Gloucestershire Safeguarding Children Board for learning to be
disseminated within partner organisations.

CSE Subgroup
Seeks the views of people that use the service and this contributes to service provision.
Case reviews and learning briefings are also undertaken as part of South Gloucestershire
Safeguarding Children Board activities. Within the case reviews the views of the children, young
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people and their families are actively sought.

Current systems within social care
Advocates at child protection conferences
IROs
Various auditing activities are undertaken as outlined in the Quality Assurance Framework.
The monthly themed audits involve a range of practitioners to explore a child’s journey and
allow for learning points to be identified and shared across social care.
Direct observations of practice
Feedback forms - currently this appears in a variety of formats and no single format is
currently being adopted.
Messages from the young people at the Youth Board to their workers

How can South Gloucestershire Safeguarding Children Board be assured that we are capturing the
voice of the child effectively and it is having the desired impact?
There needs to be both quantitative and qualitative methods of data collection so that we can
analyse and evaluate our current position with regard to capturing the voice of children and young
people and what progress we are making in this area.
‘One of the best measures of impact is to involve children and young people in any
evaluation’ Research in Practice (RiP) Voice of the Child 2015
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Auditing
Section 11 and thematic auditing
Section 11 of the Children Act 2014 places duties on a range of organisations and individuals to
ensure their functions and any services that they contract out to others, are discharged having
regard to the need to safeguard and promote the welfare of children.
During 2015/16 South Gloucestershire joined with the LSCBs of Bristol, Bath and North East
Somerset, North Somerset and Somerset and agreed a focussed review of partners’ safeguarding
arrangements.
Five questions were sent to organisations with a selection of sub questions relating to the specific
themes of training and child sexual exploitation (CSE).
There was significant variation from the S11 responses from the respondent organisations.
Some organisations have acknowledged gaps in certain areas of training and CSE practice and
created effective action plans as a result of this while other organisations were of the view that they
did not require an action plan.

Training S11 Audit
Organisations that responded:
CCG
AWP
Barnardos
University Hospital Bristol
YOS
Probation
Police
Early Years Team
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North Bristol Trust
South Gloucestershire and Stroud College
Social Care
Organisations that didn’t respond:
Merlin Housing
Ambulance service
Education
Safer Stronger Communities
Avon Fire and Rescue
HMP/YOI Eastwood Park
Vinney Green
Soldiers, Sailors, Airmen and Family’s Association
Not all of the organisations produced action plans following their completion of the S11 training
audit.
Specific focus is given to some of the responses which are outlined below.

The transfer of learning back to the working environment and how do we know that
there is effective improvement as a result of learning?
The response to this question was varied, organisations said:
Once staff are trained they are able to use their skills to provide clinical interventions
Some that training events are monitored that this information is shared and disseminated to
colleagues
Evaluations from training ask participants to identify a change in practice as a result of
training sessions
Learning and training is discussed in supervision and the manager makes an assessment as
to whether learning has been incorporated into practice this can also include shadowing
opportunities and joint working with more experienced colleagues
‘Scope exists to improve the consistency with which CPD is undertaken.’ And that ‘CPD
events require line managers to support their staff in transferring required behaviour changes
to the work place, in line with changing organisational needs. This is an area for greater
focus.’
One organisation discussed auditing work and then re-auditing following a specific training
event
‘Training is relevant to immediate practice and therefore compliments practice.’
‘The organisation does not have a systematic process in place to enable it to know that staff
are learning from training…’
This is a difficult area to measure, what is clear is that all organisations are trying to ascertain the
transfer of learning and the impact on practice.
The training sub group will analyse the feedback evaluation forms from training events, this would
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afford us the opportunity to consider the training process and any barriers to learning. This could
then be feedback to organisations to inform them of the implications for impact of training on
practice and what difference we are making.
Another factor to consider in the measuring of impact of training upon practice is to factor in
feedback from people that use our services and to ensure that the voice of the child is central
within this.

How is reflective practice within the organisation the norm, or only in specific
departments?
All of the organisations that responded reported that reflective practice occurs within their
organisations and that this is evidenced specifically in supervision sessions and in appraisals.
Some of the responses were:
There is substantial evidence to illustrate that the capacity to reflect on practice is an essential part
of the process of continuous learning and that it is beneficial that time is made available for
reflection.
While it is clear that reflective practice is promoted within organisations it would be of further
interest to see how this is documented and evidenced.

How does your organisation encourage and support learning?
From the responses all of the organisations aim to be a learning organisation.
Key to this is to have staff that believe they have more to learn and that service delivery can always
improve.
Organisations that responded were of the view that they achieved this is a variety of ways
Develop practitioner meetings as a forum for discussing good practice and reflecting on
difficult cases
There was a promotion of team development days
Training, in part, supports their strategic needs
Staff that act as champions

There are several things that the training subgroup can take away from the S11
responses to support organisations with elements of training.
1. Evaluate feedback forms from training events to assist with assessing impact on practice and
identify challenges with regard to this. Following on from this we should be able to respond
to bespoke requests for training as identified from evaluation forms
2. Monitor the methods and reports produced by the training sub group for measuring impact
of training on practice
3. Ensure that we are learning from the feedback from people that use our services and ensure
that their voices are captured and inform our training
63/100

www.southglos.gov.uk

4. Training is adequately disseminated to all relevant staff members
5. Continue to support and promote learning cultures in all our organisations

CSE S11 Audit
The majority of organisations responded to the CSE S11 Audit.
The approach adopted for considering the responses from the CSE S11 audit was to evaluate the
action plans that the respondents produced.

Common themes from the action plans
Some agencies have condensed the guidance which links to the LSCB’s policy on CSE; this
needs to be undertaken through consultation with the CSE sub group
A CSE training matrix was going to be produced, this would illustrate what parts of the
workforce need certain levels of training
All information that is produced is understandable to the people that access our services
Making sure that the Voice of the Child is embedded within our practice relating to CSE
Writing roles and responsibilities so that there is clarity regarding expectations around CSE
within organisations
Supervision for staff - a safeguarding supervision checklist had been produced
There was clear processes regarding information sharing
Expectations of CP and DCP leads needs to be made more explicit with regard to CSE
Not all organisations produced actions plans in relation to CSE
The responses received illustrate how the subgroups can work together in tackling CSE, these
points are outlined below with ideas about how they should be progressed.

Education
Some of the responses from schools had identified the links between missing children and
CSE, however some had not explored this within the S11 Audit. This is perhaps an area of
focus for the CSE Subgroup and something that needs to be explored further at the
Education Subgroup
Issues were raised around vulnerabilities of some of our students and we need to consider
how we can best support education staff in relation to this
Consideration should be given with regard to whether all CP and deputy CP leads should
undertake the CSE training
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Training
Training is a key feature to the S11 audit and this is part of the training subgroup’s action
plan for 2015/16. In addition to this there is something about how we can promote
professional curiosity in relation to CSE. The training offer includes skills and practice in
working directly with young people and parents affected by CSE. A matrix in relation to CSE
training is required to consider who should access what parts of the CSE training on offer to
ensure that our children and young people receive an excellent service from all organisations
There is a significant focus in the received S11 audits about victims of CSE but we must also
remember the perpetrators given the number of referrals in relation to peer on peer abuse.
The most common form of CSE in South Gloucestershire some work needs to be
undertaken with the work force in relation to sexually harmful behaviour
The Education Subgroup and the Training Subgroup are planning additional training by way
of twilight workshops for CP and DCP leads. This training could be extended to others.

Policies, procedures and guidance
Some work should be undertaken to ensure that all documentation that is produced is
accessible and understandable to all service users; this could be a task for the CSE
Subgroup
The Youth Board are reviewing our guidance in relation to CSE to ensure that it is accessible
for young people
Some agencies stated that they are going to reduce the CSE assessment tool to a single
side of A4 and distribute to all staff and develop some of the existing guidance this should be
scrutinised by the CSE Subgroup and the Policy and Procedures Subgroup

CSE Sub Group
Actions outlined below are for the CSE Subgroup to follow up.
One organisation made specific reference to the focus on preventative activities in relation to
CSE; this needs to be an ongoing focus to the work undertaken in South Gloucestershire.
We must ensure that the ‘Voice of the Child’ is embedded within our practice and that our
young people play a role in our production of information about CSE.
Some of the good practice identified could be utilised by other organisations; for example the
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‘safeguarding supervision checklist’ could be a useful tool for other agencies.
Overall the CSE Subgroup should be responsible for overseeing the development of the responses
and points identified.
The CSE Subgroup need to update their action plan for CSE 2016/17 and incorporate the
responses and an action plan from the S11 Audit responses.

Multi agency auditing
Child protection case conferences - May 2015
The aim of the audit was to ascertain whether the recommendations from a previous audit on child
protection case conferences undertaken by the subgroup in July 2013 had been consistently
implemented and maintained. It also aimed to ascertain whether good multi agency standards for
child protection conferences were evident in practice.
Four families in which the children were the subject of either an initial or review case conference in
November 2014 were identified to be audited. Organisations who audited their involvement with
the child and/or family included:
North Bristol NHS Trust, Avon and Wiltshire Mental Health NHS Partnership Trust, education and
early years. Police and general practitioners were not included in this audit due to changes in roles
and capacity limitations.

Themes and conclusions
It was not possible to assess whether secure email systems between GP practices, social workers
and conference chairs are in place effectively due to GP records not being reviewed for this audit.
However there appeared to be improvement in the sending of all invitations to conferences. There
was also improvement in engagement of fathers with good work being undertaken by schools and
social workers.
From the cases audited there was evidence that social workers and conference chairs included all
children in the household when producing reports or assessing risks. From one case there is
evidence that the CP chair considered risks to children outside of the household and made a
referral to First Point. There was also evidence that social workers included chronologies and a
summary of their professional opinion in conference reports.
Professionals who attended child protection conferences did not always also send a written report,
in some organisations there appears to be a culture of sending reports only if the professional will
not be attending. Auditors felt that professionals who had attended had given consideration to
whether a plan was necessary and what role they may have in supporting parents/carers to make
the changes necessary to reduce risk. In families where domestic abuse is a feature of the parental
relationship, it appears the focus of professionals work is on undertaking preventative work with
the victim to keep their children safe. There is limited work with the children on their own safety
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planning.
In some cases the child protection plans were robust, clearly identified what professionals were
worried about, were outcome focussed and clearly outlined what parents/carers are expected to
do, for what reason and what support they will receive. In one case the auditor felt that there was
not enough evidence on the expectation of parents.
Although core groups are required to monitor the progress of the child protection plan, these were
not always held in between conferences, the membership and attendance does not always include
all key professionals. Minutes were not always sent to key professionals involved in a timely
manner. Core groups did not always effectively monitor the CP plan.
Only one case had a clear “Plan B” where parents/carers were made aware of the consequences
of not reducing risk of significant harm for their children. In some cases social workers did not
undertake unannounced visits to families or undertake direct work with the children to identify
whether risks were reducing or the plan progressing from the perspective of the child.
There was good evidence that the voice of the child featured in professional’s reports to
conference and the conference minutes. However some professionals were not always able to
undertake direct work with children due to hostility and barriers put in place by parents.
In two cases there was evidence of clear management oversight of the case to ensure it is being
properly progressed and monitored in line with the plan, in one case there was a positive outcome,
in the other due to mother not engaging the positive progress was limited.

Recommendations
1. Professionals should be reminded of the SW Child Protection Procedures requirements to
produce a written report for all conferences regardless of whether they plan to attend
2. Professionals should be reminded to focus their work where there is domestic abuse on
safety planning with the children
3. Professionals should be reminded of the SW Child Protection Procedures requirement to
hold core groups
4. SGSCB training to be reviewed to ensure that there is content on working with hostile
families and professionals are aware of the guidance within the South West Child Protection
Procedures

Neglect - September 2015
The aim of the audit was to assess the improvement in managing neglect related to the launch of
the neglect toolkit and the neglect strategy by the SGSCB in October 2014. The audit also aimed
to ascertain whether good multi agency standards for managing neglect were evident in practice
and following on from the national Ofsted thematic review In the Child’s Time: Professional
Responses to Neglect in which South Gloucestershire participated.
Four families in which the children were the subject of child protection plan for neglect during the
period January 2015 to July 2015 were identified to be audited.
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Organisations who audited their involvement with the child and/or family included: Children’s social
care, police, North Bristol NHS Trust, Avon and Wiltshire Mental Health NHS Partnership Trust,
education primary and secondary, early years and general practitioners.
The aim of the audit is to identify whether the guiding principles outlined in the neglect strategy had
been followed in the cases and in addition:
Whether workers are engaging with fathers and significant male figures and fully including
them in assessments. Are professionals preparing reports that include information on fathers
or significant males?
Whether professional reports always include relevant information and have considered
cultural and diversity issues
Whether there is clear management oversight of the case to ensure it is being properly
progressed and monitored in line with the plan

Themes and conclusions
In all cases there was very good practice by the police in identifying and researching all significant
adults who may pose a risk, this was evident in all four cases and excellent practice was seen in
cases where this extended to adults external to the family who may still pose a risk.
In all cases the voice of the child was evident in professional records and in two cases it was clear
that the child’s voice effected the management of the case by professionals.
In all cases there was good information sharing between professionals involved, this was
particularly evident from education, health visitors and school nurses.
Examples of good practice seen in cases include the health visitor adding a summary of historical
information and up to date chronology of key events in the front sheet of records and the use of
genogram by education to help understand complex family structures.

Recommendations
1. GP information should be routinely sought for all initial assessments , a proforma should be
developed to assist in this process
2. All professionals to be reminded to use the Escalation Policy when the outcomes of referrals
do not result in the action the professional concerned expected
3. All professionals should ensure that the biological father’s details are recorded in records and
if relevant also the details of any social fathers
4. Where details are unknown it should be clear whether the mother has declined to give details
or whether these are also unknown by the mother
5. All professionals to be reminded that police can research adults who may pose a risk and
any stage of the child protection process not only in cases where a child protection plan is in
place
6. All professionals to be reminded that the follow up and outcome of follow up of nonattendances should be recorded in records of both the referrer and the service that the child
was referred to
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7. All professionals should be reminded that it is good practice to include a historical summary
and up to date chronology of key events in the front sheet of records and the use of
genograms to help understand complex family structures

Children subject to a CP plan for a second time - December 2015
The aim of the audit was to ascertain whether the parent’s ability to sustain change had been
assessed adequately when the CP plan ended, whether there was good multi agency standards
for managing the step down and also whether professionals considered the fact that there was a
previous plan when applying thresholds for re convening a child protection conference.
Four families in which the children were the subject of a child protection plan for a second time
during 2015 were identified to be audited.
Organisations who audited their involvement with the child and/or family included: children’s social
care, police, North Bristol NHS Trust, Avon and Wiltshire Mental Health NHS Partnership Trust,
education primary and secondary, early years and general practitioners.
Police, AWP and education primary and secondary, did not participate in the audit, however sent
information on each relevant case to the group.
The aim of the audit is to identify:
Whether workers are engaging with fathers and significant male figures and fully including
them in assessments. Are professionals preparing reports that include information on fathers
or significant males?
Whether professional reports always include relevant information and have considered
cultural and diversity issues
Whether there is clear management oversight of the case to ensure it is being properly
progressed and monitored in line with the plan
Whether social workers are including chronologies and a summary of their professional
opinion in conference reports
Whether professional reports always include all past relevant information even if this has
already been provided in a previous report
Are professionals sharing their organisations reports with the chair prior to the conference to
enable less time to be spent on information sharing and more on analysis during the
conference?
Whether professionals attend and have given consideration to whether a plan is necessary
and what role they may have in supporting parents/carers to make the changes necessary to
reduce risk
Whether child protection plans are robust, clearly identify what we are worried about, are
outcome focussed and clearly outline what parents/carers are expected to do, for what
reason and what support they will receive
Is there a “Plan B”? Are parents/carers made aware of the consequences of not reducing
risk of significant harm for their children?
Does the voice of the child feature in all professional’s reports to conference and the
conference minutes?
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Whether the parents’ ability to sustain any change has been assessed
Do all professionals consider the fact that there was a previous plan which ended and the
reasons for the subsequent plan and what this means for the children and young people
Was the previous step down plan followed?

Themes and conclusions
All four cases of children being subject to a CP plan for a second time were children in families
where there was significant long term repeated domestic abuse in the parental relationships. The
parents were both the repeated victims of domestic abuse by the same or multiple perpetrators or
parents who were repeat perpetrators of domestic abuse.
The cycle of domestic abuse is apparent in all four cases and in some cases it was evident that
decisions were being made on the risks presented by the current incident and circumstances and
did not acknowledge the significant historical pattern of a primary carer being a repeat and
persistent victim or perpetrator of domestic abuse.
All of these families had been discussed at MARAC during the same time period that the CP plans
were in place and CP conferences were being held. There was minimal reference to MARAC in any
of the records audited by any organisation. All children were flagged in GP records as being
discussed at MARAC but this was not consistent in the records of other organisations. Three of the
four cases showed evidence of GPs sharing information to MARAC, however other professional
records did not indicate if any or what information had been shared or the outcome of the MARAC.
There should be a reference to MARAC in professional’s records and care plans and also a record
of the information shared to MARAC.
The information shared or the safety planning undertaken at MARAC meetings were not part of any
of the child protection conferences. Although it would not be appropriate to discuss this
information in the main conference with potentially the perpetrator present, this should be included
in the confidential slot which is used for police information.
Neither the police reports nor the social worker Section 47 reports provided a summary of the
strategy discussions which lead to the decision to hold a conference. As the strategy discussion
provides an invaluable summary of events, the risks and why actions undertaken have been
unsuccessful, best practice would be to include this in reports. In some cases there was limited
information noted in the child records regarding their voice, wishes and feelings.
There was limited information on birth fathers in records, where birth fathers were referenced it was
by name only and there were no details in records of date of birth or address. All GP records
included information about the mother but not the father, all four of the fathers were registered at a
different GP practice to the mothers and children. There was limited evidence of challenging
father’s involvement throughout the children’s life span.
In some cases there were periods when social care management oversight was not robust and
evidence that core group meetings were not being held or key professionals not being invited.
The auditors felt that the CP plans made at the conferences were not SMART enough. There were
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no actions for fathers, who were often the perpetrators of abuse and the focus was on the
mother’s ability to keep the children safe from harm.
In summary all four cases involve significant long term domestic abuse. The question was raised as
to whether as a multi-agency system whether our structures and systems to manage and minimise
the effects of domestic abuse on children are adequate.

Recommendations
1. Social worker managers and child protection conference chairs should ensure that the
monitoring of CP plans by core groups safeguards against CP plans being ended
inappropriately
2. Health visitors should ensure that children previously subject to a plan are identified as high
risk when transferring records to the school health service
3. The MARAC Steering Group and conference chairs should review the process of sharing
information regarding MARAC at child protection conferences
4. Social workers should ensure that they take the necessary steps to ensure invitations are
being sent to the correct professionals in a timely way to ensure reports are able to be
produced
5. AWP to remind all professionals of the SW Child Protection Procedure requirements to
produce a written report for all conferences regardless of whether they will attend
6. Conference chairs to ensure that the CP plan includes actions required by both parents,
regardless of whether they live with the child

Single agency auditing
The SGSCB has continued to request reports of single agency safeguarding auditing for inclusion
in its board performance report. However the response has been limited although organisations
report that they are undertaking a variety of single agency audits to maintain oversight on
safeguarding and promoting the welfare of children and young people. The limited response is
being formally challenged and pursued in 2016-17 by the independent chair of the board.
Those that have provided evidence of single agency safeguarding audits have presented their
findings and the subsequent learning and actions identified as a result. Compliance with actions
identified are then followed up as part of future audit arrangements.

Performance data
During 2015-16 scrutiny of the multi agency data set by the Executive Subgroup, alongside other
information, enabled the SGSCB to hold agencies to account, where appropriate in providing a
rationale for the emergence of certain patterns or trends. Two examples of this challenge and the
subsequent impact are set out below:
Decrease in the number of domestic violence (DV) notifications from the police to social care:
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decrease each quarter in notifications and no obvious reason why. Concern that DV is going
unrecognised, unreported, unresponded to. The police data analyst and social care data analyst
worked together to establish that the problem was a change in the name of the police form, that
resulted in the notification being recorded in a different way within social care. The issue was still
being reported and acted upon. This issue was rectified and a steady increase in numbers has
been seen since, taking it back in line with previous reporting periods.
Timeliness of initial child protection conferences has continued to decrease: currently conferences
are only out of the 15 day timescale by a matter of days. However, late ICPCs could leave children
at risk without multi agency scrutiny and planning. Ongoing monitoring and analysis takes place by
the CP conference manager. Due to increase demand there is less flexibility and conference slots
to deal with late request, SW availability, etc. The Executive Subgroup will continue to monitor this
as it is of concern despite the reasons being known.
The Executive Subgroup also continues to review the performance report to ensure it provides the
information needed to inform the board of organisations safeguarding activity and impact of its
work.

External learning
Inspections
Positive inspection for South Gloucestershire’s youth offending service
South Gloucestershire’s youth offending service has received a very positive inspection report from
HM Inspectorate of Probation (HMIP).
HMIP carried out a short quality screening (SQS) of youth offending work in South Gloucestershire
between 14 and 16 September. Overall the service was found to be delivering excellent work to
reduce reoffending, protect the public, keep children and young people safe, and to ensure that
sentences were served.
The inspectors praised staff describing them as skilled, with a good knowledge of the children and
young people with whom they were working. They also felt that managers were enthusiastic,
dedicated, well-trained and skilled reflective practitioners, who provided high quality and effective
management oversight to support good outcomes. Inspectors also stated that case managers
were highly skilled at keeping children and young people safe, and that supervisory arrangements
were excellent. In addition, risk of harm assessments were consistently thorough and the quality of
risk management plans was consistently good.
Chair of the Children and Young People Committee, Cllr Jon Hunt said: “I was delighted to hear
the excellent results of this inspection, congratulations to the whole youth offending service for
such a positive and well deserved outcome. The team do a lot of important work to improve the
outcomes for young people in South Gloucestershire, and it’s great that their efforts have been
recognised in this glowing report.”
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The inspectors recommended just two areas requiring strengthening, suggesting that there should
be collaborative engagement with every child, young person and parent/carer in the completion of
all assessments and plans, and that diversity needs identified should be fully integrated into how
work is carried out.
To view the full report visit
www.justiceinspectorates.gov.uk/hmiprobation/inspections/southgloucestershiresqs/

CQC review of health services for children looked after and safeguarding
The CQC conducted a review in September 2015 of Health Services for Children Looked After and
Safeguarding in South Gloucestershire. During the review, five CQC inspectors spent five days
reviewing the following practice areas and organisations:
South Gloucestershire CCG, looked after children team, sexual health services and children’s
emergency department at university hospitals Bristol NHS Trust, Yate minor injuries unit , adult
mental health, adult substance misuse, New Horizons and The Mason Unit (Section 136) , health
visiting, school health services, family nurse partnership, CAMHS , midwifery and the emergency
department at Southmead hospital and general practice.
The review considered:
The role of healthcare providers and commissioners
The role of healthcare organisations in understanding risk factors, identifying needs,
communicating effectively with children and families, liaising with other agencies,
assessing needs and responding to those needs and contributing to multi-agency
assessments and reviews
The contribution of health services in promoting and improving the health and wellbeing
of looked after children including carrying out health assessments and providing
appropriate services
Whether healthcare organisations were working in accordance with their responsibilities
under Section 11 of the Children Act 2004. This includes the statutory guidance, Working
Together to Safeguard Children 2015
The CQC used a range of methods to gather information both during and before the visit. Where
possible the inspectors met and spoke with children and young people or parents. This approach
provided the CQC with evidence that could be checked and confirmed in several ways and
maintained the focus on the experiences of children and their families. The inspectors tracked a
number of individual cases where there had been safeguarding concerns about children. This
included some cases where children were referred to social care and also some cases where
children and families were not referred, but where they were assessed as needing early help and
received it from health services. In total, the inspectors took into account the experiences of 77
children and young people.
The CCG received the report which highlighted numerous areas where good practice was
identified, this evidence was confirmed and the positive findings were endorsed by users of the
service. The review also identified for improvement in services, the CCG in partnership with their
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providers have been putting actions in place to meet these recommendations. The full report can
be found at
https://www.cqc.org.uk/sites/default/files/20151207_CLAS_south_gloucestershire_final_report.pdf

Frontline intelligence
Challenge log
The SGSCB has continued to maintain its challenge log during 2015-16 to ensure all challenges
are formally noted and follow up and responses can be tracked. During the year formal challenges
have included:
questioning whether the Escalation of Professional Differences Policy is being used.
Members assured the board that it is, albeit not consistently and not always recorded as
being used. Matters have been resolved at the lower stages of the procedure
whether board members are disseminating information and ensuring it reaches front line
practitioners. This is felt to be an area of concern so will be a focus for 2016-17
missing children notifications not being provided to social care in a timely way. There has
been considerable work and negotiation to attempt to rectify this and it is hopeful that
matters will now improve considerably
The challenge log is reviewed at every Executive Subgroup meeting.

Board self-assessment
The board self-assessment against the Ofsted grade descriptors for a ‘good’ LSCB is reviewed
every six months and updated. The self-assessment feeds into the business planning work of the
board and its subgroups.

Priorities going forward
Frontline intelligence is an area of development for the board. The newly appointed independent
chair has undertaken visits to key agencies and individuals as part of her induction. However the
chair would like to see a series of frontline visits undertaken by members of SGSCB to provide staff
with visible leadership from the board and create opportunities to share perspectives and remain
alert to the realities of frontline safeguarding.

Child death overview panel (CDOP)
Since April 1 2008, local safeguarding children boards (LSCBs) in England have had a statutory
responsibility for child death review processes. The relevant legislation is enshrined within the
Children Act 2004, and applies to all young people under the age of 18 years. The processes to be
followed when a child dies are currently outlined within Working Together to Safeguard Children
2015: Chapter 5 Child Death Review Processes. The process focuses on identifying
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‘modifiable factors’ in the child’s death.
The overall purpose of the child death review process is to understand how and why children die,
to put in place interventions to protect other children and to prevent future deaths.
In the area of the former county of Avon, four neighbouring LSCBs (Bristol, North Somerset, South
Gloucestershire and Bath and North East Somerset) have come together to form a single West of
England (WoE) CDOP. The membership of the panel is arranged to ensure that there is the
necessary level of expertise and experience, and that each LSCB is appropriately represented.
589 child deaths were notified to the West of England Child Death Enquiries Office between 1 April
2011 and 31 March 2016. Out of 109 notified deaths during 2015/16, 13 were resident in South
Gloucestershire.

Notifications by category of death over the period 2011-16

Themes emerging from aggregate review of cases at CDOP during the year April 2015 – March
2016
Lack of bereavement support for families - This year CDOP has recorded some dissatisfaction with
bereavement provision for some families. A number of cases in past meetings have reflected this
and while this issue is not directly related to identifying modifiable factors in relation to the death
the panel felt it is important to try to address. One forward step is that CDOP has flagged this issue
to the local children’s hospital trust who now have a bereavement team in place. CDOP have also
helped to raise awareness of bereavement support for specific cultural groups.
Delay in receipt of final post mortem reports - Unfortunately the effects of the national shortage of
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paediatric pathologists continues to impact families after their child’s death. CDOP reviewed a
number of cases this year where the delay in the final post mortem report being available to
families caused significant distress. This year CDOP wrote to the Royal College of Pathologists
who confirmed that the college is aware of this issue and has reported that paediatric pathology
remains a shortage speciality to Health Education England. They reflected that there are an
adequate numbers of training posts at present, but there are difficulties in attracting high quality
trainees to the speciality and events were run by the college last summer to ensure that paediatric
pathology is represented to trainee doctors at an early stage. The designated doctor for children’s
deaths has also dealt with some media contact in relation to this issue.
Difficulty in obtaining information on fathers of children who have died as part of the child death
review process, information on the child’s family and background circumstances is routinely
reviewed. However CDOP recognised that it is often difficult to collect adequate information on the
fathers of children who have died as this information is often not held on agency records. CDOP is
aware that this is also an issue for other CDOPs and may be a national issue. CDOP has been able
to remind clinicians involved in the child death review process about this issue, for example, where
there has been a rapid response in relation to an unexpected child death professionals have been
reminded to ensure that wherever possible information on the GP surgery that the father is
registered with is collected.
Medical learning from case reviews - This year CDOP has highlighted important medical learning
from a number of cases, in particular in relation to presenting features of infection and childhood
malignancies. Discussions have taken place about how best to disseminate this learning to
relevant agencies. CDOP has received anecdotal evidence that many parents wish to contribute to
future learning in this way.

Future priorities and challenges
How to maximise the learning from CDOP remains a key challenge in 2016. The anonymous and
confidential nature of case reviews should not stand in the way of work aiming to prevent future
child deaths. Sharing data needs to happen to enhance audit and research, as well as to
contribute to mandatory processes. With sparse national guidance about this, West of England
CDOP will continue to debate with the University of Bristol (who are responsible for delivery of the
CDR process in this area), LSCBs and partner agencies. Slow progress continues towards a
national CDOP database, with the scoping exercise commissioned by the Health Quality
Improvement Partnership (HQIP) about to be completed, and WoE CDOP will offer their
involvement in the next steps of setting up a database. In the meantime we have found much
learning to be available on a regional basis. Further themed meetings will be convened, as
modelled recently for neonates and for suicides. Any service provision issues will be fed back to
the clinical commissioning groups and individual agencies even more promptly. Bereavement
support has taken a leap forward with the establishment of a Bristol Children’s Hospital team.
CDOP continues to advocate for the needs of families, especially those who have lost a child
unexpectedly and do not have support available through existing agencies. The establishment of a
Care of the Next Infant programme will remain a priority. Lay representation on CDOP is being
reviewed, to ensure appropriate guidance in both choosing individuals and their supporting
organisation. Support for professionals should also be available in this most challenging area, and
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the CDR budget will continue to directly provide a small psychology service to frontline staff in
rapid responses to unexpected deaths. West of England CDOP aims to continue to highlight and
compliment good practice and there is fortunately much to praise. We have also contributed to the
National review into the local safeguarding children boards role and function conducted by Alan
Wood MP, in particular suggesting the potential benefits of moving to a regional model of CDOPs.
The report from Alan Wood’s review has been published and makes the following
recommendations in relation to child death overview panels
Child deaths need to be reviewed over a population size that gives sufficient number of
deaths to be analysed for patterns, themes and trends of death
We need to encourage regionalisation and consideration should be given to establishing a
national-regional model for CDOPs
The introduction of a national database has to be a priority for implementation. This would
assist the collection of local information and a national analysis of child deaths to inform
regional CDOPs
Ownership of the arrangements for supporting CDOPs should move to the Department of
Health

Vinney Green Secure Children’s Home:
Protection of children
“Young People say they feel safe. They speak positively of staff and live in a home where their
individual needs guide the care they receive” Ofsted: Jan 2016

Safeguarding
The head of secure and emergency services is a qualified social worker and the safeguarding lead
within the unit. All staff receive safeguarding training delivered by the head of secure and
emergency services and a member of South Gloucestershire Council’s workforce development
team. This year there were three specific areas concentrated on:
Child sexual exploitation (CSE)
Radicalisation
Panorama programme about Medway STC – lessons to be learnt
Following the programme, we focused on the ‘culture’ at Vinney Green, in recognition that the staff
at Medway did not wake up one morning and think ‘let’s be abusive today’; it was a slow process
of standards slipping, poor practice becoming the norm, and staff become collusive with each
other. As part of the safeguarding training we discussed our legal duty to report.

Restrictive physical intervention (RPI)
All staff are trained in diffusion techniques and the use of restrictive physical intervention (RPI)
measures if they are required to respond to incidents of aggressive or violent behaviour. The unit
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has a restraint minimisation strategy in order to reduce levels of restraint and to ensure that the use
of restraint falls within national minimum standards i.e. that this is only used in order to prevent
injury to the young person or others, to prevent a serious breach of security or to prevent serious
damage to the fabric of the building. If RPI measures are required to manage these extreme levels
of behaviour staff will use the minimum necessary force for the shortest period of time and will
ensure the young person is given appropriate levels of counselling and support immediately after
the incident. All incidents of restraint are reviewed using the units CCTV system and are monitored
by the Local Authority Designated Officer (LADO) as part of our safeguarding procedures.
The number of recorded incidents increased slightly from 401 to 404. The number of restrictive
physical interventions increased from 227 to 272 throughout the year. This equates to an increase
of almost 20%. This can be attributed to a small number of young people who came to the unit on
predominantly welfare orders and had significant violent and confrontational behaviour where RPI
had to be used to ensure their safety and the safety of others. This means that 67.3% of all
significant incidents resulted in a RPI compared to 56.6% the previous year.
The number of recorded assaults between young people decreased from 125 in 2014/15 to 80 in
2015/16. However, assaults perpetrated by young people against staff more than doubled from 33
in 2014/15 to 68 in 2015/16. This can be attributed to the fact that staff were effective in keeping
violent young people separate from each other but as a consequence those young people’s lack of
control over their behaviour was vented towards staff. Overall, assaults decreased by nine
episodes over the year. In respect of RPI recording, Vinney Green continues to record any time
that hands are laid on a young person. During the year 2015/16, 50 young people were involved in
one or more episodes of RPI, out of the cohort of 89 residents during the year. Due to the fact that
we only house 24 young people at a time, the data can be very hard to interpret reliably as one
very violent young person (male or female) can completely thwart the data. The full data relating to
incidents and RPI is given below:

Cohort

Number of
Incidents

RPI
Episodes

Proportion
of Incidents
resulting in
RPI

Proportion of
RPI by
Gender

15/16

14/15

15/16

14/15

15/16

14/15

15/16

14/15

15/16

14/15

Male

68

88

302

305

201

199

0.666

0.653

2.96

2.26

Female

21

25

92

52

71

28

0.772

0.539

3.38

1.12

Safeguarding Children’s Board
The head of secure and emergency service is a member of the South Gloucestershire
Safeguarding Children’s Board, and annually four policies, along with a copy of the annual review
are submitted to the board for review:
Missing young people
Searches
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RPI
Safeguarding
This happened in the September 2015 board, with no amendments required. For the coming year
the policies will go to the Policy and Procedures Subgroup of the full board in the first instance for
scrutiny.

Reportable incidents
There were eight notifiable incidents during the year, due to the small number it is not appropriate
to speak about each individually for confidentially reasons, however, one is still ongoing and the
other seven have all been investigated alongside the LADO and HR to a satisfactory conclusion.
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12. Priorities for the coming year
‘Our vision for safeguarding in South Gloucestershire is that children and adults thrive, reach their
full potential and live their lives safe from harm (violence, abuse, neglect, exploitation). To achieve
this vision we will work together and with local communities to improve outcomes and to ensure
South Gloucestershire is a place where safeguarding is everybody’s business’ (SGSCB Vision
2016)
Our strategic intent is to make this revised vision, developed in partnership with South
Gloucestershire Safeguarding Adults Board as a vision for safeguarding across South
Gloucestershire, a reality. The business plan, as set out at appendix 6, was developed following a
process of robust partnership dialogue across South Gloucestershire in February 2016.

Strategic Priority 1
Ensure effective leadership, roles and responsibilities within the Safeguarding Board
Outcome: The SGSCB leads the safeguarding agenda and challenges and strengthens the
commitment, effectiveness and accountability of member organisations. Full account will be taken
of the findings of the Alan Wood Review of LSCBs on behalf of the DfE

Strategic Priority 2
To actively seek to capture and act upon the voice of those affected by safeguarding concerns
Outcome: The voice of children, young people and their families impacts on board business and
effectiveness

Strategic Priority 3
Strengthen board communications, member dissemination and practitioner feedback
Outcome: The board consults with and receives feedback from member organisations’ frontline
practitioners and ensures that key procedures and information have reached frontline staff

Strategic Priority 4
Assuring the quality of safeguarding practice in South Gloucestershire and prioritising and sharing
best practice
Outcome: That children and young people at risk are effectively protected from harm by robust
and coordinated multi agency intervention and support

Strategic Priority 5
To promote a learning and improvement culture which responds to identified developments and
actions
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Outcome: The board is committed to an approach that learns lessons, embeds good practice
and identifies new and emerging areas of concern. The board evaluates the impact of safeguarding
activity on children and young people.
Progress against the business plan will be monitored and reported to the board, identifying any
actions that are at risk of not being completed or are on target. In previous years this has ensured
that the plan is not allowed to drift and all organisations and board members maintain a focus on
the board priorities.
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13. What you need to know
New website: www.southglos.gov.uk/safeguarding
Safeguarding children is everyone’s responsibility
IF IN ANY DOUBT SPEAK OUT
Call South Gloucestershire Council on 01454 866000 (01454 615165 out of hours and at
weekends). If a child is in immediate danger, please call 999 and ask for police assistance.

Children and young people
Nothing is more important than making sure you are safe and well cared for.
As adults, sometimes we think we always know best...we don’t...... and that’s why your voice is so
important.
This is about you and we want to know more about how you think children and young people can
be better protected
We want to talk to you more often and we want to know the best way to do this......please help.
If you are worried about your own safety or that of a friend: speak to a professional you trust,
speak to ChildLine on 0800 1111 or call South Gloucestershire Council on 01454 866000 (01454
615165 out of hours and at weekends). If you or your friend are in immediate danger, please call
999 and ask for police assistance.

Parents and carers
Public agencies are there to support you and prevent any problems you are having getting
worse...Don’t be afraid to ask for help.
Tell us what works and what doesn’t when professionals are trying to help you and your children.
Make sure you know about the best way to protect your child and take time to understand some
of the risks they can face.
You’ll never get ahead of your child when it comes to understanding social media and IT – but
make yourself aware of the risks that children and young people can face at
www.thinkuknow.co.uk/parents/
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The community
We all have a role to play in protecting children and young people - all children have a right to be
safe and should be protected from all forms of child abuse and neglect
You don’t have to be absolutely certain about whether a child is being abused. If you have a feeling
that something’s not right, talk to: South Gloucestershire Council on 01454 866000 (01454
615165 out of hours and at weekends). If a child is in immediate danger, please call 999 and ask
for police assistance.
Spotting the signs a child is being abused or neglected can be difficult. On our website we've
highlighted some of the warning signs of behaviours to look out for.
If you are concerned about a child, you should report it. Information is usually gathered from many
sources, and individual reports form one part of a bigger picture.
In 2014/15, more than 400,000 children in England were supported because someone noticed
they needed help

Front line staff working with children, young
people and their families
Ensure that the safeguarding and welfare of the child is central to all that we do and is of the
highest quality.
Families in South Gloucestershire should be treated with respect, courteously and honesty.
Families should receive a consistent service. Be proactive in identifying and responding to the
changing needs of our local community.
Be familiar with SGSCB A child’s journey of need threshold document and use when necessary.
Ensure inspirational, confident, ambitious and influential leadership that contributes to positively
changing the lives of local children.
Ensure that you undertake effective and continuous learning that improves your practice.
All workers should engage in professional challenge when required
Professionals should email accessandresponse@southglos.gov.uk*
*Do not send personal data via an unsecured email. If required, send a request for access to the
secure portal to this address before proceeding.
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Local politicians
You are leaders in your local area. Do not underestimate the importance of your role in advocating
for the most vulnerable children and making sure everyone takes their safeguarding responsibilities
seriously.
Councillor Jon Hunt is the lead member for Children and Young People and has a key role in
children’s safeguarding – so does every other councillor.
You can be the eyes and ears of vulnerable children and families... Keep the protection of children
at the front of your mind.

Chief executives and directors
You set the tone for the culture of your organisation. When you talk, people listen – talk about
children and young people.
Your leadership is vital if children and young people are to be safeguarded.
Understand the capability and capacity of your front-line services to protect children and young
people - make sure both are robust.
Ensure your workforce attend relevant SGSCB training courses and learning events.
Ensure your agency contributes to the work of SGSCB and give this the highest priority. Be
Section 11 compliant.
Advise the SGSCB of any organisational restructures and how these might affect your capacity to
safeguard children and young people.

The police
Robustly pursue offenders and disrupt their attempts to abuse children.
Ensure officers and police staff have the opportunity to train with their colleagues in partner
agencies.
Ensure that the voices of all child victims are heard, particularly in relation to listening to evidence
where children disclose abuse.
Ensure a strong focus on MAPPA and MARAC arrangements.
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Headteachers and governors of schools
Ensure that your school/academy/educational establishment is compliant with ‘Keeping Children
Safe in Education’ (DfE, 2015).
You see children more than any other profession and develop some of the most meaningful
relationships with them.
Keep engaged with the safeguarding process and continue to identify children who need early help
and protection.

Clinical commissioning groups
CCGs in the health service have a key role in scrutinising the governance and planning across a
range of organisations.
Discharge your safeguarding duties effectively and ensure that services are commissioned for the
most vulnerable children.

The local media
Communicating the message that we all have a role to play in protecting children from abuse is
crucial - you can help us do this positively.
With your help, we can create a new social norm around reporting and tackling the barriers that
stop people taking action.
This could take the form of encouraging and reassuring people that we all have a role to play in
protecting children from abuse, not leaving it to others to report (If in any doubt, speak out’) and
helping the public to understand the signs to spot.
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Appendix 1 – Board structure
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Appendix 2 – Constitution
South Gloucestershire Safeguarding Children
Board Constitution
1. Purpose and objectives
The South Gloucestershire Safeguarding Children Board (SGSCB) is the statutory multi
agency body established by South Gloucestershire Council in accordance with the Children
Act 2004 and the statutory guidance set out in Working Together to Safeguard Children
2015.
The core objectives of the board as set out in the Children Act 2004 (S14) are:
to coordinate what is done by each person or body represented on the board for the
purposes of safeguarding and promoting the welfare of children in the area; and
to ensure the effectiveness of what is done by each such person or body for those
purposes.
In order to fulfil its statutory function under regulation 5 of the Local Safeguarding Children
Boards Regulations 2006 an LSCB should use data and, as a minimum, should:
assess the effectiveness of the help being provided to children and families, including
early help
assess whether LSCB partners are fulfilling their statutory obligations set out in chapter
3 of Working Together 2015
quality assure practice, including through joint audits of case files involving practitioners
and identifying lessons to be learned; and
monitor and evaluate the effectiveness of training, including multi agency training, to
safeguard and promote the welfare of children
The board must work closely with the Children’s Trust Board and the Health and Wellbeing
Board and must hold these bodies to account in driving forward improvements in the
safeguarding of children and young people and the promotion of their welfare.
The board will maintain an awareness of the Prevent programme and will:
ensure Prevent requirements to identify and respond to people at risk of being drawn
into terrorism are appropriately and proportionately built into local safeguarding
processes.
periodically review local activity and outcomes with the Prevent group to improve the
understanding and awareness of local risks.
2. Terms of reference
To develop policies and procedures for safeguarding and promoting the welfare of children
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and young people in South Gloucestershire, with particular reference to:
action to be taken where there are concerns about a child’s safety or welfare, including
thresholds for identification of need and intervention
training of persons who work with children or are in services affecting the safety and
welfare of children
the recruitment and supervision of persons who work with children
investigation of allegations concerning persons who work with children
the safety and welfare of children and young people who are privately fostered
co-operation with neighbouring authorities and their Safeguarding Children Board
partners
the development of local protocols for matters such as the resolution of professional
differences of views and for participation in child protection and other related
conferences
To communicate to persons and bodies in the area of the authority the need to
safeguard and promote the welfare of children, raising their awareness of how this can
best be done and encouraging them to do so.
To monitor and evaluate the effectiveness of what is done by the local authority and board
partners, both as individual agencies and collectively, to safeguard and promote the welfare
of children and young people and to advise them on ways to improve their practice,
including:
the development of self-evaluation tools and monitoring their use and effectiveness
the development and use of quality audit processes
the scrutiny of physical restraint in secure estate settings
the development of means for challenging practice to drive forward improvements
the scrutiny of performance data
To produce and submit to the Children’s Trust Board and the Health and Wellbeing Board an
annual report on the effectiveness of safeguarding and promoting the welfare of children in
the local area which:
provides a rigorous and transparent assessment of the performance and effectiveness
of local services
identifies areas of weakness, the causes of those weaknesses and the action being
taken to address them
identifies other proposals for action
provides lessons from reviews undertaken
To influence the planning and commissioning of services for children and young people
in South Gloucestershire to ensure that they take safeguarding and promoting the
welfare of children into account.
To ensure that there are effective arrangements for collecting and analysing information
about the deaths of all children in the area and specifically to identify:
any case giving rise to the need for a review (regulation 5(1)(e))
any matters of concern affecting the safety and welfare of children in the area
any wider public health or safety concerns arising from a particular death or from a
pattern of deaths in that area
and to ensure there are effective arrangements for ensuring a co-ordinated response
by the authority, their board partners and other relevant persons to the unexpected
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death of a child.
To undertake reviews of serious cases where abuse or neglect of a child is known or
suspected, or where a child had died or has been seriously harmed and there is concern as
to the way in which the local authority, the board partners or other relevant persons have
worked together to safeguard that child.
To put in place arrangements to ensure that the voice of children and young people, families
and the community are taken into account.
To ensure lay members operate as full members of the board.
To maintain a local learning and improvement framework, which is shared across local
organisations who work with children and families, which enables them to be clear about
their responsibilities, to learn from experience and improve services as a result.
To undertake any other activity that the board considers to be conducive to the achievement
of its objectives.
3. Legal status and decision making
The SGSCB is a statutory body in its own right and will agree an annual business plan to
guide its work.
The SGSCB will present an annual report to the Children’s Trust Board and the Health and
Wellbeing Board.
The SGSCB will establish such sub committees as are appropriate at any time and will
review their operation annually. The board may delegate decision making as appropriate to
sub committees.
The SGSCB will scrutinise the Children and Young People Plan and any other relevant needs
assessments and plans to ensure that the safeguarding and promotion of the welfare of
children and young people are being appropriately addressed.
The SGSCB will be able to make recommendations as appropriate to the Children’s Trust
Board, the Health and Wellbeing Board and any other relevant decision making bodies
regarding policy, practice and resources associated with the safeguarding of children and
young people and the promotion of their welfare.
4. Membership
The board shall be chaired by a person who is independent of the partners represented on
the board and organisations which deliver services to children and young people in the area.
The chair will be appointed by the chief executive and a panel of partners and lay members
and will be accountable to the chief executive. The period of office for the chair will normally
be three years. The board shall also appoint a vice chair from within its membership, normally
for a period of three years.
The membership of the board will include named representatives of all relevant agencies as
set out in the Children Act 2004 and the statutory guidance Working Together 2015 as
follows:
Independent Chair
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Participant Observer Member – Executive Member for Children’s Services South
Gloucestershire Council
Director for Children Adults and Health, South Gloucestershire Council
Head of Integrated Services for Children and Young People, South Gloucestershire
Council
Strategic Safeguarding Service Manager, South Gloucestershire Council
Safeguarding Policy and Practice Manager, South Gloucestershire Council
Representative of Avon and Somerset Constabulary as nominated by the District Police
Commander
Director of Public Health, South Gloucestershire Council
Designated Nurse for Safeguarding Children
Designated Doctor for Safeguarding Children
Named GP for Safeguarding Children
Representatives of North Bristol and United Hospital Trusts and Avon and Wiltshire
Mental Health Partnership Trust as nominated by the respective Chief Executives of the
Trusts
Clinical Commissioning Group Nurse Director and Head of Quality and Safeguarding
NHS England, Director of Nursing and Quality
Representative of Avon and Somerset Probation Service as nominated by the Chief
Executive of the Service
Representative of CAFCASS as nominated by the Chief Executive of the Service
Representative of the Crown Prosecution Service
The Governor of Eastwood Park HMP or their nominated representative
Head of Vinney Green Secure Unit
South Gloucestershire Youth Offending Service Manager
Head of Safe Strong Communities, South Gloucestershire Council
Representative of the main Housing Provider in South Gloucestershire as nominated by
the Chief Executive of the Service
Head of Legal, Democratic and Property Services, South Gloucestershire Council or
his/her nominated representative
2 lay members appointed by the Board
Representative of South Gloucestershire Primary and Special Schools as nominated by
the Heads Executive
Representative of South Gloucestershire Secondary Schools as nominated by the
Secondary Heads Group
Representative of Further Education as nominated by the Principals of Filton and City of
Bristol Colleges
Head of Education, Learning and Skills, South Gloucestershire Council
At least one faith representative
At least 2 Voluntary Sector representatives
Representative of Avon Fire and Rescue Service
Representative of South West Ambulance Service
Chairs of the SGSCB Sub Groups (if not members in another capacity)
Representative from Sirona Care and Health
Board members will be able to nominate one substitute to attend meetings in his/her
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absence
The board may co-opt other members as appropriate on the recommendation of the
Executive Sub Committee.
Officers from the board partners will be available to offer advice and guidance as required.
5. Sub committees
In order to undertake the range of work which shall be reported on an annual basis to the full
board, the board has identified the following subgroups:
The SGSCB Executive Sub Committee
The West of England Child Death Overview Panel
The SGSCB Serious Case Review Sub Group
The SGSCB Policy and Procedures Sub Group
The SGSCB Quality Assurance Sub Group
The SGSCB Training Sub Group
The SGSCB E-Safety Sub Group
The SGSCB Education Sub Group
The SGSCB Child Sexual Exploitation Sub Group
In addition, the board may establish themed groups, some of which will operate on a task
and finish basis. These groups are subject to annual review.
The SGSCB also has linkages to other groups established on a sub regional/regional basis,
in particular the Avon and Somerset Consortium, co‑ordinated by the Avon and Somerset
Constabulary, and the South West Child Protection Shared Procedures Group.
6. Convening and conducting meetings
The board shall meet at least four times per year with additional meetings and development
days to be arranged as agreed by the board.
The chair will be an independent person as described in 4.1 above.
The board should aim to reach its conclusions by consensus, but, in the absence of
consensus on any matters requiring decision, the chair shall have a casting vote.
All members of the board will be expected to sign the SGSCB Memorandum of
Understanding confirming their acceptance of their responsibilities in respect of the board
and their own organisation.
Secretariat and legal support will be provided by South Gloucestershire Council to include:
Co-ordination of agenda preparation
Convening of meetings of the full Board, the Executive Sub Committee and any Serious
Case Review Panels
Publication of agenda and supporting papers at least five days prior to the meeting
Taking of minutes
Monitoring and progressing actions agreed by the board.
The meetings of the SGSCB are not open to the public.
An annual record of attendance by organisation will be published and the chair will raise any
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non attendance greater than 25% with the relevant organisation.
Any dispute resolution will be undertaken in accordance with the policy for the resolution of
professional differences of opinion adopted by the board.
7. Funding
A specific pooled budget for the board will be agreed each year and reported in the annual
report and the business plan. It is expected that the statutory partners named in the Children
Act 2004 will make a contribution to the pooled budget.
In addition, both the statutory partners and other board members will be expected to make a
contribution in kind through their participation in board and sub group meetings, and other
activities arranged by the board.
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Appendix 3 – Memorandum of understanding
Memorandum of Understanding for Members of
the South Gloucestershire Safeguarding Children
Board
Context
Chapter 3 of the statutory guidance Working Together 2015 sets out the responsibilities of local
safeguarding children boards and the statutory membership.
This includes the following statements in respect of members of an LSCB :
Members of an LSCB should be people with a strategic role in relation to safeguarding and
promoting the welfare of children within their organisation. They should be able to:
speak for their organisation with authority
commit their organisation on policy and practice matters
hold their own organisation to account and hold others to account
All LSCB member organisations have an obligation to provide LSCBs with reliable resources
(including finance) that enable the LSCB to be strong and effective. Members should share
the financial responsibility for the LSCB in such a way that a disproportionate burden does
not fall on a small number of partner agencies.
This Memorandum of Understanding sets out the South Gloucestershire Safeguarding Children
Board’s expectations for members. The members shall, for the purpose of this Memorandum of
Understanding, include the organisation and the individual representing the organisation who are
defined as statutory board members and member organisations (‘board member’).
Each board member will agree to accept the following responsibilities which shall commence
immediately and will thereafter work diligently in accordance with the terms of reference of the
board and the duties placed on each member of the board and their employing organisation in
accordance with ‘Working Together to Safeguard Children 2015’.

Commitment to the purpose and objectives of the board
In order for the board to operate effectively, members must be committed to the collective
purpose, ethos and aims of the board. This means to:
Develop and deliver a local safeguarding board in accordance with the range of roles and
statutory functions as set out in the Children Act 2004 and Working Together to Safeguard
Children 2015’.
Work effectively and efficiently so as to ensure the board meets its statutory objectives which
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are to co-ordinate what is done by each person or body represented on the board for the
purposes of safeguarding and promoting the welfare of children in the area and to ensure the
effectiveness of what is done by each such person or body for those purposes.
Support achievement of the priorities that have been agreed by the board in its business
plan.

Promote and support the objectives of the local safeguarding board
In order to ensure the work of the board is effective, each board member shall be a champion for
safeguarding children and young people. This means that:
Each member shall scrutinise vigorously the arrangements in place within their own
organisation in respect of working with children and young people to ensure that the
arrangements are fit for purpose.
Each member shall take such steps as are necessary within their individual organisation to
promote improved arrangements where they deem appropriate.
Each member shall promote effective communication, both within their own organisation and
with other partner organisations/agencies.
Each member shall promote the work of the Board within their individual organisation so as
to raise greater awareness of the issues relating to the safeguarding of children and young
people amongst a wider community.
This Memorandum of Understanding is signed by:
Name:
Organisation:
Signature
Date:
and received by the Strategic Safeguarding Services Manager
Name: Catherine Boyce
Signature:
Date:
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Appendix 4 – Membership and attendance
List of members
Agency
Independent Chair

Name

Role

Jimmy Doyle
Councillor Jon Hunt

Lead Member for Children and Young People

Sara Blackmore

Public Health Consultant

Kathryn Birtles

Education Adviser (Early Years)

Catherine Boyce

Strategic Safeguarding Services Manager

Susannah Hill

Interim Head of Education, Learning and Skills

Peter Murphy

Director for Children, Adults and Health

Brian Relph

Interim Head of Integrated Services

Gill Sinclair

Legal Services Manager

Alison Sykes

Interim Head of Vinney Green Secure Unit

Robert Walsh

Head of Safe Strong Communities

Steve Waters

Youth Offending Team Manager

Leigh Zywek

Policy and Practice Manager

Avon Probation Services (CRC)

Rachael Cragg,

LDU Team Leader, BGSW CRC, Probation

Avon Probation Services (NPS)

Claire Summers

NPS Probation, Team Leader

Maria Bredow

Designated Doctor for Safeguarding Children

Lisa Harvey

Deputy Nurse Director, Designated Nurse for
Safeguarding Children

Kate Mansfield

Named GP for Safeguarding Children

Anne Morris

Nurse Director, Head of Quality and Safeguarding

Primary School

Richard Clark

Headteacher, Stoke Lodge Primary School

Secondary School

Jenny Sutton-Kirby

Headteacher, Bradley Stoke Community School

Karl Stephenson

Lay Member

Janice Suffolk

Lay Member

Avon Fire and Rescue Service

Rob Davis

Assistant Chief Fire Officer, Service Delivery

Crown Prosecution Service

Rose Farmer

CAFCASS

David Gee

Service Manager

South Gloucestershire and Stroud
College

Rosheen Hucker

Child Protection Officer

Faith Sector

Leanne Smith

Diocesan Safeguarding Advisor

South Gloucestershire Council

South Gloucestershire Clinical
Commissioning Group

Lay Member
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Agency

Name

Role

AWP

Jenny Macdonald

Managing Director for South Gloucestershire

South Western Ambulance Service
NHS Foundation Trust

Ali Mann

Safeguarding Named Professional

North Bristol NHS Trust

Sue Jones

Director of Nursing

Deputy Representative
North Bristol NHS Trust

Maria Hennessy

Head of Nursing and Governance in the Community
Child Health Partnership

University Hospitals Bristol

Carol Sawkins

Named Nurse for Safeguarding Children

HMP/YOI Eastwood Park

Vikki Levick

Head of Safety, Equalities and Complex Needs

NHS England

Lindsey Scott

Director of Nursing & Quality

Survive

Sarah Telford

Chief Executive

Children’s Playlink

Jane Spence

Barnardos

Duncan Stanway

Assistant Director

Avon and Somerset Constabulary

Detective Superintendent
Rachel Williams

Detective Superintendent

Merlin Housing

Barbara Reid

Head of Neighbourhood Housing

Sirona

Jill Chart

Named Nurse for safeguarding

Soldiers, Sailors, Airman and Family’s
Association (SSAFA)

Julie Jones

Personal and Family Support Worker

Attendance
Agency

Attendance

Ambulance Service Representative (joined January 2014)

50%

Avon and Somerset Police Representative

75%

Avon and Wiltshire Mental Health Partnership

100%

Avon Fire and Rescue Service Representative

50%

Avon Probation Services Representative (until October 2014)

0%

Barnardos Representative

75%

CAFCASS Representative

50%

Children’s PlayLink Representative

25%

CRC Representative (joined in November 2014)

100%

Crown Prosecution Service Representative

25%

Designated Doctor for Child Protection

50%

Designated GP for Child Protection

50%

Designated Nurse for Child Protection

100%

Director for Children, Adults and Health

100%
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Agency

Attendance

Director of Public Health

50%

Early Years Representative (joined in February 2015)

100%

Head of Education, Learning and Skills

100%

Head of Integrated Children’s Services

75%

HMP/YOI Eastwood Park Representative (changed representative in November 2014 and attendance
improved)

50%

Independent Chair

100%

Lay Member (joined in November 2014)

50%

Lay Member (joined in November 2014)

100%

Lay Member (left in July 2014)

100%

Lead Member for Children and Young People

75%

Legal Services Representative

75%

Merlin Representative (joined in July 2014)

75%

NHS England Representative

75%

North Bristol NHS Trust Representative

100%

NPS Representative (joined in November 2014)

50%

Policy and Practice Manager (joined in July 2014)

100%

Primary School Representative

100%

Safe Strong Communities Representative

100%

Secondary School Representative

50%

Sirona Representative (joined in November 2014)

100%

South Gloucestershire and Stroud College Representative

75%

South Gloucestershire Clinical Commissioning Group Representative

100%

Strategic Safeguarding Services Manager

100%

Survive Representative

75%

The Churches Child Protection Advisory Service Representative (Changed Representative in November
2015 and attendance improved)

50%

University Hospital Bristol Representative

75%

Vinney Green Secure Unit Manager

100%

Youth Offending Services Representative

50%
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Appendix 5 – Finance report
South Gloucestershire Council Children's Safeguarding Budget 2015-16
Source of funds
2015-2016 Safeguarding
Budgeted contribution
contribution

2015-16
Final outturn

£

£

£53,900.00

£53,900.00

Avon and Somerset Police £14,798.00

£14,798.00

Avon and Somerset
Probation

£2,056.00

£2,056.00

CAFCASS

£550.00

£550.00

AWP Mental Health Trust

£1,777.00

£1,777.00

Department for Children
and Young People

£73,300.00

£73,440.00

NHS South
Gloucestershire

£31,940.00

£31,940.00

TOTALS

£178,321.00

£178,461.00

2015-2016 Budget plan

Budgeted expenditure

2015-16
Final outturn

PAY

£

£

Safeguarding policy and
practice manager

£30,000.00

£29,937.88

Strategic safeguarding
manager

£26,100.00

£26,100.00

Administration

£3,400.00

£3,318.00

Independent chair - SCB

£25,300.00

£16,492.80

NON PAY

£

£

Child protection training

£42,100.00

£37,188.84

LSCB Conference

£0.00

£3,450.63

Admin support

£9,921.00

£4,250.33

Case reviews

£30,000.00

£10,558.05

2014-15 Carry forward

Application of funds

Chrysalis service (SW Grid
£5,000.00
For Learning)

£4,728.00

Child death review (Bristol
University)

£5,445.71

£5,000.00

Contribution to 2016
national LADO conference £500.00
(Glos CC)

£500.00

Publications/procedures
(SWCPP)

£1,000.00

£1,153.76

Income generated from
training

£0.00

-£17,890.00

98/100

www.southglos.gov.uk

Income generated from
LSCB conference

£0.00

-£2,673.00

TOTALS

£178,321.00

£122,561.00

Carry forward to
Safeguarding Board
2016-17

£55,900.00
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Appendix 6 – Business plan 2016 – 2017
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