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Introduction by Dave McCallum, Independent Chair
This year has brought an intensive focus on the need to improve the quality of partnership work to
safeguard children in Gloucestershire, particularly within Gloucestershire County Council (GCC) and
Gloucestershire Constabulary. Inspections by Ofsted and Her Majesty’s Inspectorate of Constabulary in
early 2017 found that there were significant deficiencies that needed to be addressed in how the welfare
needs of children were being met and particularly how children who needed protection were being
responded to. An Improvement Board was established in Gloucestershire, which is overseeing an active
programme of work and this is being supervised by the Department for Education. The work done to date
has been recognised as positive by both Ofsted and the Department for Education but, although there has
been progress, there are concerns that the speed of improvement must increase and that work to
safeguard children is still not as effective as it should be. The improvements required do not concern only
the police and GCC. All organisations with representatives working with children are stakeholders in our
safeguarding systems and processes and making them consistently effective for our children requires all
within the children’s workforce to prioritise their contribution to activity to safeguard children at every level.
When Ofsted inspected GCC services for safeguarding children in 2017, they also reviewed the
effectiveness of GSCB. GCC was found to be inadequate and GSCB was found to ‘require improvement’.
The Board was assessed to be operating more effectively than the local authority because of the
considerable good work that was being actively driven by it. However, it could not have been considered as
‘Good’ because that work had not had sufficient positive impact on the quality of safeguarding and child
protection activity. In the last year, the focus of GSCB has narrowed in order to influence better work for
children, with the support of the oversight of the Improvement Board.
A key responsibility of a safeguarding children board is to check and test the quality of work to safeguard
children. Doing this effectively requires member organisations to robustly monitor their own performance to
assure themselves of the quality of their work and of any remedial action that might be required. The
findings of that monitoring activity and resultant action should be reported to the Board, contributing to a
wider assessment of safeguarding children effectiveness, further informed by a programme of multi-agency
audit. Few organisations are currently assured of the quality of their own work to safeguard children and
there is considerable activity underway to address this issue. More telling information reported by GSCB
member organisations, complimented by a well managed regime of multi-agency audit will greatly enhance
our ability to assure ourselves of the effectiveness of interventions and necessary action to address areas
for improvement and build on strengths.
This Annual Report provides testimony of another active year for GSCB. Many practitioners have
undergone training delivered by the Board. The recent series of ‘Road Shows’ across the county have been
well attended with active participation from many people across GSCB member organisations.
The Board has strengthened the ‘Levels of Intervention’ document that sets out the thresholds at which
Gloucestershire children should receive the varying degrees of support that they need to thrive. ‘Levels of
Intervention’ are now easier to interpret and actively using it as a reference will enable practitioners to
respond effectively to the needs of children at the level that they need. There is evidence that there is not
yet a consistent understanding and application of these thresholds across our children’s workforce. This
leads to disproportionate discussion of what services a particular child needs rather than delivering activity
to meet those needs. We are currently seeing a very high number of children being made subject of a child
protection plan and being taken into the care of the Local Authority. We are working towards a situation in
which children receive help as soon as they need it so fewer children need more complex support or even
protection from abuse or neglect.
Alison Croft will shortly be moving on from her role of Business Manager for the GSCB. She has occupied
the role for five years and has led the Board’s activity with great commitment and skill. On behalf of all
members, I thank her for all her hard work and wish her well for the future. A permanent replacement is
currently being recruited to continue to support the work of the GSCB and help prepare the partnership
response to The Wood Review and implement the changes arising from Working Together to Safeguard
Children (2018)

3

Reflections from Alison Croft, GSCB Business Manager
I joined the Gloucestershire Safeguarding Children Board as Business Manager in June 2013 and after five
years I have made the difficult decision to move on to a new challenge elsewhere. During my time in post, I
have seen a number of positive changes for the GSCB, as well as areas identified for further development.
The Board benefits from the commitment of key partner agencies, which is reflected in the attendance at
Board meetings and through the Sub-Groups of the Board. Communication and awareness raising
has always been high on the agenda and the GSCB has been part of a number of national campaigns,
including Child Safety Week and CSE National Awareness Raising Day. The GSCB also runs a
comprehensive programme of events, including the annual CSE conference; GSCB Roadshows; annual
forums for safeguarding leads in educational settings; annual forums for safeguarding leads in early years
settings; and many more. There is a robust multi-agency training programme in place, which is well
attended and well evaluated. Safeguarding support to schools is excellent and includes the provision of
‘Chelsea’s Choice’ to pupils in Year 8 each year. The GSCB website continues to develop and there are a
wide range of local policies and procedures in place, linking to the South West Child Protection Procedures
to which Gloucestershire belong. The GSCB is really fortunate to have been able to work closely with the
Ambassadors for Vulnerable Children and Young People. We have worked together on a number of
projects, including the delivery of a conference to raise awareness of abuse in teenage relationships, which
was really well received. The Ambassadors are also involved in the annual GSCB Roadshows, GSCB
Business Planning Day, and currently sit on the Improvement Board. All the pieces of work they have been
involved in have been really well evaluated.
The Board has also faced a number of challenges, which have included undertaking and managing several
Serious Case Reviews, preparing for the review of the effectiveness of the LSCB as part of the Ofsted
Inspection arrangements, implementing improvement plans and starting preparations for the Joint Targeted
Area Inspections. The Ofsted review of the effectiveness of the GSCB evidenced a number of strengths for
the Board, but also confirmed that we need to do more to effectively understand what performance data is
telling us; that the findings from audit need to be embedded into practice; and we can evidence that multiagency training is being applied in practice and improving outcomes for children, young people and
families. This is where the focus will be as we move forward, so that we can truly hold each other to
account and find collective solutions to some of the more complex issues faced within the safeguarding
system.
I have been fortunate to have worked with some excellent people during my time in post, both within the
GSCB Business Unit and across the wider partnership. I would like to thank everyone who has supported,
challenged and motivated me over the years and would like to wish you all the very best for the future.

Who should read this report?
The GSCB Annual Report is a key document of the Gloucestershire Safeguarding Children Board and a
statutory requirement. It sets out what has been done during the year, why we have done it, what difference
has been made and what needs to happen next in the Board’s work to coordinate and help ensure the
effectiveness of safeguarding arrangements in Gloucestershire.
Chief Executives, Chairs of Local Strategic Partnerships (such as the Health and Wellbeing Board,
Gloucestershire Children’s Partnership and Safer Gloucestershire), senior leads of local provider agencies,
local commissioners and all GSCB members should read this report. Ofsted, CQC, HMIFRC and HMI
Probation Inspectors will refer to this report when evaluating the effectiveness of the LSCB as part of
Inspection arrangements.
Operational Managers and frontline practitioners should be provided with a copy of the summary report,
which has been produced in partnership with the Ambassadors for Vulnerable Children and Young People.
This will help raise awareness of the work that has been undertaken by the Board during the year to ensure
that we all work together to achieve the desired safeguarding outcomes for children and young people in
Gloucestershire. This report and the summary report will also be published on the GSCB website at
www.gscb.org.uk to provide a transparent account of the work and objectives of the GSCB.
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Annual Appraisal from the GSCB Lay Members

Rachel Ball
I have now completed my third year as a Lay Member of the Gloucestershire Safeguarding
Children Board and without doubt, this year has been the most challenging since I joined the
Board.
The report following the Ofsted Inspection, as a part of which I was interviewed by one of the
inspectors, was extremely concerning for all the members of the Board. For me, it highlighted the
fact that as a Lay Member, I have to rely on the information that is provided to me by
organisations, as I don’t have first-hand knowledge of the services that are being provided for
children and young people in Gloucestershire. I do know, however, that the members of the Board
are totally united in their determination to ensure that the services for children and young people in
Gloucestershire will improve in line with the recommendations of the inspectors.
During the year, I have attended all the meetings of the Board and I have joined the Multi Agency
Quality Assurance Sub Group. In December, I took part in an audit of cases conducted by this
group. As the Champion for Children and Young People with Disabilities, I have continued to
promote their interests at every opportunity and will continue to do so. Once again, I have been
very impressed by the input of the Ambassadors for Vulnerable Children and Young People, who
do so much to support the Board and to raise awareness of the needs of young people in
Gloucestershire. Their presentations at Board meetings have had a significant impact.
I know that the year ahead will not be easy, but as a Lay Member, I will do all that I can to support
the Board in achieving the best of outcomes for children and young people in Gloucestershire.

Shelagh Woodhouse
The past year has been a thoughtful and challenging one for the GSCB.
Following the Ofsted inspection of the Local Authority in March 2017 work has been taking place
to address the various points that were raised by the Inspectors at that time. A further monitoring
visit in January 2018 did find improvements, but the continued problems of delay in meeting
children’s needs has remained an issue. It will be interesting to see how the appointment of a new
Director of Children’s Services from March 2018 might change and improve things. The everincreasing demands on the department I believe will continue to put real strain on the delivery of
effective and timely services.
One of the real strengths of the GSCB has been, and continues to be, the good relationships
between representatives of the various Agencies on the Board. This allows challenges to be made
and received without defensiveness on the part of the recipient Agency, and there is a general
atmosphere of openness throughout meetings. This trust and openness is evident also on the
CDOP to which I belong, and I believe it allows for honest and robust discussions between
participants. It is worth noting that at every Board meeting there is generally good representation
from all participating Agencies. To me this shows that all Agencies place a high priority on their
Safeguarding responsibilities and recognise how fundamental it is for them to work together, and I
have confidence that these strong relationships will continue and grow throughout 2018.

Section 1: The GSCB’s Responsibility to Coordinate Safeguarding and
Promote the Welfare of Children
1.1 Living in Gloucestershire
Gloucestershire has an estimated 0–19 population
1

of 140,619 . The county is made up of 6 Districts
with contrasting characteristics in terms of
affluence, deprivation
and concentration of
population. The number of children is growing
most significantly in and around the urban areas
of Cheltenham and Tewkesbury which include
neighbourhoods amongst the most deprived in
England.
In 2011 around 10,300 0-19 year olds were from a
Black or Minority Ethnic Group (7.6%). The number
of 0-19 year olds classed as “white other” has
increased from 1.3% in 2001 to 2.6%
2
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(3,600) in 2011 . 3,264 children (aged 0-19) are
currently the subject of a special educational
needs statement or an Education, Health and Care Plan.
653 children are subject of a Child Protection Plan and 649 children are in Care (as at 31.03.2018). The
number of children who are in contact with Children’s Social Care is in line with similar local authority
areas.
4

5

There are 285 state schools in the county . There are also 34 Independent Schools . In terms of state
school provision, there are:
38 secondary schools of which 32 are academies and one is a free school
247 primary schools of which 48 are academies and three are free schools
11 special schools, of which 3 are academies, 4 schools are alternative provision schools and 1 is a free
school offering alternative provision, and the Gloucestershire Hospital Education Service.

1.2 What is the GSCB here to do?
Gloucestershire Safeguarding Children Board (GSCB) is responsible for coordinating what is done by
each person or organisation represented on the Board for the purposes of safeguarding and promoting
the welfare of children in Gloucestershire - and making sure that what they do is effective.
Every local authority area must have a Local Safeguarding Children Board. This is currently a
requirement through Section 13 of the Children Act 2004 and Working Together to Safeguard Children
2015. However, as a result of the Wood Review, the Children and Social Work Act (2017) has
determined that LSCBs will no longer be a statutory requirement. Instead, multi-agency safeguarding
arrangements will be coordinated by the Local Authority, Police and the Clinical Commissioning Group.
The publication of the revised Working Together to Safeguard Children (2018) in May 2018 will set out
how these arrangements need to be managed and there will be a 12 month transition phase from the
existing to the new partnership arrangements. Discussions are taking place in relation to how the new
arrangements will be structured in Gloucestershire to help ensure the best possible outcomes for our children,
young people and families.
1

Revised mid‐2016 Population estimates, ONS
2011, Census
3
March 2018
4
January 2018 School Census
5
DfE April 2018
2
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The GSCB is made up of senior representatives from many organisations, including the County Council,
District Councils, Police, 2gether Trust, Gloucestershire Care Services, Gloucestershire Hospitals Trust,
Gloucestershire Clinical Commissioning Group (CCG) and education settings.
For a full list of membership please see Appendix 1.

1.3 How does the GSCB work?
The Board has a number of statutory functions, which include;
 Making sure that safeguarding policies and procedures are in place
 Communicating the need to safeguard children to professionals, parents/carers,
children and young people and the general public – “Safeguarding is Everyone’s
Responsibility”
 Evaluating the effectiveness of what is being done to safeguard children in the local
area
 Participating in the planning of services for children who live in the local authority area
 Making sure that we learn lessons from Serious Case Reviews and change the way that we
do things as a result
The GSCB does not control how operational work is carried out; it does hold relevant agencies and
organisations to account for the effectiveness of their safeguarding services for Gloucestershire's
children.
The Business Plan Delivery Group of the Board oversees the work of the sub groups, reporting by
exception to the Executive Committee. The BPDG is made up of Sub-Group Chairs, the GSCB
Business Manager, the GSCB Training Manager and a representative from Health to ensure that key
statutory partners are represented. The BPDG is also responsible for overseeing the delivery of
Serious Case Review response plans and monitoring the GSCB Risk Register. This group was
introduced in 2017 following a full review of GSCB governance arrangements to introduce an additional
focus on challenge and holding to account. It also ensures that there are clear links between each of
the Sub-Groups of the Board and handover arrangements are coordinated and clearly defined.
The Executive Committee meets quarterly and has responsibility for oversight and challenge of
quality assurance and performance information, as well as GSCB budget monitoring. The Executive
also holds the work of the Business Plan Delivery Group to account for delivery against the success
criteria in the GSCB Business and Improvement Plan. The Executive Committee receives and quality
assures Serious Case Review reports before they go before the full Board for final endorsement. The
Executive Committee has the same Chair as the Board and is made up of senior officers from key
partner agencies.

1.4 What do the GSCB Sub-Groups Do?
The Workforce Development Sub Group ensures that learning from local and national Serious
Case Reviews is shared across the workforce and develops the quality of our workforce and measures
the effectiveness and impact of inter-agency safeguarding training. The Workforce Development Sub
Group also has oversight of local policy development.
The Multi Agency Quality Assurance Sub Group evaluates work done by GSCB partners to make sure
that everyone works well together and that what they do makes a positive difference for the safety and
welfare of local children and young people.
The Child Death Overview Panel Sub Group (CDOP) reviews child deaths in the county and is
responsible for the continued development of arrangements around Child Death.
The Serious Case Review (SCR) Sub Group is responsible for advising when a Serious Case
Review should be considered, managing the process and overseeing the production of the multiagency response plan. This Sub Group includes members from the Child Death Overview Panel
Group to ensure a joined up approach.
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The CSE and Missing Children Sub Group monitors and evaluates the quality and effectiveness of the
county’s approach to identifying and tackling child sexual exploitation (CSE) and also the responses for
children who go missing.
The Education and Learning Sub Group is responsible for ensuring that all educational settings
including Early Years, Maintained, Special and Independent Schools, Academies, Colleges and
Learning/Training Providers are working in line with GSCB priorities and Ofsted requirements.

The diagram on the next page shows the structure and groups within Gloucestershire
Safeguarding Children Board
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1.5 Summary of GSCB Activity Undertaken to meet Strategic Objectives
The GSCB took the opportunity to review its strategic objectives during the Business Planning Day
in February 2017 and agreed that the focus should be on ensuring that multi-agency working to
safeguard children is timely and effective. Therefore, the GSCB agreed one overarching strategic
objective for the year:


Multi-agency working to safeguard children suffering or at risk of significant
harm is timely and effective.

It was agreed that the objective would be achieved by challenging ourselves and each other to build on
good practice and identify areas for improvement. We agreed to ensure our communications are
effective and that we are able to evidence that multi-agency learning is being used to improve
working practices. These areas were the golden threads running through all our collective activity
throughout the year.
In addition to the agreed strategic objective above, the GSCB took on the six recommendations
arising from the Ofsted review. These were:







Strengthen the range of performance information provided to the board to include
relevant information from all partners and ensure that evaluative commentary is
provided to improve services.
Embed the multi-agency audit programme in order for the board to have greater
assurance of the quality of frontline safeguarding practice.
Strengthen the evaluation of training to ensure that it is robust and can evidence
positive impact on outcomes for children and their families.
Hold partners to account for evaluating the impact on practice of the learning from
serious case reviews.
Ensure that the annual report provides a rigorous assessment of the performance and
effectiveness of local services.
Ensure that the neglect strategy and associated toolkit is promoted across the county and
its effectiveness measured to improve outcomes for children.

The GSCB produced an Improvement Plan in response to the Ofsted recommendations. This was
in addition to the previously agreed Business Plan. As the year progressed, the plans were merged
to become an overarching Business and Improvement Plan. Additionally, there were GSCB
actions contained within the wider Ofsted Improvement Plan, which is owned by the
Improvement Board, Chaired by John Goldup on behalf of the Department for Education. The
Improvement Board has membership from GCC, Police and more recently Health Partners. The
Independent Chair of the GSCB is a member of the Improvement Board and is held to account for
the delivery of the partnership actions on behalf of the GSCB.
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Single Inspection Recommendation
Strengthen the range of performance information
provided to the board to include relevant
information from all partners and ensure that
evaluative commentary is provided to improve
services.

What have we Done?
 All agencies other than the National Probation Service have reported their current KPIs. Where a
response has not been received the Independent Chair has written to the Chief Executive
seeking assurance that the data will provided without delay and that future agreed deadlines will
be met.
 GSCB Performance Report is already being improved and this will continue as organisational
performance management is improved. Once the final set of KPIs has been agreed then any
non-compliance with the regular provision of the requested information will be escalated by the
GSCB Chair. This work is due to be completed in May 2018
 It is now increasingly understood what internal QA activity is undertaken by GSCB member
organisations. There are opportunities to build on current QA activity within GSCB member
organisations to achieve the agreed objectives.


Embed the multi-agency audit programme in order
for the board to have greater assurance of the
quality of frontline safeguarding practice.





Strengthen the evaluation of training to ensure
that it is robust and can evidence positive impact
on outcomes for children and their families.


An impact based audit tool has been developed to ensure that all audits have a central focus on
the impact of safeguarding work on vulnerable children.
Wherever possible, the views of children whose cases are being considered will be directly
sampled to explore the impact on them of work and how it could be maximised in future. The
ambassadors will be in a position to help support this process.
The S11 standards were reviewed by the GSCB Business Manager and revised standards were
presented to MAQuA on the 12th October 2017. Based on the feedback received, minor changes
were made before being presented to the Executive Committee on the 1st November. The selfassessment template was approved by the Executive Committee and has since been completed
by all organisations with S11 responsibilities. A peer challenge session took place at the Executive
Committee meeting on the 13th March 2018. A separate peer challenge session of
District S11 returns took place at the District Safeguarding Network meeting on the 17th April
2018.
GSCB training programme is being reviewed to consider different methodologies to apply
learning in practice. Beginning in December and running every quarter, there will be targeted,
Joint S:47 advanced training. New locality based, community partnership workshops are being
considered; using case scenarios and facilitated group discussions on current issues. The
roadshows in February 2018 were targeted at specific staff to encourage a culture of thinking,
learning and challenging together in order to improve practice.
The current feedback return rate from professionals after inter-agency training at 3 months is
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Single Inspection Recommendation

What have we Done?
approx. 20 -30%.WFD members agreed a more realistic target this year would be 50%. All
members to continue to embed arrangements in their individual organisations to ensure
feedback rates increase. Work has taken place to merge the IT systems so all new delegate
booking forms are linked to their line managers; managers are now copied into the request for
feedback information and will be routinely contacted if 3 month returns are low.
 All aspects of training feedback from GSCB members as well as evaluations collated at precourse & post-course training and 3 monthly feedback will be used to inform and improve the
quality of the inter-agency training delivered.
 To help measure the impact of training, learning from SCR’s etc.; the WfD is setting up a Task
and Finish Group to develop a ‘Spine’ of Impact questions. Partner agencies will use these set
questions to test staff on their safeguarding skills, knowledge and confidence. It is hoped this
will also identify staff/ groups / settings who are struggling and can be supported to improve
their understanding.


Hold partners to account for evaluating the impact
on practice of the learning from serious case
reviews.





The SCR Sub-Group has implemented a response plan tracking spreadsheet which is used to test
out whether multi-agency actions have been undertaken. Although it is possible to confirm that
the majority of actions have been undertaken there is further work needed to be able to
evidence the difference that has been made to practice and any further work that is needed to
embed across the children’s workforce. This will be overseen by the Business Plan Delivery
Group
All GSCB member organisations were asked to provide assurance that single agency actions
arising from SCRs have been completed. The GSCB Independent Chair will be following up with
specific organisations and further assurance and accompanying evidence is being sought
through the GSCB S11 self-assessment process which is currently taking place (deadline for
submissions 29.12.17).
MAQuA and WfD to ensure appropriate comms and training in place to raise awareness of LOI
guidance and Graduated Pathway fully understood.
The SCR Sub-Group continues to explore new ways of undertaking reviews to maximise the
learning opportunities. For example, a thematic learning review of non-accidental injuries in
young children took place on the 23rd November 2017. This was in response to the SCR SubGroup being made aware of a number of cases of NAI, which didn’t meet the thresholds for a
SCR but where there was clear multi-agency learning. Case studies were used as well as
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Single Inspection Recommendation

What have we Done?
exploration of local and national data and latest research to identify practical improvements.

Ensure that the annual report provides a rigorous
assessment of the performance and effectiveness
of local services.



The GSCB Business Manager has researched Annual Reports completed by other LSCBs to
inform the development of the Annual Report for 2017/18.





The countywide Neglect Strategy is in place (available GSCB website)
The Gloucestershire neglect toolkit’ conference was launched in May 2017.
Since that time, further work has been undertaken to embed across the workforce which has
included; inclusion in single and multi-agency training, and the development and introduction of
a specific neglect module as part of the Early Help training offer. The monitoring and evaluation
framework is currently being developed.
Information and messages were shared as part of the Designated Safeguarding Lead Forums for
Educational Settings which took place in October 2017. This included a presentation on the
Child Neglect Toolkit by the GSCB Training Coordinator and a Community Social Worker. It was
positive to see that a large proportion of attendees were already familiar with the toolkit and
had used it within their settings. The S175 self assessment audit for schools asks how many
toolkits have been completed and the findings will feed into the neglect toolkit evaluation
framework.

Ensure that the neglect strategy and associated
toolkit is promoted across the county and its
effectiveness measured to improve outcomes for
children.
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The six Sub-Groups of the Board have responsibility for delivering the majority of the actions contained
within the GSCB Business and Improvement Plan. For this reason, each Sub-Group Chair has been
asked to provide a short report on the key pieces of work that they have undertaken during the year;
particular areas of strength as well as those areas where further development is needed. These reports
are included below:
Multi-Agency Quality Assurance (MAQuA) – Dave McCallum
For a number of years, this sub-group has been chaired by the Head of Quality for GCC, Cathy
Griffiths. Cathy led a busy schedule of multi-agency audit and produced a variety of high quality
resources to be used by practitioners across the children’s workforce to improve their practice,
learning from those audits. GSCB audits have consistently been informing us that, although there is
good practice regularly evident, a significant proportion of work to safeguard children has required
improvement, there has been considerable inconsistency and some has been inadequate. Despite all
the training, awareness raising activity, circulation of the above resources and other work driven by
GSCB, this has remained the picture. After the Ofsted Inspection of GCC in early 2017, Cathy Griffiths
was appointed to lead the local authority quality assurance programme and had to step back from
chairing the MAQuA sub-group. All on that group would hereby record their thanks for the leadership that
Cathy brought to the group as Chair.
GSCB Independent Chair Dave McCallum took on chairing the MAQuA sub-group in July 2017. It was
decided that the focus of quality assurance activity during 2017/18 would be on frontline child
protection practice. This would be achieved through multi-agency audits considering identification of risk,
the robustness of decision making at key points in the child’s journey, the involvement of children
and families and the effectiveness of multi-agency working. It was agreed that audits would include the
views of children and parents involved wherever practicable and those of front line practitioners
working with the children and families.
In September, individual member organisations were asked to provide: (a) the performance measures
that they used to oversee their performance in terms of safeguarding children and (b) the internal quality
assurance activity that provided senior management with assurance in relation to the quality of
safeguarding work with children. Every organisation other than the National Probation Service
provided this information. Organisations were able to demonstrate considerable activity. However,
none were able to either provide compelling evidence of the impact of their work or assurance that
their staff were contributing professionally, assertively and effectively to the safety of children with whom
they had contact. A number of organisations have started to address this situation since (e.g.
Gloucestershire Care Services audited their management of child protection strategy discussions in
February and have introduced a number of measures learning from their findings).
MAQuA has been driving the development of the GSCB Performance Report so that it genuinely
informs the Board safeguarding performance rather than the amount of activity being delivered. This
remains work in progress but the quality and reliability of data being produced, particularly by GCC, is
improving.
An self-inspection audit of organisational management of their statutory requirements to safeguard
children (under section 11, Children Act 2004) was conducted at the end of 2017. These were then
critically evaluated at a peer-review workshop event in March 2018.
In February, MAQuA conducted a child protection audit. The process was designed to include
sampling the views of children and practitioners. However, logistical problems meant that the children
were not spoken to and few practitioners were available to consult. The audit found some good work,
some practice that required improved and some that was inadequate. Key learning points were
circulated to contribute to the learning and improvement framework.

Education and Learning – Jane Bee
The Education and Learning Sub-Group had four priorities within its Business Plan for 2017/18. These
were:
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Priority 1: E safety:
The police have addressed all the DSL forums to clarify terminology and that
information will be widely disseminated to schools via a newsletter; Darren Peters (Gloucestershire
Constabulary) has attended the GAPH cluster meeting. It is apparent that there is a lot of information widely
available, for example the media has reported the Diana Award, alerts are available from SW Grid for
Learning and GHLL.
This year we have also worked in partnership with GHLL and Gloucestershire Constabulary to provide a tour
of secondary schools called ‘Is it Worth It?”. This followed the analysis of the Section 175 school
safeguarding audits which gave a clear message that E Safety was schools’ gravest concern. The ‘Is it Worth
It’ tour gives a clear message on sexting, sextortion and the consequences for mental wellbeing and
encourages children to ask the question ‘Is it worth it?” before pressing the send key to send any images. It
uses music and sound, dancing and quizzes to get the message across and young people in Year 9 were
completely engaged.
“Just a massive thank you for funding this program, our students loved it and were really engaged
and learned a lot!” Secondary School. One year 9 pupil when asked what he’d found most useful
said; “I really liked seeing all the statistics, it made me realise how many people this happens to”.
Priority 2: Mental Health and Wellbeing: Fiona Quan reported that 1 secondary school and 5 primary schools
have Mental Health Champions and 75% of schools are working towards having Mental Health Champions; a
Nurture Resilience booklet will soon be available and there is free Mental Health First Aid training. There is
an e-learning package available from CCG and training courses within individual settings. All schools have
now received the Nobody Understands stickers (for year planners) and funding is now available to run the
‘Days Like These’ Self Harm and Resilience projects to secondary schools.
Priority 3: Learning from Serious Case Reviews: Actions are ongoing to disseminate information. All recent
SCRs were discussed at the DSL Forums and lessons learned are woven in to whole school training.
Priority 4: Neglect: The Neglect toolkit is now included in the S175 audit to provide a good starting point to
monitor its future use. Use of the Toolkit and the Abigail SCR is included in whole school training for all
school staff.
Serious Case Review – Mark Power
This report provides an overview of the activity undertaken by the GSCB in relation to Serious Case
Reviews for the period 1st April 2017 to 31st March 2018.
This year the Terms of Reference have been refreshed and relaunched. They have been changed to
become more outcome focused, rather than process driven and seek to focus on identifying best practice
through delivering reflective learning reviews. This includes commissioning learning reviews which may
fall below the SCR threshold, but where an opportunity exists to learn. This is complimented by a
revised commissioning process, where any party is able to submit a case for consideration. This
guidance is openly available on the GSCB website.
Following a review of the SCR response plan tracker, the majority of actions from previous case
reviews have been marked as complete. In respect of the older incomplete actions, it was felt that at the
time of their production they were not specific enough to be meaningful or have their impact measured.
As a result, newly created actions will be far more specific, with clarity as to how the impact will be
measured once implemented.
The Multi-Agency Appraisal of Practice Model (MAAP) was created locally by the SCR Sub-Group in order
to deliver a quality process which focused on systems and understanding identifying why things did
not happen within the safeguarding system. A review of the model has been carried out and small
changes made to the approach. This will now be one of the case review models used within
Gloucestershire.
A new model to deliver one day learning events has been produced and tested. The principle is to select
a relevant theme and work with professionals across the county to consider the key issues and identify
local learning. The initial event considered non-accidental head injuries to young children and was

assessed as being very effective in delivering its learning objectives.
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It is recognised that a new performance framework is required to:
 Record activity in relation to review of cases for consideration
 Assessing the quality of SCRs undertaken and subsequent recommendations
 Assessing the quality of learning events undertaken.
It will be a priority for the group to embed this framework in 2018

Workforce Development
Areas of Success
 Child Neglect Quality of Care Toolkit. A countywide Child Neglect Strategy is in place and the Child
Neglect Conference delivered earlier this year introduced a package of training resources and the
Quality of Care Child Neglect Toolkit. A training workshop on the neglect toolkit is now running in the
localities led by the Early Help partnership supported by the GSCB. The toolkit has led to an
improvement in the understanding of child neglect and early intervention by professionals in recent
months, with an increase of children being referred to CSC and in some cases removed from the family
following the use of the toolkit.
 Collaborative CSE conference. Rotherham survivor as speaker as well as local practitioners
 Development of new reflective interactive workshops
- Understanding roles and responsibilities of key agencies in S47 decision making
- Working together to understand thresholds, multi-agency conferences and core groups
 Roadshows – interactive session in the localities to reinforce the messages around Early Help and
thresholds; and learning from local SCRs
Areas for Development
 QA of single agency training measuring impact and effectiveness of both in-house safeguarding training
and multi-agency training
 Ensuring all agencies are compliant with their single and multi-agency safeguarding training attendance
(S11 and WT18)
 Continuing to land key messages in relation to thresholds and the use of the Levels of Intervention
guidance
 Raising awareness of the restorative approach in the work with families and between professionals
Priorities Moving Forward
 Early Help and Levels of Intervention Guidance, and changes to the Front Door
 Ensuring locally developed tools are widely understood and appropriately used i.e. Neglect Toolkit and
the Adult and YP DASH (GSCB have 6 interactive DASH workshops planned in May– July 2018
delivered by GDASS and GCS coordinated and funded by the Board)
 Ensure links are established and/or maintained with local voluntary sector and faith groups
 Ensure that the GSCB’s policies and procedures are updated following the publication of WT18
 Hold a conference for all safeguarding trainers and managers, to ensure that key safeguarding and
serious case review messages are understood, disseminated and embedded across the workforce.
CSE and Missing Children
Areas of progress.
 There is good progress in the development of a local CSE and Missing Conference. A very successful
conference was held in October 2017. There was a particular focus on the voice of young people. The
day was very well attended and positive feedback received, however the impact of this day needs to be
further understood.
 The new CSE/Missing MARAC has had a positive impact and is considered to be working well. Whilst
still in its pilot stage, Gloucestershire Constabulary and GCC have secured funding to pay for a
coordinator to not only organise and collate information from these meetings but develop the level of

16








intelligence surrounding victims and perpetrators held in order to prevent harm in the future. One key
feature of this has been the attendance by GCC’s Placement Commissioning Team and has supported
the quick identification of appropriate placements for young people who are at risk of exploitation.
We have successfully disrupted perpetrators and one example of this is Operation Armada.
The Monthly CSE/Missing Bulletin has been re-focused and is now being sent out to the partnership.
This helps key professionals and agencies to have an understanding of relevant information across the
County and feedback is very positive.
There has been good progress in that a boys worker is now funded by Public Health in Prospects.
Targeted boys groups have been identified and work is currently looking at a healthy relationships
programme. This remains an area of focus. GCC are in the process of commissioning a Rotherham
Grooming Gang survivor, Ella, to run workshops with staff which supports the development of
identification and support for boys. Ella can offer a programme specifically designed for boys (and only
delivered to boys). This is a 6 week programme that is delivered in schools and has had success in
other areas.
The training of ALL taxi drivers in Gloucestershire has now been completed. This has been a huge piece
of work and a significant achievement.

Key challenges faced and the action taken to resolve:
 Quality of practice with young people is an area the sub-group needs to focus upon. There remains a
lack of understanding of the issues that young people are facing when being or at risk of being exploited.
An updated CSE strategy is being written and will be circulated to GSCB Executive members for
consultation and this will support the sub-group to take actions forward within agencies. The CSE
protocol is being updated in line with the above to ensure that the appropriate steps are followed to
ensure young people are being protected and kept safe.
 A multi-agency case review has taken place in relation to one young person and the learning has been
shared. This supports the need for the sub-group to prioritise the quality of practice across the
partnership. There is a need for professionals to understand each other’s roles to ensure that young
people who may be at risk of exploitation and going missing are recognised as being at risk and
appropriate plans are formulated to ensure they safeguarded.
 The use of language for professionals will continue to be an area of focus as, whilst good progress has
been made in how professionals understand and support victims, there is still a use of works such as
“choice”, which lead to an assumption about the victim. We need to focus the terminology to the
perpetrators and ensure good and collective disruption techniques are fully understood across the
county. There have been recent occasions where terms such as “child prostitute” have been used and
so this evidences the need for more work.
 Multi-agency data continues to be an issue although good progress is being made to develop a shared
understanding of data collection for CSE and Missing between Gloucestershire Constabulary, Social
Care and Prospects. Specific CSE and Missing Data Performance Surgeries have now been set up by
GCC to take place monthly. These are designed to enable a detailed look into specific young people to
support us to understand the complex issues around their situation and as this develops the sub-group
will need to consider how best to take this forward to support a full profile for Gloucestershire.
Challenges remain in terms of how the GSCB is able to measure the impact of its work on improving
outcomes for children and young people in Gloucestershire. Further development of the GSCB
performance framework will enable us to evidence those direct links between improved professional
knowledge, understanding and practice and improved outcomes for children and young people. Our
continued focus must be on ensuring that all our activities are outcome focused, that we understand the
quality of frontline practice and we are able to hold partners to account for the effectiveness of their
safeguarding activities. We know that the quality of practice is inconsistent and that organisations are
continuing to face additional workforce pressures. Our children and young people in Gloucestershire
deserve the best possible outcomes and it is the role of the GSCB to provide support as well as
challenge to ensure that all partners are working together to achieve this and that the workforce is
provided with the skills and knowledge to identify any safeguarding concerns and act in the best
interests of the child and their family.
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Other work undertaken by the GSCB during the year but not included in the Sub-Group reports above
has included:
 Produced a summary version of the Annual Report and Business Plan to highlight the
role of the Board and priority areas for 2017/18.
 Continued development of the GSCB Twitter account, which now has 680 followers
and enables us to share pro-active safeguarding messages to professionals and the
wider general population.
 Sent out 27 GSCB alerts in relation to key issues, updates and learning. There are now
over 3200 individuals signed up to receive alerts, which is a really positive
development.
 Actively supported National CSE Awareness Raising Day on the 18th March 2018
through a poster campaign, media release and social media
 Continued to deliver Chelsea’s Choice to year 8 pupils across Gloucestershire
Secondary Schools. Over 51,000 young people have now seen the play.

1.6 How effective have we been?
GSCB has a statutory role to ensure the effectiveness of work done in the county to safeguard children. A
key purpose of this Annual Report is to provide a rigorous and transparent assessment of the extent to
which this role has been successfully achieved during the last year.
There is considerable evidence within this Annual Report of GSCB activity promoting and positively
influencing the effectiveness of safeguarding work done locally. However, GSCB does not yet have
sufficient assurance either in relation to the performance of local organisations delivering services to
safeguard children or the quality of the services that are being delivered by individual organisations or
collectively. Reports of the Ofsted and HMIC (Her Majesty’s Inspectorate of Constabulary) inspections of
2017 were critical of the quality of responses to children in need of help and protection.
Gloucestershire County Council, Gloucestershire Constabulary and local NHS Trusts are working hard
both to improve the quality of their work and to produce better information on which to judge the
effectiveness of interventions. However, it is clear that, currently, few organisations in Gloucestershire are
sufficiently assured of the quality of their own work to safeguard children and therefore unable to report
this coherently to the Board. There is considerable work being done to address this problem and when the
Board can receive the telling information concerning individual organisational performance that it needs, it
will greatly enhance GSCB’s ability to discharge this important role.
Audits that have been carried out by GSCB in the last year have not included the voice of practitioners,
children or families to the extent that was sought for a number of logistical reasons. Those audits inform us
that almost no work to safeguard children is outstanding, a small minority is good, most requires
improvement and too much remains inadequate. Significant improvements in practice are being seen but
work to safeguard children in Gloucestershire is not yet consistently effective. Inconsistent application of
required levels of intervention, delays in response, insufficient coordination of activity between
organisations and lack of understanding of issues such as neglect and child sexual exploitation still limit
the effectiveness of interventions to safeguard children.
Available evidence indicates that a combination of factors are still preventing the consistently effective
safeguarding of children in Gloucestershire and many of these factors are apparent nationally. There is an
acute shortage of high caliber social workers, children’s social care managers and specialist police
officers/staff. Organisations are struggling to appropriately manage the number of children and families
who need help in the context of rising demand and static or falling resources. In addition, a children’s
workforce with constant organisational re-structuring and frequent personnel changes inhibits the
development of positive intra and inter-organisational relationships and coordination between staff
intervening with vulnerable children.
There is an intensive multi-agency programme of work being undertaken to address the identified areas for
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improvement and build on strengths in Gloucestershire. GSCB will continue to check and test and
influence member organisations over the coming year to provide increasingly telling performance and
quality assurance information to chart progress on the ongoing improvement journey to a consistently
effective safeguarding system.
It must also be recognised that GSCB focus on front line child protection work has necessarily resulted in
less intrusive examination of local activity to intervene early with vulnerable children to promote and
safeguard their welfare. This is critical work because successfully helping these children prevents them
suffering abuse, neglect and exploitation. The rising numbers of children being made subject of child
protection plans and taken into the care of the local authority highlight the importance of this work.

a) Governance arrangements and statutory responsibilities
Working Together to Safeguard Children, 2015 states that “the Chief Executive will hold the
Independent Chair to account for the effective working of the LSCB”. This has been effectively managed
through quarterly contract monitoring meetings between the Chair, Chief Executive of the County
Council and the Cabinet Member for Children and Young People. During these meetings the
Independent Chair highlights positive work undertaken by the Board and its Sub-Groups as well as
areas of challenge and those requiring further development. The Chief Executive and Lead Member
also bring issues of concern to the meeting to seek assurance that the GSCB has sight of the issue and is
taking appropriate action.
Board members were expected to prepare for, attend, and engage in four Board meetings during the
year. There continues to be a wide range of agencies represented on the GSCB and attendance at
Board meetings by statutory Board partners generally remains good. However, although the GSCB
Constitution states that Board members should hold a senior position within their organisations to be
able to act with authority and make key decisions, this is not always the case. This results in issues
having to be revisited before a final decision can be reached and adds to drift and delay at a strategic
level.
A review of Board structures took place during 2017/18 and was informed by a workshop session at the
Board meeting in September 2017. Discussion and debate took place in relation to the size and frequency
of Board meetings, links between district and countywide safeguarding arrangements and enabling
transparency between the Board and the work of the Sub-Groups. After much debate it was agreed that
Board meetings would remain on a quarterly basis, but Executive Committee meetings would reduce from
8 times a year to quarterly. An additional group has been established to oversee the delivery of Business
and Improvement Plans, SCR Response Plans and the GSCB Risk Register. This group, called the
Business Plan Delivery Group consists of the Sub-Group Chairs and is chaired by the GSCB Business
Manager. It is not yet possible to evidence the impact of the revised arrangements. However, the BPDG
has recently reviewed the response plan tracking spreadsheet and identified those actions that can be
closed off and those where further action is needed to be able to evidence the impact on partnership
working and outcomes for children and young people.
The two Lay Members have actively contributed to the GSCB in a variety of ways during the year.
Rachel has joined MAQuA and has provided support and challenge to a multi-agency audit whilst
further developing her skills and knowledge in this area. Shelagh has continued as a Lay Member on
CDOP and has brought a welcomed level of additional challenge to these meetings.
Board members have been supported by a number of senior professionals who act in the role of
advisors and coordinate business support. These include the GSCB Business Manager and the
Gloucestershire County Council (GCC) Head of Quality (Children & Young People).
VCS representation on the GSCB currently comes from Barnardos, although other organisations such as
GDASS, Change Grow Live (CGL), and Young Gloucestershire have been involved in the work of the
sub-groups during the year. We know that a large number of VCS organisations are signed up to the
GSCB alerts system, follow us on Twitter and attend the roadshows and other briefing sessions
arranged by the GSCB but it remains a challenge to how best the Board can hear the views of the VCS in
Gloucestershire and also ensure that they are consistently meeting their safeguarding responsibilities.

b) Quality Assurance
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Each of the Sub Groups has had clear business plans for the delivery of their area of work, aligned to the
GSCB Business Plan. Progress and areas of challenge are reported on a quarterly basis to the GSCB
Executive. However, it is recognised that there is more work to do to fully ensure that the focus moves
from activity to outcomes and that Board members are routinely asking the ‘so what’ question in terms of
the difference their work has made.
The GSCB’s quality assurance process has included the development of a Performance Framework
document, multi-agency audits focused on front line child protection processes as well as continued
development of the GSCB performance dashboard. Although there is a wide range of multi-agency
indicators being reported to the GSCB on a quarterly basis, it has been identified that the focus has
been on measures that tell us ‘how much’, rather than ‘how well’ or ‘is anyone better off’. A review of the
current performance framework has taken place and new indicators have been identified that will be
reported on from 2018/19. These indicators, alongside a range of ‘spotlight’ reports each quarter will
allow for more effective oversight and challenge of frontline practice and the improvement activity being
undertaken in each organisation.

c) Communication and Awareness Raising
Communication activity is currently overseen by the GSCB Business Unit, working with communication
leads in GCC and across partner organisations. There has been a range of communication activity
undertaken throughout the year, including supporting national campaigns such as Child Safety Week and
CSE Awareness Day.
GSCB alerts have been issued to raise awareness of local developments during the year. These have
included the use of the Multi-Agency Request for Service Form; revisions to the GSCB Levels of
Intervention Guidance; launch of the GSCB Neglect Toolkit; the introduction of the online referral portal; the
introduction of the Children’s Practitioner Advice Line and many others.
The GSCB continued to develop its use of Social Media during the year. The number of followers to our
Twitter account has risen steadily throughout the year and now stands at 680. Our next aim is to reach
1000 followers to ensure that key safeguarding messages are shared as widely as possible.
A new ‘Partners in Practice’ newsletter has been introduced during the year. This is produced by GCC on
a monthly basis to ensure that all partners are kept up to date with the latest changes and
developments.
Overall, Board members have worked well individually and jointly to support communication across the
Partnership. However, the Board realises that more needs to be done to ensure that individual learning
from reviews and audits is captured and acted upon and this will be an area of focus during 2017/18.

d) Use of Resources
“Working Together to Safeguard Children, 2015” states that all LSCB member organisations have an
obligation to provide the LSCB with reliable resources (including finance) that enables 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.
The GSCB funding formula continues to be effective in ensuring that the Board has sufficient resources to
be able to meet its statutory functions. Regular financial analysis is undertaken by the GSCB Business
Manager and a quarterly finance report is provided to the Executive Committee. This robust oversight has
allowed for changes to be made to the budget allocation during the year to respond to particular areas of
pressure and/or awareness raising activity e.g. during 2017/18 the GSCB has been able to provide financial
support to the ICON programme which is a national pilot to reduce the incidences of abusive head trauma.
The Board and its Business Unit worked hard throughout the year to keep its costs down and this has been
evidenced by the fact that once again the budget shows a small underspend for 2017/18.
The GSCB is supported by a full-time Business Manager. The GSCB is also supported by a full time
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administrative post, a GSCB Business Support Officer and a Training Manager.
The GSCB budget was set by estimating costs and agreeing a funding
formula, where partners agreed what percentage or fixed amount they
would contribute.
A separate funding formula was agreed for training, in a way that
secures current training provision in a sustainable way, but that has
further reduced costs of training for agencies which contribute to the
running of that training.
Contributions to resourcing the work of the Board were as follows:
Organisation
Local Authority

Researched Range of
% Contribution
31-77%

% Recommended to
the GSCB
69.1%

Commitment Made

Health (CCG)

8-40%

19.6%

£54,530

Gloucestershire
Constabulary
National Probation
Service
BGS Community
Rehabilitation Company
CAFCASS

0-20%

10.2%

£28,280

1-6%

0.6%

£1,718

1-6%

0.4%

£1,000

0-1%

0.2%

£550

£192,174

£278,252
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2017/18 Budget:
Funding the GSCB Statutory Functions and Business
Plan
GSCB Business Plan Priority One: Sustaining and
Improving the Board’s effectiveness.

The Cost Elements That We Planned For

Work of the Independent GSCB Chair; Lay Members;
Catering & Venue Hire; GSCB Business Support Staff
activity, salary & training; travel; office costs

Original
estimate

Spend

£203,189

£204,870

Statutory Function: Communicating the need to safeguard
and promote the welfare of children and participate in local
planning

Shared learning events and communications

£5,139

£1,466

Statutory Function: Undertaking a Serious Case Review
where abuse or neglect of a child is known or suspected, a
child has died, or been seriously harmed, and there is cause
for concern as to the way in which the authority, their Board
partners or other relevant persons have worked together to
safeguard the child.

Serious Case Reviews; Other Case Reviews

£28,000

£13,345

Statutory Function: Developing local policies and
procedures as specified in the regulations for how the
different organisations will work together on safeguarding and
promoting the welfare of children.

Contribution to the South West Child Protection
Procedures

£1,100

£1,041

Statutory Function: Reviewing the deaths of all children
who are normally resident in their area and put in place
procedures to ensure that there is a coordinated response by
relevant organisations to an unexpected death of a child.

Staff costs for the Child Death Review Process and
administration; research support from the University
of Bristol

£34,824

£33,032

£6,000

£12,995

£278,252

£266,749

Awareness Raising (including GSCB contribution towards
ICON Programme)
Totals
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e) Involvement of Children and Young People
At the 2018 GSCB Roadshows, Ambassadors demonstrated a labelling exercise using labels that had
described two of the Ambassadors over the period of their life, in care, and since.
This was to demonstrate that…
 Young people are labelled and over assessed negatively which massively affects how
young people feel about themselves and the world around them
 Services are quick to label, judge and oppress young people. It is important for services
to understand that just because people are part of a system they are still people first
and shouldn’t be seen as cases, numbers or subjects.
 From personal experiences the group feels that labels affect emotional wellbeing and that
young people need to create their own labels and their own futures without the negativity
that services surround them with
These are the things that Ambassadors wanted people to think about…





Think before you write things down about a child or young person
These labels will stick and will have an impact on the child or young person
Think of the reasons behind a child’s behaviour
Most importantly, listen to the child and make sure you get the voice of the child!

“I think the GCSB Roadshows are a fantastic opportunity to really emphasise what the participation team
do and to promote the voice of the child. Our role is to educate social workers as to the underlying issues
surrounding children such as labelling and the impact they can have on the rest of that child’s life. I
received a lot of positive feedback which was extremely rewarding. One social worker suggested that
they had never seen a presentation done in such a visual manner and it was really interesting”.
Luke (Ambassador)
“ It was a good exercise. A lot of people came up to me afterwards at the Roadshows and people I’ve seen
around since. They said it had been a really big eye opener and it’s made them think a bit more about
words they use when writing reports. The child can see these at some point. The labels I had included
‘Druggy’ and ‘Offender.’ We wanted people to think about the reasons for behaviour and look behind the
label.”
Eliza (Ambassador)

f) Training – Quality and Impact
The GSCB continues to deliver multi agency training which is widely considered to be of a consistent
and high quality. The demand for courses remains high in particular the child protection one day and
half day courses and the advanced practitioner two day course.
Last year (2016/17) we trained 3,390 delegates over 169 courses; this year we trained 3,787 over 176
courses through our 2017/18 training programme.
In addition to the multi agency training programme, the GSCB ran a Child Neglect Conference (May
2017) which launched the ‘child neglect toolkit’ and an Annual CSE conference (October 2017) in
collaboration with Children Social Care and Gloucestershire Constabulary featuring a survivor of CSE
from Rotherham.
A GSCB Joint S:47 enquiries workshop delivered by CSC, Gloucestershire Constabulary and Health
will continue to be run every quarter. The Annual GSCB Roadshows (February 2018) ran six
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countywide events which highlighted the learning from our local SCR’s and reinforced the importance
of understanding thresholds using reflective interactive workshops.
In this year alone, we have trained 4,390 staff across all of these GSCB multi agency activities.
Quality and Impact
The members of the Workforce Development subgroup (WfD) are continuing to devise ways of measuring
the impact of training on staff practice i.e. members are actively encouraging staff to complete the 3
month feedback returns sent out after multi agency training, in order to improve return rates from a low
20% to a mid 50% and to capture evidence of training impact. The training booking system has been
improved merging information on delegates with their line managers so organisations can be dip sampled
for information on the impact of training and to challenge where 3 month returns are low.
The newly formed Quality Assurance working group have started developing tools to measure training
impact i.e. for in-house safeguarding training a ‘Spine’ of impact questions for partner agencies to test
their staff on their safeguarding skills and knowledge current themes, knowledge of SCR’s and to identify
staff/groups/settings who are struggling. An Individual Learners Action Plan based on the Research In
Practice (RIP) model has been piloted in the multi agency training; delegates log actions taken as a result
of the training to discuss in supervision. The WfD will randomly select staff across all agencies to
evidence how they have applied the skills and knowledge learnt into practice but agencies can do their
own check and challenge.
The GSCB training programme is constantly being reviewed to consider different methodologies to apply
learning into practice; as well as incorporating learning on the improvement work following the Ofsted
inspection and on-going learning from SCR’s.
Further information about the courses delivered over the last year and the numbers of staff attending can
be found in Appendix 3: Training Activity during 2017/18.

1.7 Effectiveness of Partner Safeguarding Arrangements Throughout the Year
This year, the GSCB have asked statutory safeguarding partners to provide an overview of the
effectiveness of their safeguarding arrangements over the past 12 months.
Single Agency Report - Gloucestershire Constabulary
Key achievements
 Twelve month Child Protection awareness campaign and training plan - Operation Guardian launched October 2017. Five hundred Officers have so far received ‘voice of the child’
immersive training. Op Guardian web page and forum launched by ACC Moss, providing tactical
advice and links to resource material. Cadre of geographical ‘safeguarding leads’ are now in
place across the organisation, driving up standards and providing advice to teams
 Increase in the quantity and quality of VIST submissions. Steady increases in VIST referrals into
the MASH: in line with national trends, an upwards trajectory of referrals is predicted over the
next three years. We have seen good examples of officers recognising ‘children at risk’ out of
context (dealing with a non-child related incident).
 Joint Police and Children’s Services BAE analytics pilot moving to next stage, following
successful Proof of Concept. The project will provide a valuable research tool and early
identification of children at risk
 Links between the new Local Policing Missing Team and CSE Public Protection Team
continue to strengthen with good management and partnership working. The correlation
between Missing and CSE drives business, effective trigger plans for high risk individuals are
reviewed and updated, and Multi Agency Planning Meetings continue to evolve after positive
feedback from HMIC that they were “a positive step change”
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Priorities for the year ahead
 Ensure the relocation of the MASH from police premises to Shire Hall takes place on/before
target date of September 2018. This will align multi-agency triage and decision makers, Police,
Children’s Services, Health, and Education with the ‘front door’. A proposed new pathway model
for all referrals has been proposed which will remove drift and delay. This will be piloted prior to
the formal move
 An uplift of seven detectives into the Child Protection team was agreed in February 2018, along
with the creation of three decision maker posts and one admin support officer for the MASH. This
additionality will provide much needed resilience
 Following an initial pilot, the Constabulary has adopted a CP ‘Quality Assurance Audit framework’
across the organisation. Managers across the Constabulary audit individual/team performance
with a view to driving up standards through identified learning. Criteria categories are VIST
submission; recognition and referral of CSE/missing persons; crime standards; and effective use
of Police Protection Powers.
Areas for Improvement
 Evolve performance data/metrics. The current ‘dashboard’ is in its early stages and needs to be
developed to allow mangers across the organisation to really understand and use data. The
Continuous Improvement Team is developing improvements, to show timeliness and quality for
referrals, crimes, strategy meetings, case conference attendance, CP medicals, and video
interviews
 The Constabulary recognises that ‘standards of investigation’ is an area that requires further
development. Specifically in relation to supervisors setting initial investigative strategies,
timeliness, and supervisory oversight and review. There are also further issues around officers
complying with the Victims Code and recording safeguarding decisions. This improvement
must include the multi-agency rapid response to Sudden and Unexpected Deaths of Children
in order to comply with standards set in the Kennedy Report 2016.

Single Agency Report - Gloucestershire County Council
Gloucestershire County Council’s Children’s Services were graded as inadequate in March 2017
and since June the county have been subject to a Department for Education Improvement Notice.
An external Improvement Partner has been appointed by the Department for Education to oversee
our improvement work. GCC are also subject to quarterly Ofsted monitoring visits and have
undertaken two monitoring visits in September 2017 and January 2018. An Improvement Plan was
submitted to Ofsted and the Department for Education in September 2017 and is currently being
refreshed to reflect the progress that has been made and refocus on key areas of practice.
Key Achievements
One Front Door – We have reviewed our arrangements for receiving referrals from partner agencies
and reduce the time it has taken to make decisions. Through our One Front Door project we have
created a new Professionals Help-Line, brought our social care and early help services together so that
we can ensure children and families receive the most appropriate service. We have launched our online multi-agency assessment form so that we receive consistent information from our partners. As a
result of this work we are making more decisions within 24hrs of receiving a referral so that children are
seen and risks assessed.
Quality Assurance and Performance Framework – We have made fundamental changes to our
quality assurance and performance framework so that we are better able to understand our strengths
and weaknesses and how these impact on children. As a result we do not have large numbers of
unallocated cases, children are seen within timescales and we are seeing some improvements in the
quality of work undertaken with families.
Strengthening Our Practice – We are working hard to strengthen our safeguarding practice in
Children’s Social Care and whilst this will take some time we have the building blocks in place to help
us achieve this goal. We have restructured our services so that we have smaller teams who will work
with a smaller number of families, this will ensure that managers can maintain good oversight of
children, social workers can undertake more direct work and this in turn should lead to better
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for children. Gloucestershire County Council has invested £5m to develop a new career structure for
social workers, enabling us to recruit more experienced staff, and in addition they have invested in
technology to reduce administration so that our focus can be on families.
Ambassadors – Our ambassadors continue to help us to hear the voice of children and this year they
undertook a project to talk to children in need about their experiences of our services. This was the first
time we have heard directly from this group and the findings are helping us shape our work with children
and young people.
Areas for Improvement
Children’s Social Care improvement work will take a further 18 months to 2 years. Whilst the building
blocks are in place we need to see this work translate into effective work with children and families. We
are seeing an improving picture but we recognise that there is still a lot of work to do. The Improvement
Plan has been refreshed and the Improvement Board will continue to oversee this work.
Priorities
 Recruitment & Retention – We are now starting to recruit our permanent team and this will
be critical to our long term success.
 One Front Door Project – We will bring the MASH together with the contact centre creating a
single team to manage referrals and speed up our response.
 Safeguarding Partnership –The effectiveness of our multi-agency response to children at
risk improves.
 Focus on practice – Our Social Work practice and management oversight needs to improve
and we have a comprehensive training and development plan in place to support this.
 Children at risk of exploitation – We have found over the last year that some of practice in
relation to children who go missing or are at risk of sexual exploitation could be improved, we
also recognise that there are new an emerging risks that we need to work with partners to
address.
Outcome for our children in care – We want to ensure that all children in care have a stable home
where they can grow and develop. We know that outcomes for some of our young people needs to
improve and this will be a focus for our IRIS project.
Single Agency Report - Gloucestershire Care Services
Children in Care Nursing Service - Key Achievements
In 2017 Gloucestershire Clinical Commissioning Group (GCCG) agreed funding for the recruitment of an
additional 3 whole time equivalent nursing posts for children in care. 4 part time nurses were recruited at
the end of 2017 with the help of an Ambassador; the team was fully established from January 2018. The
specialist and designated nurses for children in care will work with the new nurses to support and
develop the team and the service, with the aim of improving health outcomes for our children in care.
We will do this by:
 Ensuring that each child has a nurse allocated to them and that they and their carers know
who this is and how to make contact
 Ensuring that the nurses will ‘follow’ children if they move placements to ensure that
information is shared and recommendations are actioned
 Ensuring that children receive high quality statutory health assessments in a timely way
 Ensuring that the care plan is informed by the most recent health assessment
 Ensuring that health plans are reviewed between assessments
The team have also been given permission for access to GCC’s Liquid Logic system, this should help with
information sharing and should enable the nurses to document the name and contact details of the child’s
nurse so that it is clear to colleagues in GCC who this is.
Children in Care - Areas for Improvement
Health Passport – a health passport is issued to children in care from around the 16th birthday. The
content and format of the current version has been revisited in consultation with the CiC council and
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Ambassadors and a new version of the passport has been developed. Ideally, this will be given to the
young people by the nurses (face to face) from around their 16th birthday, so that there is opportunity for
discussion (i.e. about the impact of past experiences and family history on their future health).
Health Assessment Video – we are in the process of producing a video for children about the statutory
health assessment (why it is needed, what happens and what happens afterwards). The CiC council and
a care leaver have been involved in this and when finished the video will be published on You Tube to
increase accessibility to information about the assessments to all children in Care.
Health Related Performance Data – there have been concerns raised by the designated doctor and
nurse (for CiC) about the accuracy and timeliness of health related performance data. Access to the Liquid
Logic (GCC system), should enable recording of more accurate and timely information.
Children in Care - Priorities for the year ahead
 Supporting and developing the new nursing team and service
 Improving performance for health related activity (i.e. % of RHA’s up to date)
 Improving the accuracy of health related data including access for the team to GCC’s Liquid
Logic system
Revisiting the SDQ process to align it with RHA
Safeguarding Children - Key Achievements
We have had two new Specialist Nurses for Safeguarding Children join the team in May, along with
appointment of new Named Nurse as head of service in September. As a team we continue to meet
weekly for peer support and communication regarding service delivery as we aim to give consistent
support to GCS staff across the localities. The Named Nurse has developed monthly QA (quality
assurance) meetings which focus on improving issues regarding quality, such as focusing on CQC key
lines of enquiry, trust CORE values and audit work.
Two audits have been completed with regard to quality of MARF referrals into Children’s Social Care and
Strategy Meetings. Both these have been presented at MAQuA sub group and support the GSCB
Improvement Plan.
Section 11 Audit self-assessment has been completed and peer reviewed at Executive sub group.
The peer assessment review of ratings feedback has not been received yet; however the selfassessment audit highlighted 4 areas for partly met, the remainder were fully met.
One area assessed as being partly met has been addressed within the new model of safeguarding
supervision for all GCS staff that work with children commenced 1st March 2018. This involves providing
sessions for nearly 600 staff on a quarterly basis, to staff groups such as health visitors, school nurses,
community nursery nurses, occupational therapists, physiotherapists, speech and language therapists,
complex community nursing teams, immunisations team, staff from MIIU’s, dental and sexual health
staff. The SNSC team received bespoke training in order to facilitate effective group supervision
sessions open to all multi-professionals in groups of no more than 6. This is providing an opportunity for
rich discussion and a refreshing way of directly improving outcomes for children by supporting and
empowering staff. Staff book through individual Electronic Staff Record portal which captures
compliance.
To improve data collection and tracker systems we have introduced a Learning Assurance Framework
Tracker which enables evidence of dissemination of any practice improvements, incidents,
recommendations from SCR’s and single agency actions from GSCB Improvement Plan. A revised
scorecard is in development to include number of submission of the MARF form to Children’s Services
and numbers of escalations to any agency. We introduced the data collection mechanism from August
2017; therefore these statistics are as follows for period August 17 to March 18.



Numbers of referrals to Children’s Services – 82
Numbers of times escalation policy invoked – 79

The Learning Assurance Framework tracker is being presented at the next MAQuA subgroup meeting The
developments within GSC and GHNHSFT have enabled an effective and robust process of information
sharing going directly out to Public Health Nurses and have enabled the Paediatrics Liaison
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Health Visitor to focus on MIIU’s in terms of safeguarding practice.
Safeguarding Children - Priorities for the year ahead
 Spotlight on Children event is planned for 6th June 2018 for maximum of 150 GCS staff where
presentations and workshops are to be delivered
 Improving data collection including levels of escalation and outcome
 Ensuring group supervision outcome focused data is captured to determine improvement in
children’s lives
 Domestic Abuse single and multi-agency training packages developed and delivered
 Attending Abusive Head Trauma steering group as part of national pilot for prevention of abusive
head trauma
 Focus on 2 Serious Care Reviews commissioned so far, with large number of children involved
 Audits planned in areas of MIIU’s and MARF submission, Strategy meeting attendance
 MARAC, MASH and Front Door developments

Single Agency Report - Gloucestershire Hospitals NHS Foundation Trust
AHT (Abusive Head Trauma) Prevention Programme.
As part of the Better Births Prevention Stream the Safeguarding Specialist Midwife has worked with the
Comms team to support the AHT Prevention Programme, designing a poster and planning social media
coverage on prevention of AHT (Shaken Baby Syndrome). We are also hoping to produce a patient
leaflet if funding allows.
An article in Outline Magazine explaining the acronym ICON was in the February edition of
Gloucestershire’s Trust magazine to raise the profile of the programme.
The Better Births Prevention work stream is linking with the Countywide Steering Group and the National
Programme to ensure that the same message is being disseminated across the country. The prevention
programme will be launched as part of Child Safety Week commencing the 2nd June.
Audit of all children under 1 year attending ED between June 2016 and May 2017 with long
bone fracture, skull facture, head trauma.
234 with significant injury
34 with the most serious injury were reviewed in detail.
Learning was shared across partner agencies and incorporated in mandatory training within GHT.
Changes in practice have been identified as a result
All babies with these injuries are to have a safeguarding assessment as routine using a review of
information held by social care and primary care to inform the assessment
The development of a Safeguarding Administrator role has facilitated:
 Development of the Safeguarding the Unborn Database for Maternity Services which provides
enhanced monitoring of activity and oversight of outcomes for children
 A safeguarding children and young people data base is under development to provide enhanced
visibility of safeguarding activity across the Trust and facilitate monitoring and reporting of activity
and oversight of outcomes
 A safeguarding dashboard of safeguarding process and outcomes has been developed, but
needs further work to identify RED flag thresholds. The dashboard will be reviewed by the Trust
Safeguarding Strategy Group on a regular basis and information collated will help to inform the
GSCB performance report.
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Development of a Safeguarding Specialist Paediatrics Nurses to support the following:
Emergency Department:
 Review of Paediatrics liaison forms to ensure the correct course of action has been taken, with
referral back to ED staff to action/facilitate any outstanding referrals etc.
 Review ‘parents as patients’, ensuring any issues have been addressed.
 Audit safeguarding assessments, feeding back to staff where these have not been completed.
Address any individual learning needs.
 Review teenage pregnancies and ensure they have a referral in place.
 For any child deaths that have occurred, ensure an incident report has been completed and
any safeguarding concerns have been addressed. Offer staff supervision/support.
 Liaise with the band 6/7 on duty to contact social care if required for any outstanding issues
from the night. Providing assistance and guidance where required.
 Support supervision
Paediatrics:
 Oversight of the day, and the previous night for safeguarding.
 Obtain this information either through attending the handover or liaising with the coordinator.
 Establishing if any MARF’s were made, ensuring there is help to complete these if this is
outstanding.
 Liaise with the senior nurse in PAU.
 Audit quality of referrals, i.e. CSE referrals.
Offer supervision
Safeguarding Supervision
Safeguarding Supervision has been further developed across the Trust to ensure staff have access to
regular open drop in sessions

Single Agency Report – Barnardo’s
Key Achievements
Our teams across Gloucestershire experienced high levels of change during this year as services
were recommissioned by Gloucestershire County Council. Barnardo’s currently manages on behalf of
Gloucestershire County Council the countywide Advocacy Service for Children and Young People,
delivers Targeted Family Support and manages 10 of the Children and Family Centres across
Gloucester City and the Forest of Dean and Stroud Localities, five Early Education and Nursery
settings across Gloucester City and the Forest of Dean. Barnardo’s also works in Change, Grow,
Live to deliver Systemic Family Psychotherapy to local families and Arts Therapy to the children of
families accessing the Community Drug and Alcohol Recovery Service. Throughout this period of
change for our teams they have remained focused on achieving positive outcomes for children and
young people.
The safety and wellbeing of children is at the heart of all we do. All Barnardo’s teams have a
dedicated Safeguarding Lead and our work in Gloucestershire is also supported by a county
Safeguarding Lead who links with Barnardo’s regional and national Safeguarding Boards.
Barnardo’s has committed and maintained high engagement and participation at all levels in relation to
Safeguarding in the county including regular participation and attendance at the Gloucestershire
Safeguarding Children Board, Locality Safeguarding Advisory Boards, Child Protection Conferences
and Multi Agency meetings. Our Children and Family Centre teams have the highest recorded level of
engagement at Child Protection Conferences of non-statutory organisations which evidences their
commitment to children’s safety and wellbeing.
Over and above the routine participation at the GSCB facilitated multi-agency Safeguarding training
events, all Barnardo’s staff working in Children’s Services complete additional
Barnardo’s
Safeguarding training Core 1 and Core 2 derived from the Tony Morrison’s model facilitated in a class
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room environment to promote the most effective learning experience. Those with a management or
leadership role also complete an additional 3 day module specifically focusing on Supervision and
Managing Risk. These learning and development programmes are monitored and audited regularly to
ensure learning is put into practice. All Barnardo’s staff in Gloucestershire have completed the GSCB
multi agency Safeguarding training in addition to those mandatory requirements of Barnardo’s.
Areas for Improvement
We will continue to work with colleagues at GCC, both in Commissioning, Families First Plus and
other Early Help providers, to support the further development of systems to enable the effective
capture and analysis of data to ensure that outcomes for children are effectively evidenced and all
needs are met.
Priorities for the year ahead
Participation of children and young people continues as a key theme across all our services. We are
continually looking at ways to improve and increase the participation of children and young people to
influence the decisions that are made about them and the services they access and to ensure their
voice is heard. We will work with colleagues to monitor and assess the progress made towards
achieving the Quality Assurance Framework.
Barnardo’s is investing in training for all staff to increase the awareness and impact of Adverse
Childhood Experiences (ACEs). Barnardo’s staff and services in Gloucestershire will work together
with all partners and stakeholders in order to support the achievement of Gloucestershire County
Council’s Improvement Plan.
Single Agency Report – 2gether NHS Foundation Trust (2getherNHSFT)
2getherNHSFT (2g) Foundation Trust continues to play an active part and is fully committed to multi
agency working, with all partners of the Gloucestershire Safeguarding Children Board, in order to
promote the welfare and protect children from neglect and abuse.
Key achievements 2017/18
2gether has continued to improve the take up of training for safeguarding children using a ‘Think Family’
approach (internal single agency- level 2) and multi-agency (level 3) training. This involved increasing the
availability of level 3 training, jointly run with the County Council.
Staff working with children have received improved access to internal safeguarding supervision via the
Trusts’ Safeguarding Team and Named Doctor. This is modelled on Reflective Practice as advocated within
Children’s Safeguarding and NSPCC recommendations.
In line with the GSCB objectives, 2gether has shared learning from Serious Case Reviews and other
learning models; from Multi Agency Audits and ensured all communication from GSCB is disseminated to all
staff in the organisation. 2gether has focused on Child Neglect, Domestic Abuse and Sexual Violence,
Perinatal Mental Health and the Prevent agenda.
2gether has actively participated in GSCB and sub group activity. This has included facilitating learning
events (Practice Learning Reviews) and front line staff keenly partaking in learning events/audits.
Areas for Improvement
2gether has fully engaged with, and support GSCB with its Improvement plan following its Ofsted
inspection. This has included promoting ‘Levels of Intervention’, Information Sharing and
Professional Challenge guidance.
2gether will be completing internal audits to assess improvements in recording/documenting
Safeguarding activity on RiO. It will also continue to work with GSCB to improve data collection to and
from Childrens Social Care.
Priorities for 2018/19
2gether plan to continue working in partnership to improve overall safeguarding activity. This will involve
participation in all sub groups, focusing on learning from multi agency and internal single agency audits;
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learning from Domestic Homicide Reviews, Safeguarding Adult Reviews, Serious Case Reviews
and other learning models (e.g. Significant Incident Learning Process).
2gether will continue to increase the provision of safeguarding supervision to teams working with
children and adults. It will also continue to update the ‘Think Family’ training (level 2), improving
take up of Level 3 multi-agency and Health WRAP (Workshop to Raise Awareness of Prevent)
2gether looks forward to continually improving practice with partner agencies to ensure outcomes for
children improve. Safeguarding Children and Adults remain a priority in the delivery of Mental Health
services, irrespective of financial demands and constraints in the current economic climate.
Quality Assurance
2gether will continue to provide assurance to the Board that Safeguarding Priorities are in line with best
practice and evidences positive outcome for families.

Single Agency Report – NHS Gloucestershire CCG
GCCG is committed to ensuring the needs and safety of children are paramount in all areas of
healthcare activity. We understand our shared responsibility and our commitment to seek
assurances that our county’s most vulnerable children are effectively safeguarded by all health
partners. GCCG maintains an active and engaged role as a member of our LSCB, working to
provide clinical expertise and strategic advice through the CCG key leadership roles; Designated
Doctor, Designated Nurse Safeguarding Children, Designated Nurse Children in Care, Named GP
and Specialist Nurse Safeguarding Children
Key Achievements
 GCCG Safeguarding Lead initiated a CCG funded one year programme of externally facilitated
group supervision currently in place for Named Nurses from all 3 Provider Trusts (adult and
child).
 Designated Doctor has a lead role for health to address the work of Adverse Childhood
Experiences, supported by CCG, GSCB and the Health and Wellbeing Board.
 Primary Care forums (GP and Dental groups) are consistently well attended by Safeguarding
Leads from across the county. The meetings are facilitated to be interactive, ‘hot topic’ focus
and work to engage GP / Dental colleagues with key partner agencies.
 Exceptional attendance at GSCB Level 3 multi-agency training from General Practice (271 GPs
and Practice nurses in Q3 and Q4) supported through GCCG and GCC planning and
collaborative approach.
 GCCG Safeguarding Team ensured (GP Practice based) Clinical Pharmacists (30+) received a
multi- agency safeguarding children (and adult) training day in collaboration with GSCB
approved trainers.
Areas for Improvement
 GCCG Strategy for Safeguarding Children will be updated. This will reflect new legislation and
updated statutory guidance as well as details of the CCG strategic Safeguarding priorities.
 The Strategic Safeguarding Children Health Group will enable a single area focus on
safeguarding children. GCCG is seeking clear and defined assurances from all health providers
in order to better evidence the quality of work that health undertakes with children where there
is a safeguarding concern. With Designated professionals form the CCG and Named
professionals from Provider Trusts and wider health representation, the group will provide
quality assurance data to the GSCB.
 Evaluate the Primary Care training activity and Safeguarding Forums, and evidence (through
audit) the application to practice and impact on improving outcomes for children.
 Seek feedback from children and families from Provider organisations commissioned by
GCCG to inform quality assurance and service improvement.
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Priorities for the year ahead
 GCCG role in managing contracts aims to ‘localise’ the agreement with Health Providers and
hold each to account through this monitoring and assurance process.
 CCG Executive Nurse and Designated Professionals will continue to support the work of the
Improvement Plan, building relationships with newly appointed Director of Children Services
and GCC team.
 GCCG will lead the Strategic Safeguarding Children Health Group with a single area focus on
safeguarding children. This Group will provide challenge, discussion and scrutiny over an
evolving health safeguarding dashboard, as well as identify key practice and performance
areas requiring improvement, providing quality assured health data to the GSCB.
 Designated Professionals will continue our commitment to training and development across the
Gloucestershire Health economy (guided by ICD 2014), understanding and learning from
Serious Case Reviews, and seeking assurance that this activity will have a positive impact on
safeguarding children.
Single Agency Report – NHS England
NHSE National Safeguarding Priorities March 2017-2018
1. Domestic Abuse - Joint Targeted Area Inspections have a focus on Domestic Abuse. NHSE
South Central supported the National Campaign to raise awareness of DA particularly around the
issue of coercive control. NHSE has worked in Partnership with Safeguarding Boards to put on
learning events on DA linked to Domestic Homicide review.
NHSE South Central also worked in Partnership with AAFDA and the 2gether NHS Foundation
Trust to facilitate a conference for Multi agency Professionals ‘Making Families Count’.
2. SARCs – NHSE South Central continue to work with Health and Justice Teams to gain assurance
that SARCs are compliant with their safeguarding duties. NHSE has commissioned a bespoken
piece of work to audit safeguarding assurance in SARC services. This work is due to be
completed by September 2018. The audit will be written up and the outcomes will be reflected in
the 2018 NHSE South Central safeguarding work plan
3. CSE/A – Work continues across South Central following high profile cases. NHSE worked with
Safeguarding Boards and CCGs to look at pathways of sexual health services and psychological
services available for survivors who disclose. IICSA continues nationally – first report of survivor
accounts in Truth project has been published.
4. Safeguarding reforms – Nationally some areas are starting to align boards to STP footprints
and joining children and adults board together. Locally arrangements for safeguarding Boards
have not changed.
5. Neglect – Continues to be key theme in both adult and child safeguarding board’s priorities, in line
with national steer.
6. Stalking - NHSE South Central participated in a stalking workshop held locally in Gloucestershire
7. NHSE South Central hosted 2 Regional Adult Safeguarding Conferences for Health and Partner
agencies. The conferences were well attended and evaluated extremely positively. A variety of
relevant safeguarding topics were covered, including; Prevent, Doorstep crimes, scams and
consumer vulnerability, MCA and DoLs updates, Domestic Abuse versus Carers Stress, hoarding
and the voices and status of family members following fatal domestic abuse.
8. PREVENT - NHSE has produced a PREVENT mental health guidance and new e-Learning
package which is now available. The guidance is aimed at providers of NHS mental health
services and contains information applicable to mental health professionals who work within
them.
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Single Agency Report – Gloucestershire Youth Support Team
Key Achievements:
 The Youth Support Team has completed a full refresh of risk management policies, procedures and
processes. We now have very clear and current documentation in place, quality assurance has
been strengthened, policy and guidance have been reviewed and there has been a full review of
the Service Risk Register has been completed.
 Base Risk assessments have been rolled out and are starting to embed within the service.
 Performance and KPI measurement and monitoring has increased across the Service, and as a
result we are seeing an improvement in a number of areas.
 The organisation continues to be regularly represented, and is an active participant, at
safeguarding forums, meetings and child protection conferences (if invited).
 The Youth Support Team successfully passed the ISO9001 external audit (Assessment of
Quality Systems/Management), with no non-conformities. Prospects as a company passed the
audit.
 Prospects has achieved Investors and Leaders in Diversity.
Areas for Improvement
 All Safeguarding training completion is tracked and reminders are sent to staff when training is
due. However, we need to strengthen the oversight of the completion of evaluation forms – as
agreed via actions agreed by the GSCB WFD sub group. We are waiting for the set of questions
that the GSCB agreed to put together so that all agencies are using the same questionnaire. We
have a student in May for a month who will be tasked with doing some evaluation work and will
contact our practitioners who have recently competed safeguarding training to assess impact.
 Safeguarding is monitored via QA and supervision processes; however this does not routinely
include the impact of training. This will be addressed via actions agreed at the WFD sub group.
 Information relating to referrals to the LADO needs to be further understood and analysed to
ensure intelligence available is maximised.
Priorities for the year ahead
 New Quality Assurance Framework - We will be implementing the new integrated
Performance Management and Quality Assurance Framework which has been developed
following the Ofsted inspection of services for children in need of help and protection, children
looked after and care leavers. It builds on and replaces the two previous, separate
frameworks, setting out the integrated approach we will take to quality assurance and
performance management of Children’s services in Gloucestershire, in order to help establish
and embed clear standards for the work we do with children and families and to provide
managers with effective oversight of those standards.
 BASE – During April we will be implementing the new BASE assessment forms within Youth
Support. This will provide a more robust and consistent approach for the YST to further
strengthen practice around risk and resilience
 Voice of the child – We will be continuing to develop and trial new methods of obtaining the
views and feelings of the young people we work with, in order to make improvements where
needed.
Single Agency Report – BGSW Community Rehabilitation Company
BGSW CRC supervise approximately 1200 adult offenders across the county of Gloucestershire. We
supervise people who have been assessed as being low and medium risk of serious harm.
A significant number of our cases have offences relating to Domestic Abuse, Substance use and Mental
Health. Due to the complexity of the risk and needs of our Service Users Safeguarding is a pivotal issue.
Risk Assessment and Risk Management processes occur immediately after sentence and need to be
completed within 15 days of release or commencement of Court Order. These assessments which focus
on Safeguarding and Domestic Abuse have been completed in a timely manner in 96% of all cases.
In order to focus on continual improvement of the quality of these assessments all Offender Managers
have attended workshops from January to March 2018. These workshops explored all aspects of Risk
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Assessment and Management as well as Enforcement to ensure that those not engaging are returned to
Court appropriately.
We have also recently launched our on-line internal Safeguarding Training for all Offender Managers
across the South West which will need to be completed during the coming 12 months. BGSW has also
just commenced delivery of a Children and Families Rehabilitation Activity Requirement which is a five
session group work programme exploring the impact of offending on children. Objectives are to help
service users understand that their individual offending and circumstances can impact upon their children’s
wellbeing and development and to assist service users in recognising and taking action on how they could
improve their parenting skills. Sessions cover what makes a good parent, identify areas for change and
linking parenting to specific areas of offending.
Priorities for the year ahead will be to embed the Children and Families RAR, to continually develop the
quality of Risk Assessment and Management and for all OMs to complete the on-line Safeguarding
training.
Single Agency Report – Stroud District Council
Key Achievements
 In-house Awareness Training level 2 workshop delivery continued for all new starters – well
co-ordinated and effective and staff following in-house procedures and raising any concern
issues in timely manner, mindful of placing the needs of the child/young person and their
parent(s) at the centre of discussion.
 Completed TNA Section 11 Audit for 2017/18, ratified as a very good, honest and appropriate
document by GSCB Business Manager. As a result, SDC has created a thorough Improvement
Action Plan for 2018/19.
 Co-created new generic Safeguarding Policy with Gloucester City Council for the District
Safeguarding Group to use
 Co-created new generic Quality Assurance (QA) Framework with Chelt BC (based on
Gloucestershire Constabulary QA) for District Safeguarding Group to use
Areas for Improvement
SDC In-house Safeguarding Group to use new QA process to add more structure re: check and
challenge, discuss learning from SCR’s, training requirements and feedback.
Priorities for the year ahead
SDC Improvement Action Plan 2018/19 complete all actions in-house Safeguarding Group to meet
quarterly and follow newly created QA framework
Single Agency Report – Forest of Dean District Council
Key achievements
During the year the Council’s safeguarding procedures were subject to an internal audit inspection.
This provided a ‘Reasonable’ assurance rating. The exercise highlighted:
 staff awareness of Safeguarding is high
 Detailed Safeguarding information is available to staff intranet
 Evidence was found to support the embedding of Safeguarding into contracts, where relevant, and
continued monitoring
Areas for Improvement
The audit referred to above has identified a number of areas for improvement:



Ensuring Safeguarding information available internally to staff is up-to-date, and the inclusion
and promotion of information on the Council’s website to assist the public in reporting any
concerns
Increasing internal awareness of peers with higher safeguarding knowledge and experience,
providing resilience to the role of the Lead Safeguarding Officer
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Enhancement of the feedback procedure when referrals are made to the County Council
Review of the approach to staff and Member training, to raise awareness and knowledge but
also to evidence the Council’s mitigation of risk
Inclusion of a safeguarding-specific statement in the Mangers’ Assurance Statements, to
increase assurance of compliance with policy and procedure

Action has been undertaken on a number of these points and others provide a focus for activity for the
year ahead.
Priorities for the year ahead
In addition to the actions outline above the Council along with partners has established a new company
‘Publica’ which will deliver the majority of services on the Council’s behalf. This is a new employment
and operating model for the Council. This brings opportunities and challenges in relation to
safeguarding. The opportunity for collaborative working with other partner Councils to increase
efficiency and resilience in the provision of Safeguarding arrangements will be explored. Safeguarding
elements have been included in induction processes for new starters within the company.

Single Agency Report – Cotswold District Council
Key achievements
In the past year Cotswold District Council has approved and implemented updated safeguarding policies
and procedures. In conjunction with that the safeguarding leads have developed in-house awareness
training for staff which is being delivered to services. This links to new online safeguarding training that
is available through the council training portal. The safeguarding lead is also involved in the induction
process so that new starters in the organisation are getting training at the earliest opportunity.
Areas for Improvement
It has been identified, through audit processes, that the council needs to improve it’s recording of
training that has been delivered. It has also been recognised that a greater emphasis on safer
recruitment is needed and this will be discussed with relevant sections.
Another area for improvement is contract management and monitoring of safeguarding activity and
compliance by contractors delivering services for the council. The council has significant contracts for
leisure provision and waste services and assurance is needed that the contractors have robust
safeguarding policies in place.
Priorities for the year ahead
The council has undergone changes in the past year with many services now being delivered on a
shared basis with other partners. It is a key priority to ensure that safeguarding is embedded in that
process and roles and responsibilities in that regard are clearly defined.
The training of staff and councillors will continue and it is hoped to develop a network of staff who have
had additional training to act as ‘champions’ within their service areas for safeguarding issues.
Single Agency Report – Gloucester City Council
Key achievements






Completed TNA Section 11 Audit for 2017/18, ratified as a very good, honest and appropriate
document by GSCB Business Manager. As a result, Gloucester City Council has created a
thorough Improvement Action Plan for 2018/19.
In-house Safeguarding Group now well established, including key Business Partners, and
meeting bi-monthly to develop and share learning and lead across all services.
Developed and issued new Safeguarding Policy which has been shared with the District
Network
Training and discussion on GSCB ‘levels of intervention’ guidance
Regular review of internal referrals
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Reviewed guidance on DBS checks and ensured that all City Council managers are aware of
their responsibilities
Sharing information about Safeguarding with staff on a regular basis through established
internal communication channels
Safeguarding training for taxi drivers has been a success with all of our licensed drivers
taking part. Courses are run bi-monthly in partnership with Cheltenham borough council
and have a consistently good attendance.
E-learning modules shared with all staff, with a target for all staff to have completed training by
the end of June 2018.

Areas for Improvement
 Produce a summary note/leaflet on safeguarding for unconstituted volunteer groups, including
'Friends Groups'
 Continue to develop a bespoke and targeted programme of Safeguarding training including
around information sharing and GDPR
 Our Safeguarding Policy is to be updated to be more prescriptive around staff training levels
 Maintain focus on Safeguarding within the Housing service
 Use external communication channels to inform and promote Safeguarding messages and run
appropriate campaigns
Priorities for the year ahead
 Gloucester City Council Improvement Action Plan 2018/19 complete all actions
 Continue in-house Awareness Training level 2 workshop for all staff
Single Agency Report – Tewkesbury Borough Council
Key achievements
The Council’s internal audit team undertook a review of the Council’s safeguarding arrangements
producing a report in June 2017. The report highlighted areas where the council were doing well and
areas for improvement.
Areas that were highlighted as good were:
 A regularly reviewed policy in place and approved by the Council’s Executive Committee.
 A good level of awareness across the organisation and with appropriate through training
relevant to the work of the individual. There is also safeguarding training for all staff on their
induction into the Council. This training is compulsory.
 Safeguarding is considered by the Council’s Senior Management Team on a quarterly basis.
 All staff have been issued with a credit card sized laminated card with the telephones numbers of
the Adult and Children Helpdesks along with the telephone numbers of the lead and deputy lead
safeguarding officers.
Areas for Improvement
Areas that were highlighted as needing improvement and subsequent actions were:
 Council templates used in connection with decision making provide appropriate safeguarding
prompts - It has been agreed with Democratic Services that safeguarding comments and
implications will be incorporated into future decision reports.
 Basic awareness of safeguarding needs to be undertaken with volunteers - Some training
has been carried out with volunteer litter pickers & flood wardens, safeguarding
information has also been provided at Town and Parish Council seminars.
• To update the Taxi Licensing application form to include safeguarding requirement and how to
meet the requirement - Form has been amended and is available online.
 A process to check all new/renewal taxi license applicants within six months to confirm they can
demonstrate that they have received training should be implemented - Training has been
arranged and drivers are being written to and informed that they need to attend training at
their own cost. To date over 60% of drivers have complied.
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License suspension procedures should be developed to handle any non-compliance to
safeguarding training - The Hackney Carriage and Private Hire Policy is currently under
review and will be taken to Licensing Committee for approval in the first quarter on 2018/19.

Priorities for the year ahead
 A full review of the Council’s Safeguarding Policy
 Completion of the improvements above which are partially implemented or are programmed.
 Incorporating safeguarding into all elements of the staff one to ones and personal
development plans.
The addition of Safeguarding into the Councils corporate risk register.

Single Agency Report – Cheltenham Borough Council
Key Achievements
Cheltenham Borough Council has a strong commitment to safeguarding and over the past year we
have made significant progress embedding safeguarding across the organisation.
The Borough Council has reconvened its internal officer safeguarding group. The group meets to
share good practice, discuss current issues and ensure the quality of the safeguarding practice across
the Council. This group has adopted a quality assurance framework which will allow the Council to
audit and appraise safeguarding practice on a programmed basis. The level of awareness and
ownership of the safeguarding agenda has measurably increased since the group’s inaugural
meeting with officers as diverse as those in the elections and planning department raising
safeguarding concerns.
A concerted effort has been made to ensure that all staff who have contact with the public in whatever
capacity complete the GSCB e-learning module. To compliment this, outside speakers who have
expertise in safeguarding topics that are pertinent to Cheltenham have been brought in to further
understanding of safeguarding. Gloucestershire Constabulary’s talk on vulnerability and organised
crime in the Town has led to significant joint working across the Council on these issues.
The Partnerships in Cheltenham have realigned to have a greater focus on vulnerability in the Town.
Coming together as the Communities Partnership key agencies are prioritising domestic abuse,
young people at risk, organised crime, vulnerable families and older people. This partnership will
deliver the community based strand of the newly endorsed Place Strategy. The Place Strategy’s
ambition is that everyone in Cheltenham will thrive and as a result not only does it place emphasis on
business and cultural aspects it also focuses on safeguarding our most vulnerable citizens.
Areas for Improvement
Although there is an ethos of safeguarding at the Council there is still work to be done to embed the
newly adopted quality assurance framework so we can be certain our safeguarding practice is always
of a standard we would expect. Communicating the importance of safeguarding and the diversity of
the safeguarding agenda on a regular basis to all staff across the organisation is also a
challenge. We will continue to work on ways to keep the message live and relevant to Council staff
and elected members.
Priorities for the year ahead
Looking to the year ahead we will be focusing on our partnership activity to deliver the place strategy in
a tangible way for the whole of Cheltenham including our most vulnerable communities. Ensuring that
safeguarding is integral to the delivery of the strategy will be important for the Borough Council. One
aspect of the strategy that the Council will be working on with a renewed focus will be young people
at risk. Looking at innovative ways to divert and support young people particularly those at risk of
exploitation so that they are able to go on and fulfil their potential will be a key challenge. However
there is an enthusiasm and joint commitment by the agencies within the Community Partnership
to tackle the issue of vulnerability in Cheltenham which should ensure exciting progress over the next
year. In recognition of these ambitions, our agreed corporate strategy action plan 2018-19 commits
the council to two priority safeguarding actions:
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a. Ensure that safeguarding is embedded across all areas of the council’s business for
staff and elected members including; recruitment, training and awareness-raising,
service delivery, policy development, procurement and communications.
b. Lead a partnership approach to safeguarding children and adults that will nurture and
support those that are most vulnerable through strengths-based approaches.
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Section 2: Ensuring that the local work to safeguard children is effective
2.1 The Child’s Journey

Early Help
Early Help is defined in Working Together to Safeguard Children 2015 as:‘Providing support as soon as a problem emerges, at any point in a child’s life,
from the foundation years through to the teenage years. Early help can also prevent
further problems arising, for example, if it is provided as part of a support plan where a
child has returned home to their family from care’.

Any family may at some time or another get overwhelmed by the challenges that they come up
against. This could include mental or physical health problems, a job loss, or an addiction. Families
need options to find early solutions to challenges as they arise and often these solutions are simple,
such as accessing information to help manage the situation, talking to someone or seeking support
from an appropriate source.
The Early Help Offer is all about working with partners to help children, young people and families
deal with any issues that they face as early as possible; providing the right support at the right time.
For Early Help to be effective, local agencies need to work together to:





Identify children and families who would benefit from early help
Undertake an assessment of need for early help; and
Provided targeted early help support to meet the assessed needs of children and their families
and improve their outcomes
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During the year there has been a significant amount of work undertaken to improve the early help
offer in Gloucestershire, focused on the key areas of workforce, practice, performance and the voice
of children, young people and families. Early Help Coordinators have been trained in the Train the
Trainer approach and are now delivering 7 workshops related to the graduated pathway which are
well attended by lead practitioners in the community. This includes a neglect workshop, which is now
embedded in the early help training pathway and a process to measure the impact is being put into
place. Community Social Workers have been recruited to vacant positions which will help ensure a
consistency of offer of support and improve the understand and application of levels of intervention.
They also support the practitioner advice line which was introduced earlier in the year to ensure a
single point of contact and the consistent provision of advice and information. The glos families
directory has been further developed to provide accessible information for both practitioners and
families and there has been an increase in the overall access to the site.
The Gloucester locality pilot overseen by the GSCB has engaged a wide group of partners working to
review/develop the early help offer. This pilot will be evaluated by July 2018 where a decision will be
made in relation to whether the locality safeguarding partnerships should be extended across the
whole of Gloucestershire.
There is more work to do to raise awareness of the levels of intervention to improve the quality of
practice across all localities. There is also further work needed to develop an early help performance
framework, which would help inform the partnership response to gaps in provision and also evidence
the impact of the work undertaken. These are priorities in the year ahead.

Front Door
There has been a significant amount of work undertaken to improve the quality of practice at ‘the front
door’. This work has included the introduction of a Children’s Practitioner Advice Line, centralisation
of the Front Door by the triage team, improved recording and reporting capabilities and better links
with Early Help. The number of social care contacts requiring advice or information has seen a
decrease over the year, which may well be as a result of the introduction of the advice line.
The change in practice at The Front Door now means that all contacts are considered by the triage
team and a decision is made whether they should be directed to Early Help or Social Care. This has
resulted in improved timeliness of decision making and less social care contacts resulting in no further
action. Although it was noted through the January 2018 Ofsted monitoring visit that positive change
was evident for children at the Front Door, the focus remains on the timeliness and appropriateness
of decision making.
Timeliness of decision making has remained a challenge but there are some signs of improvement.
Clear expectations have been defined and issues identified through the team level and strategic
performance surgeries that have been introduced. These are having a positive impact on staff’s
understanding of the need to further reduce delay at the front door to ensure that all decisions are
made within one working day.
The issue of consent remains an area where further work is needed. Children’s Social Care
continues to see a number of requests for service being made without consent being sought from the
parents/family. Delays can then occur when consent has to be sought from families directly before
the most appropriate decision in each case can be determined. Where further information is
required, contacts are now being referred back directly to the organisation. In March 2018, there
were 62 contacts that required further information and were referred back. These contacts were
raised by 15 partner organisations.
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In March 2018 the online referral portal was launched. Moving forward the portal will have significant
benefits in terms of:
 Less duplication and quicker decision making process
 Increased availability as the MARF form will be available 24/7 via laptop, PC, tablet or
smartphone
 Reduced errors as information will be sent directly to the children’s services Front Door
 Security – end to end encryption through the portal and an audit trail for all referrals
There have been some issues which were identified during the pilot stage which are being addressed.
There will be a need for further communications and awareness raising to evidence the benefits for
children, particularly in relation to a reduction in delay at the front door.
Re-referrals remain a concern. 29.2% of children referred in 2017/18 had been referred before. This
is significantly above the target of 23% and the performance of Good and Outstanding authorities. It is
expected that this trend will continue whilst further improvement work takes place. The focus is now
on dip sampling re-referrals to better understand and address the underlying causes of children being
re-referred for a social care intervention.

% of Referrals that are Re-referrals within 12 months
30.00%
29.00%
28.00%
27.00%
26.00%
25.00%
24.00%
23.00%
22.00%
Q3 17/18

Q4 16/17

Q1 17/18

Q2 17/18

Q3 17/18

Q4 17/18

Children in Need of Protection
There are currently 653 (31st March 2018) children subject of a child protection plan in Gloucestershire,
a rate of 52.7 out of every 10,000 children. This is above the most recently published peer group rate
of 39.4 and the national rate 43.1. The overall number is significantly increased on the same point in
the previous year when 457 children were subject of a child protection plan. One of the key areas of
focus from a partnership perspective has been to examine the quality and effectiveness of the system
for convening strategy discussions. It was of concern to the GSCB that there was a lack of robust
assurance and reporting of attendance and timeliness of strategy discussions. During the year there
has been a range of actions undertaken to address this issue including the launch of the Joint S47
Protocol, dip sample audits undertaken on a single and multi- agency basis, a review of the process
and the introduction of the pilot to undertake strategy discussions at the ‘front door’. There is further
work needed to embed but it is promising that there are some signs of improvement. As at the end of
March 2018, 98.6% of children had been subject of a child protection plan for less than 2 years. The
number of children who have been subject of a CP plan for over two years increased from 6 in
February to 9 in March. This increase relates to children from the same family. Performance is
slightly below the target which has been set at 100% being subject of a CP plan for less than 2
years due to the concerns raised by Ofsted about children in this category at the time of the
inspection. The percentage of children who are subject of a second or subsequent plan is 23.6% at
the end of March 2018.

The Child Protection Conference Team has introduced a Restorative Practice Framework for Child
Protection Conferences. Restorative Practice is a ‘way of being’ that focuses on relationships;
responds to wrongdoing that causes harm to others; brings an opportunity for face to face
accountability and is built on the principles of fair process. A restorative child protection conference
aims to address harm in a way that brings together the family affected with the professionals who
might assist them to make it better, in particular to make the child(ren) safe. This is based on the
understanding that when we work with and alongside people, rather than make decisions about them
in isolation, there is strong evidence to say that the lives of children, adults and families are improved.
The revised agenda and approach includes more focus on communication, setting clear bottom lines,
family led problem solving and decision making and shared accountability.
The timeliness of Child Protection Conferences has fluctuated throughout the year. Initial
Conferences held within 15 days of the initiation of the S47 enquiries has ranged from 28.8% in May
2017 to 93.4% in September 2017. Performance had dropped to 50.0% in March 2018. A plan for
the Child Protection Conference Team is currently being implemented to return to, and sustain the
high levels of performance seen in Quarter 2 of 2017/18. The timeliness of Child Protection Review
Conferences remains good with performance above the target of 90% and comparable with Good and
Outstanding authorities.
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Children in Care

42

As at the end of March 2018 there were 649 Children in Care compared to 614 at the end of March 2017.
The current numbers equate to approximately 52.0 out of every 10,000 children and young people in
Gloucestershire.

Children placed in Gloucestershire by other Local Authorities
As at the 31st March 2018, there were 302 children and young people placed in Gloucestershire by other
Local Authorities. This figure has been relatively stable throughout the year but should however be
treated with caution. Although the process for notifying the Local Authority when children are placed in
Gloucestershire is robust, notification is not always received when these children leave care or leave
Gloucestershire.

Children placed outside of Gloucestershire
As at the 31st March 2018, there were 122 children and young people placed outside of Gloucestershire.
All decisions to place children out of the county are now signed off by the Director of Children’s Services.

Privately Fostered Children
Private fostering is a private arrangement between a child’s parents and the foster parents. Children are
privately fostered if they live with someone for 28 days or more, or are placed with the intention that they
will stay for 28 days or more. Private fostering covers a diverse range of situations. Some of the most
common are:





Children sent to this country for education or health care by birth parents living overseas
Children living with a friend’s family as a result of parental separation, divorce or arguments at
home
Teenagers living with a family of a boyfriend or girlfriend
Children whose parents’ study or work involves unsociable hours, which make it difficult for them
to use ordinary day care or after school care.

During the year, there were 30 notifications of new private fostering arrangements with the County. This
is a decrease on the previous year when 47 notifications were received. The GSCB is satisfied that the
Local Authority is meeting its responsibilities under the Private Fostering Regulations.
Awareness raising also took place through the GSCB Safeguarding Roadshow events through display
boards and staff being available to help with any queries. It is recognised that there is further work
needed to ensure that the Local Authority is made aware of private fostering arrangements. We know that
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nationally there is an issue with ‘hidden’ children and that a child or young person with additional
vulnerabilities may not receive the support that they need.

2.2 Safeguarding Vulnerable Groups of Children and Young People
Children Affected by Domestic Abuse

There is evidence of a good understanding of the issues around domestic abuse and the impact on
children but an ever increasing area of concern is those children and young people who are in
domestically abusive relationships themselves. Gloucestershire Healthy Living and Learning (GHLL)
provide resources as part of the PiNK Curriculum to enable schools to address these issues as part of the
PSHE curriculum.
Triage: Multi Agency Safeguarding Hub
At a daily triage meeting, the needs of a 16 year old victim of Domestic Abuse are discussed. As a
result of sharing information, it is recognised that the level of risk to the young person is significant,
and the assessment is raised to ‘high’. Further analysis within the MASH identified the perpetrator as
posing very high risk to several ex partners and triggered support from an Independent Domestic
Violence Advisor (IDVA). As a result, the victim is now engaging with police, supported by Social Care
and Foster Carers. The perpetrator has been arrested and remanded; MAPPA consideration and
Claire’s law were triggered – the outcome being disclosure.
Gloucestershire Domestic Abuse Support Services (GDASS) are commissioned by Gloucestershire
County Council to provide support programmes to women and men over 16 years old experiencing
Domestic Abuse. For children under the age of 16, support is provided via the parent or guardian
accessing the service.
The CRUSH programme provides group support and empowerment for young people in the age
range 13-19 that are at risk of, or affected by, domestic abuse. It provides an experiential resource that
aims to support young people to avoid abusive relationships, exit an abusive relationship safely or better
manage their exposure to domestic abuse. The purpose of CRUSH is to provide an awareness of what
constitutes a healthy and unhealthy relationship by following four characters throughout the ten-week
programme.
During the year a multi-agency guidance document in relation to identifying and responding to
and abuse in teenage relationships has been produced which includes information on how to
Young Persons DASH and the referral pathway for young people experiencing abuse
relationships. The GSCB will be providing a number of half-day multi-agency workshops in June
raise awareness of the DASH, YP DASH and MARAC process.

violence
use the
in their
2018 to
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Child Sexual Exploitation
During the year, 278 CSE referrals were dealt with by the team. This compares to 524 referrals
received during 2016/17. This is a significant decrease and is comparable with figures seen during
2014/15.
Gloucestershire have been proactive in seeking to raise awareness of CSE across the county over
many years. There are regular activities, training and media campaigns that target specific groups,
events or have been developed in response to learning from active cases. These have included: the
annual CSE Conference, a one-day CSE multi-agency training course, and support to National CSE
Awareness Day.
During the year a CSE/Missing MARAC process has been introduced and is considered to be working
well. Whilst still in its pilot stage, the Police and GCC have secured funding to pay for a Co-ordinator
to not only organise and collate information from these meetings but develop the level of intelligence
surrounding victims and perpetrators held in order to prevent harm in the future. One key feature of
this has been the attendance by GCC’s Placement Commissioning Team and has supported the
quick identification of appropriate placements for young people who are at risk of exploitation.
It must be recognised that responding effectively to CSE is highly challenging. For well understood
reasons, children being sexually exploited very rarely feel able to report their abuse to professionals
or support prosecution of perpetrators, whilst being victimised through serious offending and suffering
deep and lasting harm. Safeguarding practitioners have learned much over recent years and there is a
lot of good work being done, but responses to suspicions of CSE are still not consistently of the high
quality necessary to be effective. There is still a substantial amount of work to be undertaken to fully
understand the CSE cohort and the CSE Coordinator is working with the GCC data team to be able to
produce more detailed data to identify hotspots and a more targeted response to the issues that arise. It
is also evident that there is still some confusion across the workforce as to when a screening tool
should be completed. This will be addressed on an individual basis by the CSE Coordinator and also
through the multi-agency training programme.

Children who go Missing from Home or Care
A range of work has taken place during the year to improve the quality of risk assessment, support
and reporting data in relation to children who go missing from home or care. Monthly meetings take
place with the Missing and CSE MARC to review high risk cases and ensure there are robust plans in
place. Work has been undertaken with the data team to ensure that the quality of data and reporting
improves. This has led to the development of the monthly missing episode report that links the Return
Interview to each episode.
Meetings continue with the children’s homes in Gloucestershire where Out of County children and
young people reside and there are high rates of missing episodes. These meetings take place on a
quarterly basis and will be expanded to include all children’s homes in Gloucestershire to share good
practice.
The Protocol is being updated to reflect the learning from Out of County cases and ensure OOC
missing episodes are recorded and the children and young people are offered a Return Interview.
The quarterly quality audits of Return Interviews continues and the CSE screening tool has been
added to help join up the work. An action log is kept and emails are sent to social workers and team
managers to raise issues and advise of the tasks needed to complete RIs and trigger plans. A weekly
email now goes out to all Heads of Service for any children who have been missing without an RI
being completed.
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Year

Month

Number of individual Children Number of RI
with at least one Missing Forms
episode
completed

2017
2017
2017
2017
2017
2017
2017
2017
2017
2017
2018
2018
2018

Mar
Apr
May
Jun
July
Aug
Sept
Oct
Nov
Dec
Jan
Feb
Mar

62
48
51
66
69
51
53
65
63
51
63
67
84

42
38
35
44
47
30
53
64
51
50
64
63
76

Number
of
individual
children
receiving a RI
29
30
30
33
36
34
31
46
40
33
46
47
43

%
CYP
Receiving and
RI
46.8
45.8
62.7
65.2
52.2
66.7
58.5
70.8
63.5
64.7
73.1
70.1
51.2

These figures do not include those young people who were offered and declined an RI, which would
make the figures much higher. Work is underway to look at why young people are refusing return
interviews and what different approaches can be taken, including offering more independent return
interviews.

Safeguarding Disabled Children
The disabled children’s team continues to work with young people with complex needs through the
continuum of support from early help, child in need, child protection and children in care.
Underpinning this work is a focus on ensuring our children’s communication needs are understood to
ensure the child’s voice is heard, that the work we undertake is child focused and through children being
supported to communicate are able to share any concerns with us about areas of strengths in their lives
and areas of risk they may be experiencing.
We have been reviewing our tools available to support this work and have taken action to update and
replenish our toolkit. Through this we have commissioned MOMO express as specifically designed tool to
enable us to capture the child’s voice. Following training during June 2018 we are seeing early use of the
app to gather the views, wishes and feelings of our children to inform our work with them. Alongside this is
the work being undertaken in partnership with a commissioned Speech and Language Therapist to assist
us build a range of communication methods to further develop our work, this will be supported by the trail
use of Ipads with communication apps in partnership with our IT service.
The work that took place during 2017 to raise awareness of the heightened risk of disabled children has
continued to be evident through the increased numbers of children with disabilities on a child protection
plan. As of June 2018 there are 36 children with disabilities on child protection plans across the whole of
children’s services, this is nearly double the volume of children with disabilities on plans at the end of
March 17. During the period of June 2017 to June 2018 there were 84 strategy discussions for disabled
children, from these 44% resulted in an initial child protection conference and 81 % of initial child
protection conferences resulted in a plan. This is an overall increase in providing a safeguarding response
for children with disabilities, this follows the national and local trend of increase of children in child
protection and ensuring the risks to this group of children with increased vulnerability is recognised and
responded to.

2.3 Learning from Child Deaths
The purpose of the Child Death Overview Panel (CDOP) is to review the deaths of all children who are
normally resident in Gloucestershire to see if there are any lessons to be learnt which could help
prevent future deaths, or improve services to children and their families. CDOP are not responsible for
determining the cause of death, this responsibility lies with either a doctor or the coroner.

The GSCB is responsible for:




Collecting and analysing information about each death with a view to identifying:
o Any case giving rise to the need for a review
o Any matters of concern affecting the safety and welfare of children in the area
of the authority;
o Any wider public health or safety concerns arising from a particular death or
from a pattern of deaths in the area; and
Putting in place procedures for ensuring that there is a coordinated response by the authority, their
Board partners and other relevant persons to an unexpected death.

During 2017/18, the panel was notified of a total number of 29 child deaths (26 children were resident in
Gloucestershire, whilst 3 were non-residents who died in Gloucestershire. Of these, 16 were expected
child deaths and 13 were unexpected. This is comparable to the previous year where the panel was
notified of 23 expected child deaths and 13 unexpected deaths.
Between the 1st April 2017 and 31st March 2018 the Child Death Overview Panel reviewed 32 child
deaths. This has been a significant achievement and is attributable to CDOP members being committed
to ensuring that cases are reviewed in a timely manner.
The GSCB supported the national Child Safety Week in June 2017. The theme for the year was
accident prevention and the GSCB shared resources produced by the Child Accident Prevention Trust
through the GSCB alert system, GSCB website and Social Media.
During the year, CDOP reviewed and updated the Child Death Review Process Joint Protocol. This
document sets out the child death review process guidance, including guidelines for the key agencies
involved. Further awareness raising work is being planned as part of Child Safety Week 2018. The
focus this year will be on older children, especially in relation to the use of aerosols which sadly
triggered a child death in Gloucester earlier in the year.

2.4 Learning from Serious Case Reviews
During 2017/18, 2 Serious Case Reviews have been commissioned by the GSCB. Both cases are
complex due to the number of children involved in the review and the long timespans in each of the
cases. Members of the review process are mainly members of the SCR sub-group and as such, a
large amount of the group’s time this year is likely to be spent progressing these reviews. The group
have also been involved in a case review that has been conducted by Swindon LSCB, but the child
had also been living in Gloucestershire for a time.
Two Serious Case Reviews have been completed during the year to the extent where the final draft
report has been endorsed by the GSCB. However, these reviews have not yet been published due to
ongoing criminal processes. Initial learning from the reviews have been shared with professionals
and action plans are currently being finalised.
There has been a proactive response to learning from Serious Case Reviews. Following the publication
of the ‘Ben’ Serious Case Review in 2016, a multi-agency group was convened to explore how we could
reduce the incidences of abusive head trauma in Gloucestershire. This group have been exploring a
range of options for education and awareness raising. Following a presentation to the GSCB it was
agreed that the Board would provide funding for Gloucestershire to join the national ICON programme
pilot. The impact of this work will start to be seen in 2018/19 but it is an excellent piece of work and one
that should make a real difference to outcomes for babies in Gloucestershire.
The Serious Case Review Sub-Group hosted a thematic learning event in relation to non-accidental
injuries in young children. The theme was chosen due to an increasing number of children being
presented at ED with unexplained injuries which were later proven to be non-accidental. Case studies
were used to explore some of the key issues arising in cases of non-accidental injury, as well as a
literature review and consideration of the local data. The event was attended by approximately 40
professionals from a range of agencies including; Children’s Social Care, Gloucestershire
Constabulary, Gloucestershire Care Services, Gloucestershire Hospitals NHS Foundation Trust, GDASS
and Families First. The findings from the event are due to be presented to the GSCB Executive
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Committee with a number of recommendations based around the need to improve the level of
understanding and provide a range of practical tools to support professionals working with children under
the age of 1.
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During February 2018, the GSCB undertook a series of safeguarding ‘roadshows’ across the county.
The key aims and objectives of these sessions was to test understanding and application of thresholds
and to raise awareness of learning from local serious case reviews. Case studies were produced in
relation to 4 reviews published by the GSCB between 2014 and 2016. These were Abigail (2014),
Lucy (2016), Ben (2016) and Philip (2016). Professionals were placed in multi-agency groups and were
asked to consider the ‘Pathways to Harm’ and ‘Pathways to Protection’ that stemmed from Marion
Brandon’s triennial review of Serious Case Reviews which was published by the DfE in 2016. This
enabled the groups to think about the factors within the system that were not working at the time and
what would have needed to happen to have the child safe. The feedback received from the sessions
was positive with professionals stating that they would take away and undertake with their own teams
to ensure that the learning is widely disseminated and used to change working practices.

2.5 Monitoring and Developing a Safe Workforce
A Safe Work Force
Children and young people can only be kept safe if all agencies are clear about what is required of
them individually and how they need to work together. The GSCB has a key role in monitoring the
effectiveness of partner agencies and holding them to account to ensure that safeguarding children
remains high on the agenda.
The most recent review of organisations6 undertaken by the GSCB was a full review using a selfassessment tool for organisations to assess themselves against a set of agreed standards. Areas of
strength were in relation to senior management commitment to safeguarding, clear lines of
accountability and clear statements of responsibility, including safeguarding policies and complaints
policies. A peer challenge session took place at the GSCB Executive Committee as part of this
process and feedback is currently being provided to organisations based on the outcome of that
session. Further work is planned to provide a full report of the findings to the GSCB and plan additional
work that might be needed to address specific issues identified through the self- assessment process.
Educational settings are reviewed on an annual basis through the S175 self-assessment audit process
to monitor and identify their needs in safeguarding and promoting the welfare of children. This year,
there was a 100% return rate for all schools. This is the highest return rate that there has ever been,
which is really positive. The returns are currently being analysed and key themes will be shared through
the DSL forums for educational settings that will be taking place later this year.
Safer Recruitment
Between 1st April 2017 and 31st March 2018 the GSCB ran 6 Safer Recruitment Courses. 4 of these
were multi-agency and 2 were single-agency courses. The courses are now run as a half day event.
These courses were attended by 256 delegates from a wide range of settings including childcare
provision and the voluntary sector.
Agency
Educational Settings
Early Years
GCC
Other
TOTAL
6

Number Attended
201
20
19
16
256

Section 11 of the Children Act 2004 places a statutory requirement on organisations and individuals to ensure that they have
arrangements in place to safeguard and promote the welfare of children. Organisations are asked to complete the audit and rate
themselves against the requirements of Working Together to Safeguard Children and locally agreed standards.
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Managing allegations against people who work with children

There have been 360 allegations of abuse or neglect by people working or volunteering with children
made to the LADO this year. This compares to 334 in the time period 1 April 2016 to 31 Mar 2017. Of
these allegations, 132 were taken forward to a multi agency Allegations Management meeting
because they met the thresholds under the Government’s Allegations Management process. The
thresholds are: if the allegation is true, the member of staff has:




Harmed or may have harmed a child
Possibly committed a criminal offence against or related to a child
Behaved towards a child or children in a way that indicates s/he may pose a risk to children.

This compares to 137 meeting the same thresholds for the same period last year and 129 the
previous year.
This means that 228 of the 360 allegations did not meet the Allegations Management thresholds
following the initial discussion and preliminary investigations. All of these are recorded centrally in
case they become a pattern of behaviour and the employer is asked to manage them, coming back to
the LADO if there are further concerns.

The full Allegations Management Annual Report for 2017/18, which will provide a detailed analysis of
the trends throughout the year, will be available on the GSCB website in June 2018, following
presentation to the GSCB Executive Committee.
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Section 3: What will happen next? Key Challenges and Priorities
The Challenge to GSCB
We are fortunate in Gloucestershire that there is a strong sense of partnership working and agencies
remain committed to improving safeguarding standards and keeping our children and young people safe
from harm. This year a key challenge will be in relation to implementing the changes arising from Working
Together to Safeguard Children (2018). This challenge has been made more complex by the fact that
the Improvement journey remains ongoing and the focus has to be on improving the timeliness and
quality of frontline child protection practice whilst also putting in place robust strategic governance
arrangements.
Once Working Together to Safeguard Children (2018) has been published, local areas will have 12
months to oversee the transition arrangements from the current LSCB framework to the new multi-agency
safeguarding arrangements. These arrangements will no doubt be subject to much discussion and
debate to ensure that there is an agreed approach, which continues to involve key partners whilst being
driven forward by the Local Authority, Gloucestershire Constabulary and the Gloucestershire Clinical
Commissioning Group. We all need to use this opportunity to retain those areas that are currently
working well and undertake further developments to improve the quality of multi-agency working to keep
children and young people in Gloucestershire safe from harm.
Progress will be reviewed by the business meetings of Safeguarding Children Board; reported to the
Children's Partnership and the Health and Wellbeing Board; and will be critically appraised in the
Annual Report for 2018/19.The GSCB will continue to support the Gloucestershire Health and Wellbeing
Strategy aims of giving every child the best start in life and helping them to develop well in young
adulthood. It will play a full part in delivery of Gloucestershire Children's Partnership actions to keep
children safe from injury, exploitation and harm.

The Challenge to Partnerships
Based on the issues raised in this report and its reflections on the year ahead, the GSCB calls on
Gloucestershire Children's Partnership, Health and Well Being Board and Gloucestershire Safeguarding
Adults Board to:


Continue to focus on providing effective interventions at the earliest possible stage in order to improve
outcomes for children and young people. Early help to uphold the partnership commitment to
responding to need at the earliest point in order to prevent safeguarding interventions later on



Work together to collectively improve child protection practice across the partnership, leading to
improved outcomes for children. This includes a culture of robust positive professional challenge,
effective supervision arrangements and strong management oversight, a clear understanding of the
levels of intervention guidance, ensuring that all learning and development opportunities are being
applied in practice, having a clear focus on the needs and experiences of the child and that all
partner organisations are clear on their safeguarding roles and responsibilities.



Ensure there is a family centred approach by maximising the links between children and adults
services.
Our priorities for action during 2018/19 are set out in the following Business Plan.
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Gloucestershire Safeguarding Children Board Annual Business and Improvement
Plan 2018/19
Introduction
Welcome to the Gloucestershire Safeguarding Children Board Business Plan for 2018/19. The plan needs to be read alongside the Annual Report for
2017/18. The GSCB remains concerned about the quality of practice, poor outcomes for some children and young people and the number of children
coming back into the Child Protection system. Our overarching purpose and priority this year will be to ensure that:
Multi-Agency working to safeguard children suffering or at risk of significant harm is timely and effective
This will be achieved by challenging ourselves and each other to build on good practice and identify areas for improvement. We will ensure
our communications are effective and that we are able to evidence that multi-agency learning is being used to improve working practices.
These will be golden threads running through all our collective activity throughout the year.
Activity to be undertaken in 2018/19 will focus on the following priority areas:
Early Help, children at risk of sexual exploitation, disabled children, children living with and experiencing domestic abuse, children who go missing from
home, school or care, child neglect. Our overarching response will be a focus on children at risk of or suffering significant harm.
We need to ensure that the needs of children and families are understood, that children are at the centre of all our work, that children benefit from help and
that we understand and improve the impact of all our work.
How our sub-groups will support the achievement of our priorities:- Each Sub-Group and any Task and Finish Group will have an annual plan of
activity, setting out how it will support the Board to achieve the GSCB business plan. Each sub-group will consider the following cross-cutting themes for
2018/19: impact – what difference have we made, performance, communication, quality assurance (assurance of the ‘what’ and ‘so what’.
How we will evaluate how well we delivered the plan:- The plan will run for one year and progress updates will be provided to the Business Plan
Delivery Group on a quarterly basis by each of the Sub-Group Chairs and by exception to the GSCB Executive Committee.
The GSCB Business Unit will provide the framework for monitoring and reporting on sub-group progress and delivery plan. At the end of the year the GSCB
will produce a public report that assesses the effectiveness of safeguarding in Gloucestershire and the progress that the GSCB has made against this
business plan.
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Strategic Objective: Multi-agency working to safeguard children suffering or at risk of significant harm is timely and effective
Why this is important - Effective multi-agency systems and processes to protect children and keep them safe from harm are at the heart of all the
work undertaken by the Gloucestershire Safeguarding Children Board. There needs to be the assurance that organisations are working together to
keep children safe. Areas of good practice as well as areas where improvements are needed are recognised and acted upon.
What Will Success Look Like?

What are we Going to Do?

Children will be kept safe –
their needs will be understood,
risk assessment and decision
making will be robust and
timely. The help provided will
make a difference to their lived
experiences and the right help
at the right time



GSCB to monitor partner agency
contacts and referrals to establish if
the Levels of Intervention document
is being interpreted effectively, and
the quality of referrals meets the
required standard (Improvement
Plan, GSCB 1)

Significant Milestones with Dates

Who is Responsible

Report on the proportion of contacts
that are revised on the revised
MARF broken down by agency
(June 2018)

Kevin Crompton

Undertake a dip sample of rereferrals to establish whether the rereferral was made by the same
agency as the initial referral (May
2018)

Kevin Crompton

Undertake multi-agency audits in
relation to the effectiveness of the
‘front door’ (June 2018)

MAQuA/Dave McCallum

Produce a summary of escalations
made under the GSCB Escalation
process (August 2018)


GSCB to review policy and practice
on consent.

 GSCB partners to deliver a single
multi agency ‘Front Door’ to handle all
contacts and subsequent referral
decisions including strategy
discussions and S47 enquiries

Dave McCallum

Undertake a dip sample of referrals
to consider whether the issue of
consent was managed appropriately
(July 2018)

Kevin Crompton

Progress report to MASH, GSCB
and Improvement Board (April 2018
and then every 2 months)

Julie Miles/Chris Hanson

One Front Door fully operational

Chair of MASH
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What Will Success Look Like?

What are we Going to Do?

Significant Milestones with Dates

Who is Responsible

(September 2018)

Strategic Board

GSCB to monitor the effectiveness
of the ‘front door’ developing a
performance report that will inform
the Board on multi-agency
interpretation of Levels of
Intervention and the timeliness of
key responses (May 2018)

Chair of MAQuA

 GSCB to monitor the effectiveness of
the system for convening strategy
discussions (Improvement Plan,
GSCB 1)

Pilot strategy discussions being
made at the ‘front door’ (April 2018)

Kevin Crompton

Develop a monthly dip sample
exercise to review timeliness,
organisational representation and
appropriateness of strategy
discussions (May 2018 and ongoing)

Chair of MAQuA

 GSCB to monitor compliance with the
Joint S47 protocol in terms of
timeliness, attendance and delivery
for S47 cases.

Conduct an audit of compliance with
the S47 joint protocol and repeat it
after 3 months (June 2018 and
September 2018)

Chair of MAQuA

 GSCB to review and implement their
quality assurance framework
(Improvement Plan, GSCB 1)

Quality Assurance and Performance
Framework in place with a timetable
for activities and reports to be
submitted to the Improvement Board
(April 2018)

GSCB Business
Manager

(Improvement Plan, GSCB 1)

LL to be revised to enable us to
report on KPIs for the partnerships
including:
 Sources of contacts and
referrals
 Consent
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What Will Success Look Like?
and assertively advocating on
behalf of children

What are we Going to Do?

Significant Milestones with Dates

Who is Responsible

 Continue to develop and improve the
training evaluation and impact
framework so that we can evidence
positive impact on outcomes for
children and their families

Hold agencies to account for
assessing. monitoring and providing
the GSCB with evaluation of training

Workforce Development
Sub-Group

 Implement and monitor the
effectiveness of the locality pilot
scheme focused on early help and
safeguarding in Gloucester
(Improvement Plan, GSCB 1)

Gloucester Locality Pilot evaluation
completed (July 2018)

Eugene O’Kane

GSCB to decide upon extending
locality safeguarding partnerships
across Gloucestershire (July 2018)

GSCB Executive
Committee

Review of the effectiveness of the
implementation of the
Gloucestershire Graduated Early
Help Partnership (October 2018)

Eugene O’Kane

Early Help performance framework
developed
 Ensure that all GSCB
communications are relevant, clear
and appropriate to the target
audience
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What Will Success Look Like?

What are we Going to Do?
 Complete all actions contained within
the SCR Sub-Group Business Plan
for 2018/19

Significant Milestones with Dates

Who is Responsible

Encourage and consider referrals for
serious case reviews.

SCR Sub-Group (Mark
Power)

Develop and use a range of
methodologies to undertake learning
reviews.
Work with agencies to ensure that
recommendations are implemented.
Maximise learning opportunities for
professionals from all types of case
reviews.

Children and young people are
safeguarded through improved
analysis of data, intelligence
and quality assurance to better
understand a range of issues,
including DA, CSE and Missing
Children. This leads to an
improvement in risk
identification and provision of
appropriate support services to
meet local need

 Hold organisations to account through
MAQuA, the S175 and the S11 selfassessment for the effectiveness of
their auditing activity to ensure that
professionals have the knowledge
and confidence to keep children safe

Report findings from the S11 self
assessment (including outcomes
from Peer Challenge to the GSCB
Executive (July 2018)

GSCB Business
Manager

Use the findings from the S175 selfassessment to inform the content of
the DSL forums for educational
settings (September 2018)

Safeguarding Manager
for Education

 GSCB to monitor the sources of all
contacts into the ‘front door’ and the
quality and effectiveness of decision
making and take appropriate action.
GSCB to monitor conversion rate of
contacts into referrals to early help
and social care

Data in relation to the number of
contacts, quality and
appropriateness and timeliness of
decision making to be reported to
the GSCB on a quarterly basis (May
2018)

GSCB Business
Manager

 GSCB to monitor the process of
convening timely strategy
discussions, appropriate
organisational involvement, their

Data in relation to the timeliness of
strategy discussions, attendance at
meetings to be reported to the
GSCB on a quarterly basis (May

GSCB Business
Manager
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What Will Success Look Like?

What are we Going to Do?
management and effectiveness in
ensuring children are kept safe and
take appropriate actions as a result.

The GSCB is working
effectively and has the quality
assurance, performance and
intelligence that it needs to be
able to hold each other to
account for the work
undertaken to safeguard
children and young people in
Gloucestershire

Significant Milestones with Dates

Who is Responsible

2018)

 GSCB to undertake a review into the
effectiveness of the partnership’s
response to key vulnerabilities e.g.
 Neglect
 CSE
 Children who go missing
 Children exposed to domestic
abuse

GSCB to commission a review of
data, policies and practice in respect
of each vulnerability (September
2018 – September 2019)

Dave McCallum,
through GSCB Exec
and MAQuA

 Peer Review of the GSCB to give
externally validated evidence on
whether they are achieving the
intended working culture between
partners (Improvement Plan, GSCB
1)

GSCB to consider commissioning a
review examining the effectiveness
of the operation of the Board (June
2018)

Dave McCallum

If peer review agreed, include an
assessment of the effectiveness of
the ‘front door’ in the specification for
a the review (June 2018)

Dave McCallum/GSCB
Business Manager
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Evidence of Impact
Performance Measures

Contact Outcomes (By Source):
 Progress to Referral
 OLA CP Notification
 MASH Enquiry
 CP Enquiry
 Link to Existing Referral
 Advice
 NFA
Repeat Referrals within 12 months
Timeliness of Strategy Discussions
Attendance at Strategy Discussions
Timeliness of completion of S47 Enquiries
ICPCs within 15 days of initiation of S47 Enquiries
Attendance at ICPC (invited vs attended broken down by
source)
Timeliness of RCPCs
Attendance at RCPC (invited vs attended broken down by
source)
Timeliness of Early Help Response
Number of Escalations reaching Stage 3 and above

Baseline

Target: Q1
(April – June
18)

Target: Q2

Target: Q3

Target: Q4
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Appendix 1: GSCB Membership List
2gether NHS Foundation Trust
Barnardos
Bristol, Gloucestershire, Somerset and Wiltshire Community Rehabilitation Company
Cheltenham Borough Council
Children & Family Court Advisory & Support Service (CAFCASS) Cotswold
District Council
County Councillor Diocese of
Gloucester
Forest of Dean District Council Further
Education
Gloucestershire Association of Primary School Heads (GAPH) Gloucestershire
Association of Secondary School Heads (GASH) Gloucestershire Association
of Special School Heads (GASSH) Gloucestershire Care Services NHS Trust
Gloucester City Council
Gloucestershire Clinical Commissioning Group
Gloucestershire Constabulary
Gloucestershire County Council Gloucestershire
Crown Prosecution Service Gloucestershire Fire
and Rescue Service Gloucestershire Magistrates
Courts Service
Gloucestershire Hospitals NHS Foundation Trust Independent
Chair
Lay Members x 2
National Probation Service NHS
England
Prospects
South Western Ambulance Service NHS Foundation Trust Stroud
District Council
Tewkesbury Borough Council
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Appendix 2: Contribution by member organisations to the work of GSCB

Section 13 of The Children Act 2004 specifies the organisations and individuals that must be represented
on a Local Safeguarding Children Board. Working Together to Safeguard Children (2015) states that
LSCB annual reports should list the contributions made to the LSCB by partner agencies.
In previous years, an attendance table has been included in the Annual Report that documents
attendance by member organisations at Strategic Board meetings. This has been changed this year to
better reflect that effective contribution is not achieved simply by attending four meetings a year; it is by
engaging actively in the work of the Board that GSCB can become capable of influencing truly coordinated
and effective safeguarding services for our children. Quite appropriately, some member organisations are
much more intimately engaged with the activities of the Board than others, who play a less central role in
safeguarding children work. Gloucestershire County Council, Gloucestershire CCG, Gloucestershire Care
Services and Gloucestershire Constabulary are heavily involved in all strands of work. Member
organisations such as CAFCASS and the South-West Ambulance Service NHS Foundation Trust do not
regularly attend meetings but have nominated staff members who the Board engages when there is a
need (e.g. influencing CAFCASS to focus on the quality of assessments for Special Guardianship Orders).
Board members engage with the work of the GSCB in a variety of ways (e.g. contributing to requests for
information throughout the year and ensuring that they share key messages from meeting papers, even if
they are unable to attend the actual Board meeting). GSCB has good links with schools through the
Education and Learning sub-group. This year, single agency reports have been included in the report to
illustrate clearly what is being done by key member organisations to develop local work to safeguard
children.
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Appendix 3: Training Activity during 2017/18
Training Course Name:

No. of Courses:

No. of Delegates:

Inter-Agency Child Protection

51

1109

Child Protection Revision and Update

55

1319

Advanced Practitioner

9

182

Child Sexual Exploitation

6

111

Children and Young People with Disabilities

4

85

Parental Substance Misuse Levels 1,2 & 3

6

63 (Approx)

Domestic Abuse and Sexual Violence Levels
1&2

4

65

Working Together in Child Protection Core
Groups

4

74

Female Genital Mutilation/Honor Based
Violence/Forced Marriage

5

60

Parental Mental Ill Health

5

90

Working with Fathers

5

69

C&YP – Substance Misuse Screening Tool

16

248

Safer Recruitment

6

256

Total

176

3,731

Inter-Agency Workshops and Conferences

No. of Courses

No. of Delegates

Safeguarding Roadshows

6

286

Train The Trainer Programme (December
2017)

1

12

S47 Workshops (March 2018)

1

33

Conference on Child Neglect and Neglect
Toolkit (May 2017)

1

123

CSE Conference (October 2017)

1

205

Total

10

659

Final Total:

186

4,390
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Appendix 4: Jargon Buster
CDOP

Child Death Overview Panel. This panel undertakes a review of all child deaths
within the county (excluding still born babies and planned terminations) so that
information about child deaths can be collected and learned from.

CEOP

Child Exploitation and Online Protection Centre

CiC

Children in Care

CSE

Child Sexual Exploitation

DfE

Department for Education

DSL

Designated Safeguarding Lead, formally known as Designated Child Protection
Officer

Early Help

Early Help means providing support as soon as a problem emerges, at any
point in a child’s life, from the foundation years through to the teenage years.

FGM

Female Genital Mutilation

GCC

Gloucestershire County Council

GHLL

Gloucestershire Healthy Living and Learning

GSAB

Gloucestershire Safeguarding Adults Board

GSCB

Gloucestershire Safeguarding Children Board

IRO

Independent Reviewing Officer

KCSiE

Keeping Children Safe in Education

LADO

Local Authority Designated Officer. The role of the LADO is to provide advice
and guidance and to manage allegations against people who work with
children.

LSCBs

Local Safeguarding Children Boards.

MASH

Multi Agency Safeguarding Hub

MAPPA

Multi-Agency Public Protection Arrangements. These arrangements are in
place to manage the risks posed by sexual and violent offenders living in the
community. MAPPA’s role is to:
• Protect victims and potential victims
• Identify individuals who may pose a risk of harm
• Share relevant information about them
• Assess the nature and extent of that risk
• Find ways to manage that risk effectively
The Authority Responsible for MAPPA includes members of the Police,
Probation and Prison Services.

MAQUA sub
group

Multi-Agency Quality Assurance sub group. This sub group is responsible for
revising and stream lining current policy and procedure to ensure quality and
efficiency.

MARAC

Multi –Agency Risk Assessment Conference. The focus of this Conference is
protection of high risk adult victims of Domestic Abuse and their children. It is a
conference to share information and increase the safety of victims of Domestic
Abuse and their families. MARAC looks at the highest risk domestic abuse
cases and constructs risk management plans that provide professional support
to those at risk, to reduce the risk and reduce repeat victimisation.
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SCIE

(Social Care Institute for Excellence) and Systems based learning. SCIE
presents a “systems” model for undertaking Serious Case Reviews. This
approach focuses on why actions or decisions, which later turn out to be
mistaken, are made and appear to be rational and sensible at the time. This
model hopes to generate new ideas of how to improve practice.

SCR

A Serious Case Review is conducted when a child dies or sustains a potentially
life threatening injury (or serious impairment) as a result of suspected abuse or
neglect. The purpose of the SCR is to ascertain whether any lessons can be
learnt with regard to safeguarding children and interagency working. A SCR
may also be conducted if a child has undergone serious sexual abuse or a
parent has been murdered and a homicide review is undertaken.

Section 11

Section 11 of the Children Act 2004 places duties on a range of organisations
to ensure their functions and services have regard to the need to safeguard
and promote the welfare of children

Section
175/157

Section 175 of the Education Act 2002 provides the legal duty on educational
settings to safeguard and protect children

SILP

Significant Incident Learning Process. This is a systems model for undertaking
case reviews.

SWCPP

South West Child Protection Procedures. Since February 2016, the SWCPP
have been provided by Tri-X

Task and
Finish Groups

Are established to report on, develop and drive forward particular areas of
safeguarding which have been highlighted by GSCB.

Working
Together to
Safeguard
Children (2015)

Statutory guidance covering the legislative requirements and expectations on
individual services to safeguard and promote the welfare of children and a clear
framework for Local Safeguarding Children Boards to monitor the effectiveness
of local services

