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Introduction by Graham Bartlett, Independent Chairperson 
 
Once again I am very pleased to present this year’s Annual Report on behalf of all the agencies represented on the Brighton & Hove Local Safeguarding 
Children Board. You will find information about these agencies throughout this report. The LSCB is required to produce an annual report that outlines the 
progress it has made over the last year in respect to safeguarding and promoting the welfare of children and young people. The report covers the busy 
period 1 April 2014 to 31 March 2015 and briefly summarises all the activity undertaken by, and on behalf of the Board over the past year.  
 
As Independent Chair I try to make sure that all Board members have the opportunity to contribute to Board business.  This year we have made some 
significant changes in the way we have approached Child Sexual Exploitation and this has been an example of every agency and every Board member 
pulling together to ensure that we have a complete and thorough governance and assurance framework geared towards reducing the prevalence of this 
dreadful phenomenon. 
 
Our new Lay Members have really come into their own this year and have kept professionals sharply focused on the impact their activity has on the people 
that need them most – our children. They have added real value too to the work of our subcommittees especially in providing an independent voice to case 
reviews and audit. 
 
Every year all agencies that comprise the Board face huge challenges either through cases or structural reform. We have worked hard to ensure that the 
inevitable evolution of the public and voluntary sector does not take place at the expense of the quality of practice and our Section 11 challenge and multi-
agency audits are designed to support organisations to retain an external focus and continue to strive to improve the lives and opportunities of children. 
 
Just after the end of the year I report on here we received our long awaited Ofsted Review. This was a thorough process undertaken alongside the Local 
Authority’s Inspection. We were delighted to have been among the 30% of LSCBs in the country to be graded as Good. This is a reflection of all the hard 
work by everyone involved in the Board but provides us to with a clear agenda to continue to do even more to keep our children safe. 
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“A child's voice, 
however honest and 
true, is meaningless 
to those who have 
forgotten how to 

listen”  
Albus Dumbledore                     

Reflections from Lay Members  
 

"It has been a busy year as Lay Members, not least with our involvement in Ofsted meetings and 
individual interviews! A lot of hard work by so many contributing to a very positive outcome. 
 
In June we were warmly welcomed by Portsmouth LSCB to our first Lay Member Conference. 
Three of our five lay members from Brighton & Hove were able to attend. We discovered during 
the course of the day that the model of our LSCB and lay member presence and involvement in 
subcommittees is regarded by others as forward thinking and likely to be most effective. Having 
five Lay Members was also considered a particular strength. This of course reflects the openness 
and self-reflection of the LSCB itself, which has been very welcoming of us.  
 
It was a useful experience that we would recommend to other lay members at any stage of their 
contribution. Discussions around the role and function of the lay membership were particularly 
helpful and helped us to reflect on our own contributions in Brighton & Hove.  
 
 

Our individual roles and collective identity as a stand-alone subcommittee are 
developing steadily, but there is much for us to learn as we go. The complexity 
of the structure of the LSCB, as well as the range of issues, makes it daunting 
to get to grips with. However we keep a strong focus on challenging the Board 
to actively seek out the voices of children and young people to influence its 
work, and we are keen to bring in voices from other stakeholders too. 
Particularly those who may not know quite how to engage.  

 
Our roles to bring external, public scrutiny to the work of the board create 
frequent, welcomed opportunities for us to bring our own very varied skills, 
expertise and areas of particular interest as a resource to Brighton & Hove 
LSCB" 

     



 

4 
 

  

LSCB Vision & Values 

Working together to keep children & young people safe 
in Brighton & Hove 
  

The following shared values underpin and guide the work of the LSCB and are promoted by all Board Members. 
 

 

All children should be safe from abuse and neglect 

  

We prioritise the safety of children over everything else we do 

  

We are committed to the changing needs of all children in Brighton & 
Hove, particularly those who are vulnerable to risk 

  

We collaborate with agencies and challenge them in a shared 
responsibility to safeguard children 

  

We are dedicated to early help 

  

We listen to children, young people, families, our practitioners 
and their managers – their involvement shapes what we do  

http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
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              Safeguarding Children is Everyone’s Responsibility 
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Brighton & Hove Local Safeguarding Children Board 
Annual Report 2014-15 Executive Summary  
 
This Executive Summary summarises the Brighton & Hove LSCB Annual Report covering 1 April 2014 to 31 March 2015. It describes the Board’s structure, 
activity and progress during 2014-15 with a focus on the priority areas as outlined in the Brighton & Hove LSCB Business Plan 2013-16. The report also 
sets out priorities and challenges for 2015-16. 
 

About Brighton & Hove (page 12) Read these pages to find out more about your city.  

 
The city of Brighton & Hove spans 87.54 km². At the time of the 2011 census it was England's most populous seaside resort with a population of 273,369. 
There are an estimated 54,100 (ONS 2014 midyear estimates) children and young people under 18 years of age living in the City.  
 
Deprivation is higher in Brighton & Hove than it is on average across England.  
 
Children and young people from minority ethnic groups account for 21% of all children living in the area, compared with 21.5% in the country as a whole. 
 
31,947 pupils attend our schools. Nearly 30k of these pupils attend maintained settings, 78 pupils attend the two Pupil Referral Units (PRU) and 1,943 
pupils attend academy or free schools. There are currently 294 known home educated children.  
 

Role of the Board and Governance & Accountability (page 13) This section outlines the role and purpose of Brighton & Hove  LSCB, 

describing how it is made up of statutory and voluntary partners including representatives from Health, Education, Children’s Services, Police, Probation, 
Children and Family Court Advisory and Support Service (Cafcass), Youth Offending, the Community & Voluntary Sector as well as Lay Members.  
 
Our purpose is to make sure that all children and young people in our city are protected from abuse and neglect. Children can only be safeguarded from 
harm if agencies work well together, follow procedures and guidance based on best practice and are well informed and trained.  
 
This section of the report describes positive advances in the role of the LSCB in challenging partners and in the ongoing development of links across key 
strategic partnerships. 
 
The Children Act 2004 places a duty on every Local Authority to establish a Local Safeguarding Children Board (LSCB). The Government's Statutory 
Guidance, Working Together to Safeguard Children (2015) defines safeguarding and promoting the welfare of children as: Protecting children from 
maltreatment; Preventing impairment of children's health or development; Ensuring that children are growing up in circumstances consistent with the 
provision of safe and effective care; Taking action to enable all children have the best life chances. 
 
This is to enable children to have optimum life chances and enter adulthood successfully.  
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LSCB Finances & Resources (page 15) This section provides information about funding to and expenditure by the LSCB. The full financial 

breakdown can be read in appendix 1. 
 
The Board is independent of any of the partners, funded by the majority of them and hosted and supported by Brighton & Hove City Council.  
 

Monitoring & Evaluation (page 16) This section provides some analysis of the quality assurance activity that has taken place over the last year 

to test out agencies safeguarding and child protection systems.  In this section are summaries of some of the key learning arising from multi-agency themed 
audits regarding child sexual exploitation, child sexual abuse and domestic violence and abuse.  It talks about how the views of children and young people 
have informed service delivery.  
 
Other activity discussed within this section includes Section 11 Audits, Private Fostering, Management of Allegations of Adults working with Children 
and Complaints Regarding Child Protection Conferences. 

 
Ofsted Review (page 26) No Ofsted inspection was undertaken of the Local Authority or LSCB within the timeframe captured within this report. 

However, a review did take place from 14 April 2015 – 8 May and Ofsted judged the arrangements we have in place to evaluate the effectiveness of what is 
done by the local authority and Board partners to safeguard and promote the welfare of children as good. Read more about this on these pages. 
 

Child Death Overview Panel (page 27) This part of the report contains a summary of the work of the Child Death Overview Panel (CDOP) 

during the year. Brighton & Hove CDOP review the deaths of all children normally resident in Brighton & Hove. During the last 12 months 16 children died in 
our area. The panel looks to identify any issues that could require a Serious Case Review (SCR); any matters of concern affecting the safety and welfare of 
children in the area; or any wider public health or safety concerns arising from a particular death or from a pattern of deaths in the area; and will make 
specific recommendation to the LSCB. 
 

Learning from Case Reviews (page 29) No serious case reviews were published in 2014-15. In the year three Serious Case Reviews were 

initiated and findings are pending as at 31 March 2015. Two Learning Reviews were initiated and completed.  Read more about the learning from reviews in 
this section.  
 

LSCB Business Plan 2013 – 2016: An update on #yourLSCB’s key priorities (page 30) See these pages to read more about 

how the LSCB has tackled child sexual abuse, child sexual exploitation and neglect and how early help has been delivered in in Brighton & Hove 

 

Participation & Engagement (page 42) 
Read this section to see how the LSCB has ensured that; the views of children and young people, parents and carers are contributing to learning and 
practice, how parents, carers and members of the public have been supported to have an improved understanding of the values and statutory function of 
the LSCB partnership to work together and finally how staff and managers have been informing learning and improvement. 

 
 

https://twitter.com/hashtag/yourlscb?src=hash
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Early Help (page 47) Read this section to see how the Board has been involved in ensuring that there is a prompt and assured response when 

referrals are made or new information is received about child care concerns.  As arrangements for early help have only been in place since 1 September 
2014 we are keen to wait a year until the LSCB reviews the impact of the wide range of early help services. We will want to be assured that there is well-
timed, good quality and noticeable involvement by everyone necessary that demonstrates that children’s welfare is promoted and that they are safeguarded 
from harm. 

 
Board Accountability (page 49) Refer to this section to find out about how the Board has improved in fulfilling its function and duties over the 

past year. This has included changes to Subcommittees and the introduction of new systems to assist with communications across these Subcommittees.  

 
LSCB Challenge (page 52) This section contains some examples of challenges that have been to and from the LSCB over the year.  

 
How safe are our children? (page 53) Performance management has been a key priority for 2014-15.This section provides you with a general 

analysis of data collected over the year in relation to  safeguarding children. Data in this section relates to: Referrals, Single Assessments, Section 47s 
Enquiries Initial Child Protection Conferences, Children in Need, Looked After Children and Children with a Child Protection Plan.  

 
Missing (page 63) Brighton & Hove LSCB continues to provide a unified multi-agency approach to make sure the needs of these children and young 

people are met appropriately and effectively.  Read more about this work on these pages.  

 

Learning & Development (page 64) Brighton & Hove LSCB has a responsibility to develop policies and procedures in relation to: “… training of 

persons who work with children or in services affecting the safety and welfare of children … to monitor and evaluate the effectiveness of training, including 
multi-agency training, to safeguard and promote the welfare of children”. (Working Together, 2015). This section looks at the work of the LSCB’s Learning & 
Development Subcommittee.  
 

Safeguarding in schools (page 67) Each year schools have an opportunity to self-assess their safeguarding arrangements by completing a 

safeguarding audit. This helps them to review their current safeguarding and child protection practice against the most recent national guidance. This year 
findings can be found within this section.  

 
Members Annual Reports (page 68) This section provides an update on safeguarding and child protection activity that has been underway in 

each of our partner agencies over the past year.  
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Summary of Achievements 2014-15  
 

We have improved the breadth of our lay membership which has helped the Board and agencies receive challenge from a comprehensive section of our 
communities.  
 
We have continued to actively seek the views of children and young people on safeguarding issues.  
 
We have kept up a stream of communications about Board business with professionals and the wider public.  
 
We have seen an increase in the influence of the Board from strengthening relationships with other key strategic groups, e.g. the Health & Wellbeing 
Board and the Safeguarding Adult Board  
 
Work of the Board has been informed by clear agreed priorities and underpinned by an up to date and well-structured Business Plan, as recognised by 
the Ofsted Review.  
 
The Monitoring & Evaluation function has gone from strength to strength with a varied multi-agency audit programme that has included children and 
young people and professionals and we have demonstratively used findings to drive improvement.  
 
We have raised the profile of Brighton & Hove LSCB by; developing and maintaining our new website, disseminating LSCB newsletters, bulletins, board 
briefings, managers briefings and establishing a presence on Twitter.  
 
The Early Help, MASH and Threshold document have been launched.  
 
We have made significant headway in supporting the identification, assessment and safeguarding intervention of children at risk of sexual exploitation 
through the establishment of the multi-agency operational group, Red Operation Kite and the LSCB Subcommittees to scrutinise operational and 
strategic responses.  
 
We have developed a more effective multi-agency dataset which, whilst still a work in progress, is used to routinely scrutinise partners performance, and 
challenge and audit where necessary. 
 
The LSCB has been able to demonstrate, via the creation of a challenge log, that it consistently provides challenge to partners and holds partners to 
account to improve safeguarding outcomes for children and young people.  
 
Subcommittees have been able to effectively communicate across one another through the continued scrutiny provided by the Leadership Group and by 
the introduction of the Referral Form system. 
 
Despite not having a Training Manager in place for much of 2014-15 we have continued to deliver specialist child protection training across the 
partnership.   
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Summary of Challenges for 2015-16 (page 52) 
This section discusses how safeguarding activity is progressing well but outlines a number of challenges, these include:  

 
Information sharing has remained a critical issue from Case Reviews both national and local. It is recognized that agencies cannot be complacent and 
that further work is required to ensure that practitioners across all agencies are aware of their responsibilities to share information where appropriate.  
In addition a focus needs to be maintained to ensure lessons are being learnt and agreed procedures are being followed 
 
We now need to collate & analyse information from missing return interviews. 
 
Now that Early Help & MASH arrangements have become embedded, the LSCB will need to build an improved understanding of the effectiveness of 
early help assessments and interventions.  We will want to be assured that the provision of early help is happening early enough and that the LSCB and 
our partners can evidence the difference for children, particularly those who are most vulnerable in making sure they receive the help they need before 
things escalate into child protection. 
 
Despite quarterly scrutiny of the reduction of the high number of repeat referrals and child protection plans, the LSCB must continue to scrutinise and 
influence these high numbers. 
 
Following Ofsted’s Review, the LSCB will look to improve links with the corporate parenting panel and better understand why thresholds for care or 
accommodation are reached. 

 
The most recent revision of the LSCB management information report has only been in use for six months, so there are inevitably issues in the 
presentation of data and the consistency of the commentary within it, given the number of managers across several agencies who contribute to it. We will 
need to achieve greater consistency in 2015/16. 
 
It is important that audits include feedback from service users and from practitioners and we would like to be able to evidence our commitment to 
ensuring partners are capturing the experiences of children, young people and families to inform service improvement. In 2015-16 we will increase 
efforts  to hear the voice of children, young people, families and practitioners.   
 
The LSCB multi-agency training programme has been an area that has needed attention for two years. The absence of the LSCB Training Manager has 
considerably delayed this work and will a top priority going forward.  

 
The LSCB has made huge steps in terms of engaging with the public and raising the profile of the LSCB but we still need to consider, as challenged to 
do so by our Lay Members, how we can better engage the public in safeguarding children.  
 
It may be necessary to spend to tackle the significant issue of child sexual exploitation and ensure responses are robust and services adequately 
resourced. Linked to this are changes to the Safeguarding Investigations Unit which will mean there are more Detective Constables who will be working 
in many different areas. We must be assured that this an effective approach and that skilled staff to manage CSE are a ring fenced resource. 
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Chief 
Executives  

& Directors 

Schools 

Book onto LSCB Multi agency training and learning events  
pertinent to your role  
 

Be familiar with the Pan Sussex Safeguarding Procedures 
  

Be familiar with the Threshold document to ensure an  
appropriate response to children and families  
 

Use your agency representative (see who this is on page 109) to  
make sure the voices of the workforce, children & young people are heard 
 

Be aware of the needs of privately fostered children. 
 

Show Brighton & Hove LSCB that your agency is 
committed to a culture of safeguarding  
 

Ensure your workforce contributes to the provision 
of LSCB multi agency safeguarding training  

 

Have an open dialogue about any barriers that may 
impact on your organisations ability to safeguard children and young 
people.  

 

Every agency’s contribution to the work of the LSCB must be 
categorised as the highest priority in the allocation of time & resources. 
 

Help the LSCB to understand the impact of any organisational 
restructures on the capacity to safeguard children and young people  

in Brighton & Hove. 

 

  
 
 

  

      You are in the best place to look out  
     for children and young people and to 
report any of your concerns  
Safeguarding children and keeping them 
free from harm is everyone’s 
responsibility, if you are worried about a 
child or young person please follow the 
steps on Brighton & Hove LSCB’s 
website: www.brightonandhovelscb.org.uk 

 

The 
Community 

 

Messages 
for Board 

Children 
& Young 
people  

Work effectively to share information appropriately 
 

  Identify & act on child protection concerns 
 

Collectively make decisions about how best to intervene in 
children’s lives where their welfare is being compromised, & 
collectively monitor the effectiveness of those arrangements. 

 

Continue the work to ensure looked after children receive 
appropriate, high quality and timely services 

Scrutinise and challenge 
governance and planning 
arrangements by your providers 
for children, young people and 
their families in Brighton & Hove  
 

Discharge safeguarding 
responsibilities fully to ensure 
services are commissioned for 
the most vulnerable children  
 

Monitor how information is shared  
        across and between  
              your providers 

 
Ensure that the       
SARC achieves 
a quality service 

 
 

 
Help Brighton & 
Hove LSCB respond 
to the voices of 
vulnerable children & 
families in your ward 
 
Keep the protection 
of children and 
young people at the 
forefront of thinking 
when scrutinising 
and challenging any 
plans for Brighton & 
Hove 
 

Continue to 
complete your 
section 175/157 
self-assessments  

 
Ensure your staff have an 
awareness of all safeguarding 
concerns – including self-harm 
 
Make certain staff are recruited 
safely 
 
Book onto LSCB Multi agency 
training and learning events 
pertinent to your role  
 
Be familiar with the Pan Sussex 
Safeguarding Procedures  

 

Commissioners 

Staff working 
in Board 
Partner 

Agencies 
 

You are at the heart of 
the child protection 
system.  
 
We want to make sure that  
your voices are heard and that  
we know how you are experiencing the 
services in our Board partner agencies. If 
you would like to know more about how 
you can influence the work of Brighton & 
Hove LSCB please contact us at 
www.brightonandhovelscb.org.uk/contact  

 

Local 
Politicians 

http://www.brightonandhovelscb.org.uk/
http://www.brightonandhovelscb.org.uk/contact
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About Brighton & Hove    
 
The city of Brighton & Hove spans 87.54 km². At the time of the 2011 census it was England's most populous seaside resort with a population of 273,369. 
There are an estimated 54,100 (ONS 2014 midyear estimates) children and young people under 18 years of age living in the City.  
 
On average over the year ending March 2015, 2,235 of our children received support from children’s services. There are approximately 309 children who 
have a child protection plan, and approximately 481 children in care in our City. There is more about safeguarding and child protection information on pages 
53 of the report.  
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Black and minority ethnic children 
Children and young people from minority ethnic groups account for 21% of all children 
living in the area, compared with 21.5% in the country as a whole.  
 
The largest minority ethnic groups of children and young people in the area are Any 
Other White Background (4.1%) and White and Asian 2.9%.  The percentage of under 
18s in the city who are not White British has risen from 11.4% in 2001 to 21% in 2011. 

Children registered in schools  
We currently have 31,947 pupils attending our schools. Of these, 
29,926 pupils attend maintained settings, 78 pupils attend the two 
Pupil Referral Units (PRU) and 1,943 pupils attend academy or 
free schools. Currently there 294 known home educated children. 
4,953 children attend Independent Schools.  
 
Special Educational Needs  
We currently have 20.9% of our pupils with special educational 
needs (SEN), which is above the National figure of 16.6%. 2.9% 
(941) of our pupils have a Statement or Education, Health & Care 
Plan (National 2.8%) 17.9% of our pupils have SEN without a 
statement or Education, Health & Care Plan (National 15.1%) The 
SEN Framework changed with effect from Academic year 
2014/15 and the old categories of school action and school action 
plus have been replaced with one category of SEN Support and 
changed at the termly review.  
 
Information in this section is an annual local authority level summary of trends 
over the last few years of the termly School Census. The information is provided 
by Brighton & Hove maintained schools, 3 Academies and 2 Free Schools and 
the comparisons are to the latest published national benchmarking data. 

Children with disabilities  
1,704 0-19 year olds were registered on the Children’s Disability 
Register, The Compass, at 31st March 2015.  
 
This suggests that at least 2.8% of children in Brighton & Hove 
have a physical, learning or mental disability or long term illness 
that significantly affects daily life.  
 

Deprivation  
Deprivation is higher in Brighton & Hove than it is on average across England. In 2003, 
54% of the city’s population lived in wards included in the 40% most deprived areas in the 
country, and just 5% lived in wards considered to be in the 20% most affluent in the 
country. These figures have changed little in recent years. Approximately 19.6% of the 
local authority’s children are living in poverty. Under the current definition, a child is 
considered to be in poverty if it lives in a household where the total income is 60 per cent 
of the national average.  
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Governance & Accountability  
 
Brighton & Hove LSCB is made up of statutory and voluntary partners. 
These include representatives from Health, Education, Children’s 
Services, Police, Probation, Children and Family Court Advisory and 
Support Service (Cafcass), Youth Offending, the Community & 
Voluntary Sector as well as Lay Members.  

Our main role is to coordinate what is done locally to protect and 
promote the welfare of children and young people in Brighton & Hove 
and to monitor the effectiveness of those arrangements to ensure 
better outcomes for children and young people.  

The efficacy of Brighton & Hove LSCB relies upon its ability to 
champion the safeguarding agenda through exercising an independent 
voice. 

 
  
 
Our purpose is to make sure that all children and young people in our City are protected from abuse and neglect. Children can only be safeguarded from 
harm if agencies work well together, follow procedures and guidance based on best practice and are well informed and trained.  
 
Regulation 5 of the Local Safeguarding Board Regulations 2006 sets out the functions of the LSCB as per section 14 of the Children Act 2004. 

The Children Act 2004 places a duty on every local authority to establish a Local Safeguarding Children Board (LSCB).  

The Government's Statutory Guidance, Working Together to Safeguard Children (2015) defines safeguarding and promoting the welfare of children as: 
 protecting children from maltreatment 
 preventing impairment of children's health or development 
 ensuring that children are growing up in circumstances consistent with the provision of safe and effective care  
 taking action to enable all children to have the best life chances 

This is to enable those children to have optimum life chances and enter adulthood successfully. 

The Board met 6 times during the year. Where there has been insufficient attendance or engagement at the Board, this has been challenged by the 
Independent Chair. 
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Children & 
Young People 

Committee 

Health & 
Wellbeing 

Board (HWB) 

Violence Against 
Women & Girls 

Programme 
Board (VAWG) 

Safeguarding 
Adults Board 

Member 
Agencies 
Executive 

Management 
Boards  

Safe in the City 
Partnership 

Board                     

Corporate 
Parenting 

Board                     

 

 

 
 
 

 
 
 
 

 

 
 
 
 
 

 
 
 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 
 
 
 
 

 

Independent Chair: 
Graham Bartlett 

 

LSCB Subcommittees  Key Relationships  

Pan Sussex 
Procedures 

Lay 
Members 

Monitoring 
& 

Evaluation 

CP Liaison & 
Safeguarding 

Learning & 
Development 

Participation 
& 

Engagement 

Case 
Review 

Child 
Death 

Overview 
Panel 

CSE & 
Vulnerable 

Children 
Strategy 
Group CSE: Protect 

& Pursue  

CSE: Prevent 
& Early 

Identification 
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LSCB Finance and Resources    
 
All LSCB member organisations have an obligation to provide LSCBs with reliable resources (including finance) that enable the LSCB to be well organised 
and effective. In principle, members should share the financial responsibility for the LSCB in such a way that a disproportionate burden does not fall on one 
or more partner agencies. Locally, the City Council has contributed around 70% of funding.  
  
There is no set formula on how LSCBs are funded, as each is different. It is not really possible to compare like for like and many contributions may be given 
in kind but not recorded in the budgets. 
 
No uplifts in funds were requested by the Independent Chairperson in 2014 – 15. The LSCB has been without a Training Manager for much of 2014 – 15 
which has resulted in an unusual underspend on the training line (The recruitment process for this post has since concluded.) An agency Training 
Administrator had to be appointed in the absence of the Training Manager to assist with the ongoing delivery of multi-agency training.  This year the LSCB 
declared an underspend of £-9261. 
 

The full financial breakdown, plus the budget forecast for 2015 -16, can be read in Appendix 1  
 
Serious Case Reviews (SCRs) or Learning continue to be a financial pressure as and when these are agreed. In 2014-15 the LSCB spent £18,000 on 
SCRs and Learning Reviews. 

 

It is important to note that the LSCB budget does not represent the true costs of the Board’s business and development work and some ‘hidden’ costs are 
subsumed within the City Council and other partners’ budgets.  

 

 
  

Table 1: Funding Contributions      £          £      £ 
 

Funded By : 

 

Original 
Budget 

Revised 
Budget 

Actual 
Budget 

Brighton & Hove City Council - Core Funding 
 

126340  126340  126340  

Brighton & Hove City Council - Extra Funding 
 

0  4000  4000  

Brighton & Hove City Council - Balance of Carry Forward 
 

0  0  3500  

Contribution. from NHS Brighton & Hove CCG 
 

43780  43780  43780  

Surrey & Sussex Probation Trust 
 

5572  5572  6000  

The Police and Crime Commissioner for Sussex 
 

12338  12338  12338  

Cafcass  
 

550  550  550  

Total Funding 
 

188580  192580  196508  
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 “We have achieved a lot but there is still 

much to do, especially in hearing the 
voices of children/young people and their 
families, and the voices of frontline 
practitioners, in producing meaningful and 
accessible management information from 
all agencies, and in achieving a positive 
impact on children’s lives as a result of the 
quality assurance process.”  
Helen Davies, Chairperson Monitoring 
& Evaluation Subcommittee. 

 

Monitoring & Evaluation        
 

The LSCB has a key role in achieving high standards in safeguarding and promoting welfare, not just through 
coordinating, but also by evaluation and continuous improvement.  Under Working Together to Safeguard Children 
(2015) LSCBs must quality assure practice, including through joint audits of case files involving practitioners and 
identify lessons to be learned. The Monitoring and Evaluation Subcommittee support the Brighton & Hove Learning 
and Improvement Framework to strengthen and support a learning culture across partner agencies. This 
Subcommittee, through its scrutiny and challenge role, is instrumental in assisting the Board to create a culture of 
openness and facilitate effective and regular challenge to all partner agencies. 
 
The main focus of the subcommittee’s work in 2014-15 has been continuing to oversee a programme of multi-agency audits, revising the management 
information provided to the LSCB, consolidating the LSCB’s Quality Assurance Framework (QAF), including dissemination of findings from audits and 
tracking action plans.  
  
Management Information Report  
During 2014-15, changes were made to the LSCB’s management information report. It adopted the format used by LSCBs in the North West of England, 
which consists of core data from key agencies and thematic data. The intention is to look at thematic data in depth, alongside multi-agency audits. This 
proved successful for the CSE audit when quantitative information about child sexual exploitation was considered alongside the qualitative audit data. It was 
not so successful for the domestic violence and abuse audit, as agencies struggled to retrieve the data requested.  
 
Quality Assurance Framework (QAF) 
The drafting of the LSCB QAF, led by Quality Assurance Manager, was completed early in 2014-15 and it was subsequently approved by the LSCB.  
 
Multi-Agency Audit 
In 2014-15 four multi-agency audits were presented to the Subcommittee: 

 child sexual abuse cases and strategy meetings - see page 31 for findings 

 domestic violence and abuse audit - see page 60 for findings 

 thematic review of young parents and domestic violence - see page 60 for findings 

 child sexual exploitation audit - see page 34 for findings 

 
Summaries of findings from audits have been shared with staff in ‘Managers Briefings’ and a tracking system is in place to track all actions from LSCB 
audits and learning reviews.  
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My agency undertook an audit to gauge compliance with the NICE 
Clinical Guidance 89 When to suspect child maltreatment.  
 
SCT Brighton & Hove children services. A total of 14 services were 
audited and there was 100% compliance with all standards.  

 Staff safeguarding children training  

 Know named professionals  

 Read CG89 guidance  

 Aware of relevant policy and procedures  
 
SCT Brighton & Hove Adult services. A total of 22 services were 
audited: 

 10 services not fully compliant with standards  

 6 services did not complete audit form  

 6 services 100% compliant with standards  
 
Yvette Queffurus  
Named Nurse  

 
 

Single Agency Audits 
All agencies were asked to select a couple of single agency audits conducted in 2014 – 
2015 which focused on safeguarding and child protection, and provide a summary of 
the learning and implications.  At its March meeting the Subcommittee received the 
majority of these. No returns were received by the deadline from Sussex Police, Youth 
Offending Service, Probation, or the Community Rehabilitation Company (CRC). They 
were all challenged about their nil returns. 

 
Throughout 2014-15, Children’s Services shared many single agency audits with the 
Subcommittee. These included audits on children in care, initial contacts with children’s 
services and core groups. These have been useful to inform the focus of multi-agency 
audits planned for 2015-16. Children’s Services also shared the Youth Advocacy 
Project survey of young people missing from care, which supported the design of the 
survey of young people at risk of child sexual exploitation. 
 
 
 
 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 11 Audits   
Section 11 of the Children Act 2004 requires agencies to make arrangements to ensure that in discharging their functions they have regard to the need to 
safeguard and promote the welfare of children.    
 
The most recent Section 11 audits were completed by 31 March 2014, with a ‘Section 11 Challenge Event’ taking place on 30 May 2014 (read more about 
this on page 49 and progress against the standards agencies had not considered themselves compliant against was reported at March 2015 Board. 
Agencies were also asked for evidence against two additional standards regarding a) consideration of significant adults when gathering family 
information and b) data management systems and performance reporting to support effective safeguarding. These standards related to findings 
from a not yet published a serious case review. The majority of agencies have gone from Amber to Green across deficit areas. However some gaps 
remain. 
 

 Some measures concerned with recognition and response to the risk of child sexual exploitation and the consideration of fathers and other significant 
adult males continue to be reported as deficit areas for some agencies. 

 Most agencies do not assess their systems for gathering information about all significant adults as robust as they could be. This is particularly noted 
as a challenge in cases of separate families and absent fathers.  
 

 Most agencies report challenges with IT data management systems which do not always ensure robust management oversight to assist effective 
safeguarding of children.  
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10 Key 
Messages 

from Young 
People   

Listen to 
me Involve me in the 

decisions that 
are made about 

me 

Don't 
blame me 

Help me to 
understand  

Don't judge 
me and my 

family 

Give me 
straight 
answers 

Don't ask 
me to 

repeat my 
story 

Be there 
for me 

Stay with 
me  

Don't delay 
giving me the 

support I 
need  

Voice of the child  
The Monitoring and Evaluation Subcommittee had intended to include the voices of children/young people and 
their families in its audits in 2014-15. However, this did not prove viable until the child sexual exploitation audit. As 
part of this audit, three young people agreed to be interviewed by the Youth Advocacy Project. Although a small 
sample, they gave some valuable feedback about whether they felt they had been listened to and made 
suggestions about what help could be useful for them and other young people in a similar situation.  

 
 
 
 
 
 

 
  
 
 

 
 
  

Management Information: Monitoring 
& Evaluation’s Areas of Concern  
 

 The continued high number of children 
subject to repeat child protection 
plans in Brighton and Hove. Children’s 
Services believe this is largely due to 
recurrences of domestic abuse, so the 
working group arising from the 
domestic violence and abuse audit has 
been addressing ways to improve 
strategy and practice in this area, as 
well as the impact of the ‘toxic trio’ of 
domestic abuse, parental substance 
misuse and parental mental illness on 
repeat plans.  
 

 The high number of referrals and 
repeat referrals to Children’s Services. 
The introduction of a Multi-Agency 
Safeguarding Hub (MASH) and Early 
Help Hub (EHH) in September 2014 
was intended to address some of the 
issues that had been identified as 
contributing to the high numbers. Now 
that the changes have had six months 
to bed in, the Monitoring & Evaluation 
subcommittee plans to focus closely on 
data analysis of the nature and 
outcome of referrals and audit of MASH 
and the EHH. 
 

 The high number of teenagers 
presenting to A&E following self-harm. 
This matter was brought to the attention 
of the LSCB Chairperson and the 
Leadership Group in May 2014, and 
Public Health have been requested to 
provide an in-depth analysis to look at 
the story behind the figures.  

 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCMX8ufjJgMcCFewI2wodNXYCMg&url=http://www.bhyap.org.uk/&ei=wea4VYWYIOyR7Aa17ImQAw&bvm=bv.99028883,d.ZGU&psig=AFQjCNHJT26pjCbPFy0XKyGwuYk8Mq87xw&ust=1438267421772120
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Private Fostering    
 
A private fostering arrangement is one that is made privately (without the involvement of a local authority) for the care of a child under the age of 16 years 
(under 18 if disabled) by someone other than a parent or close relative, in their own home, with the intention that it should last for 28 days or more.  
 
Current arrangements for the regulation of private fostering originate from concern following the death of Victoria Climbé in 2000. Victoria was privately 
fostered by her great aunt.      
 
Given concerns about the level of ‘hidden’ private fostering, local authorities are required to raise public awareness of the requirement to notify the local 
authority of private fostering arrangements and therefore to reduce the number of ‘unknown’ private fostering arrangements.    
 
In 2014-15 a range of initiatives were undertaken to highlight the notification arrangements to existing and potential private foster carers, voluntary and 
statutory agencies, and members of the public as follows: 
 

Private Fostering materials have all been updated and re-printed to include the MASH contact details.  The BHCC Private Fostering web page has 
also been refreshed 
 
Information about Private Fostering has been circulated via the Primary Care bulletin 

 
A Private Fostering briefing has been circulated to all Children’s Service staff as part of the Social Work: Our Story  

 
Information about Private Fostering has been included in the School Governors Briefing  
 
Posters and leaflets have been emailed to GPs via the Brighton & Hove Clinical Commission Group  
 
The LSCB multi-agency private fostering training has been refreshed and delivered to Safeguarding Designated Persons (schools).   Multi-agency 
training has previously been cancelled due to low registration.   In future the Private Fostering training will be included in wider training on ‘Hidden 
Groups’ which should encourage more professionals to sign up. 

 
Information about private fostering will be included in the BHCC School Admissions booklet (both primary & secondary) 
 
The LSCB continues to raise awareness about Private Fostering with members of the public and professionals via social media and regular tweets. 

http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
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Monitoring Compliance with Duties and Functions 
The number of privately fostered children is constantly changing as new 
arrangements are referred and children move on - sometimes back to their parents - 
or when they reach 16 years (or 18 years if disabled).    
 
Private Fostering activity has increased again in 2014-15.     
 
At the start of the year (1 April 2014) there were 19 children reported as living in 
private fostering arrangements. During the year, 26 new notifications were received 
and 26 were confirmed as being private fostering within the definition.   
 
All new notifications received an initial visit, with 88% taking place within 7 working 
days. This is better than the England average for 2014/15 is 80%. 
 
Again, we saw an increase in the percentage of cases where visits to children were 
carried out within the timescales required by Regulation 8 of the Private Fostering  
legislation (which is at least 6 weekly in the first year).     
Visits were on time for 41 out 45 cases which is 91%.   
This is better than the England average of 67% 
 
In 2014/15 of the 26 new private fostering arrangements, 24 children are aged 10 to 
16, one child is aged 5-9 and one child is under 5.   Two children were born in the 
UK and twenty four children were born overseas. 
 
Twenty nine arrangements ended during the year, leaving a total of 16 children in 
Private Fostering arrangements at 31 March 2015.     

 
 
 
 
 
 
 
 
 
 
 
 
 

* Other - 4 yp moved into College Residence 

Reason why the Arrangement Ended: 
(Using data fields proposed by Ofsted, Jan 14)  

Number 

Overseas child returned voluntarily to country of origin 9 

Overseas child returned to country of origin via Home 
Office intervention 

0 

UK born returned to parents 2 

Became ‘looked after child’ 0 

Educational/sporting/vocational opportunity ended 0 

Child turned 16 (or 18 if disabled) 12 

Moved to another private fosterer 2 

Other * 4 

Total 29 

17 

34 

45 

0 10 20 30 40 50

2012-13

2013-14

2014-15

New Private Fostering Arrangements  

9 

2 

12 

2 

4 

Reason why the Private Fostering 
Arrangement Ended: 

Overseas child returned
voluntarily to country of
origin

UK born returned to
parents

Child turned 16 (or 18 if
disabled)

Moved to another private
fosterer

Other
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Allegations by sector 2014-15 
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Org

Transport

Voluntary Org

Youth Services

Management Allegations of Adults Working with Children 
 

The management of allegations should been seen in the wider context of safer employment practices, which has three essential elements: 

 Safer recruitment & selection practices  

 Safer working practices  

 Management of allegations or concerns 
  
Although this report will primarily focus on the third element, this activity is interlinked with the work undertaken by the LADO in respect of safer recruitment, 
employment and guidance to support safer working practices across the children’s workforce and within the private and voluntary sector.  
 
The aim of the LADO is to provide a more consistent and appropriate scrutiny across diverse workforces and voluntary bodies, to contribute to a greater 
level of safeguarding to children and natural justice to staff and to enable appropriate referrals being made for barring decisions, to build a safer workforce 
by removing practitioners who are likely to present a risk. The structure of the process was designed to bring independent advice to decision making.  
 

   Employee groups include; 
 
Voluntary Organisations – such as community groups, Scouts, 
Brownies, dance clubs, some after school playschemes and 
charitable organisations. 
 

Sports Organisations- such as football clubs etc. 
 

Early Years Services – include nurserys, pre-schools, 
childminders, nannys (domestic), private and independent 
providers and Children’s Centres. 
 

Transport - refers to transport provided by services through a 
contract (e.g. DTS) such a bus/taxi drivers and/or escorts 
 

Other-refers to individuals from non voluntary/charitable 
organisations not affiliated with the LSCB. 
 

Children’s Social Work Services- include allegations against 
BHCC and non BHCC staff, including social workers and those 
providing a range of family interventions. 
 

Schools- refers to all staff including non teaching staff (NTS) 
and in maintained (Main) and non-maintained (NonMain) 
schools, language schools and Further Education (F.E) colleges. 
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Overall the total for 2014-15 is 239, which represents an increase of 20 from the previous year. This 
trend continuing into 2015-16 with 122 referrals as of 1st September 2015 compared to 88 by 1st 
September 2014. The increase in referrals is reflected by the numbers of referrals in general to the 
MASH and mirrored by the continuing increase in referrals to LADO colleagues in the South East.  
 
There is still no current nationally agreed data set for allegations against people working with children, 
making comparison of data between Local Authorities unreliable. The South East Network of LADO’s 
now exchange data, but again comparison is made difficult by inconsistent recording, in particular some 
not referring to ‘suitability’ or Initial Evaluations that lead to No Further Action.  
 
The main trends for this period relate to an increase in the numbers of allegations involving the suitability 
of both early years employees, taxi drivers and teaching staff. 
 
There have been two developments that may contribute to the first two trends highlighted above.  
 
The first being new DfE statutory guidance - ‘Disqualification under the Childcare Act 2006, published in 
February 2015. This is referred to as Risk by Association (RBA). This extended previous guidance for 
Early Years settings to include schools with pre-school and reception classes for under 5yrs, but also 
schools who organise or host pre-school and after school care for children under 8 yrs. Staff are required 
to declare if they are living in a household with an individual convicted of certain offences that are not 
considered spent conviction (Rehabilitation of Offenders Act 1974). This being the case, then staff have 
to seek a Waiver from Ofsted/DfE to continue working in such settings.  
 
The cases within the Early Years sector involved the ‘suitability’ of employees subject to RBA. The 
LADO has liaised with H.R, Schools and EYS services regarding bulletins being issued to settings. 
 
The second has been a review of safeguarding processes regarding the licensing of Taxi Drivers within 
the Hackney Carriage Licencing Team, where drivers ‘suitability’ and whether an individual is considered 
‘a fit and proper person’ is being scrutinised more robustly post Rotherham and other Local Authority 
inquiries and Serious Case Reviews.  
 
Allegations against teaching staff involving the use of restraint saw a significant increase and indicated a 
worrying trend. During Q3 were 11 allegations against Local Authority teaching staff. These related to 7 
separate incidents: 2 involved mainstream schools, 5 involved SEN establishments. Of these, 3 were 
deemed malicious, 6 unfounded and 2 substantiated. The latter refers to 1 incident. There had been no 
similar allegations in Q3 the previous year and only 4 such allegations against Local Authority teaching 
staff for the whole of the previous year. 
 
The significant incident that was substantiated led to an internal disciplinary investigation, a Children’s 
Services Management Review and an Independent Review between 13th to 16th January 2015.  

Updates to LADO Guidance and Procedures 
 
Dealing with Allegations of Abuse against 
Teachers and other Staff, is now incorporated in 
the DfE guidance on Keeping Children Safe in 
Education  which was updated in March 2015 
following the publication of Working Together 
March 2015  
 
There is a new focus on preventing the use of 
suspension and it refers to the need for schools to 
‘be as inventive as possible to avoid suspension.’ 
Paragraph 156 now includes an expectation that 
‘At the conclusion of a case in which an allegation 
is substantiated, the designated officer(s) should 
review the circumstances of the case with the case 
manager to determine whether there are any 
improvements to be made to the school or 
college’s procedures or practice to help prevent 
similar events in the future. This should include 
issues arising from the decision to suspend the 
member of staff, the duration of the suspension 
and whether or not suspension was justified. 
Lessons should also be learnt from the use of 
suspension when the individual is subsequently 
reinstated. The designated officers(s) and case 
manager should consider how future investigations 
of a similar nature could be carried out without 
suspending the individual. 
 
The title of LADO was omitted from WT’15. It 
stated Local authorities should have ‘designated a 
particular officer, or team of officers (either as part 
of multi-agency arrangements or otherwise), to be 
involved in the management and oversight of 
allegations against people that work with children.’ 
 
LADO colleagues at the National LADO 
Conference on 13th March 2015 unanimously 
reported that they intended to continue to be 
referred to as LADO’s and referred to this title 
within their LSCB procedures. 

 

https://www.gov.uk/government/publications/keeping-children-safe-in-education--2
https://www.gov.uk/government/publications/keeping-children-safe-in-education--2
http://www.proceduresonline.com/workingtogether/
http://www.proceduresonline.com/workingtogether/
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The review outcome in respect of the use of restraint concluded that 
‘Staff face significant challenges in terms of verbal and physical abuse. 
The boundaries being imposed are very necessary to the management 
of this’ and that ‘A reduction in the number of incidents of positive 
handling over time should be expected.’ 

 
It is reassuring to comment that for the period April to September 2015, 
there have only been 3 referrals regarding use of restraint, one of 

which involved an EYS setting. 
 
 
 
 
 
 
 
 
 
 

Timescales  – At Point of Conclusion: 
The start date for counting will be the date the allegation was referred to the 
LADO, Children’s Social Work Service or the Police. The conclusion date is 
the point at which there is no further action to be taken by the employer, 
Children’s Social Work Service, the Police or Courts regarding the 
allegation. 
 
Target timescales have been met, those ongoing 
cases reflect lengthy police investigations, court 
cases and disciplinary procedures. It is the view of 
the LADO that having a dedicated role, not only 
provides greater continuity but also enables more 
timely responses, the ability to track cases, review 
them and chase up professionals with their 
outcomes. 

 
 

It is in everyone’s interest to resolve cases 
as quickly as possible consistent with a fair 
and thorough investigation. All allegations 
should be investigated as a priority to avoid 
any delay. Target timescales are shown 
below: the time taken to investigate and 
resolve individual cases depends on a 
variety of factors including the nature, 
seriousness and complexity of the 
allegation, but these targets should be 
achieved in all but truly exceptional cases. It 
is expected that 80 per cent of cases should 
be resolved within one month, 90 per cent 
within three months, and all but the most 
exceptional cases should be completed 
within 12 months. 

Keeping Children Safe in Education 
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Allegation Outcomes 
The proportion of substantiated, unsubstantiated and unfounded allegations vs false and malicious 
indicate that referrals to the LADO are being made appropriately.  
 
The revised DfE statutory guidance continues to protect teaching staff against ‘malicious’ allegations 
despite the actual numbers being relatively low. 
 

 

HR Outcomes 
The use of alternatives to suspension is actively discussed at Strategy Meetings and this 
message is reinforced by the updated Department for Education Guidance, Keeping Children 
Safe in Education 2015. Of the 44 individuals ‘suspended’, 16 were ‘reinstated’ while the 
remaining either resigned, were dismissed of the employer ceased to use their services. 
There has been one instance of a pupil exclusion regarding an allegation against staff deemed 
to be ‘malicious’ in a school. 
  

52% 

25% 

16% 

0% 

4% 
3% 

Substantiated Unfounded

Unsubstantiated Not Known

Malicious FALSE

Cessation of use: This usually applies to cases 
involving volunteers or non-contracted staff. 
Ceasing to use services, sometimes with immediate 
effect, is not covered by employment legislation 
 
Deregistration: This would occur when a foster 
carer and child minder are considered unsuitable to 
care for children and their registration is revoked.  
 
Referral to DBS for Barring Consideration:  
Refers to the Disclosure and Barring Service. 
 
Referral to regulatory body: for example, Ofsted, 
the NCTL, Health and  Care Professionals Council 
(HCPC), General Medical Council (GMC) etc. 
 



 

25 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
The high number of Initial Evaluations with schools that led to an Internal Disciplinary Investigation rather that 
formal allegations management procedures, indicate that safeguarding regarding staff in schools appears well 
embedded. 
 
The LADO has received 66 referrals from Schools, 95 from Children’s Social Work Services, 29 from EYS, 19 from the Police, 9 from Other 
agencies, 7 from Health, 6 from Faith organisations, 4 from Ofsted, 3 from Community and Voluntary Organisations and 1 from CAFCASS. 
 
Conclusion  
The Allegation Management Procedure within Brighton and Hove appears to be well embedded in a range of statutory and voluntary 
organisations. The LADO received positive comments in the Ofsted Inspection Report of the Local Authority June 2015; 
‘Good arrangements are in place to respond to cases when allegations are made about professionals who work with children. The local 
authority designated officer’s (LADO) comprehensive awareness-raising activity has resulted in a range of referrals from various statutory and 
non-statutory agencies, including sports groups and faith organisations. Some recent joint working initiatives with the council’s licensing 
department are also raising awareness of the LADO role. Good quality multi-agency work underpins all work by the LADO and helps to protect 
children.’ 

  Referral Outcomes Strategy 
Discussion 

Section 47 Police Charge Conviction 
Internal Initial  

Investigation Evaluation NFA 

Children Social Work 
Services 

1 1 1 1 1 1 3 

EYS 11 5 6 1 1 34 27 

Faith 2   2     2   

Foster Care  8 3 6     13 12 

Health 2 1 3 2   4 4 

OTHER     1     3 4 

Residential LA 2 1 1     3 1 

Residential non LA 2         3 2 

Schools  19 11 19 2 1 64 61 

Self Employed 1   3 1       

Sports Org 1 1 2 1       

Transport 2   1     6   

Voluntary Org 1   2 2 2 5 4 

Youth Services     1         

TOTAL 52 23 48 10 5 138 118 

No further action after 
Initial Evaluation:  Refers 
to the initial discussion with 
the referrer, and this may 
include Children’s Social 
Work Services and/or the 
Police about whether the 
alleged incident falls within 
the scope of these 
safeguarding procedures. 
Following the initial 
discussion/inquiries there 
may be no need for further 
action under these 
procedures. It does not 
mean further assessment or 
investigation may be 
undertaken in accordance 
with other Regulatory 
frameworks such as the 
Assessment of Children in 
Need  (Section 17 C.A’89), 
or via an employer’s 
disciplinary procedures. 
 



 

26 
 

Ofsted Review  
 

No Ofsted inspection was undertaken of the Local Authority or LSCB within the timeframe captured within this report. 
However, a review did take place from 14 April 2015 – 8 May and Ofsted judged the arrangements we have in place 
to evaluate the effectiveness of what is done by the local authority and Board partners to safeguard and promote the 

welfare of children as good. Next year’s annual report will update on progress against the recommendations.  

 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Graham Bartlett, Independent 
Chairperson 
 “There’s always room for 
improvement when it comes to 
keeping children safe and it’s vital 
for the city that there is an 
independent body that co-
ordinates the work and makes 
sure it is to the right standard. 
The LSCB does a lot of important 
work identifying areas that could 
be improved in the interests of 
children and helping different 
agencies to achieve those 
improvements, especially by 
working together and 
communicating information more 
effectively”  
 

Ofsted Review  

“….transparent, learning-
focused multi-agency LSCB” 
 
“…rigorous approach to 
evaluating the effectiveness of 
safeguarding arrangements in 
all of its partner agencies”  
 
“The LSCB is an active and 
influential participant in 
informing and planning services 
for children and young people”  
 
“The good quality LSCB annual 
report reflects the board’s 
learning and self-evaluative 
ethos”  
 

“Serious case reviews 
commissioned in accordance 
with statutory criteria & 
thresholds applied correctly” 
 
 

Findings: Governance  
• constitution and compact underpins the new arrangements 
• Board identifies & shares cross-cutting intelligence & knowledge about particularly vulnerable groups of 

children (radicalisation & CSE) 
• constructive relationships with other key strategic boards 
• multiagency section 11 challenge event rigorously tested compliance of partner agencies with core 

safeguarding policies 
 

 Findings: Quality Assurance  
• tenacious efforts to develop a multi-agency dataset 
• audit findings & recommendations systematically & comprehensively disseminated across partnership  
• intelligence from audits, serious case reviews & learning reviews used effectively to inform content of 

specialist multi-agency training programmes  
• good Quality Assurance Framework supported by a complementary Learning Improvement Framework 
• audit recommendations rigorously pursued & repeat audits scheduled  

Findings: Serious Case Reviews & Child Death Overview Panel  
• targeted and achievable action plans.  
• implementation of action plans is closely monitored  
• learning from reviews is appropriately cascaded to the workforce  
• CDOP effective in scrutinising serious incident notifications & has strong links with Case Review 

Subcommittee 

 

 Recommendations & Shortfalls:  
• LSCB to collate & analyse information from missing return interviews 
• LSCB to build  better understanding of the effectiveness of early help  assessments and interventions  
• LSCB to continue to scrutinise and influence the reduction of the high number of repeat referrals and child 

protection plans 
• LSCB to improve links with the corporate parenting panel and better understand why thresholds for care or 

accommodation are reached  
• Business Plan to provide focus on children looked after living outside the LA 
• Further refinement of performance information needed 
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Child Death Overview Panel    
 

The Child Death Overview Panel (CDOP) is the inter-agency forum that meets bi-

monthly to review the deaths of all children normally resident in East Sussex and 

Brighton & Hove. It is a subcommittee of the two Local Safeguarding Children 

Boards (LSCBs) for Brighton & Hove and East Sussex and is therefore separately 

accountable to the two LSCB Chairs. 

 

The purpose of the review is to determine whether the death was deemed 

preventable, that is one in which there are identified modifiable factors which may 

have contributed to the death. These are factors defined as those, where, if actions 

could be taken through national or local interventions, the risk of future child deaths 

could be prevented. If this is this case the panel must decide what, if any, actions 

could be taken to prevent such deaths in future.  

 

The CDOP met 4 times during 2014-15 to discuss child deaths in Brighton & Hove 

and a further 2 times for the neonatal panels.   

 

Of the 16 Brighton & Hove reviews completed in 2014/15, ten were completed within 

six months. This lower rate in performance can be partly explained by the long term 

sickness of some key CDOP panel members over the course of the year.  

 

During 2014-2015 there were a total of 16 deaths of children who were resident in Brighton & Hove notified to the CDOP. If during the process of reviewing 

a child death, the CDOP identifies: an issue that could require a Serious Case Review (SCR); a matter of concern affecting the safety and welfare of 

children in the area; or any wider public health or safety concerns arising from a particular death or from a pattern of deaths in the area, a specific 

recommendation is made to the relevant LSCB.  

 

Of the 287 deaths reviewed in Brighton & Hove & East Sussex between 2008 and 2015, 56 (one in five) have been identified as having factors which may 

have contributed to the death and could be modified to reduce the risk of future deaths. 34 of the 56 deaths reviewed during these years, where modifiable 

factors where identified related to babies and the factors included inappropriate sleeping arrangements for babies and high risk pregnancies where there 

were problems with the obstetric and midwifery care. During the past year there were 10 deaths reviewed that identified modifiable factors and five of them 

were Sudden Unexplained Deaths in Infancy and all of these babies at the time of their deaths were in sleeping arrangements that were not in line with 

current safe sleeping guidance for babies.   

CDOP Recommendations to Brighton & Hove LSCB 2014-15:  

During 2014-15 there were no recommendations made to the LSCBs 

regarding the need for a serious case review. They did recommend that 

Brighton & Hove LSCB: 

That the LSCB seek re-assurance from Brighton & Sussex 

University Hospital Trust that their services are operating in 

accordance with NICE guidance on Feverish Illness in Children 

(2013) and how this is being monitored. LSCB to request the 

Clinical Commissioning Group and NHS England Area Team to 

provide a reminder to all health professionals of the importance 

of listening to parents when they report that their children are 

acutely unwell and that they encourage parents to bring the child 

back for further assessment if the child’s health does not 

improve or deteriorates. 

That the LSCB should request regular updates from the Clinical 

Commissioning Group on the implementation of the Action Plan 

relating to communication difficulties between community 

services, local hospital and tertiary centre until all the 

recommendations are achieved. 

There were additional recommendations made regarding particular 

agencies which related to issues specific to particular case histories, 

which do not have general relevance so have not been included here. 

http://www.nice.org.uk/guidance/cg160
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
http://www.brightonandhovelscb.org.uk/wp-content/uploads/pinkman.png
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68 

17 

7 

7 

19 

Age at death of all children notified to CDOP 
April 2008 – March 2015 

0-27 days

28-364 days

1-4years

5-9 years

10-17 years

  

Child Death data 

Deaths notified to CDOP in East 

Sussex decreased last year whilst 

Brighton & Hove had a similar 

number of deaths  

 

The age distribution in deaths in 

children follows an expected 

pattern linked to national trends 

with most deaths being seen in 

children in the first month of life 

followed by deaths in the first year 

of life, with a slight1 increase in 

deaths during adolescence. 

 

 
National Developments 
Following consultation the government has updated and replaced the current statutory guidance Working Together to Safeguard Children revised and 

published in 2013. The revisions include changes to: 

 the referral of allegations against those who work with children; 

 notifiable incidents involving the care of a child  

 the definition of serious harm for the purposes of serious case reviews. 
 

There were some minor changes to the definition of a modifiable death for the purpose of national data collection however as yet, these have not 
significantly impacted upon the processes of the CDOP 
 
In 2013 the Government commissioned research which reported that ‘There was a clear and vociferous call from CDOP staff and chairs for a proper 
national system of collecting, analysing and reporting CDOP data which would enable appropriate alerts and alarms to be issued and which would provide 
a focus for national information sharing and learning.2’   To date the Government has not responded to this report. Further research has however been 
commissioned by the Health Care Quality Improvement Partnership on behalf of NHS England and the Scottish Government. The purpose of this research 
is ‘To investigate whether and how it would be possible to develop a ‘national’ database to collect information from child death reviews from all CDOPs’. 
This research will relate to England and Scotland. The Chair of the Brighton & Hove and East Sussex CDOP has contributed to this project which will report 
in June 2016 

 

                                                 
1
 This may in part be due to the fact that this is a larger age group 1-4 & 5-9 both span 5 years whereas 10-17 is an age group spanning 8 years. These age bands are determined by the DfE 

2 Jennifer J Kurinczuk & Marian Knight National Perinatal Epidemiology Unit University of Oxford Child death reviews: improving the use of evidence Research Brief DfE  October 2013 

 All deaths notified to CDOP from 
1st April 2008 to 31st March 2015 

1/4/08- 31/3/09 16 

1/4/09-31/3/10 20 

1/4/10-31/3/11 11 

1/4/11-31/3/12 21 

1/4/12-31/3/13 18 

1/4/13-31/3/14 16 

1/4/14-31/3/15 16 

Total 118 
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LSCB Serious Case & Learning Reviews   
 
As per Working Together to Safeguard Children (2015), LSCBs are required to 
consider whether to initiate a serious case review when a child dies (including death 
by suspected suicide) or is seriously injured, and abuse or neglect is known or 
suspected to be a factor. The main purpose of a serious case review is to learn 
lessons to improve the way in which agencies and professionals work both 
individually and collectively to safeguard and promote the welfare of children.  
 
In Brighton & Hove, Learning Reviews take place when, after an initial review of the 
case, it is decided that there are lessons to be learnt, but the threshold for a SCR is 
not met. The Learning Review consists of professionals from each agency involved 
with the child or family, meeting together, to share information, identify good practice 
and missed opportunities. Learning which might help to prevent similar events in the 
future is identified.  
 
No serious case reviews were published in 2014-15.  
 
 
 
 

Three Serious Case Reviews have been 
initiated and findings are pending as at 31 
March 2015. All reviews are being carried 
out using the Social Care Institute of 
Excellence Learning Together model. 
 
In 2014-15 two Learning Reviews were 
initiated and completed.  Both reviews were 
carried out using a methodology based on 
the SCIE Learning Together model. 

 
 
 
 
 

  

Ben’s Story From the age of 11 Ben was reported to be 

self-harming.  These reports of self-harming continued to be raised 
during the two years prior to an episode where he attempted to 
hang himself. Following the hanging incident Ben was left with life 
changing brain injuries and Sadly Ben died in 2015. 
 

Learning 
• Knowledge of & response of professionals to self-harming 

behaviours 
• Professionals’ assumptions of parents’ ability to cope and 

respond to difficulties 
• Need to review Pan Sussex Self-Harm Procedure 
• Information sharing when not in Child Protection arena  
• Emotional well-being and mental health support offered to 

young people 
• Listening to young people 
• Involving wider family and friends in Learning Reviews  

 

 

 

 

 

 

Child J’s Story Child J was found hanging in the family 

home shortly after his 18th birthday. J had received services from 
children’s social work, mental health services, drug services and 
youth services two years prior to his untimely death.  
 

Learning 
• Importance of information sharing – even without consent 
• Understanding the inter-link between mental health issues 

& drug and alcohol misuse 
• Engaging with young people 
• Normalisation of risky adolescent behaviour 
• Transfer between children & adult services 
• Process for repeat prescriptions 

 

 

 

 

 

  



 

30 
 

LSCB Business Plan 2013 – 2016 Key Priorities 
  
The Business Plan reflects key objectives and actions needed in order to help make children and young people safer in Brighton & Hove. The Board 
selected these priority areas due to either their prevalence in the cases agencies see or because we believe them to be unseen or hidden forms of abuse 
which we need to work together to tackle.  
 
The next few pages will cover what activity has taken place over the year to drive forward the following four priority areas.  

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Priority Area 1: 
Responses to 

Specific 
Safeguarding 

Concerns 

Priority Area 2: 

Participation & 
Engagement 

Priority Area 4:  

Accountability 

 Priority Area 3:  

Service 
Responses  

Children and young people in 
Brighton & Hove are 
protected effectively from  
 

• Neglect 
• Sexual abuse  
• Sexual exploitation 

 

 The process for the early 
help assessment and the 
type and level of early 
help services to be 
provided is effective in 
meeting the needs of 
children and families. 

 

 There is a prompt and 
assured response when 
referrals are made or 
new information is 
received about child care 
concerns. 

 The Board is better coordinated 
and ensuring the effectiveness 
of what is done by partner 
agencies 

 The views of parents, carers, 
children and young people are 
contributing to learning and 
practice. 
 

 Parents, carers, members of 
the public, staff and managers 
have an improved 
understanding of the LSCB. 

 

 Staff and managers are 
informing learning and 
improvement. 
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                    Well-timed   
.               good quality &  
noticeable involvement 
by everyone necessary, 

which shows us 
children are 

safeguarded from 

sexual abuse. 

What making 
a difference 

will look like? 

 

Priority Area 1: Child Sexual Abuse (CSA) 
 

Sexual abuse of children thrives on secrecy and lies and needs to be taken 
out of the corner dusted down, not hidden away. Helping to make sure that 
children and young people in Brighton & Hove are protected from sexual 
abuse (CSA) is a key priority area for the LSCB. 

 

What we did: 
 

Multi-Agency Quality Assurance Activity  
Twelve cases were audited, which revealed improvements since a previous audit in 2012 in the following areas: 
  

 in most cases there were fewer concerns about the quality of recording;  

 there was no longer a theme about missing information on Carefirst;  

 there was no longer a concern about lack of checks on siblings;  

 in all cases, therapeutic support was discussed with the child or parents, where relevant;  

 although there was an improvement in the number of children offered medical assessments, this audit revealed that 
there remained some cases where discussion with a paediatrician had not taken place. 

 following the audit Multi Agency Meetings (MAM’s) are now held weekly at the Multi-Agency Safeguarding Hub 
attended by Named Nurse, Named Doctor or Designated Doctor.  

 
Single Agency Audit  
Sussex Community NHS Trust undertook a single agency CSA Health Audit. This was a retrospective review of 12 months looking at a total of 34 cases (4 
of which were forensic cases).  These concerned 85% female ranging from 18 months – 13 years.  70% of referrals were from Children’s Social Work, 15% 
had had prior Achieving Best Evidence (ABE) interviews. All alleged perpetrators were male and 62% of cases disclosures were made.. 32% were on Child 
Protection or Child In Need Plan. In 17% of cases there was documented domestic violence. Psychological follow up or protective behaviours support was 
recommended in 47% cases. Recommendations from the audit where to continue to request ABE prior to a CSA Health Assessment and to recommend 
psychological follow up, where relevant. 
 
 
Training 
Planning for a multi-agency Child Sexual Abuse and Harmful Sexual Behaviours Conference took place in 2014-15. This one day conference took place 
in May 2015 and full feedback will be provided in next year’s annual report. It afforded professionals an opportunity to hear the latest information to best 
help those with whom they work. The Conference was the start of a series of events to explore how we can best work together to end abuse and support 
victims in our city.  There were a number of engaging talks covering a range of topics and professionals were able to choose from a choice of seminars in 
the afternoon, You can find out more about this event at www.brightonandhovelscb.org.uk/child-sexual-abuse-harmful-sexual-behaviours-conference   

Of the 2770 single assessments completed 

in 2014-15, 140 (5.1%)  identified sexual 

abuse as a factor at the end of the 

assessment compared to 6.1% in 2013-14 
 

Of the 309 children subject of a Child 

Protection Plan as of 31 March 2015, 18 
(5.8%) had Child Sexual Abuse recorded as a 

category of abuse compared to 6.9% (20 
children) at 31 March 2014. 

 

http://www.brightonandhovelscb.org.uk/child-sexual-abuse-harmful-sexual-behaviours-conference
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Planning for launch of paediatric sexual assault referral centre (SARC) 
Planning for the SARC, a multi-agency partnership service provided by health, social care and the police, led by NHS England, took place in 2014-15. The 
SARC offers services, advice and support to clients aged 14 and over following a rape or sexual assault. The LSCB considered the SARC uplift to existing 
provision and focused on the four following areas when considering the new service specification.  

  
 

 
 

 
 

 
 
 

 
 

 
 

 
 

Clinical 
Managed Clinical Network with a central hub in Brighton and linked spokes in East 

Sussex and West Sussex for children and young people up to and including the end of 
the 13th year or between the ages of 14-18 if disabled.   

The LSCB were assured 
the proposal was 

based on a clinically 
sound model with a 

good holistic approach. 

Forensic 

Comprehensive forensic examination available between 9am and 5pm, arranged appropriately 
after discussion with all involved.   

Commitment to ensuring response times are appropriate for the child and family, taking into 
consideration their wishes / best interest, and the forensic timeframe  

Two appropriately trained Paediatricians or doctors with recent clinical and forensic skills for 
children and young people undertake forensic examinations.  

The LSCB were 
confident that this 
is a forensic model 
that reflects good 

practice.  

Psychological 
Therapies 

Offer and referral to a Child Independent Sexual Violence Advisor (CISVA) and 
associated counselling provision.  

Uplift of counselling provided by Clermont now functional for children. 

Where forensic medical examination undertaken, the Paediatricians/Doctors 
provide impartial and objective assessment to identify need for onward referral 

and signposting to other medical as well as psychological help and support.   

The LSCB felt this was the 
beginning of a journey for 
the SARC and have been 

reassured of a 
commitment to make this 

accessible for all ages. 

Wider 
Safeguarding 

  Paediatric assessment to include immediate health assessment including 
assessment of injuries from a medical viewpoint.  

Risk assess for self-harm, vulnerability and sexual health; with  immediate access 
to emergency contraception, post-exposure prophylaxis after sexual exposure 

(PEPSE) or other acute, Mental Health or other health services and follow-up as 
needed.   

  The LSCB felt confident the 
service as described is a 

good safeguarding provision; 
which aims to support joint 

working and build on 
existing arrangements. 
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“Child Sexual Abuse remains under recognised and 
under reported on a national scale. We remain 
concerned about the difficulties for children disclosing 
sexual abuse, and want to ensure that we respond 
quickly and appropriately to support them and their 
families whilst pursuing perpetrators. Much 
consideration was given to this while planning for the 
new Paediatric SARC (Sexual Assault Referral Centre) 
which opened in Brighton in April 2015, and we are 
looking forward to evaluating the impact of this service.  
  
We are encouraged that the recognition of children 
exhibiting harmful sexual behaviours and 
acknowledgment of need to support for them is 
improving, and we am working with colleagues in East 
and West Sussex to adopt guidance on harmful sexual 
behaviour for the Pan Sussex Procedures to better 
equip professionals to manage this difficult issue.  
 
This year I co-ordinated the LSCB Conference on 
Child Sexual Abuse & Harmful Sexual Behaviours, 
which took place in May 2015 and was positively 
received. We opened with an inspiring and thought 
provoking talk by Sue Berelowitz, and then had a 
breadth of local professionals delivering presentations 
or seminars on how they work together to support 
victims of this abuse in Brighton & Hove.  
 
This year I have also taken on the position of chair of a 
new LSCB Subcommittee CSE: Prevent & Early 
Identification. It is important to remember that Sexual 
Exploitation is Child Sexual Abuse, and this group are 
working to raise awareness and help professionals 
recognise and intervene to support vulnerable children 
& young people.”    
 
Dr Jamie Carter, Designated Doctor for Child 
Protection and as Board Lead for CSA  
 

 
 

  

 
 
 
Child Sexual Abuse Bulletin 
In November 2014 the LSCB produced a 
bulletin for professionals on child sexual 
abuse. Its aim was to spread awareness of 
CSA, help professionals to spot the signs 
and symptoms, risk factors associated with 
CSA, provide clarification on harmful sexual 
behaviours,  and to advise on where and 
how to access help and services and provide 
an update on the work undertaken in the City 
to stop this abuse and support victims. 
 
 

What we will do: 
 
The MASH Health Partner arrives in April 2015. This will involve discussion and 
decision making in relation to referrals related to CSA – and will be a named contact 
within the MASH who will liaise with named Doctors to initially flag and review cases 
referred to social care where CSA is a noted concern.  This should add a further layer 
of checks and balances within the system. 
 
The Child Sexual Abuse Pathway will be reviewed to take account of the issue of 
historical allegations not directly concerning the subject child. 

 
We will update in next year’s annual report the impact of the new arrangements brought 
about by the SARC. 

 
The LSCB will be developing a resource pack for professionals working with children.  

 
Re-audit of Child Sexual Abuse (to include historical abuse pathway) planned for Q4 
2015-16.  
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                    Well-timed   
.               good quality &  
noticeable involvement 
by everyone necessary, 

which shows us 
children are 

safeguarded from 

sexual exploitation 

What making 
a difference 

will look like? 

 

Priority Area 1: Child Sexual Exploitation (CSE) 
 

The LSCB reflected in last year’s annual report that data surrounding 
children at risk of sexual exploitation (CSE) was not sufficiently robust and 
we committed to putting this right. To help us to achieve this, a snapshot 
dataset was developed and scrutinised at the Board meeting in March 
2015 alongside findings from a multi-agency audit.  

 
There have been a number of recent investigations of CSE that have 
attracted national media coverage of the subsequent trials (Rotherham, 
Rochdale and Oxfordshire) and Serious Case Reviews (SCR’s). CSE is a 
significant issue for local authorities and with additional factors including 
levels of deprivation and the A23 Corridor making the potential for 
increased CSE activity in Brighton & Hove a real concern. 

 
The complexities of CSE mean that it is not a straightforward challenge to 
address or one that can be dealt with quickly or by a single agency, which 
is why in Brighton & Hove, we have a partnership approach.  

There is information about this work, including the Pan Sussex CSE Strategy, available on the LSCB website.  
In Brighton & Hove we are well aware of the challenges we are facing. As a partnership we are working hard together to protect children and young people 
who may be at risk of CSE, to disrupt the activity of potential perpetrators and to obtain convictions wherever possible.  
 
CSE cannot be looked at in isolation. There is an umbrella of manifestations which vulnerable children, particularly adolescents, fall under including missing 
from home and care and we must avoid compartmentalising vulnerabilities. The LSCB have discussed challenges in responding to CSE; the capacity in the 
system to apply sufficient focus to children who are considered ‘less risky’ (prevention), third sector commissioning arrangements and where strategic 
responsibility most appropriately sits. 
 

What we did:  
 
Response to the Rotherham Inquiry 
In September 2014 the Detective Chief Inspector and Head of Safeguarding for the Brighton and Hove Division of Sussex Police summarised the main 
issues and recommendations arising from the Independent Inquiry into Sexual Exploitation in Rotherham, 1997-2013.  In Brighton & Hove a clear pathway 
has now been established which provides a robust, multi-agency response with clear operational management oversight for working with suspected victims 
of CSE.  The Independent Chairperson challenged all agencies working with children and families in Brighton & hove to rate themselves against the 
Rotherham Inquiry recommendations  

 
 

Number of children known to Red 
Op Kite= 14 (as at 22nd April 2015) 
 
 
 
Number of CSE police 
operations/investigations = From 
1st April 2014 – 31st March 2015, 19 
CSE Risk Management Files  (which 
was implemented in April 2015)  
have been created in Brighton and 
61 occurrences with the CSE marker 
have been created on the crime 
recording system.  
 
 
Number of Child Abduction 
Warning Notices (CAWNS) = 8  
 
 

http://brightonandhovelscb.us8.list-manage.com/track/click?u=398ec375e76e36c6edbe9bc22&id=ee7491c551&e=3e9c134e00
http://brightonandhovelscb.us8.list-manage2.com/track/click?u=398ec375e76e36c6edbe9bc22&id=d4b3a1b42d&e=3e9c134e00
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Brighton & Hove has joined with 
Oxfordshire and Sandwell in a 
research project commissioned 
by the Office of the Children’s 
Commissioner to evaluate the 
effectiveness of the ‘See Me, 
Hear Me’ CSE framework 
that they have developed 
You will hear more  
about this in next year’s 
annual report.   

 

See Me, 
Hear Me 

 

Governance 
Changes to the governance arrangements for CSE in the City came about as a result of 
discussions that took place at two multi-agency CSE meetings in September and December 
2014. There was consensus that the current governance arrangements were not as clear as 
they could be. It was proposed that: 
 

 overall governance for the prevention, protection and pursuit of CSE moved from the 
Violence Against Women & Girls Board to the Local Safeguarding Children’s Board 

 

 the LSCB Vulnerable Children Strategy Group take overall leadership for CSE supported 
by two operational groups working to it: the CSE Prevent & Early Identification and the 
CSE Protect & Pursue Subcommittees 
 

 decisions relating to the commissioning of additional external CSE services be delegated 
to the MASH Steering Group which includes the Local Authority, Sussex Police and the 
Clinical Commissioning Group  
 

 a report be taken to the Health & Wellbeing Board which explains how partners are 
responding to CSE in Brighton & Hove and which provides an opportunity for the city as 
a whole to assure itself that this matter is taken seriously and have the right interventions 
in place to tackle it.  

 
In March 2015 the Board approved these recommendations and there will be an update in 
next year’s annual report.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Quality Assurance Activity  
As described in last year’s annual report a multi-
agency audit of a sample of Red Op Kite cases 
took place this year. It looked in depth at six cases 
of young people at risk of CSE. The audit team 
comprised representatives from ten agencies, 
including the Behaviour and Attendance Service, 
the Youth Service, and Ru-Ok (Young People’s 
Substance Misuse Service).  
 
There were a number of positive findings:  

 in most cases information sharing across 
agencies was timely and of a good standard  

 in most cases risks had been appropriately 
assessed and acted upon 

 as a result of Operation Kite and the dedicated 
CSE social worker, response to recent 
concerns were more effective than earlier 
practice 

 
Learning included:  

 the need for a more robust response to the 
needs of boys and young men 

 the need to be more proactive in identifying 
young people at risk of CSE through the 
regular review of child protection & child in 
need plans  

 the need to adapt support services for young 
people so that they are assertive, flexible and 
accessible 

 the need to continue to raise awareness of 
CSE in all agencies  

 
 

As described earlier in this report the voice of the 
child was captured in this audit via interviews with 
young people. The action plan from this audit is 
overseen by the LSCB Vulnerable Children 
Strategic Group. You will hear more about this 
group later in the report.   
 

Do you know 
why people are 
worried about 

you? 

When I get back so 
late and I don't 
answer my phone. 
They are thinking if 
I am alright after 
what happened 
last year 
15 yr old female 

Because I'm 
young, I run 
away and no-
one knows 
where I am 
going,  
15 yr old female 
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…protection of victims is robust and 
prosecutions and disruption are 
pursued with determination by 
partner agencies 
Ofsted Review of Brighton & Hove 
LSCB, May 2015 

 

 
 
 
 
 
 
 
 
 
Data Mining  
A data mining exercise has been undertaken to explore patterns and trends around CSE 
across the city, identifying ‘hot spots’ as appropriate supports could be put in place. Using 
the warning signs and vulnerability indicators developed by the Office of the Children’s 
Commissioner and cross referencing with data available from children’s social work, 
schools, and the Youth Offending Service, those young people with four or more indicators 
of CSE have been identified. In addition to testing the reliability of the current identification 
process, this data trawling highlighted young people who might otherwise not be known in 
the context of CSE to statutory services.  
 
Strategic Profile & Red Operation Kite   

A scoping exercise and strategic profile was undertaken in February 2014 relation to CSE, 
which has collated multi-agency intelligence to provide a picture of the problem in Brighton 
& Hove. Police and Partnership data has identified 110 young people within Sussex 
currently at risk of, or suffering, Sexual Exploitation.  Victims are predominately white  
females aged 14 to 16 yrs. The majority of reports of CSE involve a lone offender, likely to be a white British male between the ages of 16-21 years of age. 
Crime data indicates a growing use of the internet and social media to groom/incite victims. The monthly multi-agency operational meeting (Red Operation 
Kite) which was launched in May 2014 has continued to meet. The purpose is to share information among relevant agencies and identify those children and 
young people (age 12 - 25) in Brighton & Hove at high risk of sexual exploitation.  
 
At the June 2014 Board meeting members discussed the challenges in responding to CSE. There was a sense that there may be an organisational and 
individual lack of understanding about what being a young person in 2014 is like and the need for ‘evidence’, as opposed to suspicion of CSE was 
discussed as a barrier to timely interventions. Some Board members wondered if staff were ‘scared to ask’ or did not have enough professional curiosity or 
knowledge of the right questions to ask about CSE with the young people they come into contact with.  

 
Ofsted Review 
Ofsted noted there was an effective child sexual exploitation strategy in place, achievable plans to improve 
identification of children at risk of CSE at earlier stages and commented that the newly established CSE Prevent & 
Early Identification Subcommittee is well positioned to progress this and reported that the LSCB thoroughly 
evaluates intelligence & cross-cutting themes regarding particular groups of vulnerable children through CSE & 
Vulnerable Children Strategic Group.  

“The current numbers of Red Op Kite cases are part of an 
upward trend that is expected to continue as recognition of 
the issues around CSE increase among professionals in 
the city. The nature of CSE in the city results in more 
incoming referrals that are not easily or quickly resolved 
by alleviating the risk. The result is that numbers of Red 
Op Kite are likely to rise with new referrals outnumbering 
opportunities to downgrade the risk attached existing 
cases. The cases are predominantly female with an 
underrepresentation of boys” 
Head of Safeguarding – Children Services 

 

Safeguarding Sussex Conference 
A pan Sussex LSCB Conference took place in January 2015 in partnership with East Sussex LSCB & West Sussex LSCB. There 
was a focus on CSE and Missing with speakers including Shelia Taylor from the National Working Group, Junior Smart from the St 
Gile’s Trust’s SOS Project, and Sussex Police’s Missing Person & CSE Team working in West Sussex. The WiSE Project, Barnardos 
and Catch 22 ran seminars on the work that they undertake locally to support young people who are at risk of CSE or who go 
missing.  

 
The conference was attended by 100 professionals from across the county and provided an opportunity to focus on Sussex wide 
Practice to further improve services and responses to children & young people in the county 

http://www.brightonandhovelscb.org.uk/wp-content/themes/phew/pdf/cse_pan_sussex_strategy.pdf
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Specialist Missing and CSE Team 
Following the success of seconding a senior social worker to the Operation Pipeline 
CSE investigation team, in February 2015 Children’s Services launched a specialist 
Missing and CSE team which is co-located with the Police Missing Co-ordinator and 
CSE lead at the MASH. This team work with the most complex children and young 
people identified as either persistently missing and/or at high risk of CSE. The team 
take an assertive outreach approach to their work with young people, in recognition 
that this cohort can be some of the most difficult children & young people to engage.  

 

Pan-Sussex Domestic 
Violence and Sexual Abuse 
Executive Group 
Sussex Police have developed 
a Pan-Sussex Domestic 
Violence and Sexual Abuse 
Executive Group to have 
overall oversight of a range of 
issues across the police area, 
including CSE.  
 

 

Boys and young men and CSE 
The identification of boys and young men who 
are victims of CSE is thought to be nationally 
under-reported. Within Brighton & Hove a task 
and finish group has been established with 
partners from across both statutory and 
voluntary sectors to devise ways of working 
together to improve early identification and 
prevention to this cohort of young people.  
 

 

LSCB Vulnerable Children Strategic Group 
In 2014 the Brighton & Hove LSCB Vulnerable Children 
Monitoring Group was established. This was set up initially to 
scrutinise the operational responses made by a number of 
groups in the City whose work supports a specifically vulnerable 
cohort of children. After careful consideration the remit of this 
group has been expanded and later in 2014 it became the 
Vulnerable Children Strategic Group.  
 
This group now monitors and challenges the work across the City 
in respect of CSE, Missing (Home, Education & Care); children 
involved in or at risk of Harmful Practices (including Female 
Genital Mutilation, Forced Marriage and Honour Based Abuse), 
Modern Slavery (including trafficked children, domestic servitude, 
and labour exploitation), Radicalisation (both in terms of general 
religious, political or ideological extremism and those at risk of 
being drawn into terrorist activity as described by the PREVENT 
agenda), Private Fostering, and any other risk groups.  
 
Its purpose is to support the LSCB in fulfilling its statutory duty to 
monitor and challenge the effectiveness of the strategic activity 
undertaken by the partnership to safeguard and promote the 
welfare of the particularly vulnerable children and young people 
listed above. You will read about the progress of this group in 
next year’s annual report.  

 

 

Protect & Pursue Subcommittee  
The CSE Operational group met three times between April and November 2014, before 
being reformed as 'Protect & Pursue'; it has met three times since. 
  
Much of the early focus of the group was to support the development of the wider CSE 
meeting structures (CSE Intelligence meeting and the 'red' and 'amber' Op Kite 
meetings) and specialist services such as the Paediatric Sexual Assault and Referral  
Centre.  Attendance was also considered and further invitations were extended to 
partners, including Child and Adolescent Mental Health Service, WiSE, and Mankind  

The Operation Kite meeting structures and supporting processes are now well 
established, thereby achieving the key objectives set out within the terms of 
reference.  With the establishment of CSE Prevent and Identification Group it is now 
timely to review the Terms of Reference and strategic objectives to ensure they continue 
to support our work in this field.  Work is now underway to review and align the Terms of 
Reference for both the Protect & Pursue and Prevent & Early Identification groups; this 
will include consideration of any changes we might seek to make to the attendance at 
these meetings. 

 

Training   
The WiSE Project has continued to provide ‘Preventing and 
Disrupting the Sexual Exploitation of Children & Young 
People’ training for frontline professionals on behalf of the 
LSCB. The number of professionals who have received 
training in 2014/15  is 94.  
 
Due to demand The WiSE Project has built on this basic CSE 

training to provide staff 
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The WiSE Project  is a 
service for 13-25 year olds 

who are experiencing sexual 
exploitation or are at risk of 

experiencing it. The project is also a 
point of call for advice and guidance for 
those working with young people who 
have suffered from sexual exploitation. 

 
In 2014-15  28 young people were 

directly supported by WiSE with case 
work, and the service provided 

ongoing professional support for a 
further 23 young people 

 

 
 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
CSE & Schools 
There is a Relationships and Sex Education Curriculum framework for primary school PSHE education  
lessons developed in partnership with WiSE that signposts schools to resources for teaching about safe  
touch, consent and gender stereotyping. All schools are offered training in the delivery of effective 
relationships and sex education 
 

In secondary schools there is a Relationships and Sex Education Curriculum framework with lessons 
developed in partnership with WiSE that signposts schools to resources for teaching about CSE and 
related issues such as consent and healthy relationships. 
 

Children’s Services have commissioned Alter Ego theatre company to perform ‘Chelsea’s Choice’, an 
acclaimed play which highlights the serious and emotional impact of CSE, in the city’s high schools 
during March 2015. These performances were supported by specialist social workers and police 
officers, to ensure that children were in receipt of appropriate supports and services afterwards.  
 
 
 
 
 
 
 

What we will do: 

#Helping Hands  
At a Board meeting in March 2015 Members 
were asked to draw on the snapshot dataset 
and multi-agency audit findings and reflect on 
how much has been done across the 
Partnership in relation to CSE, how well it has 
been done and what difference it has made. As 
the Board meeting coincided with the National 
Child Sexual Exploitation Awareness Day 
Members were asked  
to make a personal  
commitment.  
 
You can read  
these here and  
read our tweets  
here 

Communications  
In April 2014 the LSCB produced a bulletin for professionals on child sexual exploitation.  Its aim was to spread awareness of CSE, help professionals to spot 
the signs and symptoms, highlight risk factors that may make children & young people vulnerable to this type of abuse and where and how to access help and 
services, and  to provide an update on the work that is being done in our City to stop CSE, disrupt perpetrators and protect victims. Following the audit on CSE 
a Manager Briefing was disseminated across the partnership.  
 

In November 2014 the Chief Executive of Brighton & Hove City Council, the Executive Director of Children’s Services, the Chief Superintendant Sussex Police 
and the LSCB Chairperson gave a joint response to Brighton & Hove Independent about arrangements to tackle CSE in the City. You can read this here 

There appears to be a correlation between media coverage of CSE and referral rates. CSE 
dominated the national print and television news in August 2014 and the WiSE Project saw a steep 
increase in referrals for casework as well as enquiries in October and November 2014. At times it has 
been necessary to operate a waiting list but this has been no longer than 6 weeks from referral to first 
meeting. A well-known problem with young people who are experiencing CSE is that they are 
commonly unlikely to accept or understand that they are being exploited. As a result of this a large 
number of referrals do not result in active 1-1 work and may instead involve largely professional 
consultation and support. 
Project Coordinator, The WiSE Project  

 

  

 

http://www.stop-cse.org/national-child-exploitation-awareness-day/
http://www.stop-cse.org/national-child-exploitation-awareness-day/
http://www.brightonandhovelscb.org.uk/helping-hands/
http://www.brightonandhovelscb.org.uk/lscb-brighton-helpinghands-tweets/
http://www.brightonandhovelscb.org.uk/wp-content/uploads/Learning-from-QA-CSE.pdf
http://brightonandhoveindependent.co.uk/never-let-young-people-city/
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Establish the Prevent & Early Identification Subcommittee in recognition that action to tackle sexual exploitation should be proactive, focusing on prevention, 
early identification and intervention, as well as on protecting children, disrupting activity and prosecuting perpetrators.3 This group will focus on prevention 
and early identification of victims and potential victims of CSE, sit beside the LSCB CSE: Protect and Pursue Subcommittee and report into the LSCB CSE & 
Vulnerable Children Strategic Group.  
 
A Brighton & Hove CSE & Vulnerable Children Strategy will be developed.  This will support there being a robust, co-ordinated multi-agency strategic 
approach to tackling CSE & issues impacting other groups of vulnerable children under the following five key objectives; 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
There will be a continuation of City wide meetings to challenge and monitor CSE strategy, action plan and commissioning.  

 
 
 
Re-audit of Child Sexual Exploitation planned for Q4 2015-16. 
 
 

  

                                                 
3
 Supplementary Guidance to Working Together to Safeguard Children, 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/278849/Safeguarding_Children_and_Young_People_from_Sexual_Exploitation.pdf   

1  Strategic 
Commitment  

- Across all 
Agencies  

2 Identification  

- Improve 
Awareness, 

Understanding 
and Recognition  

3  Prevention  

- Communication  

4  Protection 

 - Improve 
Effectiveness of 

Interventions  

5  Disruption  

- Improve the 
prosecution of 
perpetrators 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/278849/Safeguarding_Children_and_Young_People_from_Sexual_Exploitation.pdf
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                    Well-timed   
.               good quality &  
noticeable involvement 
by everyone necessary, 

which shows us 
children are 

safeguarded from 

neglect 

What making 
a difference 

will look like? 

 

Priority Area 1: Neglect  
 

Neglect takes many forms. Although all may result in a child’s 
developmental needs not being met it would probably be rare for a 
child to experience only one form of neglect. For example, many 
children who experience poor physical care also experience 
inadequate supervision, inadequate medical treatment, and may not 
be encouraged to attend school. Each of these would clearly be 
regarded as a form of neglect, although we have no additional label 
which can succinctly encapsulate the cumulative effects on a child 
who experiences all four forms in combination. (Ventress 2009)4 
Equally, it is also important to remember that many children 
experience other forms of abuse alongside their neglect. Neglect 
can represent an event or a process or both.  The LSCB has 
reflected that professionals in Brighton & Hove are recognising 
neglect, but can struggle to work with families to effect meaningful 
change.   

 

What we did: 
 
Quality of Care Assessment Tool  
Brighton & Hove’s Quality of Care Assessment Tool was developed to support practitioners to focus, reflect, 
analyse and make appropriate child focussed plans in cases where there is concern about the quality of 
parental care. The tool has been designed to open up consideration of the whole spectrum of a parent's care, 
whilst holding the complexity of five areas of care in mind. In April 2014 the tool was piloted, with a half day 
training session on the  
use of the tool for practitioners from Health Visiting, School Nursing & Social Work. This was a 
three month pilot with the Principal Social Worker & Named Nurse for Sussex Community Trust 
(and LSCB Neglect Lead) leading on this and strengths and challenges of the tool were identified 
from Health Staff but feedback from Children’s Social Work is awaited. The Principal Social Worker 
for Children’s Services  was away from work due to unplanned long term absence (& subsequently 
retired) leading to a delay in progressing this work.  
 
From February 2015 to the time of writing this report Social Workers have been piloting the Quality of 
Care Tool in Child In Need & Assessment Teams and have been requested to complete an evaluation 
form with feedback informing the final version of the tool. 

                                                 
4
 Ventress, Neil (2009) Child Neglect, Community Care Inform http://www.ccinform.co.uk/articles/2009/07/02/3275/child+neglect.html  

Of the 2,770 single assessments 
completed in 2014-15, 416 (15%) 
identified neglect as a factor at the end of 
the assessment, down from 30.5% in 
2013-14 
 

Of the 309 children subject of a Child 
Protection Plan as of 31 March 2015, 95 
(30.7%) had neglect recorded as a 
category of abuse compared to 33% (95 
children) as at 31st March 2014 
 
 
 

 “Child neglect is a serious form of child 
maltreatment and should receive the same 
priority as other forms of abuse such as 
sexual and physical harm . The persistent 
failure of parents or carers to meet their 
child’s basic physical and psychological 
needs can result in serious impairment to 
their health and development in the short 
and long term and can in some cases be 
fatal. Early recognition of neglect and 
robust interventions is vitally important as 
children who live in neglectful 
households  are more vulnerable  to other 
forms of safeguarding concerns such as 
Child  Sexual Exploitation, Child Sexual 
Abuse and Radicalisation. Working with 
child neglect will always be challenging but 
the LSCB and partner agencies are 

committed to finding ways to work together 
more effectively to make a difference for 
the child”.   
Yvette Queffurus, Named Nurse for Sussex 
Community NHS Trust and Board lead for 
Neglect 

 

http://www.ccinform.co.uk/articles/2009/07/02/3275/child+neglect.html
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What we will do: 
 

Modify & agree Quality of Care Tool & Assessment in light of 
evaluations  
 

Development of Neglect Champions  

Development of Reflective practice group on Neglect  

Provide eight two hour sessions on use of the Quality of Care 
Assessment Tool  
 
Deliver two further SCIE Neglect training offers  
 
Undertake a Parental Substance Misuse Deep Dive -  There is 
evidence of parental substance misuse in 57% of serious case 
reviews (of serious or fatal child abuse).5 Serious Case Reviews 
highlight that professionals often focus on the issues faced by parents 
who misuse substances without considering the impact on their 
children. 
 
LSCB safeguarding Bulletin featuring audit findings, information and 
updates for professionals on City wide activity in response to Neglect 
to be distributed. 

                                                 
5
 Department of Children, Schools and families (2008) Analysing child deaths and serious 

injury through abuse and neglect: what can we learn? A biennial analysis of serious case 
reviews 2003-2005. DCSF Research Report RR023. London 

Multi-Agency Quality Assurance Activity  
As described in last year’s annual report a multi-agency neglect audit was 
undertaken in October 2013 which was a baseline audit with the purpose of 
providing a snapshot and evaluating multi-agency practice before putting in place 
the Quality of Care Assessment Tool. The audit was presented to Board in March 
2014 and was met with a number of challenges. The lack of participation from 
Education colleagues was noted with the Board Member representative from BHCC 
Education committed to ensuring the Education Team would assist with taking 
forward learning. The interventions offered were discussed and challenges made 
about the impact of these and evidence that they had made a difference 
 
In 2014-15 a multi-agency audit under the umbrella of neglect was undertaken to 
look at domestic violence and abuse (DV&A). It looked in depth at six cases, and 
the auditing team comprised nine agencies including the MARAC and RISE. 
 
Positive findings included:  

 overall, there is an effective multi-agency response to the risk to children from 
domestic violence and abuse and all agencies are systematic in making relevant 
checks and referrals to other agencies when safeguarding concerns are 
identified;  

 on the whole, information sharing and communication between agencies is timely 
and effective;  

 there is evidence that the voice of the child/young person has informed the work 
undertaken with the family and that the children remain the focus of the plan in 
terms of their safety and emotional needs  

 
Areas for development included:  

 no DV&A alert system in place in GP records for children and adults  

 some assessments did not adequately consider the impact and significance of 
historical DV&A  

 concerns about the use of written agreements in DV&A cases  

 improved coordination between MARAC and child protection processes  

 the take up of specialist DV&A services and outcomes achieved for adults 
perpetrating or affected by DV&A  

 
An extensive action plan was developed and a time limited multi-agency group was 
set up to take forward the actions. By March 2015, much of this work remains 
ongoing, but improvements have been made to the use of written agreements by 
Children’s Services and to flagging systems on GP records, and training provided 
for health visitors and school nurses.  

 

Training  
A LSCB multi-agency Neglect Training Course was to be delivered 
throughout 2014-15. However, the absence of an LSCB Training 
Manager and the lack of progress with the Quality of Care Assessment 
Tool delayed this work. To fill this gap, the Social Care Institute of 
Excellence (SCIE) ran a pilot training offer on neglect in January 2015. 
This was a blended training offer, consisting of an introductory elearning 
package and followed by a scenario based training day which 
encouraged participants to use a systems approach to identify issues 
which may hinder the local response to neglect.  The pilot of the Neglect 
training with SCIE was well evaluated and in March 2015 the LSCB 
agreed to commission SCIE to deliver further training.   
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Parents, carers & members 
of the public have an 

improved understanding of 
the values & statutory 
function of the LSCB 
partnership: to work 

together to keep children in 
Brighton & Hove safe from 

harm  

               The views 
of children and young 
people, parents and 

carers are 
contributing to 

learning and practice. 

What making 
a difference 

will look like? 

 

Staff and managers 
are informing 
learning and 

improvement  

Priority Area 2: Participation & Engagement 
 

The Participation & Engagement Subcommittee brings to life Priority Area 2 of the LSCB Business Plan, which includes 
improving awareness of LSCB activity by children & young people, parents & carers, members of the public and staff & 
managers. It leads on the implementation and evaluation of the local communication strategy  

 
Brighton & Hove LSCB’s Learning & Improvement Framework describes Participation & Engagement as a key building 
block which underpins the LSCB’s challenge and scrutiny role. This encompasses children & young people, parents & 
carers, and frontline staff & managers to make sure we have an extensive range of experiences to draw upon. 
 
The Subcommittee supports the Board to create a culture of openness and facilitate effective and regular challenge to all 
partner agencies. This year it has played an instrumental role in supporting the communication and collaboration of the 
work of each LSCB Subcommittee (notably the Learning & Development, Monitoring & Evaluation and Serious Case 
Review Subcommittees) so the output of one Subcommittee informs the input to another as per our Learning & 
Improvement Framework. The Board has continued to try and better incorporate the views of parents and carers, 
children and young people into multi-agency learning and practice. Audits and other programmes evidence a link 
between quality assurance and feedback from children and young people, parents and carers. 

 

What we did: 
 
Quality Assurance 
The LSCB Quality Assurance Framework makes clear the importance of capturing feedback from children and young 
people and their families. This year’s Domestic Violence & Abuse audit asked for evidence that the family were involved 
throughout the process (including the abusing parent, where appropriate & safe to do so) and asked for evidence that 
the views of the child/young person had informed the work plan. It also prompted auditors to consider if the weight given 
to the child/young person’s wishes & feelings had been balanced with risk factors.  Similarly, the Child Sexual 
Exploitation audit asked auditors to comment on how parents had been consulted and kept informed of the outcome of 
assessments and decisions and how the child/young person was involved in decisions made in respect of them.  
 
Consultation Work  
This year the Participation & Engagement Subcommittee has undertaken consultation work with parents and young 
people on our communications which lead to changes to our website content when we moved to a new provider in 
November 2014. The new site allows for better two-way communication and improved navigation. This year young 

people who are engaged with local charity, Right Here, produced LSCB webpages on Self-harm for parents, young 

people and professionals. Young Carers from Brighton & Hove also produced a LSCB Bulletin in honour of Carers Week 

which you can read here.  
 
 
 

http://www.brightonandhovelscb.org.uk/wp-content/themes/phew/pdf/lscb_comms_strategy.pdf
http://www.brightonandhovelscb.org.uk/wp-content/themes/phew/pdf/B_and_H_LSCB_Learning_and_Improvement_FW_September_2013.pdf
http://right-here-brightonandhove.org.uk/
http://www.brightonandhovelscb.org.uk/par_self_harm.html
http://www.brightonandhovelscb.org.uk/chi_self_harm.html
http://www.brightonandhovelscb.org.uk/chi_self_harm.html
http://www.brightonandhovelscb.org.uk/prof_self_harm.html
http://bit.ly/1k9tGCh
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LSCB Drawing Competition  

 

 

 

 
 
  

Lay Members  
This year the LSCB appointed four additional new lay members 
who have their own Subcommittee.  We decided to adopt this 
approach to provide improved peer support and to further allow 
LSCB arrangements to be opened up to increased public scrutiny, 
with an aim of supporting stronger public engagement in, and 
understanding of, children’s safeguarding issues. It is also 
motivated by awareness that local representatives can add a great 
deal of value to otherwise exclusively professional discussions, 
helping everyone to stay in touch with local realities, and the 
issues of concern in our communities.  
 
The Lay Member Subcommittee has supported the LSCB 
Communication Strategy by communicating what the LSCB does 
and seeking to understand from the public what the key child 
safeguarding issues are within the Brighton & Hove community 
and their preferred solutions. This has included:  
 

 Improving the use of the LSCB webpages as a means of 
communicating messages and receiving feedback 

 Supporting the LSCB use of social media as a means of 
communicating messages and receiving feedback  

 Developing links and building relationships with existing 
parents’ and carers’ groups, forums and services 

 Raising awareness of safeguarding issues amongst parents 
and carers  

 Challenging Board partners to demonstrate how the voice of 
children and young people and parents and carers influences 
their work  

 
Lay Members have coordinated the following inter-related activity 
to ensure the Learning & Improvement Framework has been 
effectively implemented by:  
 

 Being a member of a standing LSCB Subcommittee & feeding 
back Subcommittee activity to fellow lay members to support 
subcommittee interaction  

 Making challenges to Subcommittees about progress against 
their workplans  

 Attending on a rotational Chair basis the Leadership Group & 
LSCB Meeting 

http://www.brighton-hove.gov.uk/content/press-release/art-children%E2%80%99s-sake
http://www.brightonandhovelscb.org.uk/drawing-competition-2015
http://www.brightonandhovelscb.org.uk/drawing-competition-2015
http://www.brightonandhovelscb.org.uk/wp-content/uploads/UPDATED-Learning-and-Improvement-Framework-BH-LSCB-FINAL-VERSION-MAY-2015-v1.pdf
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LSCB Website   
The new look website developed this year includes section for professionals, parents & carers and children and 
young people. The comment function facilitates two-way feedback. Minutes from LSCB meetings are now 
published on our website.  

 
Board Briefings  
We want to help parents, carers, members of the public, staff and managers to have an improved 
understanding of the LSCB so we developed Board Briefings. These summarise the discussions held at each 
main LSCB meeting, are distributed by partner agencies and hosted on the LSCB website. These are aimed at 
both professionals and general members of the public. These can be read at www.brightonandhovelscb.org.uk/board-briefings 
 
Safety Net and LSCB Parent Newsletter 
This year the LSCB has collaborated with Safety Net on a termly parents’ newsletter. This newsletter promotes two-way 
communication and 10,000 copies are sent to parents of primary school aged children and contains multi-agency safety messages 
and news. These collaborative editions can be read at www.brightonandhovelscb.org.uk/parents/safety-rocks-newsletters  
 
LSCB Newsletters  
These are primarily aimed at anyone working with children, young people & families and include updates on national 
policy and developments in safeguarding, learning from national serious case reviews and focus on a particular area of 
concern each edition. Professionals from across the Partnership contribute to the newsletters. In 2014-15 this has 
included a focus on fathers, pre-birth assessments and Early Help. Newsletters encourage two-way communication and 
can be read at www.brightonandhovelscb.org.uk/prof_newsletters  
 
LSCB Bulletins 
These are produced on areas of priority concern and are designed to be a more lasting resource than newsletters. In 
2014-15 themes have included Child Sexual Exploitation, Young Carers and Child Sexual Abuse.  Professionals from  
across the Partnership contribute to the newsletters. Bulletins encourage two-way communication and can be read at 
www.brightonandhovelscb.org.uk/prof_newsletters 
 
Managers Briefings 
These succinct briefings are aimed at managers and designated leads who work with children and families in Brighton & Hove.  They present key findings and 
recommendations from recent quality assurance activity and can be read at www.brightonandhovelscb.org.uk/manager-briefings    
 
Case Review Briefings  
These short briefings summarise what local case reviews have shown about the child protection system in Brighton & Hove.  It is important if Brighton & Hove is 
to become a safer place for children to live for everyone to embrace learning from reviews and take the necessary steps to help put right the issues identified. 
Safeguarding is everyone’s responsibility and everybody can contribute to safeguarding and promoting the welfare of children. We also produce summaries of 
key learning from national SCRs to help professionals consider the implications for practice and these can be read at www.brightonandhovelscb.org.uk/serious-
case-reviews  

“The Board has made 
meaningful progress with 
effective and innovative 
initiatives to improve the 
engagement of children, young 
people and their families and 
also to increase public 
understanding of the Board’s 
work” 
Ofsted Review  

 

‘…….accessible, 
informative & 
interactive website’ 
Ofsted Review  

 

http://www.brightonandhovelscb.org.uk/board-briefings
http://www.brightonandhovelscb.org.uk/parents/safety-rocks-newsletters
http://www.brightonandhovelscb.org.uk/prof_newsletters
http://www.brightonandhovelscb.org.uk/wp-content/themes/phew/pdf/cse_bulletin.pdf
http://www.brightonandhovelscb.org.uk/wp-content/uploads/Young-Carers-Bulletin-FINAL.pdf
http://www.brightonandhovelscb.org.uk/wp-content/uploads/CSA-bulletin-FINAL3.docx.pdf
http://www.brightonandhovelscb.org.uk/prof_newsletters
http://www.brightonandhovelscb.org.uk/manager-briefings
http://www.brightonandhovelscb.org.uk/serious-case-reviews
http://www.brightonandhovelscb.org.uk/serious-case-reviews
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Other LSCBs and 
the Association 

of LSCB 
Independent 

Chairs  

National 
organisations 
for children, 

young people & 
families 

Local Brighton 
& Hove 

Groups and 
businesses 

Schools  
and 

teachers 

Partner 
agency 

organisations 
and our Board 

members  
Police 

accounts and 
individual 

police officers  Social 
Workers, 

Academics 
and students 

Youth 
Workers and 

youth 
organisations 

Parent 
Groups  

Local 
counsellors  

Twitter  
 
Brighton & Hove LSCB have been tweeting as @LSCB_Brighton since January 2014 and now have over 900 
followers and have posted over 2100 tweets.  
 

 
Who follows us?  
 
 
 
 
 
 
 
 
 
 
 
 
 
Our reach varies from month to month, but from April 2014-March 2015 we had a mention reach of over 450,000, with 255 mentions, and a retweet reach of 
1.96 million through 1000 retweets. To promote our culture of openness we will tweet about what we are doing when preparing for a meeting. Many of our Board 
and Subcommittee members will also tweet before or after our meetings. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 ‘Twitter allows LSCB 
members & chair to have a 
wide range of ongoing 
exchanges with the Board’s 
audiences’ 
Ofsted Review  
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The LSCB Quality Assurance  
Framework highlights that it is  
important to the LSCB to have a constant 
feedback loop from the frontline to keep 
senior management and those with 
governance responsibilities ‘reality‐based’; 
not just in terms of what is or is not 
working, but to assist with ideas for 
improvement so that changes can be 
made systematically. Through our         
        communications we encourage  
         professionals to share their thoughts,  
         feedback and comments on  
         accessibility and content of all LSCB  
         resources.  
 
 

 

 

Facilitating 
Feedback 

 

If you have any 
comments or 

suggestions please 
email us at 

LSCB@brighton-
hove.gov.uk 

 

 

What we will do: 
 

We will work with our Lay Members to: 

 better develop links and build relationships with existing children and young people’s groups and forums 

 raise awareness of safeguarding issues amongst children and young people  

 promote the direct participation and input of children and young people in the work of Brighton & Hove LSCB at a strategic and operational level  

 
 

Future audits will continue to capture the views and experiences of children, young people, parents and carers  
 
 
 

Communications with parents of children and secondary schools and colleges will be improved. 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

mailto:LSCB@brighton-hove.gov.uk
mailto:LSCB@brighton-hove.gov.uk
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Well-timed, good 

quality and 
noticeable 

involvement by 
everyone 

necessary shows 
that children’s 

welfare is 
promoted and 

they are 
safeguarded from 
harm.child care 

concerns. 
 

 
There is a prompt and 

assured response 
when referrals are 

made or new 
information is 

received about child 
care concerns. 

 

                
Early Help meets 

the needs of 
children and 

families 

What making 
a difference 

will look like? 

 

 

Priority Area 3: Service Responses 
 

 

What we did: 
 
Early Help Hub (EHH) and Multi-Agency Safeguarding Hub (MASH) 
The Early Help Hub (EHH) and the Multi-Agency Safeguarding Hub (MASH) became operational on 1 September 2014. 
 
The MASH is a co-located multi-agency team consisting of social work staff, police, and staff from Early Help, Housing, 
Education, Youth Offending and a range of health providers. The Early Help Hub is a team of officers from a range of 
council services. It offers a new route for enquiry and referral and supports professionals to target, coordinate and provide 
early help interventions to families that need additional support. 
 
The Threshold Document, produced alongside the launch of MASH and the Early Help Hub, provides guidance for 
professionals and services users to help them: 
 

 Identify and assess levels of individual need 

 Clarify the circumstances in which a child might need referring to the Early Help Hub, the MASH or other specific 
agency to address their individual needs 

 
 
LSCB multi-agency training has been updated to be reflective of local changes to services and pathways. 

Working Together 2015 specifically outlines a responsibility for LSCBs to ‘use data’ to ‘assess the effectiveness of the help 
being provided to children and families, including early help’.  With this in mind, the Board has routinely been presented with 
progress reports on MASH and Early Help. At Board in December 2014 we were told that since its launch in September 
there has been a large volume of enquiry and referral to the Early Help Hub.  It was noted that there has been a high 
proportion of clients with a previous Children in Need (CIN) episode and that there are fewer than anticipated numbers of 
referrals being made for the primary age group. 

 
 

 
 

A wide range of early help services is available to children and 
their families. The coordination of these services through the 
early help hub is increasing the numbers of children who 
receive help. The local authority is beginning to review the 
impact of these services.  
Ofsted Inspection of Local Authority  

 



 

48 
 

 
What we will do: 
 

A combined Referrals & Thresholds Multi Agency Audit & Early Help - Child’s 
Journey - Multi Agency Audit will take place in Q3 2014-15 to support the 

Board to build a better understanding of the effectiveness of early help 
assessments and interventions to ensure that children and young people 
with additional needs receive timely responses and that emerging 
difficulties are addressed at an early stage.  

 
Alongside the quality assurance activity will be a thematic look at an Early 
Help dataset to support the Boards understanding of the story behind 
statistics.  

 
Quarterly updates on single agency quality assurance activity will be scrutinised by the Monitoring & Evaluation Subcommittee on a quarterly 
basis and exception reported to Board as appropriate.  
 
 
Produce an LSCB Bulletin on Early Help, encapsulating the views and experiences of those who work in and access Early Help services. 
 
 
Develop a ‘Safeguarding in 2016’ Advanced training session which will have a focus on the impact 
of Early Help.  
 
 
Jointly run, with the Local Authority, an Early Help Conference in December 2015.  This will be 
an opportunity to assess how well it is doing and how the LSCB and LA are demonstrably 
‘dedicated to early help’. It will consider if the City’s early help systems are understood and 
used consistently by all agencies working with children, young people and their families. At the 
end of the session ideas for how to move forward as a City should have been discussed and 
agreed, so as to move on to construct and consolidate clearer integrated early help pathways and 
effective integrated early help services.  

  
 
 

 

  

“Last year we set up a co-located MASH and Early Help Hub. 
This was to ensure consistency across thresholds and referrals 
and to tackle the confusion about where agencies with concerns 
about children and families can go for advice and support. There 
continues to be overlaps between the MASH and the EHH which 
need to be smoothed out, but more importantly our key task this 
year is to ensure that our early help support pathways are clear 
and make a difference - helping to address the needs of children 
and families without requiring a more intensive intervention. 
There is still much to do here.” 
Pinaki Ghoshal – Executive Director of Children’s Service, 
Brighton & Hove City Council 
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The Board is better 

coordinated and 
ensuring the 

effectiveness of 
what is done by 

partner agencies. 
 

What making 
a difference 

will look like? 

 

Priority Area 4: Accountability 
 

Review of Board arrangements 
 

Subcommittees  
This year has seen the development of the Vulnerable Children Strategic Group (replacing the Vulnerable Children 
Monitoring Group) and the development of the CSE Protect & Pursue Group (replacing the CSE Operational Group).  

 
All Terms of Reference have been reviewed and membership and representation changes have been made as appropriate to 
ensure Subcommittees continue to be diverse, stable and active. We have seen lay members become standing members of 
the Monitoring & Evaluation Subcommittee, Serious Case Review Subcommittee, Learning & Development Subcommittee 
and the Participation and Engagement Subcommittee. 

 
Section 11 Challenge Event  
On 30 May 2014 the LSCB held its first Section 11 Challenge Event. This is where we 
brought together the Chief Executives or deputies of the LSCB agencies to challenge 
each other’s services on how their organisation embeds safeguarding in their 
policies, procedures and structures. The Section 11 Challenge Event helped the LSCB to 
ensure the effectiveness of what is done by partner agencies to keep children safe in 
Brighton & Hove, as well as providing agencies with an opportunity to feedback how the 
Board can be better coordinated. 

Table Discussions  
The table discussion approach to Board meetings has provided a positive way to cover Board business and provide a greater opportunity for participation, 
reflection and challenge amongst members. At one Board meeting in 2014-15 a discussion about school’s access to mental health services for students and the 
capacity to respond appropriately and effectively to the current level of need led to a table top discussion at a subsequent meeting with representatives from 
Sussex Partnership NHS Foundation Trust, Public Health, Cafcass, Youth Offending Service and Children’s Social Work chaired by the Designated Doctor for 
the CCG to further tease out concerns.  Challenges regarding age restrictions, transition from child to adult mental health services and fragmentation across the 
city kick-started brainstorming: if we were to start again, what would mental health services for children and young people look like, and does the Mental 
Wellbeing Strategy support a more creative approach?  The Board has agreed it will want to contribute and inform ongoing discussions about this.   
 
Subcommittee Referral Forms   
Referral forms to make recommendations/ challenges to, or to request action from, another LSCB Subcommittee were put in place in 2014-15. This has 
supported the LSCB to better communicate across Subcommittees and to better document and evidence how the inputs and outputs of the groups are 
informing one another, as per the Learning & Improvement Framework. The approach has helped formalise the relationships between the subcommittees 
and demonstrate how issues being managed by each subcommittee are linked with wider LSCB activity. All requests and recommendations are tracked 
and an update is provided at each Leadership Group. As at March 2015, 20 referrals have been made. These have included the Learning & Development 
recommending to the SCR Subcommittee that a wider range of frontline staff be involved in action planning following a Learning Review, and the Board 
asking Monitoring & Evaluation to include the voice of children & young people in audit activity. 
LSCB Constitution & Members Compact  

The LSCB has revised its governance arrangements 
to clarify and improve the rigour and accountability of 
its sub-structure and leadership group.  
Ofsted Review  

 

The LSCB has a rigorous 
approach to evaluating the 

effectiveness of safeguarding 
arrangements in all of its 
partner, community and 

voluntary agencies. 
Ofsted Review 
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At the December 2014 Board, a Constitution was agreed by all partners; this document sets out the purpose, objectives 
and arrangements for the LSCB and makes clear the commitment to partnership working.  By each agency agreeing the 
Constitution, they have formally signed up to the LSCB multi-agency audit programme demonstrating their commitment 
to support it at a senior level and to take forward lessons learnt into their own organisations 
 
Board Members have signed a Member’s Compact; this seeks to enable agencies, professionals and volunteers to 
understand their vital role in supporting children and young people to be safe and to thrive. You can read the Constitution 
and Members Compact here. 

 
Outcome Based Accountability (QAF) 
Throughout 2014-15 the LSCB has focused on effectively implementing the Outcome Based Accountability informed Quality Assurance Framework (QAF). As 
you have read throughout this report multi-agency audits have been undertaken using this approach. In the case of the child sexual exploitation multi-agency 
audit the QAF supported us to know how children and young people feel treated by the professionals and agencies they interact with.     

 
Learning & Improvement Framework (LIF) 
The Learning & Improvement Framework has been kept under review and updated when Working Together to Safeguard Children (2015) was revised.  The 
LSCB Independent Chair has continued to meet, via the Leadership Group, with the subcommittee Chairs to drive the LSCB’s Business Plan and manage the 
interface between the work of the subcommittees.  Lay Members also provide additional scrutiny and challenge to progress against subcommittee workplans 
and ultimately the LSCB Business Plan.  
 
 
 
 

Throughout 2014-15 the LSCB has been importing learning from, and exporting learning to, other 
bodies, including the Health & Wellbeing Board, the Adults Safeguarding Board and through the 
Association of Independent LSCB Chairs.   

 
 

An LSCB constitution and 
compact underpins the new 

arrangements, strengthening 
the responsibilities of partner 
engagement in, for example, 

multi-agency audit programmes 
and their attendance at LSCB 

meetings.  

Ofsted Review 

  

http://www.brightonandhovelscb.org.uk/wp-content/uploads/Brighton-Hove-LSCB-Constitution-Updated.pdf
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Core data requirements 
Working Together to Safeguard Children (2015) specifically outlines the responsibility for the LSCB to use data to 
undertake the following;  

 Assess the effectiveness of the help being provided to children and families, including early help  

 Assess whether LSCB partners are fulfilling their statutory obligations  

 
Robust performance management is at the heart of any drive to secure continuous improvement and delivery of high 
quality services. It involves taking action to ensure that outcomes are better than they would otherwise be. Page 16 
talks about the development of the Management Information Report (MIR). We have since tightened up our scrutiny of 
this report which is reviewed bi-monthly by the Monitoring & Evaluation Subcommittee and considered quarterly at 
Board meetings during the Table Discussions segment. Board partners are asked to reflect on three questions in 
relation to the dataset. At our last Board meeting partners were asked;  

 
 
 

1. What are the top three indicators of concern?  
 

2. For these indicators of concern, does the commentary adequately explain 
the current position and do the actions explain the improvement activity 
required?  

 
3. What does the data tell us about the child’s journey across services?  

 
 

 
 
 
 
What we will do:  
 

Repeat the LSCB Performance and Effectiveness Survey to better gauge how Board members rate the efficacy of the Board. 
 

Hold a Development Day to reflect on the progress made on the 2013 – 2016 Business Plan and start planning our commitments for the next three 
years. The LSCB must draft new, or refine existing, priorities which will further drive improvement with a clear focus on continuing improvement in 
the field of improving outcomes for children. The Business Plan will need to be developed with contributions from strategic Board members along 
with recommendations from case reviews, local performance information, needs analysis generated from the Section 11 audits and findings from the 
Ofsted review. The LSCB will want to consult with children and young people during the generation of priorities.  

Performance information 
should not be treated as a 
straightforward measure of 
good or bad practice, but 

interrogated to see what lies 
behind it” 

Eileen Munro, Final Report 

– A Child Centred System 

The LSCB has made tenacious 
efforts to develop a multi-agency 

performance management 
framework by adding relevant 

qualitative information to its core 
performance data, for example 
from the findings of single- and 

multi-agency audits. 
Ofsted Review 

 

  ? 
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LSCB Challenge  
 
Over the last year the LSCB has made 56 documented challenges, these are recorded on the LSCB challenge log and examples shared at Leadership 
Group.  
 
Examples include 
 
 

 
 

 
 

 
 
 
 
 
 
 
 

Psychological support for male victims of CSA 

 Sexist bullying at a local school 
 

The closure of local 
GP Surgeries and 

the impact on 
families with 

vulnerable children 
 

 

Accessibility of paper or 
historical files to inform risk 

assessments and safety planning 
 

 

The high numbers of 
hospital admissions due to 
alcohol specific conditions, 
self-harm substance misuse 

as well as attendance at 
A&E of 0-4 year olds 

 

 

Repeat prescribing in 
the city and what 

safeguards are in place 
 

Challenges from Lay Members: 
The Lay Member Subcommittee has provided additional challenge the LSCB’s progress against the Business Plan 
and Learning and Improvement Framework. Examples include: 
 

 What is current position with training provision and timetable?  

  

 What steps need to be taken to ensure training provision is in place and meeting needs of agencies?  

  

 What expectations are there about ‘two way communication’?  

  

 Could communications be extended to secondary schools?  
 

 How could the principle of two way communication apply to youth groups in the City, so that these groups 
are invited to participate and contribute to shaping the direction and focus of the Board to reflect their views 
consistently and accurately? 
 

 How does the LSCB interface with the public at present, and how does this need to be improved and 
extended?  

 

 

Challenges to agencies: 

  

 Single-agency audit activity 
 

 Requests for data and 
performance information  

 

 Areas rated compliant in 
Section 11 returns not being 
sufficiently evidenced 

 

 Independent return from 
missing interviews  
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The number of children looked after 
rose from 463 as at 31st March 2014 
to 471 as at 31st March 2015. 
 

 

How safe are children and young people in Brighton & Hove? 
 

Child Protection in Brighton & Hove   
 

 
Referrals – Number and Rates  
There were 7,283 referrals during the year ending 31st March 2015, a significant increase 
from 4,232 during the year ending 31st March 2014. The rate of referrals per 10,000 children 
aged 0 to 17 is up from 838.5 last year and significantly above the 2013-14 England average 
(573) and statistical neighbour average (524.7). 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
27% of referrals received were from the Police (23.9% nationally), 15.6% were from schools (13.1% nationally) and 13% were from 
Health Services (14% nationally) 

There were 7,283 referrals during 
the year ending 31st March 2015, a 
significant increase from 4,232 
during the year ending 31st March 
2014. 
 
The re-referral rate was 32% for the 
year ending 31st March 2015, up 
from 29% last year. 
 

 
Of the 2,770 single assessments 
completed during the year ending 
31st March 2015, 1,299 (47%) were 
completed after more than 45 
working days, up from 17.4% last 
year and above the 2013/14 national 
average of 17.7% 
 
 

 There were 832 section 47s 
completed during the year ending 
31st March 2015 compared to 815 
during the previous 12 months. 
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Re-referrals 
 
 
 
 
 
 
 
 
 
Commentary (Head of Service: MASH & Assessment) 
 
Referral rates are high and are increasing.  The high level of 
referrals should be considered in light of where the City lies in 
relation to deprivation.   The city is relatively deprived, ranked 
66th out of 324 local authorities (unitary or district local 
authorities) in England.    
  
The increase in referral rates has been affected by 
improvements in referral pathways and a change in recording  
practices regarding referrals in September 2014.  Since the 1st September 2014, and the introduction of the Early Help Hub, any 
initial contacts that are re-directed to Early Help are counted as a referral. Of the referrals received by the MASH, on average 30% 
of referrals per month are re-directed to the Early Help Hub for support.    The MASH and the Early Help Hub are working closely 
together to support those referring to gain clarity and seek to ensure that every child referred receives a service that is proportionate 
to their needs.  
 
Almost half of the referrals made, were children aged 10-17 years old.   As with other areas of the country, Brighton & Hove has 
seen an increase in referrals in relation to concerns about adolescents within the local community. There is a developing 
awareness of Child Sexual Exploitation and other challenges facing adolescents in the city.  
  
It is recognised that the overall increase in referrals to Children’s Social Work is a picture that has been echoed nationally.  Locally, 
a number of factors are considered to be contributing to the increased demand upon the service, namely the impact of benefit 
reforms, the withdrawal of legal aid in respect of contact dispute and mediation, and as previously mentioned the increased 
awareness of Child Sexual Exploitation and potential radicalisation of young people for example. 

Position 
The rolling year (the last 12 months) re-referral rate (a 
referral within 12 months of a previous referral) was 32% 
for the year ending 31st March 2015, up from 29% last 
year and above the 2013/14 national average (23.4%) and 
statistical neighbour average (19.9%).  
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Single assessments 
 
 
. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commentary  
Actions have been taken to improve the timeliness of assessments:  
 

 Practice Managers detailing their Management Decisions within the assessment and more closely track, monitor and 
manage timescales 

 Social workers were provided with guidance regarding the scoping of their assessments prior to visiting a family to assist 
them and their Manager in planning what is required 

 Additional agency social workers have been recruited to assist in addressing the incoming work to permit permanent social 
workers to address the need to write up their assessments. 

 
The implementation of the MASH has established clear timescales for decision making and has provided a forum for pro-active 
seeking and sharing of information with safeguarding partners.  Decision making in the initial stages has seen improvement. 

Position 
Of the 2,770 single assessments completed 
during the year ending 31st March 2015, 1,299 
(47%) were completed after more than 45 
working days, up from 17.4% last year and 
above the 2013/14 national average of 17.7% 
and statistical neighbour average of 15.8%. The 
median duration for single assessments 
completed is 45 days, up from 30 last year and 
above the 2013/14 national average of 25 
days.  There has been a decline in timeliness of 
assessments 
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Section 47 Enquiries – Number and Rate  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
Commentary (Head of Service MASH & Assessment) 
 
There has been an increase in the overall number of s.47’s enquiries generated which correlates with an overall increase in referral 
rates to Children’s Social Care.  In the past year referral rates, converting to assessments have increased by 13%..  With more 
children being referred into the service there is a corresponding rise in relation to the number of children at risk of harm. 
  
Work is being conducted to analyse and review the use of s.47’s in conjunction with that related to the increasing numbers of 
children subject to Child Protection Plans in the city. 
  
To tackle this the Quality Assurance team are analysing the data around the increase in number of children who have become 
subject to Child Protection Plans in the last six months. The Team Managers for the  Assessment Service, ChiN and STC continue 
to sign off all completed s.47’s to assure quality and consistency in decision making.  Team Managers within Assessment Service 
to be requested to make comment and feedback via Quality Assurance team regarding s.47’s they judge to have been initiated 
unnecessarily and to address with Practice Managers who initiated the s.47 to develop consistency of practice and thresholds in 
relation to new managers to the service.  
 

Position 
There were 832 section 47s completed during the year 
ending 31st March 2015 compared to 815 during the 
previous 12 months. Of the section 47s completed in the 
last 12 months, 203 (24.4%) had an outcome of No 
Further Action, 276 (33.2%) had an outcome of More 
Information Required and 353 (42.4%) had an outcome of 
Case Conference Required.  
  
The rate of section 47s per 10,000 children aged under 18 
is 164.8 for the year ending 31st March 2015, above the 
2013/14 England average of 124.1 and statistical 
neighbour average of 120.6.  
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Commentary (Deb Austin - Head of Safeguarding/Interim Head of ChIN Service) 
The CIN plan reduction of 14% during Q4 is related to the review of such cases within the ChIN Service and Children’s Disability 
Service to ensure appropriate threshold to this work has been applied.  This was an action from Q3 commentary.  
 
Work is currently being undertaken by the Safeguarding & Review Service to review all cases where a CIN plan has been in place 
for more than 9 months in order to assure that the work being undertaken is proportionate to the need.  This will have contributed to 
the drop in the numbers.    Regular reviews on CIN plan work to continue to ensure children are being worked with within the right 
framework.  
 
 
 
 

Position 
679 children required a Child in Need Plan at year end, a 
rate of 134 per 10,000 children aged under 18.   
 
Children requiring a CIN plan represent 29% of the total 
number of client open to social care. 79% of Children 
requiring a CIN plan are allocated to the CIN/CP team 19% 
are allocated to the disability team. 
 
29% of the children requiring a CIN plan are under 5 years 
old, 43% are between 5 and 12 years old and 28% are 
between 13 and 17 years old. 
 
 

 

As at 31 March 2015 there were 2,475 cases open to 
Children’s Social Work.  This represents 4.9% of the 0-
17 population.   
Nationally, 3.5% of the 0-17 population were a Child In 
Need as at 31 March 2014.  
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Child Protection Plan 
 
 
.  
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Commentary (Head of Safeguarding/Interim Head of ChIN Service) 
CPP numbers have increased by 8.4% during 2014-15, with 453 Initial CP 
Conferences being held compared to 415 during 2013-14.  This is within 
the context of increasing referrals into the MASH and Assessment Service, 
an increase of 80.7% from Q1 14-15 (1494) to Q4 (2169).  National figures 
for 14-15 are not available until Oct 2015 but anecdotal evidence is that 
the local picture reflects a national trend, with high profile cases in 
Rotherham and Oxfordshire contributing to this increase. 

There were 309 children subject of a Child Protection 
Plan at year end, up from 285 last year. This 
represents 0.61% of the 0-17 population.   
Nationally, 0.42% of the 0-17 population were subject 
of a Child Protection Plan as at 31 March 2014.  
 
 

 Position 
3 in ten children (28.8 per cent) who were subject of a 
Child Protection Plan in March 2015 were not White 
UK/British.  21% of children aged under 18 in Brighton 
and Hove were not White British at the time of the 2011 
census 
Below is a comparison of the age profile of children 
subject of a child protection plan compared with the 
2013/14 national average.  
  

 5% are unborn compared to 2.1% nationally.  

 13% are aged under 1 compared to 11% 
nationally.  

 24% are aged between 1 and 4 compared to 
29.2% nationally. 

 29% are aged between 5 and 9 compared to 
29.7% nationally. 

 26% are aged between 10 and 15 compared to 
25.3% nationally.  

 4% are aged 16 and over compared to 2.8% 
nationally. 

 The number of children subject of a child protection 
plan aged 16 and over has risen from 0 in April 
2014 to 11 in March 2015 

 

The percentage of children subject of a child protection 
plan with a category of emotional abuse is 46% at 31st 
March 2015, down from 48.3% last year but above the 
national average of 35.6%. The percentage with a 
category of Neglect has fallen from 33% last year to 
30.7% at 31st March 2015, below the national average of 
42.7%.  
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Children in Care by Placement Type 2014-15 
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55.2% of children are placed outside of Brighton & Hove, with 13.4% of 
children placed more than 20 miles and 7% are placed outside of 
Sussex.  The percentage of looked after children placed within 20 miles of 
their home address has increased.  A number of children continue to live 
outside the geographical boundaries of Brighton & Hove (some for 
reasons of safety or to remain in the care of relatives/existing carers) 
and  work continues to take place with  providers to increase local 
placement options particularly in relation to residential care for children 
with specific/complex needs. 
 

 38 children live in residential children’s homes, 92.1% live out of the 
authority area with13.2% outside of Sussex.  

 7 children live in residential special schools, all of which are out of the 
authority area and 42.9% outside of Sussex 

 379 children live with foster families, of whom 56.2% live out of the 
authority area (5.3% outside of Sussex) 

 7 children live with parents, of whom 14.3% live out of the authority 
area and outside of Sussex 

 9 children are unaccompanied asylum-seeking children 
 
 
 

In the year ending 31 March 2015 there were 51 children adopted and 24 children ceasing to be looked after through becoming subject of a 
special guardianship order (SGO). A total of 179 children ceased to be looked after   
 
 

Commentary (Head of Service Support Through Care) 
The number of children looked after rose from 463 as at 31st March 2014 to 471 as at 31st March 2015. Audit activity has not revealed any set 
of circumstances which did not warrant a child or young person becoming looked after. There have been some changes in the profile of looked 
after children compared to the previous 12 months, there has been an increase in the numbers  of children aged 1 to 4 but a more significant 
increase in the numbers aged 5 to 9. 

 
The numbers of children ceasing to become looked after show a significant increase in the number adopted with a reduction in the numbers 
who have returned to live with  parents or relatives.  In terms of the legal status of looked after children there is a slight increase in the numbers 
who are looked after by parental agreement Section 20,  and a slight increase in the numbers subject to Interim Care Orders. 

At 31 March 2015 there were 471 children looked after by 
the Local Authority.   
This represents 0.93% of the 0-17 population compared to 
0.6% nationally.   
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Children Exposed to Domestic Violence  
 
Children exposed to domestic violence and abuse 
It is estimated that 6,435 women and girls aged 16-59, and 4,110 men and boys are estimated 
to have experienced domestic violence and abuse in the last year. However, in making these 
estimates, it is important to note that while both women and men experience incidents of inter-
personal violence, women are considerably more likely to experience repeated and severe 
forms of violence.  Of the cases heard at the Multi-Agency Risk Assessment Conference, 240 
involved victims with children. In total, there were 361 children associated with these cases. 
Over half of children subject of a child protection plan had Domestic Violence/Abuse recorded 
as contributory factor for becoming subject of a child protection plan. 
 
Rape, sexual violence & abuse 
It is estimated that 1813 women and girls aged 16-59, and 467 men and boys aged 16-59 
experienced some form of sexual assault (including attempts) in the last year. In relation to 
children and young people, Children’s Services lead on this area of work, but specialist services 
represented at the Forum are often supporting both young people and adults affected by sexual 
violence, and there are also strong links with specialist services working directly with children, 
including WiSE. A key development locally has been the child Sexual Assault Referral Centre 
(SARC), which begun providing a specialist service for children and young people under the age 
of 14 who are victims of rape, sexual violence & abuse from April 1st 2015.  
 
Children exposed to Harmful practices 
There is limited data available on harmful practices, such as Female Genital Mutilation (FGM), 
Forced Marriage (FM) and Honour-based violence (HBV), and their impact locally, and much of 
the work this year has focused on better understanding the issues around these crime types.  
An Interagency Forum hosted by the Safe in the City Partnership and the LSCB in May 2014 
helped raise awareness of FGM 
 
  

Multi-Agency Quality Assurance Activity  
A multi agency audit in relation to domestic 
violence and abuse (DV&A) looked in depth at six 
cases. The auditing team comprised nine agencies 
including the MARAC and RISE (voluntary sector 
agency). There were a number of positive findings: 

 overall, there was an effective multi agency 
response to the risk to children from domestic 
violence and abuse and all agencies were 
considered systematic in making relevant 
checks and referrals to other agencies when 
safeguarding concerns were identified; 

 on the whole, information sharing and 
communication between agencies was seen to 
be timely and effective; 

 there was evidence that the voice of the 
child/young person informed work with the 
family and that children remained the focus of 
the plan in terms of their safety and their 
emotional needs 

 
Areas for development were identified: 

 no DV&A alert system in place in GP records 
for children and adults 

 some assessments did not adequately 
consider the impact and significance of 
historical DV&A 

 concerns about the use of written agreements 
in DV&A cases 

 improved coordination between MARAC and 
child protection processes 

 the take up of specialist DV&A services and 
outcomes achieved for adults perpetrating or 
affected by DV&A 

 
An extensive action plan was developed and a time 
limited multi agency group was set up to take 
forward the actions. By April 2015, much of this 
work remained ongoing, but improvements had 
been made to the use of written agreements by 
Children’s Services and to flagging systems on GP 
records, and training had been provided for health 
visitors and school nurses. 

 

Another LSCB multi-agency audit took the form of a thematic review of young parents and 
domestic violence. This was undertaken at the request of the serious case review 
Subcommittee in response to harm suffered by a baby in 2012. The case did not meet the 
criteria for a serious case review but it was considered that a themed Learning Together 
review was required. The review applied the SCIE Learning Together methodology to a group 
of cases. Eight cases were audited; involving seven agencies, with the main focus on 
pregnant women aged 16 – 21. There were few emerging themes for systemic learning, and 
in most of the cases reviewed the single agency practice was generally of a high standard. 
The review concluded that aspects of the case which prompted the review were unique and, 
therefore, could not be generalised to identify systemic learning. The review of the actual case 
and its four indicative findings were considered by the serious case review group.  
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Brighton & Hove Violence against Women and Girls Forum (VAWG)  
The VAWG Forum aims to raise awareness of VAWG crime types and enable practitioners to stay up to date with local, regional and national 
policies that impact on the sector. Its role includes:  

• Networking - providing mutual support and encouragement and developing a strong & effective partnership 
• Sharing effective practice and good news stories 
• Working together to overcome barriers to local delivery 
• Keeping up to date with, and helping to inform, Brighton & Hove, Sussex and national policy in relation to VAWG and related themes  
• Providing strategy advice, feedback and support to the VAWG Programme Board, as well as influencing and lobbying for VAWG and 

wider policy developments.  
The Forum’s role in relation to the LSCB is to ensure that domestic violence and abuse, rape, sexual violence & abuse and harmful practices 
remain a priority. This includes: 

• Contributing to the development and evaluation of safeguarding children policies, procedures and practices 
• Promote greater awareness of VAWG issues, developments and services, and to disseminate information, policies and procedures to 

LSCB members  
• Participating in LSCB meetings and development days, and supporting other LSCB activities and committees  
• Identify gaps in service provision and training needs for members of both forums  
• Promote effective communication between the LSCB and members of the Forum 
• The VAWG Forum Chair attends the Safeguarding Adults Board providing a link between adult and child safeguarding issues from a 

VAWG perspective 
 

Summary of Activities for 2014 - 2015   
The Forum Chair regularly attends and contributes at LSCB meetings, and Forum members undertake a range of other roles in the city, 
including: 
 

• Delivering training on domestic violence and abuse and sexual exploitation as part of the LSCB training programme. Forum members 
also deliver training in other context for example around rape, sexual violence and abuse  

• Delivering a range of programmes to support women/parents, and children and young people, affected by domestic and sexual 
violence, substance misuse and alcohol and child sexual exploitation 

• Participated and shared practice and learning with European Colleagues as part of the Daphne funded “Child to Parent Violence” 
initiative 

• Participating in Domestic Homicide Reviews. During 2014-15 the Safe in the City Partnership published a ‘Summary of Learning in 
Brighton & Hove 2012 & 2013' from three domestic homicides and one near miss review. This can be accessed at 
www.safeinthecity.info/domestic-homicide-reviews   

• Participating in  a Themed Review (Young Parents and Domestic Violence), as well as a Deep Dive Audit  
• VAWG Forum members have been involved in the development of the Multi-Agency Safeguarding Hub (MASH) and Early Help Hub  

 

http://www.safeinthecity.info/domestic-homicide-reviews


 
62 
 

What difference has the VAWG Forum / Members made to Safeguarding Children?  
• Ensured that the safety of children and young people affected by VAWG is recognised  
• Raised awareness of the impact of VAWG on children and young people, including supporting contributed work in schools  
• Raised awareness of services providing support to survivors of VAWG, as part of a revised ‘Amber Card’ 

(www.safeinthecity.info/faq/what-is-the-amber-card) 
• Raised awareness of services providing support to specific communities, such as survivors from BME communities or those who identify 

as LGB or T 
• Raised awareness of services providing support to perpetrators of domestic violence 
• Raised awareness of preventative / early help interventions and programmes working across the range of VAWG crime types 
• Provided a forum for information sharing and sharing of good practice for professionals.  

 

What we will do next  
• Violence against Women and Girls crime types VAWG continue to be a priority in the Community Safety and Crime Reduction Strategy 

2014-2017, with a particular focus on  
• Early help for Children and Young People 
• Increased awareness among residents 
• Consistent care pathways delivered by a skilled workforce 

 
 
During 2015/16, Brighton & Hove City Council is procuring a future specialist service to support 
survivors of domestic and sexual violence, and is also developing activity around communications 
and training. The Forum will continue to provide a space to develop this work, as well as 
refreshing its monthly newsletter and guest speakers to provide opportunities for its members to 
keep up to date and share effective practice.   
 
 
Gail Gray, Chief Executive of RISE and VAWG Forum Chair  
James Rowlands, Strategic Commissioner 
 
 
 
 
 

 
    



 
63 
 

Missing Children 
 
Children missing from their home or placement are at higher risk of exploitation 
by others (e.g. sexual exploitation; radicalisation), missing out on their 
education, engaging in criminal behaviour and being exposed to other risk-taking 
behaviours. 
 
 

What we have done: 
Brighton & Hove LSCB continues to provide a unified multi-agency approach to make sure the needs of these children and young people are 
met appropriately and effectively. The Missing Children policy and protocol was approved by Board in March 2014. This was agreed to be a 
solid operational policy that looks at what puts children & young people at risk of going missing, and is proactive in approach. It reflects the 
statutory guidance released in January 2014 and joins together the three strands of children missing from home, care & education. Deb Austin, 
Head of Safeguarding, Children’s Services, remains the Single Point of Contact (SPOC).   
 
The Missing procedures cover:   

 what steps to take to prevent children going missing 

 what to do when a child is reported missing, and the route to getting them to safety  

 what to do when a child returns, to find out why they went missing, and lessen the possibility of a recurrence  
 
 

What we will do: 
 

The Missing Children procedures will be reviewed in in Autumn 2015 to ensure they reflect 
current best practice 
 
 
Provision for Independent Return Home interviews will be established in the Kite (CSE & 
Missing) team from September 2015 
 
 
Discussions will continue with Sussex Police and East & West Sussex regarding a pan 
Sussex Independent Return Home interview provision for 16/17 

 
 

There were 361 missing episodes between 1 October 
2014 – 31 March 2015, with 104 children going 
missing during that period.  
 
291 missing episodes related to children looked after.  
(Please note that this timeframe has been used as the Missing 
Episode document was launched in September 2014.) 
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Learning and Development Subcommittee 
 

What did we did:  
During the last 12 months the Learning & Development Subcommittee has monitored the delivery of the 
LSCB Training Strategy including the multi-agency training programme delivered by Brighton & Hove 
LSCB during 2014-15. Issues from national Serious Case Reviews (SCRs) and other case reviews were 
analysed, considered and incorporated to ensure that the content of the training programme related to 
emerging issues of concern, as well as to core safeguarding learning, that all practitioners working with 
children and their families need to understand. 
 

The learning & development budget was underspent in 2014/15, however it is anticipated that the entire budget for 2015-16 will be spent on 
developing specialist courses. The Subcommittee are committed to ensuring all that all courses represent value for money. 

 

The LSCB annual training programme for 2014-15 was planned but unfortunately due to staffing issues not all the courses could be delivered. 
However, courses deemed to be high priority were successfully delivered.  

 

From April 2014-March 2015 24 multi-agency child protection courses (Level 2) were delivered with 380 practitioners attending, compared with 22 
core courses delivered in 2013-14  with 420  practitioners attending.  A further 18 specialist courses (Level 3) were delivered with 373 practitioners 
attending, compared to 22 specialist courses delivered  in 2013-14  with 326 practitioners attending.  
 
 

Brighton & Hove LSCB: Multi-Agency Training Attendance for 2014-15 Courses Attendees  

Level 2  
Core Child Protection 
Courses 

Developing a Core Understanding 11 180 

Assessment, Referral and Investigation 6 109 

Child Protection Conferences and Core Groups 7 91 

Level 3 
Specialist Child 
Protection Courses 

Domestic Violence and Abuse 5 66 

Preventing and Disrupting the Sexual Exploitation of Children & Young People 3 49 

CSE: Working with Young People at Risk 3 45 

Joint Investigation for Social Workers 4 days 1 8 

Multi Agency Public Protection Arrangements (MAPPA) 1 10 

Safeguarding Children with Disabilities 1 10 

Learning from SCR Seminars 2 93 

 Interagency Forum: FGM 2 92 

‘Brighton & Hove LSCB has a responsibility to 
develop policies and procedures in relation to 
the 'training of persons who work with children 
or in services affecting the safety and welfare 
of children…to monitor and evaluate the 
effectiveness of training, including multi-
agency training, to safeguard and promote the 
welfare of children'  
Working Together, 2015 
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Attendance at Brighton & Hove LSCB  Core Training Courses by Agency 2014-15 

  
Developing a 
Core 
Understanding 

Assessment, 
Referral & 
Investigation 

Core Groups & Child 
Protection 
Conferences 

Total 

Brighton & Hove City Council 48 27 31 106 

Community & Voluntary Sector 34 14 9 57 

Sussex Community NHS Trust 8 6 3 17 

Sussex Partnership NHS Trust   3   3 

Brighton & Sussex University Hospitals      1 1 

Brighton & Hove CCG 1     1 

NSH England 1     1 

Probation 16 4 7 27 

Schools 40 28 21 89 

Early Years Childcare 27 22 16 65 

Foster Care 2 3 1 6 

Other 3 2 2 7 

Total 180 107 89 380 

Findings from Ofsted Review  
 

 The multi-agency annual training 
programme ensures training content is 
carefully designed to deliver specialist 
courses that complement learning 
priorities in Business Plan and the 
Learning and Improvement Framework.  
 

 Practitioners are aware of LSCB training 
offer and many spoken to during the 
review have recently attended training 

 
 

 staffing difficulties have impeded plans to 
improve post-course evaluations & impact 
of training on improved practice  
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The Learning & Development Subcommittee continued to report to the main LSCB regularly on the progress 
to deliver the multi-agency training programme and developments for discussion and resourcing.  
 
The strong commitment that is evident from across the partnership continues. The attendance of the 
Subcommittee has maintained a good representation from the majority of Board partner’s agencies. The 
group has also benefited from the attendance of a Lay member who has brought a new dimension to the 
group. 
 
The unfortunate absence of a LSCB training manager for much of the last 12 months has had an impact on 
the support available for the Trainers within the LSCB pool and the progression of a number of actions 
regarding new courses that had been planned but could not be taken forward. 

 

What we will do:   
 

Develop the Training Programme for 2015-2016 – including a review of the three core training offers  

 
Support & further develop the Training Pool       

 
Deliver training on Enabling & Supporting Compliance: Working with Disguised Compliance & Forceful 
Counter Argument in Safeguarding 

 
Evaluate the impact and effectiveness of multi-agency safeguarding training needs so that its effectiveness 
can be assessed & improved 

 

 
Undertake work to understand the reach and impact of our training, learning from case reviews and outcome of audit so as to be 
assured they are improving the lives of children 

 
 

Private Fostering training to be included in wider training on ‘Hidden Children’ 
 

Hold a Learning Together to Safeguard the City fortnight of learning events and briefing 
sessions in partnership with the Adult Safeguarding Board and the Safe in the City 
Partnership.   

 
Deliver training on Neglect in association with SCIE 

 

‘Great to have the opportunity 
to meet professionals from 
other agencies and understand 
their roles in keeping children 
safe. Informative and 
productive group discussions 
were a highlight for me” 
Participant: Developing a 
Core Understanding 

 

‘Activities were engaging.  Trainers were very 
knowledgeable and hearing other people's 
own experiences helped my understanding” 
Participant: Assessment, Referral & 
Investigation 

 

‘I found the varied delivery 
methods brilliant, I learnt new 
skills, ideas for interacting with 
young people ” 
Participant: CSE – Working 
with Young People at Risk 
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Safeguarding in Schools   
 
At Board in June 2014 during a table discussion the updated statutory guidance was considered (this can be , which can be read here).  This 
was aimed at head teachers, teachers and education staff as well as governing bodies and proprietors across all schools, including 
independent and free schools.  The table discussed the benefits and challenges of the new guidance which set out what schools and colleges 
must do to safeguard & promote the welfare of children & young people under the age of 18. 
 
At Board in December 2014 during a table discussion about safeguarding in schools, the Head of Behaviour & Attendance Children’s Services, 
Education and Inclusion, presented a report to update the LSCB on the results of the annual schools safeguarding audit and other related 
schools safeguarding matters. Schools are required to have their own policies, procedures and practice in relation to child protection and 
safeguarding.  Ofsted inspectors will scrutinise these. Each year schools have an opportunity to self-assess their safeguarding arrangements 
by completing a safeguarding audit. This helps them to review their current safeguarding and child protection practice against the most recent 
national guidance. Whilst this is not a statutory requirement we were impressed to hear that there was a 100% response rate in Brighton & 
Hove.  This gives reassurance that there is a climate of self-awareness and challenge within our schools. 

 

 

 

 
 

 

 
      
 

 
 

https://www.gov.uk/government/publications/keeping-children-safe-in-education
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Brighton & Hove City Council: Children’s Service 
 

What have we done 
New Ways of Working 

 Working with Partners, we have implemented the MASH (Multi Agency Safeguarding Hub) and EHH (Early help Hub) 
supported by protocols which clearly identify what the thresholds for additional support or intervention. The Education 
Safeguarding Officer is now co-located at the MASH. 

 In Nov 2014 we established a Care Planning Panel to ensure that the right children enter and exit care at the right time.     

 The functions of IRO and Child Protection Conference Chairs were separated in September 2014 to increase the 
contribution of IROs to safeguard children and young people and to improve the effectiveness of Independent Reviewing 
Officers in achieving positive outcomes for children and young people in care. 

 Building on the work with social workers about their vision of excellent social work and listening to the views of children & 
young people about what constitutes excellent practice, a relationship model of practice has been established which 
prioritises the relationship between the social worker and the family as the main vehicle to facilitate change.   It is being 
introduced in a measured way and during 14-15 this has involved constructive engagement with staff. 

 A Education Safeguarding Officer role has been added to the Education & Inclusion Team, working with colleagues  taking 
forward work ensuring that the statutory duties placed upon schools and local authorities, via their education functions, are 
carried out effectively. This officer is linked to various networks through attending meetings such as the CPLG and Red Op 
Kite, amongst others, and liaising regularly with the LADO and HR for Schools for example. 

 The Professional Network for schools based Designated Persons has been re-established. 

 An Education Subgroup has been created, to provide strategic overview of the Designated Persons’ Network, ensuring that 
statutory developments are integrated into operational practice 

 Independent schools are being engaged with, via the Designated Persons Network and the Safeguarding Audit Tool. 

 The protocol regarding looked after young people in the criminal justice system has been reviewed with pan Sussex partners  

 There are linked YOS workers into the MASH and Kite team. 

 From September 2014, the legal framework around SEND changed and a large scale task of converting approximately 1000 
‘Statements of SEN’ to ‘Education, health and care plans’ is underway. A significant number of these young people are 
known to social work and some are subject to child protection plans or in care. The legislation requires considerably greater 
input and involvement of health and social care colleagues in constructing with families plans to meet the holistic needs of 
children. Where there are safeguarding needs, the new process is facilitating enhanced communication and joint planning 
across agencies and families’ 
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Performance Management and Quality Assurance  

 Across Children’s Services a shared  ownership  for  targets and outcomes through a more analytical approach to 
performance management.  

 Service business plans have been developed with participation featuring at all levels of our teams.    This allows us to learn 
from our knowledge of our current performance; feedback from staff, children and families, other agencies and from data.     

 The Children’s Social Work Quality Assurance Framework (QAF) was revised in 2014 to reflect new legislation, guidance, 
learning from reviews and also changes to services.  The QAF will be revised again in 2015-16 to ensure that social workers 
and service users are at the centre of QA activity and to strengthen the feedback and remedial action process.     

 The existing Safeguarding Audit Tool for schools has been updated to reflect the recent updates to guidance, such as 
Keeping Children Safe in Education: March 2015 and Working Together to Safeguard Children: March 2015, as well 
including a greater focus on areas such as CSE, FGM and Radicalisation. The format of the audit has also been adapted to 
allow even greater citywide analysis of the results. 

 The YOS team conducted a section 11 audit assessing their safeguarding arrangements. 
 
Communications  

 We produced  ‘Our Social Work Story’ which has been used as a tool to;  
o Understand our services, activity, data and performance 
o Ensure that staff and partners understand the interconnectivity across services and the range of work and to develop 

a shared ownership 
o Engage staff at all levels in developing a vision 

 
Strategic Vision 

 Discussions have taken place to develop a strategy for working specifically with adolescents who are troubled and who are 
currently accessing a range of additional services     

 A new strategy for Brighton & Hove Virtual School has been developed following two reviews and the appointment of a new 
Virtual Headteacher in Aug 2014.  This includes aligning the Virtual School with school improvement and a strategy to raise 
attachment awareness across the city and further afield.   

 
Learning Reviews and training  

 The Youth Offending Service (YOS) has conducted 2 internal learning reviews, and implemented actions as a result 
following the death of a young person known to the YOS and a suicide attempt by a known young person. 
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 A training programme on the criminal justice system has been offered to all social work teams and YOS staff have received 
training on Child Sexual Exploitation (CSE).  

 The YOS team have trained 2 managers in supervision staff who work with sexual offenders and trained another member of 
staff to do this work. 

 A newsletter goes out to school staff informing them of learning from SCRs and Learning Reviews 
 
Looking ahead to 2015/16 
A significant rise in demand on our services has created pressure throughout the system. This is being monitored and action will to 
be taken to address this in 2015/16. 
 

How well have we done it?  
 The introduction of the MASH and the Early Help Hub has ensured that there is good information-sharing between agencies 

so that prompt and appropriate decisions can be made about whether families require social work or early help services. 

 Children most at risk of becoming looked after are considered at the Care Planning Panel, which determines whether 
additional work is required or whether to initiate a legal planning meeting. This means that children are looked after where it 
is in their best interests and thresholds for children to become looked after are appropriately and consistently applied. 

 Additional IROs are now in post, which has resulted in manageable caseloads of around 70 children per IRO.  As a result, 
IROs carry out their core duties effectively and also engage with children looked after outside of their reviews to establish 
meaningful relationships and monitor the progress of their care plans.   Children at greatest risk benefit from challenging 
independent oversight by child protection chairs. 

 The education of children looked after is supported well by the virtual school, resulting in high school attendance and no 
permanent exclusions.  Educational attainment for children looked after at Key Stages 2 and 4 is strong. Children looked 
after have positive health outcomes as a result of good quality health assessments and plans. 

 The quality assurance framework is robust with learning routinely identified and disseminated from a range of sources.   An 
example of quality assurance activity completed in 2014-15 is the independent audit of 105 cases (following the journey of 
the child).   This audit found that the overall effectiveness of social work practice is good and most interventions are clear, 
timely & child centred.   

 A continuing theme for improvement from all QA activity is the quality and timeliness of recording and compliance with 
recording standards (ChIN Team).    This is a priority area for improvement in 2015-16.   

 One of the ways that we measure how well we have provided services is through regular service user feedback.   An 
example of the feedback we have received in 2014-15 is as follows;  
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 The MASH & Assessment Service feedback from parents (collected through questionnaires) overall feedback is positive.  
For example, 79% of parents felt that the contact with the social worker was positive and 69% felt that the work they did with 
their Social Worker was successful 

 Feedback from parents and other family members regarding Child Protection Conferences is also positive. For instance, 
80% of parents said that their child having been subject to a child protection plan had been positive for their family. 

 Educational representation within the MASH has contributed towards its successful launch during the last year. Having a 
single point of contact within the MASH has improved the quality and the consistency of information sharing with schools, 
within a multiagency framework. 

 Beyond the MASH, within the wider professional community, having an Education Safeguarding Officer regularly attending 
other networks and meetings has equally improved the quality and the consistency of information sharing within these 
contexts. 

 The first Network Meeting for schools based Designated Persons, in May 2015 was attended by 48 people, representing 
schools across all phases, including the maintained and independent sector.  A further 22 people expressed interest but 
were unable to attend.  Feedback for this meeting was positive and colleagues were pleased to see the group re-
established.  These meetings are now scheduled on a termly basis for the 2015-2016 academic year. 

 The Education Subgroup had its first meeting in March where it was planning a future network meeting, looking at updates 
on CSE, Disqualification by Association and Private Fostering Arrangements.   

 All maintained schools within the city have responded to this years Safeguarding Audit, and the results of this are currently 
being analysed.  Feedback will be provided to schools and good practice celebrated.  Any areas of development identified 
will be addressed through the Designated Persons’ Network, as well as recommendations being made to the Local 
Authorities Training Offer. Where necessary, praise, challenge and support will be provided to individual schools around their 
Safeguarding Practice, as evidenced from the Safeguarding Audit, throughout the year. 

 Safeguarding Audits have already been completed by five independent schools within the city.  The remaining 
establishments will be supported to complete theirs during the next academic year. 

 There is increased joint working between the YOS and social work teams.   

 100% of YOS staff have received CSE training. 

 Section 11 audit showed that overall the YOS are doing well in addressing safeguarding however there are areas for 
development, particularly in relation to working with fathers. 
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What difference did it make? 
 Increasing awareness of child sexual exploitation by professionals from a range of agencies is leading to increased referrals to 

MASH and enabling help to be provided to children at an earlier stage. 
 

 Following extensive consultation the relationship model of practice within social work will be implemented in September 2015.   
The impact of this new approach on the outcomes for children and young people will be carefully monitored by the Senior 
Leadership Team in 2015-16 and beyond. 

 

 Recommendations from quality assurance activity have led to changes in practice, policy and procedure, service development 
for example, a finding from an audit completed by the Children’s Disability Service led to an early help pathway being developed 
for children and families that were below the CIN safeguarding pathway/ a recommendation made following observations of IRO 
practice in LAC Review led to Rate My Review (feedback) cards being given to children following their review.    
   

 In future we will improve the effectiveness of quality assurance through learning through the involvement of social workers in 
quality assurance activity and the dissemination of findings through the ‘Learning from Practice Seminars’ delivered to social 
workers by the QA Managers and the Principal Social Worker.  

 

 The current arrangements for safeguarding children in education would appear to be providing an even more coordinated and 
consistent approach than previously and schools are engaging positively with the processes which are being put in place. Trust, 
confidence and capacity are being built within the school based professional community. 
 

 There is comprehensive data around schools, from which strategic future planning can now be formulated. 
 

 Risk management around young people involved with YOS has increased due to greater joint plans and decision making with 
social work teams and an increase in stability in their lives has been seen.   
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There is a strong commitment and willingness within Brighton & Hove for partner agencies to work together in 
order to tackle CSE and ensure children are effectively safeguarded. 

 

When children are identified as being at risk of child sexual exploitation, they are quickly referred to the MASH and 
escalated to social work teams.  The MASH has provided an improved framework for agency information to be 
shared in respect of children and more effectively piece aspects of the jigsaw together to inform better decision 
making regarding risk.   This additionally is contributing to higher and earlier CSE identification rates.  

 

Working with partners we have established the Kite Team which is a specialist Missing and CSE team which works closely with the Police 
Missing Co-ordinator and CSE leads.  This team work with the most complex children identified as either persistently missing and/or at 
high risk of CSE.  The team take an assertive outreach approach to their work in recognition that this cohort of children can be some of 
the most difficult to engage. 
 

All young people identified as being at risk of child sexual exploitation are presented to the monthly Multi Agency Child Sexual 
Exploitation (MACSE) meeting and the level of risk is agreed.  These arrangements ensure that plans to reduce risk and support young 
people are routinely considered by a multi-agency group, including a local authority senior manager, who chairs the meeting.   In addition, 
the meeting supports good information-sharing between agencies. 
 

Children’s Services commissioned Alter Ego theatre company to perform Chelsea’s Choice, an acclaimed play which highlights the 
serious and emotional  impact of CSE, in the city’s High Schools during March 2015.  These performances have raised the awareness of 
the boyfriend model of CSE abuse and over 2,200 Year 8 children have seen the production.  The performances were and will continue to 
be supported by specialist social workers, the youth service and police officers, to ensure that children are in receipt of appropriate 
supports and services afterwards.    
 

CSE awareness training has been provided to 66 children’s social work staff between 01.10.14 and 06.01.15.  In addition, 35 attendees 
have attended a half-day multi-agency training course on Preventing and Disrupting CSE. This has provided front line staff with the 
necessary skills to recognise and act upon CSE in their work, thereby contributing to the continued safety and welfare of children within 
the city.   
 

Schools Safeguarding Audit Tool adapted to highlight CSE as a priority area. 
 

Staff from Education & Inclusion attend and contribute at Red Op Kite, discuss CSE as a standing item on the Behaviour and Attendance 
Panel Agenda and it features within the training offer to all schools around safeguarding. 
 

YOS staff are now part of the WISE team, offering additional support to young people who are at risk of CSE. We have developed and 
delivered group work programme , that has also been adapted to work with individual young women to build their self-esteem and 
resilience and support them away from CSE. 

What my 
agency has 

done to tackle 
child sexual 
exploitation  
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A joint agency CSA Pathway from the 
point of referral to ongoing support for 
the child and family has been devised 
as is now in action. 

 
 
Therapeutic support from the Clermont CSA is now routinely on 
offer for every child and family where an alleged sexual assault of 
a child has been made. 
 
 

The link with MASH, through the Education Safeguarding Officer, 
maintains the focus on this area. Also through the Designated 
Persons Network and the Education Safeguarding Subgroup. 
 
 
Staff attended the LSCB CSA Conference. 
 
 
YOS Staff attended the CSA training event and have been trained 
to undertake work with sex offenders. 
 
 
YOS has also worked with the police around crime prevention 
and identifying young people who may be at risk of committing 
sexual offences through cyber crime, such as sexting and worked 
with those young people and their families. 

Children’s social work teams continue to 
review and challenge performance in this 
area, there does not appear to be a 
significant or service-wide gap in practice 
regarding the identification, or response, to 
neglect. 
 

 

To ensure that social workers have the right training and tools to 
support them to recognise the indicators of neglect and the impact 
it has for children we provide the in-house and LSCB training 
programme.   However, we recognise the need for the training 
offer to be strengthened in this area.   

 
 

The Quality of Care Assessment tool which will support 
professionals to identify and assess neglect was evaluated by 
social workers in the Assessment and CIN teams (Feb – May 
2015).  The tool will be rolled out in 2015-16.   
 
 
The link with MASH, through the Education Safeguarding Officer, 
maintains the focus on this area. Also through the Designated 
Persons Network and the Education Safeguarding Subgroup. 
 
 
Candidates identified through the Designated Persons Network, to 
participate in Child Neglect Training 

What my 
agency has 

done to 
tackle child 

neglect 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.brighton-hove.gov.uk      @BrightonHoveCC 

http://www.brighton-hove.gov.uk/
https://twitter.com/BrightonHoveCC
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Community & Voluntary Sector 
 
Brighton and Hove has a vibrant, active and diverse Voluntary and Community Sector VCS).  The last Taking Account Survey 
2014 showed that there are at least 2,300 CVS organisations and groups in the city of which 11% (253) define their main activity 
as working with children and young people.   
 
These groups are often engaging and supporting the most vulnerable, marginalised and disadvantaged children, young people and 
families. For example; young carers, LGBTU young people, BME young people and their families, children and young people with 
special needs and disabilities and gypsy and traveller families. The sector also offers specialist support in relation to families 
affected by domestic violence, bullying, emotional well-being and mental health, and substance misuse. 
 
Brighton and Hove has a well-established infrastructure organisation – Community Works, which provides a mechanism for 
bringing together the voice and concerns of the Third sector. The Children and Young People’s Network operates under the 
umbrella of Community Works to provide a forum for organisations across the city who are providing services and support to 
children, young people and families.   
 

Community Works Safeguarding Activity in 2014 - 5 
 Over the last year Community Works (CW) has worked with Safety Net, local children’s safety charity to undertake the Simple 

Quality Protects (SQP) quality assurance scheme around safeguarding and achieved the bronze level award 

 Changes have been implemented to their membership form to include gathering safeguarding information from its (419) 
members 

 Safeguarding questions have been included on the volunteering opportunities forms completed by organisations to identify if 
they have safeguarding policies in place 

 Safeguarding training and support services provided by  local organisation Safety Net have been actively promoted as well as 
other local learning opportunities around safeguarding including that of Children and Young People workforce development 

 Between March 2014 and April 2015 2268 workers and volunteers from the CVS attended child protection training provided by 
Safety Net 

 CW and Safety Net planned a safeguarding conference to update and get feedback from CVS groups on safeguarding 
developments and the LSCB priority areas.  

 CW worked with Safety Net to audit the safeguarding learning needs of their membership and developed appropriate learning 
opportunities in response. 
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 The safeguarding quality mark Simple Quality Protects (SQP) scheme co-ordinated by Safety Net was promoted to CW 
members with 11 bronze and 2 silver awards achieved during the year.  CW built a policy bank that includes the policies which 
underpin safeguarding and therefore supports groups to approach safeguarding in a holistic way 

 The CVS continues to be an active member of the LSCB. Terri Fletcher from Safety Net is the current elected representative. 
Community Works is a member of the Participation and Engagement group for the Local Safeguarding Children Board (LSCB) – 
disseminating relevant information to the sector on their behalf, and supporting the sector to engage in the LSCB safeguarding 
audit ‘Section 11’ 

 Community Works has Co-ordinated the Voluntary and Community Sector reference group for the Early Help and MASH 
developments in Children’s Services; advising on its development and how to involve the Voluntary and Community Sector.  
VCS staff also form part of the partnership teams for the MASH and Early Help Hub. 

 

Case Studies: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

Brighton & Hove WISE – Sexual Exploitation Service for Children & Young People 

In 2014-15, YMCA Downslink Group’s WiSE project delivered training to 638 professionals across different sectors; 
provided direct casework support to 28 victims of CSE, or those at significant risk; provided ongoing professional 
support for a further 23 children and young people; and provided 141 professional consultations. 

Through the WiSE Up night time economy campaign, WiSE:  

 Developed resources aimed to help people in the night time economy identify CSE and to know how to report it (‘How 2 
Spot’ and ‘How 2 Report’ cards) 
 

 Worked with young people to design promotion materials that encourage their peers to think about healthy relationships in 
social situations, including interactive beer mats which provoke questions and discussion around consent, control and 
keeping safe 

 

 Delivered 12 training and awareness raising campaign briefings to 292 professionals and staff working in the night time 
economy, including police, door staff, and taxi drivers 

 

 Delivered outreach awareness raising visits to 23 bars and night clubs, 7 fast food/take away businesses and 3 hotels  
and also engaged 114 people drinking in 8 venues through outreach using 
beer mats to facilitate discussion and raise awareness of CSE 

 

 Engaged 115 university students at 2 university wellbeing events 

 

The Wise 
Project 
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and em 
 
otional literacy. 

  

The Brighton Oasis Project (BOP) is a charity 
offering a woman-only substance misuse 
treatment service in the City of Brighton and 
Hove. The Parenting Our Children – 
Addressing Risk (POCAR) Programme is  

one element of the BOP delivery model. New Economics 
Foundation (NEF) Consulting were commissioned to undertake 
an evaluation of the BOP model and the POCAR programme, 
primarily to determine the extent to which it improves outcomes 
and brings about lasting change for POCAR clients and their 
children;  Keys findings from the evaluation were:     
 

 The POCAR Programme helps reduce the number of 
cases with Child Protection Plans by 53% by 3 months 
after clients have finished the programme and by 85% by 
12 months after clients have finished the programme. 
 

 The POCAR programme supports significant numbers of 
parents towards caring for their own children safely and 
averts the need for them to become looked after by the 
Local Authority. 

 

 Changes arising from the POCAR 
programme occur swiftly, with the 
majority of transitions in social care 
status taking place within 3 months 
of completing the programme. 

 

Brighton 
Oasis 

Project Safety Net Feeling Good, Feeling Safe 
Group for Survivors of sexual abuse 
 
This is a Protective Behaviours based group  
work programme for young people aged 11 – 19  
who have experienced or who are considered at risk of 
sexual abuse. The service has strong links with key 
networks and partners in Brighton and Hove (WISE, the 
Early Help Hub, Local Secondary Schools, the Integrated 
Team for Families) who are key referrers.  

This year has seen an increase in the number of 
participants taking part in the project;    

 5 sets of group work programmes were attended by 
33 young people  

 31x 1:1 sessions for 10 young people.  

 2 Residential weekends were attended by 18 young 
people, this was an effective method of engaging 
young people in the project who might not otherwise 
do so.  These have proved particularly popular with 
boys who have been referred to the project.  

 
Evaluation indicates that young people who have engaged 
with the support have reported increases in their resilience, 
self-esteem 
 
 
 
 

Safety Net 

www.bhcommunityworks.org.uk      @bh_cw 

https://twitter.com/bh_cw
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Brighton & Hove Clinical Commissioning Group  
 
What have we done?  
As a Statutory Board Member the CCG has worked closely with the LSCB throughout the past year 
The CCG employ and host the Designated Professionals, Doctor and Nurse for the Brighton and Hove System. We employ and host the 
Named GP supporting primary care.  
 
CCG Executive and designated and named professionals support the work of the LSCB by Chairing Serious Case Review, Learning & 
Development  and  Child Sexual Exploitation Subcommittees and in addition sit on numerous Subcommittees, providing clinical expertise and 
advice. 
CCG staff work closely with local authority, public health and CCG commissioners to ensure learning from case reviews influences strategic 
commissioning plans and the monitoring of existing provider contracts 
To support new integrated ways of working we have provided leadership and pump prime funding to employ a nurse working across BSUH, 
SPFT and SCT in the MASH  

 
We have employed an adult safeguarding named nurse with specific focus on supporting primary care in recognising and contributing to 
supporting victims of domestic violence specifically where children are in the family. 

 
How well have we done it?  
The recent Ofsted inspection judged the LSCB to be good of which the CCG is a statutory partner 
 
Liaison nurse and admin in post supporting the MASH and improving the information supplied from health agencies 
 
Contributed to the development and introduction of the NHS pan Sussex assurance tool for monitoring provider compliance against 
safeguarding matrix 
 

What difference did it make?  
There is Strategic leadership in place for named professionals, and safeguarding leads of independent health providers. 
 
MASH has the support of dedicated healthcare professional in early decision making. 
Learning from LSCB cases and other programs such as Transforming Care (Winterbourne)  has influenced the CCG commissioning of services 
for children and young people. For example a new pathway of care for supporting those traumatised by sexual and domestic violence, leading 
to a review of services to support the pathway from childhood for individuals with learning disabilities, and a review of CAMHS services. 
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Strategic lead for named professionals 
ensured independent providers are  
aware of the issues. 
 
 
Designated Doctor chairs the LSCB CSE: Prevent &  
Early Identification Subcommittee 
 
The Designated Nurse and Doctor provide supervision for all 
named professionals across the Brighton and Hove NHS providers 
and support the Health Advisor Group (HAG) and meet with 
independent providers where awareness raising and discussion of 
this issue takes place 

 

The Designated Professionals and 
Head of safeguarding have been key 
in ensuring Neglect is raised at 
appropriate strategic levels, 

 
 
 
The Designated Nurse has supported the LSCB to plan a 
training programme on Neglect in association with Social 
Care Institute of Excellent  
 
Information on Neglect has been raised with independent 
providers 

What my 
agency has 

done to 
tackle child 

neglect 

The CCG sit on Pan Sussex Strategic Board. 
 

The CCG safeguarding  training includes ensuring all commissioning staff have  an introduction to what is child 
sexual abuse and how to refer 

 
Commissioned a therapeutic pathway for victims requiring specialist support 

 
The Designated Doctor led on the LSCB Child Sexual Abuse conference that took place in May 2015 
 
As Commissioners we monitor providers of NHS services adherence to Pan Sussex policies 
 
We have worked with National Health South England (NHSE)  supporting the development and commissioning through them of the 
Paediatric SARC and the Designated professionals have identified and raised significant concerns about the processes and investigation of 
cases of CSA. 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.brightonandhoveccg.nhs.uk    @NHSBrightonHove  
 

What my 
agency has 

done to tackle 
child sexual 
exploitation 

http://www.brightonandhoveccg.nhs.uk/
https://twitter.com/NHSBrightonHove
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Sussex Community NHS Trust  
 

What have we done 
During June 2014 the Chief Nurse commissioned an independent review of safeguarding (adult and children) across the Trust.  
This included interviews with partner agencies.  All 22 recommendations were presented to the Board and accepted to be 
implemented during 2014/15. 
 

SCT continues to fulfil its statutory responsibility to safeguard children and promote the welfare of children and to be compliant with 
the CQC outcome 7. This includes a commitment to resources for staff to undertake safeguarding including reviews of child deaths. 
 

SCT children safeguarding team have continued to be integrated into the Brighton and Hove Children and Families Service with a 
clear model of delivery of safeguarding.  
 
Senior SCT staff are represented at the LSCB Board  
 

How well did we do it?  
The Children Safeguarding model of delivery is;   

 

Clinical Leadership  
The Director with responsibility for safeguarding is the Chief Nurse.  The Head of Safeguarding reports to the Chief Nurse and 
deputises in Local Safeguarding Children Boards. The Named Nurses in partnership with the Named Doctors provides clinical 
leadership for all aspects of safeguarding children and takes a lead role to ensure that overall professional systems are set up to 
ensure standards are set and maintained. These standards are laid down in Working Together (2015).  

 
Safeguarding Children Advice & Case Consultation  
Brighton & Hove Safeguarding Children team are available to all SCT staff to offer advice and support on a daily basis from the 
Safeguarding team. Work has progressed in the development of the Multi Agency Safeguarding Hub, the health worker will be 
hosted by SCT 
 
Supervision 
The Named Nurse clinically supervises Children Centre Managers, and School Nurse Managers individually and in monthly 
workshops who in turn give clinical and managerial supervision to health visitors and school nurses, which include Safeguarding 
Children, on a 4 – 6 weekly basis. Live supervision sessions are undertaken by the Brighton & Hove team to assure the quality of 
the managers’ levels of supervision. 
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Training & Development  
The children safeguarding team provides assurance that arrangements are in place for Safeguarding Children training and 
development of all relevant staff at the appropriate level of competencies in line with the Intercollegiate document (March 2014).The 
Safeguarding Children teams provides a range of level 1 to level 4 training and development opportunities for all health staff. 
 
Domestic Abuse Pathways 
The Safeguarding Children Teams researches the information and attends the MARAC (Multi Agency Risk Assessment 
Conference) meeting on a fortnightly basis to enable Health Visitors and School Nurses to contribute to this process and distribute 
the SCARFs (police contact forms) to the relevant practitioners. 
 
Clinical Audits  
The safeguarding team provides an annual NHS audit program and in addition has a role in completing and monitoring the relevant 
actions from the Section 11 audit and LSCB audits. The audits undertaken by SCT staff during 2014/15 

 Health needs identified in initial child protection plans by school nurses and the outcomes 

 LSCB multi-agency audit in Domestic Violence and Abuse 

 Child Protection Processes in Children Centres  

 LSCB Child Sexual Exploitation  
 

Case Reviews 
The Named Nurse has a key role in undertaking Internal Management Reviews (IMR) or SCIE Learning Reviews or Serious Case 
Reviews in complex cases which meet the criteria for an internal or partnership review.  

 

Quality & Governance  
The Safeguarding team has a key role in developing a range of relevant Safeguarding Children policies and service specific 
guidelines for health practitioners to ensure safe practice and a role in promoting and monitoring good practice. Both teams report 
to the Head of Safeguarding, there are quarterly SCT Children Safeguarding Delivery Group and a Steering Committee chaired by 
the Chief Nurse.  

 

What difference did it make? 

SCT has responded to the requests from the Board to support serious case review Baby Liam and Learning Review for Child G. 
Training to SCT staff has ensured they understand their duty to safeguard. Both Named Doctor and Named Nurse offer specialist 
clinical advice and support to SCT staff working in Brighton and Hove. 
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SCT Named Nurse and Clinical staff are involved in both strategic and 
operational groups. At the end of March 2015 SCT 
commenced a review of the Jay Inquiry and the 15 
recommendations, to give assurance on how the 
Trust responds to the recommendations and 
coordinates a response to child sexual exploitation, 
reporting in June 2015.  This Inquiry was undertaken 
by Alex Jay and commissioned by Rotherham 
Metropolitan Borough Council in October 2013, 
coving a remit of 1997 – 2013 to investigate child 
sexual exploitation in Rotherham.  

 

What my 
agency has 

done to tackle 
child sexual 

exploitation  

The Named Nurse in SCT is leading on the LSCB theme on Neglect. The work undertaken includes: 
 

April 2014 Quality of Care Assessment Tool Pilot. A trainer from West Sussex commissioned to run a half day training on the 
use of the tool for 24 practitioners from Health Visiting , School Nursing & Social Work. There was then a 3 months pilot – 
Principal Social Worker & Named Nurse meet up with Group half way through and at a final evaluation workshop in July . 
Strengths & Challenges identified from Health Staff. No feedback from Social Care 

 

Jan 2015 Social Care for Excellence (SCIE) pilot training in Neglect:  
This was offered to those who had been involved in Quality of Care pilot with an understanding that after attending training they would   
support the LSCB with further neglect training,  assist in development of tools  and be a neglect champion for their team. 
 
The Training consisted of an introductory elearning package which had to be completed a week before the training day and the participants reflections 
were used in the session. This comprised of three modules; 

1.  Understanding Neglect based on Quality of Care Tool,  
2. ‘Systems approach’ –intro to concepts of systems approach to professional practice 
3. ‘Applying systems thinking’  - to working with child neglect  
 

The scenario based mutli agency training day  was attended by 11 SCT staff and the session used a systems approach  to identify factors that may hinder 
the local response to neglect. There was a positive response to this training from practitioners, and the SCIE Trainers attended the LSCB Learning & 
Development Subcommittee meeting in February 2015 to give feedback on the training and the systems factors identified which may hinder effective work 
with Neglect . 
 
March 2015 LSCB have agreed that LSCB can spend some of its budget on Neglect training.  

 

What my 
agency has 

done to 
tackle child 

neglect 

Clinical support, advice and treatment is 
offered by SCT Named Doctor and other 
paediatricians. The Named Nurse and 
Specialist nurse support and advise SCT 
staff on the appropriate response and 
processes when dealing with child sexual 
abuse cases. 

 
Work to set up and prepare for the Sussex Paediatric SARC which will 
be located on the SCT site at Brighton General Hospital has been a 
focus during 2014/15 with a commencement date of 1 April 2015. 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.sussexcommunity.nhs.uk         @nhs_sct  
 

https://twitter.com/nhs_sct
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Sussex Partnership NHS Foundation Trust 
 

What have we done? 
In the last year we have revised our Safeguarding Nurse structure and now have a substantive Nurse Consultant who works four days each 
week as Named Nurse for Brighton and Hove and West Sussex as well as having a divisional lead role for nursing in Children and Young 
People Services (ChYPS) which ensures links with the service. 
This has reinforced the stability of our safeguarding structures and increased the availability of senior advice. 
 
We have launched a new, Trust-wide e-learning system which enables staff to undertake Level two Safeguarding training wherever they work, 
and at a time convenient to them.  
 

We also reviewed and updated our safeguarding training and all of our training, including Level one training now includes sections on Child 
Sexual Exploitation, Female Genital Mutilation, the prevent strategy and Child Trafficking.  
 

In addition, we have arranged our training so that all clinical staff have Level three training as set out in the intercollegiate document. We have 
therefore developed Level three core training which is a four hour training session for all clinical and some non-clinical staff where appropriate. 
We also have a 7 hour level three specialist training which is for all ChYPS clinical staff & includes sessions from staff from partner agencies. 
  
The Named Nurses are currently reviewing and updating the safeguarding strategy for the Trust. 
  

How well did we do it? 
The new Named Nurse role has been well received and has made a clear and positive difference to the level at which the Trust can be both 
represented and engaged in multi-agency safeguarding activity. 
 

The e-learning system has been in place since April 2015 and feedback from those who have undertaken the Level two training has been 
positive. 
 

The Level one course has been consistently positively evaluated by participants who say that it makes a difference to how they would assess 
and respond to a range of safeguarding scenarios. The level three core and specialist training receive positive evaluation from participants. 
 

What difference did it make? 
Each of the elements above contribute to the rolling programme of strengthening and updating our safeguarding activity key to which, is every 
single member of our staff, recognising that safeguarding is everybody’s business. We can see a shift in staff response in that safeguarding is 
part of the ethos of the Trust and as a consequence, clinical staff are more aware of their responsibilities and are bringing safeguarding issues 
to the attention of internal Named staff on a more frequent basis. 
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We have circulated both national and local information on CSE and discussed the importance of awareness of the issue in our 
safeguarding training. We have also ensured that on-line safety is part of our ongoing safeguarding training in order to raise 
awareness of the different types of exploitation. 

 
We have used the learning from a recent SCR in West Sussex to disseminate information regarding child sexual exploitation to our 
staff, this has formed part of the level three specialist training and also the training to our safeguarding link practitioners across the 
Trust who have links with non-ChYPS services and can raise awareness in their teams. 

 
The Named Nurse for Brighton & Hove and West Sussex attends the CSE sub group in West Sussex and so is kept updated on current issues. 
 
We have raised awareness of operation Kite in Sussex to staff across the Trust and highlight in our training the factors that make children more vulnerable 
to exploitation. 
 
Barnardo’s have regularly led sessions at our level three training to raise awareness of the issues and highlight the fact that CSE is a local as well as a 
national issue.   

 

We have undertaken an audit of the 
effects on children of parental 
hospitalisation for mental health 
issues and have used the outcome 
of the audit to facilitate discussion 
about changing practice in adult 
mental health. One of the Matrons  
in Adult Mental Health Services (AMHS)  
is undertaking a project as part of a leadership training that 
will look at the embedding of standards into AMHS. The 
Named Nurse for B&H has met with the Consultant Nurse 
in Secure and Forensic services and discussed the 
updating of their assessment paperwork to reflect the need 
for an awareness of the effect of parental mental health 
issues on children. It will also emphasise the need to 
develop more appropriate liaison with both internal and 
external colleagues     

What my 
agency has 

done to 
tackle child 

neglect 

We continue to ensure that the WS SCR re family E is 
discussed as part of our training as this is an example 
of inter-familial sexual abuse and is also an example of 
where a narrative is developed about the positive 
nature of the abuser that deflects concerns about what 
is really happening in the family. 

 
We have also ensured that supervision paperwork prompts all staff to discuss 
safeguarding issues and that safeguarding is an agenda item on team 
meetings in ChYPS and so we constantly look to raise awareness of 
safeguarding concerns. 
 
Staff are often concerned about confidentiality in cases where sexual abuse 
is disclosed and so we have raised staff awareness with regard to information 
sharing and have circulated the government guidelines on information sharing 
widely across the Trust 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.sussexpartnership.nhs.uk       @withoutstigma  
 

What my 
agency has 

done to tackle 
child sexual 
exploitation  

https://twitter.com/withoutstigma
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Brighton & Sussex University Hospitals Trust  
 

What have we done 
The BSUH Safeguarding Children Committee has continued its responsibility to ensure that the internal governance arrangements and 
statutory requirements for safeguarding children and child protection are met. The systems, processes and policies are constantly under review 
to ensure that they comply with local and national guidance and an action plan which addresses local issues and actions from national & local 
serious case reviews. The Annual Safeguarding Children Report 2014-2015 will be presented to the Board in the autumn of 2015. 
 
The year on year increase of child protection work has stretched the Named professionals but they continue to support the work of the LSCB 
and participate in the sub groups, SCR and learning reviews as well as the audits undertaken within the monitoring and evaluation group.  
 
Nationally, there is a perception that the number of Child Protection Medicals is increasing: In 2014 the hospital conducted 170 medicals at 
RACH and at midpoint 2015 the number has slightly increased. 
 
The hospital onsite social work service has been moved off site to the MASH and since April 2015  a health professional has been incorporated 
into the MASH team to facilitate information sharing.  

The onsite specialist safeguarding liaison nurse employed by Sussex community trust for the past 22 years has been amalgamated into the 
BSUH safeguarding team. The challenge has been to continue the excellent communication with the community with reduced personnel and 
the new role will take effect from Sept 2015.  Discussions have taken place with the health visiting and school nurse services to ensure efficient 
risk assessment and communication continues. The liaison with social work team continues and has been improved by the introduction of 
scanned documents being sent by confidential e mail. 

Since April 2014 NHS hospitals have been required to record & report if a patient has had FGM or any family history or any FGM related 
procedures carried out. BSUH has developed a process for this data collection and are linking with the Brighton VAWG (Violence against 
women and girls) to ensure a strategic approach. Subsequently this has been enhanced by the national risk assessment tool and developing a 
pan Sussex multi-agency pathway. 

The highly publicised child sexual exploitation scandals have resulted in increased awareness and developing services within the locality. 
BSUH is involved by their representation at the ‘Operation Kite’ risk and planning meetings. In the light of the Saville report the Trust has 
commissioned a review of safeguarding to ensure  a quality service is maintained and the report recommendations are addressed. 

A monthly safeguarding newsletter is circulated for staff  to raise awareness and to be used as a discussion prompt. The newsletter is 
discussed at the monthly nursing  meeting. 
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BSUH has been involved with the B&H SCR and learning from national SCR and learning has been incorporated into the safeguarding action 
plan including; 

1. Improving the maternity information gathering documentation relating to fathers. 
2. Ensuring all staff are aware of how to access safeguarding advice and support throughout the day. 
3. Continuing to make urgent referrals (in and out of hours) to local social services of serious, life threatening injuries, even if the child is 

being retrieved to a tertiary unit for continuation of care.  
 

Parent Information leaflets Introduced- explaining about unusual injuries, tests that may be undertaken and the processes involved.  
 

How well did we do it? 
 Daily safeguarding ward visits continue at RACH enabling improved case discussion & safeguarding planning for nurses & doctors on 

approximately 450 children pa.  
 

 To ensure a consistent and quality approach the Named Doctor continues to give safeguarding supervision to medical staff on a case 
by case basis, and participates in the Monday teaching sessions and the Thursday peer review meetings.  The Named nurse gives 
supervision to teams with complicated caseloads and the safeguarding midwife supports the midwives who have complex cases. 

 
 The named Dr has had a recent publication in paediatric literature (ENT injuries and non-accidental injury) demonstrating her 

commitment and expertise. 
 

 In June 2015 a raising awareness session organised by the named Nurse was attended by 80 multi-agency staff and was well 
evaluated, so a second one is planned for Oct 2015. 

 
 An audit is near completion is looking at imaging in children with suspected non-accidental injury, which shows an improvement in 

reporting times. 
 

 The named Nurse has managed the introduction of the FGM monitoring process & raised awareness. 
 

 The safeguarding children training within BSUH is undertaken as mandatory requirement and a variety of techniques are employed 
including taught sessions, e learning & newsletter communication. 805 of the paediatric and maternity staff have attended. 

 
 Audits of referral documentation and identification of risk show that it is of a good quality and records indicate that hospital staff have 

made 293 referrals between July 2014 –June 2015. 
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What difference did it make? 
The Section 11 audit has provided reassurance that Brighton & Sussex University Hospitals Trust continues to be able to demonstrate a safe 
service, although there are challenges such as the rising numbers of complex children with safeguarding issues and the issue of adapting to 
the changing provision and organisation of social care and community liaison services.  
 
The audits have shown that care is of a good quality with documentation and risk assessment also being of a good standard and staff are able 
to demonstrate they know who to contact if they had a concern about a child.  
 
Examples of support or referrals include:- 

 parents who have taken an overdose and staff have ensured the safety of their children 

 young people who have self harmed and require CAMHS and social work support 

 families where there is domestic abuse who have been referred to RISE and the health IDA based at the hospital 

 referrals related to physical injuries and those of a sexual nature 

 links strengthened with Red op kite 

There have been changes to practice brought about by working with the multi-agency partners including the risk assessment form in children’s 
emergency department , the pathway for children who attend having been bitten by a dog, the pathway for children who self harm and 
improved information gathering related to fathers.       

Clinical Staff are involved in the Strategic and operational multiagency groups and awareness of neglect & Child Sexual exploitation has been 
incorporated into all safeguarding children training programs. 

Continued attendance at the MARAC has ensured information is shared and files are updated to help care planning. 

The contact details of professionals working with a young person discussed at the red op kite meeting 
has been incorporated into the young person’s medical folder to enable better communication relating 
to these vulnerable young people. 

The ongoing flagging of all children with a CP plan has ensured that staff are aware of the issues and 
information sharing between agencies promotes joined up planning. 

The patient information leaflets have been created to improve understanding of the safeguarding 
processes within the hospital. 
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The highly publicised child sexual exploitation 
scandals have resulted in increased 
awareness and developing services within the 
locality. BSUH is involved by their 
representation at the ‘Operation Kite’ risk and 
planning meetings. Information is included in 
the young person’s notes to alert staff of the  

     Key professionals involved in their safety planning 
 
Claude Nichol staff have participated in the LSCB sexual exploitation 
sub group forum. 
 

The Claude Nichol staff have an electronic risk assessment tool 
which incorporates questions relating to sexual exploitation. 
 
Awareness of Child Sexual exploitation has been incorporated into all 
safeguarding children training programs including asking staff for key 
factors to look out for to enable them to recognise the risks. 
 
The monthly BSUH safeguarding children newsletter has multiple 
entries about sexual exploitation over the past year including links to 
the LSCB newsletter and various serious case reviews and 
Government documents/reports. 

What my 
agency has 

done to tackle 
child sexual 

exploitation  

Awareness of neglect & Child Sexual 
exploitation has been incorporated into 
all safeguarding children training 
programs. 
 
There are existing hospital pathways for 
children who are failing to thrive. 
 
There are pathways for children who parents do not bring them 
for appointments  
 
The Named Nurse has attended a SCIE neglect training day 
and is sharing the learning. 
 
The hospital dental team are aware of the contribution neglect 
has in tooth decay and the number of children who require 
multiple extractions. They give health education related to 
healthy eating and dental care. 
 
The staff who work in the adult areas of the hospital are aware 
of the impact of parental mental health , domestic abuse and 
substance misuse and make referrals when parents attend 
A&E and their condition may affect the safety of the child.   

This is an ongoing process not a specific issue for this year. 
 

Awareness of Neglect & Child Sexual exploitation has been incorporated into all safeguarding children training 
programs. 
 

Staff have referred children to the Community paediatricians for review of injuries to the genital area or if there are 
indications of sexual abuse. There are new links with the Brighton SARC. 

What my 
agency has 

done to 
tackle child 

sexual abuse 

What my 
agency has 

done to 
tackle child 

neglect 

www.bsuh.nhs.uk         @BSUH_NHS  

  

https://twitter.com/BSUH_NHS
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South East Coast Ambulance Service 
 

South East Coast Ambulance Service NHS Foundation Trust (the Trust) is committed to promoting and safeguarding the welfare of 
all vulnerable people; recognising that everybody has the right to be protected from harm, exploitation and neglect within the 
context of the law and personal civil liberties. During 2014/15 the Trust has undertaken a review of its safeguarding arrangements 
and the safeguarding team has seen an increase in capacity during this period. Referral rates have continued to rise with an overall 
increase of 18% from 2013/14 across the whole Trust area. Unfortunately it is not possible to break down the reporting figures by 
local authority area due to data entry challenges, however, it is anticipated this will be addressed during 2015/16. 
 

Three Key Achievements in 2014/15  
 

- Appointment of a full-time Safeguarding Support Officer adding resilience and capacity to the safeguarding team 
 

- Re-introduction of a Domestic Abuse (DA) pilot in Sussex with increased DA awareness training across the whole Trust 
 

- Successful pilot for an on-line reporting process across the whole Trust 
 
 

Impact of Achievements on Service Users  
The additional capacity in the team has enabled the Trust to have a greater presence at the local Safeguarding Boards which has 
the benefit of ensuring that the Trust continues to play an active role within each local area. 
 
The Trust undertook a Domestic Abuse (DA) project in 2012/13 which ended due to the cessation of short term project funding. 
However, with the support of the Office of the Police and Crime Commissioner, and associate commissioners in East Sussex 
County Council and West Sussex County Council, additional funding was secured enabling the project to be re-introduced from 
December 2014 for a twelve month period, and expanded to cover the whole of Sussex (previously this was restricted to West 
Sussex and Brighton and Hove). As a result, all areas of the Trust have benefitted from DA training and the post-holder has 
secured referral pathways to specialist DA organisations across Sussex (with signposting to the national helpline in non-pilot areas) 
and made direct contact with a number of patients identified through the referral process. 
The Trusts on-line referral process was successfully piloted in Kent during 2014 and subsequently rolled out to all staff across the 
Trust from April 2015. Improved clarity of concerns and data being gathered will enable greater scrutiny of demographics and 
ensure that training needs can be identified and mapped to enable targeted training to be delivered in future.   



LSCB Member Agencies’ Safeguarding Reports 2014-5   
 

90 
 

 

Three Key Challenges in 2014/15  
 

- A significant backlog of data entry for vulnerable person (VP referrals) due to legacy departmental capacity issues made 
reporting and analysing referrals for the year challenging. This has since been rectified at the end of Q4 and into Q1 
2015/16. 

 
- Lack of capacity within the team during the first half of the year meant it wasn’t possible to properly engage with local 

safeguarding boards across the region. This has improved following the appointment of additional staff in the team. 
 

- Understanding how the 111 service differed from the 999 service provided across the Trust and the unique challenges faced 
by staff who do not see the patient with regards to making referrals was a core requirement. 

 
 

Future Plans 2015/16  
The safeguarding team will continue to roll out the electronic reporting across all Trust sites (including both 111 sites) leading to 
improved monitoring and analysis of the information being gathered. 
 
The DA pilot will continue as per the commissioned plan, including project review and evaluation to assist the development of 
business case proposals for its sustained continuity beyond December 2015.  
 
The team will continue to work with 111 to improve the understanding of safeguarding referral requirements and referral data 
analysis. 
 
A significant volume of safeguarding and DA reporting metrics have been agreed with lead commissioners for reporting where 
possible during 2015/16. 
 
In partnership with learning and development colleagues, the team will progress the delivery of MCA training to all clinical staff in 
accordance with the Trusts key skills plan (including application of capacity assessments, obtaining consent to treatment and use of 
control and restraint techniques) supported if appropriate by a tier of Mental Health expertise available to operational staff. 
 

  

www.secamb.nhs.uk      @SECAmbulance 

  

http://www.secamb.nhs.uk/
https://twitter.com/SECAmbulance
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Sussex Police 
What have we done? 
The Public Protection Branch is now nearing the end of a significant restructure through which the existing Child Protection Team 
and Adult Protection Team have been brought together into a single specialist team – the Safeguarding Investigation Unit (SIU).  
Brighton’s SIU, led by a Detective Chief Inspector, is one of three such teams located across Sussex Police. 
 
The SIU brings together trained detectives, with expertise and experience in investigating child abuse, together with other specialist 
roles, such as dedicated Sexual Offence Liaison Officers (SOLOS), missing person co-ordinators, and domestic abuse case 
workers.  This approach ensures we can deliver effective and timely investigations as well as providing appropriate support to 
victims. 
 
In the final stage of the restructure, in October this year, we will increase the number of detectives within the unit and extend the 
team’s remit to include the investigation of all reports of rape and serious sexual offences. 
 
The final stage of the restructure will also see the creation of a complex abuse investigation unit (CAIU) which will support divisional 
teams by providing a specialist, force-wide, provision for the investigation of more complex or larger scale investigations, including 
CSE.   
 
In addition to the change programme, we have worked to continue to develop and embed Operation Kite into daily business.  As a 
result we now have a well established meeting structure through which we work with partners to target police activity and multi-
agency support towards those assessed as being at most risk of CSE. 
 
The CSE Operations group has now also evolved into a Pursue and Protect group, chaired by DCI Richard Bates, and a Prevent 
and Identification group chaired by Dr Jamie Carter.  These two groups, reporting into the vulnerable children strategy group will 
support the continued development of our multi-agency approach to tackling CSE. 
 

How well did we do it? 
With officers working alongside partners in the Multi-agency Safeguarding Hub (MASH), we are now able to receive and assess 
referrals from officers and immediately. 
 
Sixty-six victims and potential victims of CSE, together with 22 perpetrators and suspected perpetrators have now been managed 
through the multi-agency Operation Kite process. 
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In addition to investigations concerning individual victims/perpetrators there have been two significant investigations, Operation 
Sandhurst and Operation Pipeline, for which multi-agency operational groups were formed.  Operation Sandhurst resulted in the 
conviction (in August 2015) of one of the main perpetrators, with the investigation ongoing into another suspect. 
 
Five men have been charged and are now remanded in custody, awaiting trial in relation to Operation Pipeline. 
 

What difference did it make? 
The multi-agency Operation Kite process is now firmly established as an effective approach to tackling and responding to CSE and 
this is reflected in our response to new reports of suspected CSE.  However, the full benefits of the new SIU structure 
are anticipated once the implementation process is complete and will be reported in the future. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The police have continued to respond to all allegations of sexual abuse 
whether made by children concerning current abuse, or adults reporting 
earlier abuse.  All reports are taken seriously and it should be emphasised 
that any victim making an allegation will be listened to, and where 
appropriate a criminal investigation initiated. 

 

The police have 
continued to respond 
to referrals of neglect 
and contribute to joint 
investigations. 

The police response to child sexual exploitation (CSE) has continued to develop, working in close cooperation with partners. This has  
included the introduction of multi-agency “bronze” group, (In Brighton this is called Operation Kite), where the issues concerning CSE and  
children who go missing are considered. Children who are identified as high risk are referred for joint agency strategy meetings to co-

ordinate a response, and thereby minimise the risk to these children and young people. A single referral risk assessment form has 
been developed using the Barnado’s risk assessment template, and referrals are considered with partners and a level of risk agreed. 

 
The response to CSE locally is subject to on-going scrutiny by the LSCB, and across the whole Force area a pan-Sussex operational 
group exists to ensure a consistency of practice across all three LSCB areas 

 
A multi-agency CSE Intelligence Assessment has been completed and recommendations will be implemented in the year ahead. 
 
CSE has been embedded as a standing item in Force and divisional tactical assessment planning, and a divisional intelligence 
meeting process implemented, that has improved the identification of CSE hotspots and suspected perpetrators. A new post of a  
dedicated CSE analyst has been agreed and will be in post in during 2015, focussing on the identification of vulnerable victims and      
perpetrators. 

 

What my 
agency has 

done to 
tackle child 

sexual abuse 

What my 
agency has 

done to 
tackle child 

neglect 

What my 
agency has 

done to tackle 
child sexual 

exploitation  

www.sussex.police.uk        @sussex_police  

  

https://twitter.com/sussex_police
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National Probation Service 
What have we done? 
During 2014 / 15 the probation service has gone through a major re-organisation and transformation programme.  The National 
Probation Service holds responsibility for all high risk of harm offenders, which will include a significant proportion that presents a 
risk to children through physical, sexual and emotional abuse. 
 
With organisational transformation come new opportunities to build on the previous good work of Surrey Sussex Probation Trust.  
During the year we have further enhanced our quality of practice and positive outcomes for children. 
 
We have therefore continued as a high priority the training and development of our front line staff in child protection matters.  A 
priority this year has been placed on Child Sexual Exploitation in response to the chastening findings from national inquiries and in 
support of Sussex Police’s Operation Kite. 
 
As part of this process we ensured ongoing workshops concerning CSE have been arranged for staff and ongoing opportunities for 
discussion, review and support in our supervision of staff with our emphasis on reflective practice. 
 
We continue to prioritise NPS staff attendance at Child Protection Conferences and reviews and fully participate as required in core 
groups and professionals meetings. Additionally we ensure the welfare of the child remains paramount when exercising our duties 
as the Responsible Authority within Mapp arrangements and is at the heart of all our sentence and risk management planning. 
 
The NPS has further increased its involvement in prevention of domestic violence by working alongside Sussex Police in our Multi 
Agency Domestic Abuse Panel and at MARAC.  A Probation Officer from the our local team is regularly based with Police 
Safeguarding Investigations Unit colleagues and we continue develop our working arrangements with the Multi Agency Service 
Hub. 
 
During the year we have fully engaged in the Channel initiative to protect vulnerable young people from becoming radicalised.  We 
continue to work closely with all our partner agencies in the wider Prevent strategy to safeguard children from harm and abuse from 
exposure to extremist views. 
 
We continue to work closely with our Community Rehabilitation Company colleagues in the delivery of specific programmes with 
our offenders and with our other partners in addressing issues with regard to substance misuse, mental health difficulties, our 
personality disorder pathway, statutory and voluntary housing agencies and Inspire. 
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How well did we do it? 
As with any major organisational transition, significant challenges have been presented over the year to introduce new systems, 
processes and ways of working.  The NPS has completed successfully it’s transition period of he year, whilst remaining as a clear 
objective continuous improvement in our service delivery in relation to child safeguarding work. 
 
New partnership working arrangements have been established and indeed NPS has taken on additional multi agency commitments 
over the year. 
 
We have continued to support our staff in accessing development training and ensured that safeguarding matters remain at the 
centre of practice, supported by quality assurance processes, regular staff supervision and staff development workshops. 
 
Offender cases are regularly reviewed and good practice examples and learning points are shared with staff through our usual 
communication channels and good practice discussions. 
 
NPS continues its senior management involvement with LSCB . 
 
 

What difference did it make? 
There are numerous examples of good practice in terms of probation activity in the support of safeguarding children in Brighton and 
Hove.  This was endorsed from our recent  HMI Probation Inspection and audits of Multi Agency protection Panel Work. 
 
Whilst not complacent we will continue to build on the god practice the National probation Service is developing over the coming 
year to further strengthen our contributions to child safeguarding in the City. 
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A Senior Probation Officer and Quality Development Probation Officer within the Brighton Local Offender Management 
Team have developed specialist knowledge in this field of work. They have taken forward the learning from Baroness 
Jay’s report into sexual exploitation to imbed into day to day probation practice.  Staff within the local Offender 
Management Team have attended internal training workshops and staff development days specifically concerning Child 
Sexual Exploitation as well as receiving support through supervision. 

  
Child Sexual Exploitation now features as a core element of development in the training programme of our trainee 
probation officers. 

 
In addition, all front line NPS staff are expected to attend LSCB training and a significant number have attended this year Parts 1 and 2 of the 
WISE training workshops.   
 

 

What my 
agency has 

done to tackle 
child sexual 
exploitation  

The National Probation Service 
undertakes frequent home visit 
checks with offenders under our 
supervision.  A core aspect of all 
our work will be to consider and 
observe the circumstances of the 
offender and their immediate 
family and other close 
relationships. 
 
We have established systems and processes to identify 
concerns with regard to neglect that escalates to 
management for further oversight, review and response. 

What my 
agency has 

done to 
tackle child 

neglect 

 
All offenders subject to NPS management are 
comprehensively risk assessed with robust risk 
management plans completed and shared with 
partner agencies.  Our shared assessments, 
monitoring of behaviour and information 
exchange are proven methods of identifying 
and preventing sexual abuse. 

 
 
Any indication of abuse will result in a range of quick responses that 
includes where required immediate recall to custody  of offenders on 
Licence or swift enforcement action implemented on community 
orders. 
 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.gov.uk/government/organisations/national-probation-service  
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Kent Surrey & Sussex Community Rehabilitation Company 
 

What have we done? 
Following on from the establishment of the Kent Surrey and Sussex Community Rehabilitation Company (KSS CRC) on 1 June 
2014, KSS CRC appointed the Deputy Chief Executive as the designated lead for safeguarding, a qualified and registered Social 
Worker and experienced Senior Manager with extensive experience in safeguarding both children and vulnerable adults, including 
strategic oversight across the organisation.   
 
The prevention of domestic abuse remains a priority for KSS CRC and we continue to work alongside partner agencies through the 
MARAC and the Early Help Hub. We also deliver direct interventions for perpetrators of domestic abuse.  
 
We fully support the Channel Initiative and the wider Prevent strategy and are fully committed to the preventing young people 
becoming radicalised. Ensuring our front line staff are equipped with the necessary skills to identify and manage potential CSE is a 
priority for KSS CRC going forward.  
 
Our delivery of Through the Gate ensures that, for the first time, all those who receive a custodial sentence of 1 day or more can 
access resettlement services in custody and through the gate. Delivery focuses on 4 key areas; accommodation, employment, 
finance, benefit and debt and support for sex workers and victims of domestic and sexual violence. 
 
KSS CRC recognises the unique needs to female within the criminal justice system and is committed to delivering services which 
meet these needs and which address the issues that matter to women. 
 
The following have been identified as on-going areas for development for the CRC: 
 
• CRC wide review of safeguarding policies, procedures, practices and documents 
• Continue to promote and encourage staff attendance at Local Safeguarding Board Events 
• Identify further safeguarding training for staff where gaps identified 
• Understand, identify and manage potential CSE cases 
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How well did we do it? 
KSS CRC safeguarding policies, procedures and practices and currently under review. This review is due for completion at the end 
of September 2015. 
 
The Deputy Chief Executive and the Operational Directors represent KSS CRC at the Safeguarding Children Boards.   
 
All operational staff have access to Local Safeguarding Board events and all staff are aware of how to check course availability and 
book.  Staff are prompted to attend these events by their line managers and through the weekly Learning and Development bulletin 
on the intranet. 
 
KSS CRC has a supervision policy which applies to all employees. One to one supervision is provided to all front line staff by their 
line manager every 4/6 weeks as a minimum. 
 
An internal audit programme is in place which includes case file audits to sample safeguarding practices to be measured against 
local policies and procedures, currently being updated. 
 
 

What difference did it make? 
Having one designated lead for safeguarding and aligning safeguarding policies, procedures and practices will ensure that all staff 
are working in the same way across KSS CRC with regard to safeguarding both children and adults. 
 
Internal audits together with SCR’s and SFO reviews offer assurances that these policies and procedures are embedded in practice 
and highlight areas for development.   
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Child Sexual Exploitation training is offered through the Local Safeguarding Children Boards on a regular basis and these 
events are recommended to all practitioners and managers. LSCB booking process is detailed in each Learning &  
Professional Development bulletin published by the CRC; line managers are also asked to encourage their staff to attend. 

 

There are a number of tools available on the Intranet for practitioners including: 

• Child sexual exploitation toolkit  
• Safeguarding Children; Successful Practice 
• Working together to Safeguard Children 

 

KSS CRC staff attend child protection meetings including child protection conferences to ensure effective joint working with other agencies to 
prevent and disrupt child sexual exploitation.   

What my 
agency has 

done to tackle 
child sexual 
exploitation  

Managers and frontline 
practitioners within KSS 
CRC know how to 
identify children at risk 
of child neglect and 
there is clear guidance 
within our safeguarding 
policy on process.  
 
This involves an initial to discussion with 
their line manager; if appropriate a referral 
to the Central Duty Team; how to make an 
emergency referral and attendance at Child 
Protection Meetings and Case Conferences. 

What my 
agency has 

done to 
tackle child 

neglect 

Public protection, including safeguarding children, and reducing 
re-offending are core responsibilities of the CRC and this is 
reflected in our Business Plan and a multitude of policy, 
procedural and guidance documents. 

 
Comprehensive risk assessments are undertake, both in custody  

  and in the community for all of our Service Users and are shared with 
key partners, together with risk management plans. Home visits enable  

us to observe Service Users interactions with their families in their home environment 
and identify and respond to signs of abuse. This could include breach, for those on 
Community Orders, and recall to custody for those on licence.  
 
In all cases where there are identified risks to children or concerns in relation to potential 
risk, there is regular management oversight and any change in circumstances should be 
reviewed by the practitioner and their line manager. 
 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.ksscrc.co.uk         @KSSCRC 

 

http://t.co/5UTJLscK0R
https://twitter.com/KSSCRC
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CAFCASS 
Cafcass (the Children and Family Court Advisory and Support Service) is a non-departmental public body sponsored by the Ministry of Justice. 
The role of Cafcass within the family courts is: to safeguard and promote the welfare of children; provide advice to the court; make provision for 
children to be represented; and provide information and support to children and their families.  
 
Cafcass’ statutory function, as set out in the Criminal Justice and Court Services Act 2000, is to “safeguard and promote the welfare of 
children”. Safeguarding is therefore a priority in all of the work we undertake within the family courts and the training and guidance we provide 
to staff reflects this.  
 

Effectiveness of Safeguarding Arrangements  
A key focus during 2014/15 was continued improvement following our “good” Ofsted judgement in April 2014. Ofsted summarised that Cafcass 
consistently worked well with families to ensure children are safe and that the court makes decisions that are in the children’s best interests. 
The report also highlighted areas where Cafcass should make improvements, and these areas formed a dedicated action plan which we 
implemented throughout the remainder of the year. An audit in November 2014 assessed that all of the following actions had been met:  

 To improve the minority of safeguarding letters which are not yet fit for purpose: this has been met;  

 Improve effectiveness of efforts to contact parties. Where sufficient efforts have been made these should be better recorded: this has 
been met;  

 Ensure that in all private law work casework begins as early as possible once a Family Court Adviser (FCA) has been allocated: this has 
been met;  

 Improve the percentage of “good” work in private law work after first hearing (WAFH) in London: this has been met;  

 Improve further the analysis in the report to the court and ensure that all relevant information is pulled through in to the report based on 
research: this has been met.  

We are continuing efforts with one further action, to eliminate poor grammar and typographical errors; the percentage of “good” and “met” work 
in this respect has improved considerably, and we aim to increase this. 
 
Cafcass has a robust programme of internal audits to assure the effectiveness of safeguarding in both public and private law. We provide tools 
for practitioners to use in self-assessment in order to benchmark the quality of their own work, and these tools are also used by managers and 
auditors as an evidence base for assessment. Throughout all the tools there is a consistent focus on assessing risk and whether appropriate 
actions have been taken after the assessment of risk.  
 
Practitioners are supported extensively and scrutinised routinely to ensure the effectiveness of their safeguarding practices. FCAs are 
encouraged to take responsibility for their own performance, and are provided with the resources to do so via MyWork, an online platform 
containing performance and workload data. Learning and assessments are consolidated in  quarterly Performance Learning Reviews (PLRs), 
allowing FCAs, with their line managers, to formally assess safeguarding practice and evidence whether service objectives have been met 
along with effective adherence to policies.  
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Reports to court are routinely quality assured and practice observations are undertaken, as set out in our Quality Improvement and Assurance 
Framework. Managers are further assisted by the Performance Management System by strengthening their ability to identify areas requiring 
improvement, as well as helping to meet the development needs of staff. Actions by practitioners and managers are further scrutinised by 
senior operational managers via a monthly sample of closed files and the observation of one PLR per manager, per annum.  
 
Further assurance is provided through yearly national audits and our Key Performance Indicators (KPIs). A national audit of practice was 
undertaken in November 2014 with the objective of providing a snapshot assessment of the standard of casework. The audit measured the 
progress of work since the audit in September 2013 and the Ofsted inspection of April 2014. The conclusions were positive, reporting the 
percentage of work graded as “good” at 65%. This represents a significant improvement of 16% from the previous year’s audit.  
 
Our KPIs, set by our sponsor department the Ministry of Justice, measure the proportion of open public law care cases allocated to an 
appointed children’s guardian, and private law cases allocated to an FCA. Other KPIs measure the timeliness of allocation in care applications 
and the proportion of private law Section 7 reports that meet their agreed filing times. All of our KPIs are consistently met.  
 
We will undertake three thematic audits in 2015/16, focusing on further improvements required. These will look at the extent of the 
improvement in the joint working between the Independent Reviewing Officer (IRO) and the Guardian; the Guardian’s involvement and 
agreement to any position statement filed in proceedings; and evidence in WAFH of the improvement in analysis of assessment and increased 
use of research and tools.  
 
Alongside our internal methods of quality assurance, we record and disseminate learning identified within service user correspondence, 
including correspondence received from children and young people. The learning points are fed back to the National Improvement Service 
(NIS) which maintains a national learning log, updated and disseminated throughout the organisation on a quarterly basis. The learning log sets 
out clear action plans designed to improve safeguarding practice and systems across the organisation.  
 
Further scrutiny is given to our safeguarding practice and processes by the Family Justice Young People’s Board (FJYPB) comprising young 
people with direct experience of the family court. The FJYPB contribute to our publications, review our resources for direct work with children, 
and are involved in the recruitment of frontline staff. Board members also review the complaints we receive from children and young people.  

 

Number of serious incidents involving children & young people and outcomes from 
reviewing them  
Cafcass has contributed to 26 Individual Management Reviews (IMRs), requiring a variety of methodological approaches. Of all the child 
deaths Cafcass has been made aware of from April 2014 – March 2015, in 52% of cases, maltreatment was suspected. This information is 
collated and managed nationally.  
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The learning from IMRs is collated and reported in an annual paper, which is disseminated nationally within Cafcass. We also publish externally 
a redacted version of the report, with a focus on wider learning points within the family justice system.   
 

Responding to emerging issues  
We continue to respond to, and facilitate, developments within the family justice system and in particular the move, in private law towards 
supporting parents, where possible, to make safe decisions outside of court proceedings. We are currently piloting a programme announced by 
the MoJ, to provide advice and to encourage out of court pathways for separating parents, where it is safe to do so. The supporting separating 
parents in dispute (SSPID) helpline was launched in November 2014. Callers are put through to a Cafcass practitioner who can talk through the 
difficulties of separation, offering support, guidance, and information.  We also ran a six month pilot of a safeguarding advisory support service 
for mediators, aimed at providing support in cases featuring child protection concerns.  
 
Cafcass is also working on the Parents in Dispute pilot, in partnership with the Tavistock Centre for Couple Counselling. The chief aim of the 
project is to support separating parents involved in high conflict disputes in the family courts. FCAs in London have been able to recommend 
that separating parents attend the course in order to help parents to reconsider their behaviour in order to better focus on their children and 
create positive outcomes for them.  
 
A significant emerging issue in recent years has been child sexual exploitation (CSE), We are implementing a CSE strategy which involves 
consolidating systems to capture data on CSE in cases known to us; providing mandatory training on CSE to our staff, running workshops to 
increase awareness; reviewing policy guidance to staff; creating dedicated management time to support the delivery of the strategy at a 
national level; and creating CSE ambassadors within each service area.  
Partnership working  
Cafcass is committed to joint working, as demonstrated in some of our work recorded above. We continue to work with partners such as the 
Association of Directors Children’s Services (ADCS), the FYJPB and the National Family Justice Board. With ADCS in particular we will 
continue to work in partnership to identify and share good practice.  
 
Cafcass also plays a strong leadership role at a local level, actively participating in Local Family Justice Boards. Cafcass chairs 10 out of 42 
local Family Justice Boards and has a strong leadership role on all others.  

 

Workforce Development  
The work of our FCAs in family proceedings is challenging, and the family justice system rightly has a high expectation of our staff. This is 
supported by a robust recruitment process. All FCAs have a minimum of three years post qualifying experience, although most of our staff have 
many more. FCAs must also maintain their HCPC registration as a condition of employment. When recruiting staff we look for social workers 
with proven experience in safeguarding, child engagement, inter-agency working, case analysis, planning and recording.   
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To ensure that our staff are able to safeguard children as best as possible, Cafcass has an extensive workforce development strategy. To 
begin with, new practitioners attend a core training induction programme comprising four separate days that require completion prior to 
confirmation in post. This four modules are: the legal basis of Cafcass’ work and court skills; casework skills such as planning, recording, 
assessing and reporting, interview skills when working with conflict and talking to children; and risk and harm in Cafcass. 
 
Thereafter training is delivered by NIS, which is also responsible for supporting operational services through audits and commissioned activities 
such as 1:1 coaching and mentoring. The national training programme is approved annually by the Corporate Management Team, and senior 
operational managers can commission from NIS specific training or coaching to meet local need in their service areas.  
 
All staff have access to an online learning environment (MySkills) which hosts information and skills-based courses (core and optional) as 
appropriate to their roles and identified needs. MySkills is both a source of all training materials and a database for monitoring the take up of 
training across Cafcass.  
 
Workforce development is also assisted by several other mechanisms. Cafcass commissions at least four pieces of research a year as part of 
its research programme, as well as subscribing to Research in Practice. The findings from this are disseminated throughout the organisation 
and incorporated into training. Staff also make extensive use of our in-house Library, with 5722 items provided to staff in 2014/15, and all 
operational staff can access the professional network as part of our corporate membership of the College of Social Work.  

 
  

www.cafcass.gov.uk             @MyCafcass 

 

http://t.co/9rXHLtQv3Y
https://twitter.com/MyCafcass
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East Sussex Fire & Rescue Service 
 
What have we done 
ESFRS has undertaken training specifically covering Child Sexual Exploitation, and the Care Act 2014 for supervisory managers 
and for key roles.  We have also promulgated communications on these topics and Neglect to all ESFRS staff via the Intranet and 
our Service Brief newsletter.  There is ongoing access to Safeguarding Children E-learning packages which are compulsory for all 
staff and completion is monitored and audited.  Two staff within Human Resources have undertaken Safer Recruitment training. 
“Prevent” training has been rolled out to City Fire crews. Crews have also received Suicide Prevention training conducted by 
Grassroots Suicide Prevention. 
 

ESFRS continues to make child safeguarding referrals when appropriate which are monitored and audited.  Internal scrutiny is 
provided via an internal panel which meets every 6 months.  We continue to work with partners both to increase ESFRS awareness 
of child safeguarding and to support work in this field via our Home Safety Visits which are aimed at increasing safety in the home.  
We have appointed a Partnership and Inclusion Coordinator specifically for Brighton and Hove to attend relevant partnership 
meetings and to increase support. 
 

How well have we done it? 
In 2014-5 we made 9 safeguarding referrals for children, 7 in East Sussex and 2 in Brighton and Hove.   
We have worked with a variety of agencies to promote our Home Safety Visits and ensure we receive appropriate referrals to 
reduce risk in the home.  “Children and Young Families” are a targeted group under our Care Providers Scheme. Our Partnership 
and Inclusion Coordinator attends the Early Help Hub meetings, Domestic Abuse MARACs, Modern Slavery meetings and the 
Suicide Prevention Group.  We also attended the Community Works Summer Conference themed on safeguarding children and 
held a stall to increase awareness of ESFRS work within this area.  An ESFRS Home Safety Visit is now considered for all families 
referred into the Integrated Team for Families as part of the referral pathway.  
 

37 supervisory managers and specialist roles undertook centrally run training on Child Sexual Exploitation.  
 

What difference did it make? 
ESFRS continues to make safeguarding referrals in a timely manner ensuring these are referred to the correct agency.  We have 
reviewed our internal guidance responding to feedback and changes in legislation to ensure staff have up-to-date knowledge.  
Referrals for Home Safety Visits received under our Care Providers Scheme relating to Children and Young Families are prioritised 
for attendance by our trained Community Safety Advisors.  
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The ESFRS Safeguarding 
Children training available to 
all staff includes training on 
the identification of different 
types of Child Sexual  

Abuse, Child Sexual Exploitation and Neglect.  
Guidance is issued to staff covering all of these areas. 
Our education team (of 3 people), who undertake a 
programme of regular school visits and who also deal 
with young fire setters, has also undergone more 
specific training regarding these areas.  
 

We have promulgated communications on Child Sexual 
Abuse, Child Sexual Exploitation and Neglect to all 
ESFRS staff via the Intranet and our Service Brief 
newsletter. 
   
Key staff have received specific training focussing on 
Child Sexual Exploitation. Some staff have also 
attended WiSE training at the Moulsecomb 
safeguarding hub. This included input about online 
safety. 
 

All staff have been briefed on Modern Slavery including 
where this may relate to sexual exploitation.  ESFRS 
Fire Safety department now works closely with Sussex 
Police including undertaking joint operations aimed at 
tackling modern slavery, and a referral mechanism is in 
place for ESFRS to report intelligence on Modern 
Slavery directly. 

 

What my 
agency has 

done to tackle 
child sexual 
exploitation  

 
 
 
 
 
 
 
 
The ESFRS Safeguarding 
Children training available to all 
staff includes training on the 
identification of different types of 
Child Sexual Abuse, Child 
Sexual Exploitation and Neglect.  
Guidance is issued to staff 
covering all of these areas.  
 
Our education team (of 3 
people), who undertake a 
programme of regular school 
visits and who also deal with 
young fire setters, has also 
undergone more specific training 
regarding these areas.  
 
We have promulgated 
communications on Child Sexual 
Abuse, Child Sexual Exploitation 
and Neglect to all ESFRS staff 
via the Intranet and our Service 
Brief newsletter. 

What my 
agency has 

done to 
tackle child 

neglect 

 
 
 

 
 
 
 
The ESFRS Safeguarding Children 
training available to all staff 
includes training on the 
 identification of different types of 
Child Sexual Abuse, Child Sexual 
Exploitation and Neglect.  
Guidance is issued to staff covering 
all of these areas.  
 
Our education team (of 3 people), 
who undertake a programme of 
regular school visits and who also 
deal with young fire setters, has 
also undergone more specific 
training regarding these areas.  
We have promulgated 
communications on Child Sexual 
Abuse, Child Sexual Exploitation 
and Neglect to all ESFRS staff via 
the Intranet and our Service Brief 
newsletter. 
 

What my 
agency has 

done to 
tackle child 

sexual abuse 

www.esfrs.org     @EastSussexFRS 

  

  

https://twitter.com/EastSussexFRS
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Conclusion and Challenges for 2015-16    

 
2014-15 has been a busy year for the LSCB and it is hoped that this report has provided readers with an assessment of the effectiveness of 
local arrangements to safeguard and promote the welfare of children. The report demonstrates safeguarding activity is progressing well in the 
area and that Brighton & Hove LSCB has a clear consensus on the strategic priorities achieved and what actions need to be taken forward over 
the coming year. The LSCB is aware of, and working to fulfil, its statutory functions under the revised Working Together to Safeguard Children 
(2015). Detail in agencies reports, starting on page 68, demonstrates that statutory and non-statutory members are consistently participating 
towards the same goals in partnership and within their individual agencies.  
 
You will have read within the report that whilst the Board has no service delivery functions it has informed (through its co-ordination and 
effectiveness responsibilities) the commissioning intentions of partner agencies and has, throughout the year, monitored, quality assured and 
evaluated the quality and effectiveness of the services commissioned and delivered in the City. 
 

 
Embedding and sustaining best practice at the front line 24/7 and 365 days each year, across the agencies, presents considerable on-going 
challenge and commitment, particularly in the current financial and organisational context. This requires a high degree of multi-agency 
collaboration at every level. 
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Detail 

Original 
Budget 

Revised 
Budget Actual 

 Forecast 
2015-16 

 

S
ta

ff
in

g
 

Training Manager 31050  31050  26556   31000  

Business Manager 50450  50450  47810   49900  

Admin Officer 22900  22900  22531   24000  

Agency Cover (Sarah Harvey) 0  0  1558   16500* *Emloyyee 
costs to be 
allocated 

Nurse 15100  15100  3226    

Independent Chair 20000  20000  20109   20000 

Total Staffing 139500  139500  121789   14140  

O
th

e
r 

c
o

s
ts

 

 
Serious Case Reviews 16200  16200  18017  

  
12400 

 

Venue Hire 1000  1000  440   1000  

Training 15740  740  7881   39740  

Insurance 80  80  80   100  

Transport Costs 200  200  254   200  

Printing 2000  2000  60   2000  

Office Stationery 100  100  0   100  

Telephony 270  270  414   220  

Computer Costs 200  200  0   200  

Chronolater  2300  2300  500   2300  

Communications 2000  2000  5075   2000  

Conferences 1000  1000  275   1000  

Hospitality 200  200  304   200  

Child Death Review Panel / Other fees 10100  10100  10000   10200  

Pan Sussex Safeguarding Procedures Manual  0  0  2000     

Helen Davies re Safeguarding Board 0  0  2850     

Occupational Health Charge 0  0  420     

Survey 0  0  199     

 Total LSCB Expenditure 51390  36390  48768   71660  

 

Appendix 1: LSCB Budget  2014-15 
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Funded By : 
Original 
Budget 

Revised 
Budget Actual 

B & H City Council - Core Funding 126340  126340  126340  

B & H City Council - Extra Funding 0  4000  4000  

B & H City Council - Balance of Carry Forward 0  0  3500  

Contrib. from NHS Brighton & Hove CCG 43780  43780  43780  

Surrey & Sussex Probation Trust 5572  5572  6000  

The Police and Crime Commissioner for Sussex 12338  12338  12338  

CAFCASS 550  550  550  

Total Funding 188580  192580  196508  

    Underspend 
  

-9261  
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Statutory Members: 
Graham Bartlett,  Independent Chair of LSCB 
 
Brighton & Hove City Council (BHCC): 

Pinaki Ghoshal, Director of Children’s Services 
Helen Gulvin, Acting Assistant Director Children’s  

Services: Children’s Health, Safeguarding & Care 
Jo Lyons (Dr), Assistant Director Children’s Services:  

Education & Inclusion 
Linda Beanlands, Head of Community Safety 

 
Sussex Police 
 Paul Furnell (D/Supt)    
 
National Probation Trust 

Andrea Saunders, Director of Public Protection 
 

Kent Surrey & Sussex Community Rehabilitation Company 
 Nicola Maxwell, Resettlement Director 
 
Youth Offending Service 
 Anna Gianfrancesco, Head of Service 
 
CAFCASS  

Nigel Nash, Service Manager 
 

East Sussex Fire & Rescue Service 
 Andy Reynolds, Director of Prevention & Protection 
 
NHS England 
      Katrina Lake (Dr) 

 
 
 
 

Brighton & Hove Clinical Commissioning Group (CCG): 
Soline Jerram, Director of Clinical Quality and Primary Care 
Jamie Carter (Dr), Designated Doctor 
June Hopkins, Designated Nurse 
Mary Flynn (Dr), Named Doctor (GP representative) 

 
NHS Trusts 

Sherree Fagge, Chief Nurse, Brighton & Sussex University Hospitals (BSUH)  
Susan Marshall, Chief Nurse, Sussex Community Trust (SCT)  
Helen Greatorex, Executive Director of Nursing &  Quality, Sussex 

Partnership Foundation Trust (SPFT)  
Jane Mitchell, South East Coast Ambulance Service Safeguarding  

 
Schools 
  Wendy Harkness, Head Teacher, West Hove Infants 
  Haydn Stride, Head Teacher, Longhill Secondary 
  Wendy King, Head Teacher, Bevendean Primary School 
 
Domestic Violence Forum 

 Gail Gray, Chair, Brighton & Hove Domestic Violence Forum 
 

Community & Voluntary Sector 
Terri Fletcher, Director, Safety Net 

 
Lay Members 

Andrew Melrose (Professor) 
Ella Richardson 
Lorna Miller-Cooper 
Signe Gosman 
Stephen Terry (Rev).  

Appendix 2: Local Safeguarding Children Board Members as of March 2014 
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Advisors: 
Ann White (Dr)   Named Doctor, SCT/BHCC 
Carwyn Hughes (DCI)   Protecting Vulnerable People Branch, Sussex Police 
Deb Austin    Head of Safeguarding, BHCC 
Debi Fillery     Named Nurse BSUH, NHS Trust 
Eddie Hick    Child Protection and Safeguarding Manager, Sussex Police 
Helen Davies    Independent Safeguarding Consultant, Chair LSCB Monitoring & Evaluation Sub Committee  
Leonie Perera (Dr)   Named Doctor, BSUH, NHS Trust 
Mia Brown     Brighton & Hove LSCB Business Manager 
Natasha Watson   Managing Principal Lawyer, BHCC 
Rebecca Conroy   Principal, City College 
Sue Shanks (Cllr)   Lead Member, BHCC Children’s Services 
Tom Scanlon    Director of Public Health 
Yvette Queffurus   Named Nurse – Safeguarding, SCT/BHCC 

 

Agency Number of 
Statutory 
Members 

Representation at 
LSCB Meetings 
2013-146 

Representation at 
LSCB Meetings 2014- 
15  

Brighton & Hove City Council 4 80% 79% 

Sussex Police 1 100% 100% 

National Probation Service 1 n/a 33% 

Kent Surrey & Sussex Community Rehabilitation Company 1 n/a 67% 

Youth Offending Service 1 40% 83% 

CAFCASS 1 40% 67% 

East Sussex Fire & Rescue Service  1 60% 50% 

NHS England 1 40% 0% 

Brighton & Hove CCG 4 80% 71% 

Brighton & Sussex University Hospitals 1 80% 100% 

Sussex Community NHS Trust 1 80% 100% 

Sussex Partnership NHS Foundation Trust 1 20% 67% 

SECAMB 1 0% 0% 

Schools 3 66% 50% 

Brighton & Hove Domestic Violence Forum 1 60% 83% 

Community & Voluntary Sector 1 80% 83% 
 

                                                 
6
 Average of  statutory members from the agency attending or sending an appropriate delegate to all six LSCB meetings during 2014-15 
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Brighton & Hove LSCB            
Moulsecoomb North Hub            www.brightonandhovelscb.org  

Hodshrove Lane              LSCB@Brighton-Hove.gov.uk 

Brighton  
BN2 4SE                  @LSCB_Brighton 
01273 292379                  #yourLSCB     

       
       

http://www.brightonandhovelscb.org/
mailto:LSCB@Brighton-Hove.gov.uk
https://twitter.com/LSCB_Brighton

