CHILDREN AND YOUNG PEOPLE’S SERVICE EXECUTIVE

10th July 2009 

The Protection of Children in England: A Progress Report

The Second Report by Lord Laming and the Government’s Response.

Introduction

This report provides a summary and brief analysis of Lord Laming’s review of progress since the publication of his first report on the death of Victoria Climbie, published in 2003; and the Government’s response; and refers particularly to issues arising for the County Council and key partners. The current report by Lord Laming was commissioned following the ‘Baby P’ case in Haringey at the end of 2008. 
The report includes 58 recommendations. Many of these are directed at Government, but there are also recommendations for children’s services organisations and key agencies.

Background

Victoria Climbie died in February 2000 at the hands of her great aunt and partner, who were both convicted of her murder in January 2001. Lord Laming was commissioned to carry out an enquiry. His report criticised many aspects of the work of the police, health services and social care services in two local authority areas. In particular the report emphasised the personal responsibility held by chief officers of the organisations concerned. 
The report contained 108 recommendations aimed at Government, social care, health care and police. All agencies were expected to comply; and local authorities carried out audits of the extent to which required changes were implemented.

Key developments since which have been brought about or influenced by the Climbie case and the first Laming report include the Every Child Matters agenda and the Children Act 2004, which created:

· A Minister for Children, Young People and Families

· A Children’s Commissioner for England

· Directors of Children’s Services

· Lead Council Members for children

· Children’s Trusts

· Statutory Local Safeguarding Children’s Boards (LSCBs)

· Single Children and Young People plans

· Joint Area Reviews.
Findings from 2009 Report
Lord Laming accepts that the Every Child Matters agenda has achieved significant progress, but concludes that much more needs to be done by government. This includes the need for additional resources, and the need for Government departments to work more effectively together to set priorities for the protection of children and young people in each of the key frontline services, with sufficient resources to deliver them.

The report recognises the size and complexity of the task facing child protection/ safeguarding services. Statistics provided include:

· 11 million children in England (133,900 in Leics). Of these

· 200,000 live in households where there is a known high risk case of domestic violence and abuse (figure not known in Leics; but in 2008/09 7069 incidents of domestic violence were reported to the police in Leics)

· 235,000 are ‘children in need’ and in receipt of support from a local authority (at least 2,800 in Leics)

· 60,000 are looked after by a local authority (326 in Leics)

· 37,000 are the subject of a care order (173 in Leics)

· 29,000 are the subject of a child protection plan (273 in Leics at end May 09)

· 1,300 are privately fostered (in Leics: 2 reported in 2007/08; 5 assessments in 2008/09)

· 300 are in secure children’s homes (0 in Leics at end of March 2009)

Home office data shows that in 2007/08 55 children were killed by their parents or someone known to the child. Some of these were not known to local agencies, emphasising that a key issue is being able to identify, amongst all the cases where there is an element of risk, which children are the few that will be killed amongst the many that face some level of risk.

A key recommendation is the proposal for a National Safeguarding Delivery Unit, with a remit to work with government departments and the regions to implement the recommendations and improve leadership, staffing, training, supervision and practice, raise the profile of safeguarding and child protection across children’s services, health and police and change the culture across frontline services. This has been agreed and Sir Roger Singleton has been appointed to lead the new unit.
As in the first report responsibility is again put on council leaders, lead members and ‘the most senior managers’ to ensure the safety of children.

The report cites difficulties in recruiting and retaining social workers (not currently a significant issue in Leics). The report recognises the very difficult job they do in protecting children and comments on the support given them, including the importance of effective supervision and oversight of their work by senior managers; and laments the vilification of social workers in the national media. The Government’s response includes resources to provide post qualification training for social workers and team managers, and a project to encourage former social workers back into the service.
The report argues for a critical review of the referral process, with more time taken to consult with agencies involved and complete detailed assessments on a wider range of cases, with time spent making sense of the information and building a clear understanding of the child’s situation over time. The Government’s response makes reference to progress already being made in the implementation of the Sure Start programme, CAF, Contact Point and information sharing guidance.

Thresholds to service should not be too high and should not be constrained by the lack of resources available to respond. This has been a long standing issue for Leicestershire which has a low resource base. Consideration is currently being given to how an effective response can be provided to those families that fall just below the necessarily high threshold.
Attention should be paid to training for staff and managers, including clear induction arrangements and the implementation of:

· clear progression routes for children’s social workers

· national guidelines setting out maximum case-loads of children in need and child protection cases

· a strategy for remodelling children’s social work with shared ownership of cases, administrative support and multi-disciplinary involvement.

On the Integrated Children’s System (ICS – government required electronic data and records management system) the report comments that professional practice and judgement are being compromised by an over-complicated, lengthy tick-box assessment and recording system, putting direct work with children and their families at risk: in particular:

· the system does not support risk analysis

· data often has to be re-entered

· most systems do not produce chronologies that can be used in court

· it is very difficult to use the outputs to work with families.
There is a recommendation that consideration should be given to a national approach rather than the current disparate provision by several providers, but it is not clear that this would address the concerns identified, at least in the short term. The Government’s response, in a Ministerial letter of 22nd June from Baroness Morgan, has been to set out a clear change of direction and provide a very clear statement that, while the use of electronic means to record cases should be promoted, electronic systems must assist social work practice and improve outcomes for children.
There are comments about the effectiveness of inter-agency working which is variable. Simple steps are not always followed; training, workforce issues and data systems all need addressing. Colleagues in education, early years, health and police need to be willing and proactive in discharging their statutory duty to co-operate on child safeguarding. In particular confusion remains about the basis of information sharing. The Government’s response makes specific reference to work needed to improve services and to existing guidance on information sharing.
The Common Assessment Framework is delivering more and better assessments at the initial stage of involvement but there is a danger that it will become process focused and a barrier to services rather than a promoting them. Updated guidance from the Children’s Workforce Development Council is promised by the Government.
Schools and early years settings play a key role in early identification of abuse, intervention and support for children at risk of significant harm. They need to be encouraged to prioritise safeguarding within their school improvement plans and inspection should reflect this responsibility. The Government has responded with the establishment of a more rigorous inspection framework for children’s services generally and has said that the safeguarding element of schools’ inspections will have a higher priority.
All staff in Accident and Emergency departments should be trained to recognise abuse and neglect, with someone available at all times who has up-to-date information on children subject to a child protection plan and who knows what further action should be taken to protect that child. No child should be discharged while concerns for their safety or well-being remain.
GPs, community nurses and paediatricians must be helped to develop a wider range of skills and become very much more confident in this area of their work. It appears that the safeguarding of vulnerable children is often not seen as a priority for some GPs and other health professionals, and it can be difficult to attract ‘designated’ and ‘named’ health professionals with responsibility for child protection.

Immediate action must be taken to review the staffing of police child protection teams who need better recognition and resources with specialist training of staff to improve the vacancy rates, the status of the work they do and the quality of service provided.

Recommendations

Some of the 58 recommendations appear particularly important and/or are particularly relevant to services provided by the local authority and/or key partners:

· Priority and emphasis should be given to effective leadership and the provision of sufficient resources for front line staff in all service areas.

· Specific attention should be given to social work training, postgraduate training and induction.

· Court processes should be accelerated

· There should be regular review meetings between DCSs, PCT chief executives and police commanders (this is in place in Leics)

· DCSs without direct experience in child protection and safeguarding should appoint a senior manager with the necessary skills and experience (in place in Leics)

· The government should provide child protection training for council leaders and senior managers.

· Ofsted should give more focus on how well schools are performing their safeguarding duties (this is contained in the new Ofsted inspection guidance; and Leics has a well developed programme to ensure compliance with duties under the 2002 Education Act)

· DCSF should revise Working Together to ensure that intake/duty teams have sufficient training and expertise to take referrals and that there is on site support from an experienced social worker.
· Children’s Trusts (NB rather than LSCBs) should ensure that all staff receive training in child development and identification of abuse.

· Children’s Trusts should ensure that all assessments include evidence from all key professionals and show that the child has been seen.

· DCSF should review the Integrated Children’s System and consider a national system.

· Recommendations to improve the serious case review (SCR) system so that it supports swift, effective learning and ensures lessons and promulgated.
· Systems are put in place to ensure that GPs and Accident and Emergency staff have the right information  and training to identify and protect a child they fear may be at risk, especially across organisational boundaries.

· A greater focus on the skills and experience of inspectors who evaluate frontline services which aim to keep children safe.

The Government has accepted all the recommendations and has set out in its response how it will take these forward.

The Government Response.

The Government’s response to the report was published in May 2009. Key elements include:
· The appointment of a new chief adviser on the safety of children, Sir Roger Singleton, currently head of the Independent Safeguarding Authority, who will report annually to Parliament on the implementation of Lord Laming’s recommendations and progress on safeguarding children.

· A new cross-Government National Safeguarding Delivery Unit to drive continuous improvement in front line practice across all services.

· A revision of Working Together to Safeguard Children guidance to reflect Lord Laming’s recommendations to strengthen policy and practice, including in relation to serious case reviews.

· Strengthening the challenge role of LSCBs and clarifying the relationship between Children’s Trusts and LSCBs, which should in future be independently chaired (the LSCB has already debated the need to revise its approach to scrutiny/challenge and strengthen quality assurance arrangements).

· Appointing 2 members of the general public to every LSCB in the country.

· Professional development and leadership training to develop the children’s services workforce.

· Immediate measures to improve support for frontline workers; to address recruitment and retention.

· The appointment of Francis Plowden, a member of the Judicial Appointments Commission, to lead a review into court fees in public law cases and whether they are a barrier to social workers taking legal action to ensure the safety of the child.

The government has also accepted a proposal to extend the remit of the National College for School Leadership (NCSL) – to be called the National College for School and Children’s Leadership - to develop a new leadership programme to support future and existing leaders across the whole of children’s services.

Action Taken in Leicestershire and Action Planned

Since publication of the Haringey JAR and the Laming report the following action has been taken:

· Self assessment of management arrangements and practice against the issues arising. This has shown generally good standards with one weak area (written feedback following referrals) and some areas to improve.

· The Director of Children’s Services has commissioned a programme of case file audit by an independent evaluator in addition to the regular programme carried out by managers within Specialist Services. This has shown a generally high standard of practice and decision making that provides strong child protection to children and families.
· Discussion of the Haringey JAR outcome at a meeting of Chief Officers.
· Discussion of the Haringey JAR within the Leicestershire CYP Executive Group.
· Seminar on safeguarding delivered to elected members.

· The police CAIU (Child Abuse and Investigation Unit) has been considerably strengthened (prior to Haringey)

· The University Hospitals of Leicester NHS Trust has worked very hard with partner agencies to improve safeguarding practice; in particular there are robust safe discharge arrangements in place (prior to Haringey).

Bob Parker

Service Manager, Safeguarding

Children and Young People’s Service
29th June 2009 
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