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Dear Councillor,

Children's Services Overview and Scrutiny Committee - 10 March 2015
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when the agenda was printed.
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Agenda Item 9

10 March 2015 ITEM: 9

Children’s Services Overview & Scrutiny Committee

Multi-Agency Action Plan — Serious Case Review

Wards and communities affected: Key Decision:
All Not applicable

Report of: Andrew Carter, Head of Children’s Social Care

Accountable Head of Service: Andrew Carter, Head of Children’s Social Care

Accountable Director: Carmel Littleton, Director of Children’s Services

This report is Public

Executive Summary

The Multi-Agency Action Plan in response to the Serious Case Review is included
for Members scrutiny and comment, following the request of the Children’s Services
Overview and Scrutiny Committee on 10 February 2015.

The extract of the Multi-Agency Action Plan, included in appendix 1, details the
progress that has been made in Children’s Social Care and Education in response to
the findings of the Serious Case Review.

Members are advised that appendix 1 is an extract of the full multi-agency plan,
which includes Police and Health contributions.

1. Recommendation(s)

1.1 That Members be invited to scrutinise the Multi-Agency Action Plan and
provide any feedback.

2. Introduction and Background

2.1 Regulation 5 of the Local Safeguarding Children Boards Regulations 2006
sets out the requirement for Local Safeguarding Children’s Boards to
undertake reviews of serious cases where:

(a) abuse or neglect of a child is known or suspected; and

(b) either — (i) the child has died; or (ii) the child has been seriously harmed
and there is cause for concern as to the way in which the Authority, their
Board Partners or other relevant persons have worked together to safeguard
the child.
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2.2.

2.3

2.4

2.5

2.6

2.7

2.8

2.9

4.1

This case was referred formally to the Thurrock Local Safeguarding Children
Board Serious Case Review Panel to consider the case under Regulation 5.
The Panel found that this case met the criteria for a Serious Case Review and
agreed the commissioning arrangements in order to meet the requirements of
such reviews as laid out in HM Government ‘Working Together to Safeguard
Children, 2013.

A Serious Case Review Team was established and although Julia and her
family had been known to Universal and Specialist Services for many years,
the SCR Review Team agreed that the period to be reviewed would be from
November 2010 to February 2013 when Julia became subject to a Child
Protection Plan.

The review was commissioned in May 2013 and completed in May 2014 and
the subsequent findings presented at a series of Safeguarding Board
meetings and presented to the recently initiated National Serious Case
Review Panel (new requirement) before going before the LSCB Full Board for
final ratification and agreement in September 2014.

The review was officially published on 15" December 2014 and will remain on
the LSCB website for a period of 18 months in accordance with guidelines
(Working Together 2013).

The review identified seven findings for the Safeguarding Board to consider.

The board conducted an initial assessment of progress made during the
course of the review and this is reflected within the final document.

A detailed multi-agency action plan has been developed and agreed by the
partner agencies to monitor progress of each of the seven findings and
outcomes from this review.

The governance and monitoring of the action plan has been tasked to the
Safeguarding Board’s Audit Group and overseen by the Serious Case Review
group and subsequently reporting to the LSCB Full Board.

Issues, Options and Analysis of Options

None.

Reasons for Recommendation

It is a statutory requirement for Local Safeguarding Children Boards to publish

all Serious Case Reviews. It is good practice for these reviews to be
submitted to Overview and Scrutiny.
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5.1

6.1

7.1

7.2

7.3

Consultation (including Overview and Scrutiny, if applicable)

The document was circulated in draft for consideration and comment to all
partners of the LSCB and the various LSCB sub committees prior to
ratification.

Impact on corporate policies, priorities, performance and community
impact

The review calls upon the authority to review the findings against existing
policies and procedure and to consider making any changes reflected in the
review.

Implications
Financial

Implications verified by: Kay Goodacre
Finance Manager — Children’s Services

The delivery of the LSCB Business is undertaken within existing budgets.
Those budgets are established through annual partnership funding and
specific budgets allocated for training and serious case reviews. All agencies
contribute to the LSCB budget.

Legal

Implications verified by: Lindsey Marks
Principal Solicitor

This serious case review fulfils the requirements of Regulation 5 of the Local
Safeguarding Children Boards Regulations 2006.

Diversity and Equality

Implications verified by: Teresa Evans
Equalities and Cohesion Officer

The annual report covers the safeguarding needs of all children in Thurrock.
The plans and policies of its board and sub committees reflect the diverse
needs which are supported through implementing and developing equalities
impact assessments as appropriate.
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7.4  Other implications (where significant) — i.e. Staff, Health, Sustainability,
Crime and Disorder)

None

8. Background papers used in preparing the report (including their location
on the Council’s website or identification whether any are exempt or protected

by copyright):
e SCIE Serious Case Review Report “Julia”

9. Appendices to the report

e Appendix 1 — Multi Agency Action Plan

Report Author:

Carmel Littleton
Director of Children’s Services
Children’s Services
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G abed

Thurrock LSCB SCR under SCIE Methodology
Child A - ‘Julia’

Review Findings and Questions to the Board and its Partner Agencies

Children's Social Care

Red
Progress not on track — remedial action required

Amber
Progress will need monitoring to ensure it remains on track

@00

Green
Progress on track no additional action

Report as at 23.02.15



Finding 1: There is a pattern whereby national and local policy agendas have driven practice in relation to underage sexual activity to have a stronger focus on sexual health and teenage
pregnancy rather than sexual exploitation

The principal finding of “If only someone had listened” - the Final Report of the Inquiry of the Office of the Children’s Commissioner into Child Sexual Exploitation in Gangs and Groups (CSEGG) was that
despite increased awareness and a heightened state of alert regarding child sexual exploitation children are still slipping through the net and falling prey to sexual exploitation. Research published by
Barnardos and the evidence provided to the Home Affairs Select Committee suggest that gaps remain in the knowledge, practice and services required to tackle this problem. Part of an effective response
will be to ensure that there is a professional balance between appropriate advice regarding sexual health and a heightened awareness that this might be an opportunity to consider the potential for sexual

exploitation.
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1b. Does this
Board have any
furtheld
infordation

abol hat is
gettind’in the
way cﬂ‘énabling
professionals to
strike a balance
between advice
around sexual
health and an
awareness of
sexual
exploitation?




1c. What are
the options
available for
tackling this
issue?

uage used by young people and their parents regarding early sexually exploitative experiences without clear analysis and challenge it has the potential
to leave children and young people without an adequate response or protection

Finding 2: If professionals record the |

Issues for the Board to consider




Sexual exploitation is a serious issue and one that has a profoundly negative effect on young people's lives and their wellbeing. It is essential that all professionals feel able to recognise young people who are
being sexually exploited and that they are able to respond effectively. This response must be child centred and all professionals must take a critical approach to the use of language in this complex area of
practice, so that risks are recognised and young people are not held responsible for the harm perpetrated by others.

2a. Does the
Board
recognise that
this is an issue
that it should be
concerned
about?

2b. How can
the Board
ensure that this
issue is
addressed
within its Child
Sexual
Exploitation
strategy?




2c. Are there
other
opportunities or
levers at the
Boards disposal
for changing
professional
practice and
language in this
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2d. How will the
Board know if it
is being
effective in
addressing this
issue of
language?

T abed

Finding 3: Is there a pattern whereby the Child in Need procedures are not routinely being used leaving children and young people without formal plans and review?

Effective processes to support children, young people and their families are essential. The Child in Need processes are intended to build on good quality assessments, by developing a plan of action , which is
owned and developed by the multi-agency group, and is reviewed regularly to see what progress is being made to promote children and young people’s outcomes. If these processes are not used,
interventions are unlikely to be clearly focussed on children’s needs and are unlikely to provide effective help and support.




3a. Are the
Board aware
that Child in
Need
processes are
vulnerable to
pressures on
Social Work
teams, and of a
potential mis
understanding
of when Child in
Need meetings
should be
convened?

3b. Is there
more the Board
could do to
establish the
extent of this
issue, e.g. case
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3c. What can
the Board do to
address this?

3d. How will the
Board know
they have been
successful in
ensuring that
Child in Need
processes is
embedded in
multi-agency
practice?

Finding 4: The lack of engagement with services by parents takes professional energy and attention away from the needs of children /young people and leaves them with an ineffective response




The non-engagement of parents in services aimed at promoting the well-being of their children/young people is a significant issue. It has an impact on young people’s wellbeing and their outcomes, and
causes more pressures on over stretched professionals. It is also costly for services. A lack of recognition of this as a safeguarding issue means that children and young people are not always effectively
protected.

4a. Are the
Board aware of
this as an issue
facing
professionals?

4h. Does the
LSCB know if
staff locally
have been
equipped to
work with
resistant
parents both in
single agency
and partnership
working?




4c. How might
the LSCB help
practitioners
overcome this
obstacle to
effective
practice?

4d. How will the
Board know
when this has
been effective?

GT abed

Finding 5: Is thereis a lack of a developed understanding and awareness of adolescent neglect across the multi-agency network leaving young people at risk of harm

Adolescent neglect is a significant issue which has a profound effect on young people’s lives. Recognising and responding to adolescent neglect is a critical part of addressing sexual exploitation, and an
ineffective response leaves young people at risk of significant harm.
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5a. Are the
Board aware
that adolescent
neglect is a
significant issue
facing
professionals?

5b. How can
this be tackled
by the Board?

5c. How can
professionals be
supp to
develgpsa more
effec response
to ad cent
neglect?

=
(@))

5d. How will the
Board know its
response has
been effective?




Finding 6: Is there a pattern whereby Multi-agency working has become overly focussed on information sharing, at the expense of a shared analysis, face to face meetings and shared plans to
meet the needs of children and young people?

Issues for the Board to consider

Information sharing is a critical component of multi-agency safeguarding practice, but if multi-agency processes are to be effective there is a need to move beyond the provision of information to sharing and
exploring a professional analysis of a child or young person's circumstances. Assessments and plans need to be developed and reviewed by the multi-agency network. If this does not happen children and
young people are left at risk of harm, and plans become one dimensional. Drift is not challenged, and the lack of progress not noted.
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6b. How will the
Board establish
whether this is
a significant
issue?

6¢c. What can
the Board do to
address it?
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6d. How will the
Board know it
has been
successful?

Finding 7: Is there a pattern whereby GP’s in Thurrock are not recognised by other professionals or themselves as an integral part of the safeguarding network?

GPs akd a critical part of the safeguarding network. It is essential that any barriers to their effective engagement in safeguarding processes are actively addressed. This is particularly important in the context of
undeébe sexual activity and sexual exploitation, where GP’s are likely to be a key point of contact for young people

7a. How will the
Board establish
whether this is
a significant
issue and which
needs
addressing?




7b. How will the
Board explore
the engagement
of GPs in the
safeguarding
network?

7c. What are
the options for
addressing this
issue?




An educational MASH G Filming is complete and  [YA/ AC/ NL Increase awareness of

Video is being made to video is being edited on referral pathways
assist GPs and other track for March '15
professionals in making completion target.

referrals to CSC

Chapter 4 of Review Report — ADDITIONAL LEARNING

1. The importance of holistic assessments

Historically national guidance regarding Initial and Core Assessments encouraged Social Workers to be incident focused and only analyse the circumstances of the referred child, leaving other children in the
same family without a clear analysis of their needs or a plan

There were two referrals regarding Julia’s sibling during the period under review and both focussed on the sibling rather than Julia. The Review Team recognised that the existing processes regarding
Assessments did not support a holistic whole family approach. This is in the process of change with the development of the Single Assessment process.

In September 2011 Children’s Social Care received a referral from the hospital regarding Courtney who had been seen in A&E with burns caused by her sister throwing water from a boiling kettle on her back
whilst she was in the bath. The referral also said that the hospital was concerned because Julia’s mother had told them that Julia “had been sexually active since she was 11- 12 years old ". A referral was
opengQJregarding Courtney, but not Julia.

The &npleted Assessment contained a lot of information and family history. The focus was on Courtney and her circumstances, but there was also information provided about Julia. Information was provided
abou(Dulia not having contact with her father because her mother said that he is a risk to children and was allegedly involved in the sexual abuse of a child. The School were said to have raised concerns
aboupgyllia who was refusing to follow instructions, truanting from class, being disruptive and had hit another student in class. In the context of the two previous disclosures of rape and the allegations made in
the refgyral, these were worrying issues, which indicated that Julia had significant needs.

Crucially the conclusion of the assessment focussed almost exclusively on Courtney and the incident which led to the referral. This meant that the referral was not considered to have met the threshold for
services because the incident had been dealt with. Julia’s needs were not analysed and no formal plan of action was put in place, beyond continued support from school for her.

The lack of any Assessment of Julia’s needs during the majority of the period under review meant her needs were not well understood, the issues of sexual abuse not explored fully and the need for Child
Protection processes to be put in place not fully discussed.

Questions Agency Response Actions RAG Constraints/Problems Target Date/Evidence Lead Person Desired Outcome
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8a. Does the
Board
recognise that
the quality of
assessment in
Thurrock is an
issue for the
safety and
wellbeing of
children and
young people?

8b. Does the
introduction of
the Single
Assessment
provide an
opportunity to
improve the
quality of
assessments,
and ensure that
a holistic
approach is
taken?




8c. Does the
Board have any
evidence about
the quality of
Assessments
locally and what
the barriers to
effective
practice might

8d. Does the
Board have an
awareness of
the key issue
for effg§gtive
asse&ment of
you eople
who being
sexu

expl and
what needs to
be put in place
to optimise
assessment
practice in this
area?

8e. How will the
Board know it
has been
successful?




2. Difficulties in escalating to concerns about Adolescents to Child Protection

Over the period of the review the Case Group told the Review Team that adolescents were less likely to be subject of Child Protection processes and the social work team charged with meeting the needs of
teenagers found this frustrating. This has changed over time, and there is now better recognition of the importance of Child Protection processes for this age group.

Given the seriousness of the concerns regarding the disclosure of sexual assault by Julia from the ages of 12 — 14 years, and her mother’s unresponsiveness, it would have been expected that she would have
been subject to Child Protection procedures. Julia made four disclosures of rape in a two year period. Rape of a child is sexual abuse, yet somehow this was not recognised. The police undertook extensive
criminal enquiries to establish the facts of each case and to seek a prosecution of the perpetrators identified by Julia. The lack of a criminal prosecution should not have meant that there was no assessment
of significant harm and a decision made about whether a Child Protection response under Sec 47 of the Children Act 1989 was required.

9a. will the
Boaﬁ&now
that thése

chan have
occu and

are embedded
in practice?
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