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The Support and challenge panel will be used to review repeat CP plans to identify issues 
and draw learning that can be applied to the specific cases being discussed and repeat CP 
plans in general. The panel includes senior managers from across Social work, Health, Police 
and Legal services and meets with the professional team around the child (including the CPC 
chair) to review and analyse the appropriateness of  casework and decision-making around 
removal and re-registration. 
 

Introduction 

This report is an annual review of the key strands of Camden’s Learning and improvement framework.  

The framework enables us to understand the health of our safeguarding system and addresses objective 
four of the CSCB business plan: "Continue to develop a culture of good professional judgement as 
reflected in our Learning and Improvement Framework." 
 
The report reflects on the quality of practice across all agencies over 2015/16, using the components of 
our system for quality assurance, including management information, staff and service user feedback, 
audits, serious case reviews and interagency training.  
The review sets out our learning and improvement activity over the past year; highlighting our strengths 
and pinpointing the areas requiring improvement (and actions taken to address them) in order that we 
can learn from our experience and continue to improve services and outcomes for children.  

1. Performance data 2015/16- Key issues 
 

1.1 Strengths 
 

• There has been a low rate (12.9%) of repeat referrals into the SW service over 2015/16, which 
was lower than London (14.6%), National (24%) and statistical neighbours (21.4%)  for 2014/15 

• 83.5% of Child and family assessments were completed within 45 days. This was above inner 
London (76.7%) and National averages (81.5%) for 2014/15 

• 78% of ICPCCs were held within 15 days. This was significantly higher than inner London 
average (67%) and slightly above National average (75%) for 2014/15 

• Less than 10% repeat CP plans were within 2 years in 2015/16 
• Only 8.5% of looked after children had 3 or more placement moves in the previous 12 months 

in 2015/16. This was below national (10%) and inner London (9.8%) averages for 2015/16 
• Only 3% of children were subject to a CP plan for over 2 years in 2015/16. This was lower than 

the inner London (6%) and national (4%) averages for 2014/15 
• A reduction of risk was achieved in 74% of cases in young people receiving intervention and 

support for CSE in 2015/16. 
• Camden’s proportion of LAC with an up to date dental and health assessment (95%) is higher 

than national (87%) and inner London averages (89%). 
• The percentage of Camden care leavers in education, training or employment aged 19, 20 and 

21 in 2015/16 shows an improvement over the 2014/15 performance, and is significantly above 
the national averages for all year groups.  

 
1.2 Areas for improvement 
 

• Repeat CP plans (all) (21%) are above national (17%) and inner London (14%) averages 2014/15.  
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In response, the NSPCC Graded care profile training is being rolled out to all social staff and the 
multiagency workforce. The GCP tool has been created within MOSAIC and the Neglect policy for 
social workers and CSCB multiagency Neglect guidance have been updated 

In order to address this, work is currently being undertaken to refocus services for adolescents to 
intervene sooner and more intensively and work in close partnership with parents to develop 
family resilience. The Young inspection undertaken in summer 2016 asked parents, young people 
and staff what changes they felt were needed to enable better outcomes for adolescents. 
Application has been made to the Innovation fund to assist in the roll out of the proposed 
multidisciplinary service which includes the provision of FGC and Mediation services, Virtual school 
type educational input, parenting programmes, CAMHs support and a keyworker/mentor led 

       
 

The increase in proportion of residential placements over the last 3 financial years correlates 
with changes in the age and need profile of children looked after. With a greater proportion of 
adolescent children entering care and an older cohort of looked after children with complex 
needs there is an increased need for specialist residential placements and placements which 
prepare young people for independence.  

As at end of March 2016, 38 young people (52.8% of all children in residential placement types) 
were in placements within the Camden Young People’s Pathway. The Pathway has been 
recognised as a model of good practice by National Leaving Care Advisory Service (NCAS) and is a 
model that has begun to be replicated by other local authorities. Pathway services avoid the use 
of out of borough placements and enable young people to be accommodated within the 
borough, close to school and the support of family and local services.  
 

• The proportion of young people aged 13+ who become looked after has risen from 61% to 67% 
in 2015/16.  

 
• Neglect remains the most frequent reason for children coming into care (26.1%).  

 
• The proportion LAC in residential placements (38%) is higher than national (12%) and inner 

London (16%) averages for 2015/16.  

 

2.  Service User Feedback 2015 and 2016 
A number of opportunities are available for young people to give feedback and impact on service 
development, including yearly Young inspections, representation on the children in care council (CICC), 
User satisfaction surveys, feedback obtained via Camden’s Backchat website, attendance by the CICC at: 
full council meetings, the corporate parenting group and meetings with the chair of the CSCB and 
elected members. 

In order to obtain the widest feedback, user engagement opportunities are extended beyond LAC to CIN 
children subject to a CP plan, parents, carers and staff. This feedback is critical to enabling us to 
continually improve and develop our services. 

3 
 



We have incorporated these recommendations into the ongoing development of our work on 
CSE and have: 
- Produced an animated video campaign to raise parental awareness of peer on peer CSE 
- Amended the decision of risk options at CSE strategy meetings to incorporate a 3rd option- 

further assessment/information required  
- Continued to provide CSE training to SWs and multiagency staff to ensure staff are able to 

identify risk and work effectively with YP at risk of CSE 
- In partnership with The Children’s Society have ensured that counselling and independent 

Return home interviews are always available to YP missing from home or care. 

Counselling is available to all young people experiencing sexual exploitation including through 
The Boys and Young Men Project run by The Children’s society and during 2015/16 there was an 
overall reduction of risk in 74% of cases for young people who received intervention and support 
and who had a repeat CSE assessment; an increase on 68% the previous year.  
 
The effect of return home interviews on future missing/absent episodes is also showing an 
impact in terms of risk reduction, particularly for those RHIs undertaken on first time 
Missing/absent children and for those independent RHIs undertaken by the Children’s society. In 
2015/16, for 65% of the 108 young people who had a RHI there was a decrease in missing 
episodes after the RHI was undertaken. 
 

Details on all user engagement activity can be found here: https://www.backchatonline.org.uk/ 

2.1 Young inspectors 2015- Child sexual exploitation (CSE) 

The Young inspection of 2015 considered the services provided to young people at risk of CSE. The 
inspection scrutinised the processes followed and the support offered to young people at risk by 
researching the policy around CSE, interviewing multiagency professionals, holding a focus group for 
young people and carrying out a consultation survey with young people and staff. 

2.1.1 Children and young people  

Young people told us that we needed to: 

• Continue to provide CSE training to all staff working with young people 
• Change decision making at CSE strategy meetings to include a 3rd option “further assessment 

required” before a decision on risk is taken 
• Ensure that parents  are made aware of the peer exploitation form of CSE and of the CSE 

grooming  risk posed by social media 
• Continue to provide RHIs to all YP who go missing and to ensure that an independent person is 

always available to carry out the interview 
• Ensure that the police develop a gentler, non-judgemental approach when dealing with victims 

of CSE 
• Make counselling more easily available and ensure that it also available to boys who are at risk 

of CSE 

2.1.2 Impact  
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Feedback from parents and young people has already been incorporated into our plans to develop 
targeted support to young people aged 10-13. The ongoing project will be fully co-designed with parents 
and young people. We will focus our interventions for children around a key worker/mentor model with 
the aims of building a trusting, consistent relationship with the child.  

An holistic range of services will be provided including: youth support, emotional support and therapeutic 
interventions. 

Specific interventions that are designed to resolve crises, improve family relationships, prevent family 
breakdown and provide family-found solutions will be offered and we will intensify the support provided 
to parents to supply them with the knowledge, support and skills they need to enhance parenting so they 
are prepared for the challenge of parenting teens and can build the resilience and coping mechanisms 
necessary to successfully parent their child through adolescence.  

 

 
 
 
2.2 Young inspectors 2016- Working with teenagers 
 
As part of the plan to refocus services to adolescents; the 2016 Young inspection looked at services 

provided to adolescents. A group of care leavers led the inspection and asked young people, parents 

and staff about current services provided to teenagers and how effective the support was and what they 

felt needed to change to improve outcomes.   

2.2.1 Parents 

Parents told us that their child’s emotional problems, poor family relationships, self-harm and problems 
with education were their biggest concerns. 

2.2.2 They told us that they needed: 

• Access to teenage parenting programmes 
• Ongoing support from professionals to help them sustain good parent-child relationships 
• Advice on dealing with conflict with their child 

2.2.3 Children and young people  

Young people told us that poor family relationships, drugs, emotional problems, self- harm and 
offending were the biggest issues facing them. 

2.2.4 They told us that they needed: 

• Support for YP to be tailored to the individual using a more informal approach 
• A reduction in the number of formal meetings that happen across services 
• To be given a choice of the age and gender of their worker  
• A strong relationship with a consistent worker  
• Good communication 
• The right length of support which should be determined by the young person’s needs and views   

2.2.5 Impact 
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3.  Serious Case reviews 
It is important that where a child has died or suffered serious injury that a rigorous and objective 
analysis is undertaken and that we learn from these cases. The findings from SCRs and Case reviews 
lead to the development of action and implementation plans in order to improve services and reduce 
the risk of future harm to children. 
 
In Camden in the last 5 years, 3 serious case reviews and one SILP review have been undertaken.  All 
reviews have been led by an independent consultant. The children were all under the age of 3 and two 
of the children were less than 9 weeks old.  

The combined key messages arising from these case reviews is set out below. 

3.1 Key Messages  

3.1.1 Working with parents  

• Troubled and needy parents may set out to deliberately deceive professionals and 
professionals should treat parents with respectful uncertainty. Think the unthinkable and 
be aware of the  “halo” effect  

• It is important not to ignore fathers and other males in contact with the household. They 
should always be included in assessments and interventions.  

• When there are indications of disguised compliance for example when parents and the 
extended family offer the appearance of enough cooperation /engagement to allay 
professional anxiety it is important to consider convening a professional meeting to share 
different experiences. 

 
 
  3.1.2 Assessments  

• Assessments must be truly multiagency and multi-professional. This will involve 
conversations, face to face contact and not just an exchange of emails.  

• Don’t respond to incidents, information or crises in isolation. Use Chronologies and 
historical information  

• Assessments must seek out the lived experience of everyday life for the child  
 

   3.1.3 Indicators of neglect  

• It is important to consider the accumulation of concerns because seen in isolation they may 
not appear neglectful  

3.1.4 Domestic abuse  

•   Agencies may fail to understand, accept and assess the impact of domestic abuse on 
children and the link to physical abuse 

• Professionals may believe the victim or perpetrator, without evidence, when they report 
that the violence has ceased  

• All pregnant women should  be screened for domestic abuse during their ante natal service  
• Relevant professionals should be trained in using the domestic abuse risk assessment tools 

( CAADA and Barnados )  
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Details of local (Child B) and national SCRs and action plans can be found here: http://www.cscb-
new.co.uk/?page_id=6109.   
The overview reports and action plans for Child C and D will be posted on the website once 
published. 
 
 
 

 

• It is important to recognise the vulnerability of minority ethnic women. She may be 
trapped not only by a fear of her partner’s conduct and reactions to her allegations but 
additionally by the expectations and religious / cultural norms of extended family and the 
wider ethnic community.  It is important to work with the relevant community 
organisations when the victim is from a Minority ethnic group.  
 

 3.1.5 Working Together –A change of Culture  

• Interagency information sharing is  easier and more effective if in all agencies there is up to 
date information about who and how to contact  

• It is essential to consistently maintain robust interagency challenge, professional curiosity 
and primary focus on safeguarding children When the parents do not engage meaningfully, 
or the professional network is dysfunctional - always consider having professional meetings   

• When agencies are overwhelmed by work it is likely that interagency communication will 
deteriorate. Senior managers should always be informed when this occurs with a view to 
them intervening effectively  

 

3.1.6 The vulnerability of babies  

• Public prevention campaigns help prevent non-accidental head injuries to babies, including 
the danger of shaking babies.  

• Pre-birth assessment to be undertaken in line with the Working Together guidance 
. 

3.1.7 What promotes effective multi-agency practice: 

• It is essential to see the child , constantly keeping the child in mind and assessing the lived 
experience of the child  

• Thorough and reflective practice needs time and capacity. Workload pressure must be 
reasonable or professionals may not respond safely to risks and lack of parental 
engagement. Physical and emotional demands may affect assessments, information sharing 
and recording   

• There is a danger of professionals normalising dangerous and risky behaviour when they 
are exposed to intractable problems. When professionals feel  overwhelmed with too much 
to achieve  they may not be able to do even simple things well 

•  Professionals may need support to challenge families and other professionals.  
 

 
 

4.  Themed multiagency audits 2015/16 
Themed multi agency audits are undertaken at six monthly intervals as part of the Camden LSCB Quality 
Assurance Sub-Group’s programme of audits. Each audit has focused on a specific area of work or 
theme, in order to identify good practice and drive improvements in multi-agency working. The review 
team is drawn from senior managers from the key partnership agencies. 
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The children’s society and Safer London have ensured that the need consider CSA  is 
included in ongoing CSE training for social workers and the multiagency workforce. 
The CSE risk assessment and C&F assessment have been amended to include questions 
about past child sexual abuse. 
Categories for children subject of CP plans have been expanded to include sub categories. 
This will enable Chairs to record Intra familial sexual abuse either as a main category or sub 
category.  

Over 2015 and 2016, the following audits were undertaken: 

4.1 Child sexual exploitation July 2015 
 
A previous audit on child sexual exploitation was carried out in April 2013, which was timed to 
complement the recent implementation of the Camden Strategy on Child Sexual Exploitation (CSE). The 
same theme was revisited in July 2015. The Camden Strategy on CSE was revised in January 2015, and 
this audit will therefore assess the quality of multi-agency practice and the impact of work relating to 
children at risk of sexual exploitation and compare the findings of the previous audit and consider 
whether the recommendations of the previous audit have been implemented and are making a 
difference. 
 
4.1.1 Summary of key findings 

• Assessment, planning and review is good, with plans focusing well on the reduction of risk.  
• The integration of CSE plans with other plans for children (as introduced in the 2015 CSE 

Strategy update) is working effectively, as it enables plans to be more comprehensive and 
family-focused as necessary.  

• There is good attention to meeting an individual child’s needs, including cultural and disability 
issues.  

• Agencies work together effectively, carrying out their own agency role within the plan, and 
communicating well. Consideration is given about who is best placed to undertake direct work 
with a young person, which assists in achieving better engagement.  

• The work of MASE is having a good impact in both individual cases and in developing a more 
strategic approach.  

• A higher proportion of children are engaged in therapeutic support than in the previous audit 
•  Police have been able to intervene in order to ‘disrupt the patterns of exploitation’ in half of 

the cases 
•  Good impact or reduction in the level of risk is evident 

 
4.1.2 Recommendations 
 

• When undertaking an assessment of a child who may be at risk of child sexual exploitation, the 
possibility of past sexual abuse should be considered and explored as appropriate. 
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CSE risk assessments are now completed by LAC Health staff and School Nurses where 
there are concerns identified. Concerns are discussed with the allocated social worker to 
ensure that a CSE plan is made where necessary. 

 

• Where appropriate statutory health assessments for looked after children and school 
health assessments should include a CSE risk assessment and a plan to address risks where 
identified. 

  

• Ensure the child benefits from an appropriate range of support, currently available in local 
provision, which is quality assured and can be effectively monitored by a multi-agency network.  

 

4.2 Multiagency safeguarding hub (MASH) audit November 2015 

The purpose of this audit was to review the functioning of the Camden Multi-Agency Safeguarding Hub, 
(MASH) to ensure that it was operating effectively. The audit sought to establish whether there was: 
good identification of risk, correct application of thresholds, effective decision-making, timeliness, 
secure and appropriate sharing of information, effective partnership working, good management 
oversight and ultimately that children were safeguarded.  

4.2.1 Summary of key findings 

• The overall findings from the audit were positive. Children are kept safe, and in many cases the 
MASH is demonstrating added value, in comparison with a traditional social care duty system.  

• Most cases are dealt with within the agreed timescales, although responses to cases of 
homelessness for families with no recourse to public funds are sometimes delayed.  

• The information gathered through the MASH process is of good quality. However, while most 
agencies are returning the information within timescale, this is not consistently the case.  

•  There is clarity within the team about the need to gain parental consent as appropriate.  
• There is good decision-making about RAG-ratings. There is sometimes a discrepancy between 

the RAG-rating of police notifications and those accorded within the MASH, but this is not a 
safeguarding issue.  

• There is good attention to confidentiality within the MASH, and a good analysis of information 
gathered to guide receiving teams.   

•  There is sometimes a duplication of work when cases are referred both to MASH and IYSS One 
Point, but work is currently being undertaken to address this.  

• Judgements on the quality of work undertaken on the cases, in accordance with Ofsted 
standards, are positive.  

 

 

Safer London and The Children’s society have been commissioned to ensure that support and 
therapeutic intervention are available on an ongoing basis to support victims of CSE. During 
2015/16 there was an overall reduction of risk in 74% of cases for young people who received 
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This recommendation is addressed on an ongoing basis with agencies referring into the MASH and 
is highlighted within the MASH training course and in the MASH information presentations 
delivered to individual agencies. 

 

The issue of consistency of rating is discussed regularly at MASH operational and steering group 
meetings and during daily discussion. 

 

This is now regular practice with the information passed directly from MASH to the allocated social 
worker for follow up. 

 

The MASH record has been amended to address this recommendation. There are now text boxes 
to record both the initial and the revised RAG rating and a further box to record the reason for the 
change in RAG rating. 

 

 

4.2.2 Recommendations: 

• Partnership Working: Clarification needs to be given to all agencies from whom information 
may be requested, to ensure that partners are aware of the timescales in place for returning 
information for each of the RAG ratings and that partners are aware of the importance of using 
the CAF to make referrals, gaining the consent of parents unless there is a safeguarding 
concern.  

• Consistency of RAG-rating: There should be further discussions and/or example-based training 
between the Police Team and MASH Social Care managers to develop a clear understanding and 
a consistent approach to the application of RAG ratings to levels of risk and need. 

 
• Open cases: New information received about cases which are open to another team should be 

passed to the receiving team to respond. 

 
• Initial RAG-rating: The Initial RAG rating accorded to a case should not be changed. Any 

difference to the level of risk and need should be reflected in the Re-RAG rating.  

 

4.3 Self- harm audit July 2016 

The area of self-harm had not been considered before. It was put forward by CAMHS professionals as a 
current priority area.  The audit focussed on whether an appropriate response was made to incidents of 
self-harm; and whether agencies worked together well to achieve good outcomes for the child or young 
person. 
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A Task and Finish Group has been set up to focus on Adult and CSSW working together in order 
to address the above recommendations. The group includes professionals from CSSW, Health, 
CAMHS, Adult Mental Health, Family Action  
A ‘Working Together’ Workshop is planned for 27th June 2017. A range of multi-agency 
professionals have been invited to attend including, Adult Mental Health, Adult Social Care, 
Children Services and Social Work, Police, Health and Voluntary Organisations.  
 

 

4.3.1 Summary of key findings 

• Assessment, planning and review for this cohort of young people is good and comprehensive 
and is focussed on a reduction of risk as well as the individual needs of the young person 

• CAMHs assessments are responsive and effective and provide good plans for therapeutic 
intervention 

• Social workers engage well with young person and work hard to build trusting relationships  
• The voice of the child comes through in many of the cases and is a positive area of work 
• There is good management scrutiny and regular supervision or consultation provided to front-

line practitioners working on the cases 
• Agencies work well together with clear roles and communication 

 

4.3.2 Recommendations 

• Consider holding professionals meetings to assist planning, ensure effective communication and 
resolve differences of opinion on case direction 

 
• LAC health to consider using the PATHOS screening tool 

 
• Training should be provided to schools and other settings to enable recognition of risk and to 

limit harm 
 

• Practitioners should consider the possible impact of parental mental health on the young 
person to enable the development of multi-agency plans that reduce adverse impact on the 
young person 
 

4.3.3 Progress 

 

4.4 Parental mental health audit November 2016 

This audit topic arose from the previous multi-agency audit of children who self-harm, undertaken in 
July 2016. In that audit, it was noted that the mothers of 4 of the 5 children who were living at home 
had significant mental health problems.  The QA sub-group noted this potential correlation and were 
keen to establish whether agencies working with families where there were parental mental health 
problems sufficiently considered the potential impact on the children, in order to reduce any adverse 
impact as the child grows up. A recommendation of the self-harm audit was to identify and develop 
good practice in this area of work, particularly in joint working between adult mental health services 
and children’s services. 
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Representatives of the QA Sub-group will identify current good practice and gaps in relation to this 
area of work, particularly in joint working between adult mental health services and children’s 
services. 
Proposals for guidelines on improved ways of working and service delivery will be further 
developed through workshops. The first workshop has been arranged for June 2017. 
Strategic support will be sought through the CSCB to strengthen joint working between adults’ and 
children’s services. 
Updated guidance and practice initiatives will be rolled out to front-line practitioners across all 
relevant services. 

 

4.4.1 Summary of key findings 

• Communication with adult mental health is less effective when a parent is not allocated to a 
care coordinator.  

• Children’s plans, whether LAC, Child Protection, or Child in Need are generally good, 
comprehensive and effective and appropriate services are called upon.  

• Multi-agency working between children’s social workers, schools and community health is 
good.  

• Expectations of consultation with the CAMHS Whole Family Service need to be clarified. 
However, there has been a positive impact on many of the children in the audit sample. 

4.4.2 Recommendations 

• When making an assessment of a child, adult or family, practitioners should consider the impact 
or potential impact of parental mental health problems on the child or children, so that a multi-
agency plan can be developed to reduce any adverse impact as the child grows up. 

• Adult mental health workers should attend core groups or other child-focused meetings and the 
children’s social worker should attend CPA meetings whenever appropriate and good 
communication should be maintained between formal meetings.  

• Participation from Adult Mental Health and Drugs and Alcohol Services at Child Protection Case 
Conferences should be improved. 

• There should be a clear process for CSSW and Adult Mental Health services to seek relevant 
information from each other’s services including out-of-borough services. The process should 
include when and how to escalate. 

• All initial assessments in mental health services will consider whether a person has contact or is 
responsible for looking after children and how their mental health issues may affect their care-
giving for children. 

• There should be a clear system and practice guidance relating to when to consult on a case with 
the CAMHS Whole Family Service and how such consultation should be undertaken. 

• When holding systemic group supervision on a case involving parental mental ill health, the 
mental health worker should always be invited to participate and there should be clarity about 
the required frequency of individual supervision when combined with systemic group 
supervision.  
 

4.4.3 Progress 
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5.  CSSW case quality audits March to November 2016 
The purpose of case quality audits is to “dig deeper” with a view to identifying practice issues, common 
themes and learning points. The auditors include all CIN and LAC team managers and all IROs. The 
auditors carry out the case file audit on their own using a generic template.  As part of the audit process 
the auditor is expected to meet the allocated social worker to discuss the findings and to hear from the 
social worker their view on the case and what promoted and what hindered good practice.  This 
meeting is essential because of the learning social workers can add about front line practice. Two weeks 
later the auditors meet to moderate ratings and to identify common themes and practice issues.    

Case audits take place on a 6 monthly basis and auditors rate the case using the Ofsted descriptors; 
outstanding, good, requires improvement and inadequate.  

During the period 53 cases were audited and were graded as below: 

Auditor judgement Total % 
Outstanding 4 7.5% 
Good 33 62.3% 
Requires improvement 16 30.2% 
Inadequate 0 0.0% 

 

5.1 Summary of key findings 

• In 97.6% of cases the auditor could see evidence that services worked well together to improve 
outcomes 

• In 97.6% of cases the response to referral was judged to be appropriate to risk 
• In 95.5% of cases the assessment was felt by the auditor to give a clear understanding of the 

child’s situation 
• In 95.5% of cases audits assessed that the child was kept safe  
• In 95.5% of cases auditors felt that appropriate actions were taken as a result of reviews 
• In 94% of cases plans included clear objectives including those to reduce risk 
• In 92% of cases audits found that services had been well co-ordinated with no gaps 

 

5.2 Progress  

The latest audit indicates an improvement on the previous audit (September 2015-Feb 2016) in the 
following front line practice areas:  
 

• 19% improvement in the quality of direct work with children   
• 13% improvement  in children having a trusting relationship with their social worker  
• 12% increase in auditor judgement on whether social work was appropriately supported by 

their line manager.  
• 10% increase in auditor judgement on whether appropriate services in place 
• 6%  increase in the quality and timeliness of  case recording 
• 6% increase in the appropriateness of response to referral  
• 3% improvement in child being kept safe 
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Whilst there has been a 12% increase in evidence of regular and timely supervision recorded on 
file; it remains an important area of development. Ongoing work will include: Service and team 
managers ensuring that supervisors and social workers are assisted and supported in enabling 
supervision to take place at regular intervals and be recorded on file in a timely manner; social 
workers to be reminded to record on file all informal supervision, consultation and reflective 
discussion held with their supervisor; the systemic and individual case supervision templates to 
be integrated. 

 

IRO leads for CIN, CP and LAC to quality assure this process and check that each case subject to 
review has a suitable contingency plan in place. 

 
 

5.3 Areas for improvement 

• In 67.3% of cases the auditor felt the social worker had been appropriately supported and 
directed by their line manager 

• Only 75% of cases had a contingency plan in place  

 
• In 78.7% of cases direct work has been carried out and judged to be effective 

 

6. Section 11 audits 
 
Section 11 of the Children Act 2004 places duties on a range of organisations and individuals to ensure 
their functions are discharged in a way that safeguards children and promotes their welfare. The CSCB 
holds the responsibility for monitoring and evaluating the effectiveness of this duty and on advising 
organisations and individuals on ways to improve. Section 11 audits are undertaken yearly as part of the 
Camden LSCB Quality Assurance Sub-Group’s programme of audits with each audit focusing on a 
specific service. A section 11 audit tool covering the required areas of scrutiny is sent to each 
organisation within scope and a multidisciplinary panel meets to review the responses. 

Over 2015 and 2016 the following sec 11 audits were undertaken: 
 
6.1 Schools Sec 11 audit September 2015 

All schools within Camden were asked to complete the sec 11 audit tool In September 2015. 

There has been a 19% improvement in this area since the last audit. An analysis of the audit 
process has revealed that auditors may have a narrow view of what constitutes direct work. 
Auditors are therefore to be reminded to evaluate all work recorded on file where the child’s 
wishes and feelings have been ascertained and recorded- including consultation forms, one to 
one sessions, interviews and supervision records in addition to planned, creative sessions using 
tools and resources. 
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74 schools completed the questionnaire including all State Primary, Special, Secondary, Academies and 
Free Schools and 19 of the 28 Independent schools. (Independent Schools who did not respond were 
contacted to ask them to complete as a matter of urgency). 

6.1.1 Summary of key findings 

• All schools completing the survey ensured that induction for new staff included training on 
safeguarding; this included requiring staff to read statutory safeguarding documents and school 
policies and to demonstrate an understanding of their responsibilities before signing a 
document that is kept on record to show that it has been completed.  

• All but four schools have a staff handbook which is given to staff and includes relevant 
safeguarding policies.  

• All schools update their safeguarding policies to reflect new duties, for example, those 
associated with FGM and Prevent.  

• All schools annually review their safeguarding procedures using the safeguarding audit provided 
by Camden or the LDBS 

• Some schools have safeguarding procedures and whistleblowing policies prominently displayed 
in the reception area of their schools. This is good practice which will be encouraged across the 
borough 

• All schools make good use of the information emailed by the LA and the CSCB to support 
safeguarding.  Events such as the Designated teacher meetings are recognised as being very 
helpful and informative, and schools have knowledge of contacts and teams in the Council to 
approach when needed, for example, the MASH, the LADO, and the social work teams. The 
CSCB website was quoted by several respondents as a helpful source of support. 

• All schools report that pupils are encouraged and enabled to report concerns/complaints. 
• All schools responded that they have clear arrangements for the completion of risk 

assessments, in relation to school activities, educational visits and pupils with behaviour that 
could place themselves or others at risk. 

• All schools have agreed procedures for managing allegations or concerns about safeguarding 
issues relating to staff. 

• Overall the audit provided an important reminder to schools of safeguarding requirements and 
helped DPs to reflect on the effectiveness of practice and training needs over the coming year. 

6.1.2 Recommendations 

• A letter will be written to all Independent schools that didn’t respond asking them to complete 
a survey which will be re-opened in the second half of September. Should they not complete 
the questionnaire; a mandatory charged review by the LIS will take place. 

• All schools where concerns regarding compliance have been raised will be contacted urgently to 
ensure that appropriate action is in place to rectify issues. 

• A report on the outcomes of this survey will be circulated to all head teachers, Chairs of 
Governors and Independent school proprietors, with safeguarding on the agenda for head 
teacher and Chairs meetings. 

• Requests for particular training will be included in the termly Designated teacher meetings in 
the coming year 
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6.1.3 Progress 

 

6.2 Early years providers Sec 11 audit September 2015 

In 2016/17 Early years providers including private and voluntary settings, Children centres and 
Maintained nurseries took part in the Section 11 process. 74 responses were received out of 78 (95%). 
65 responses from PV settings and 9 from the maintained children centres. Some settings, where there 
is shared ownership/management, provided joint responses. 11 audits were returned to settings 
because they were incomplete e.g. missed questions or sections.  Some settings were alerted to or 
provided with current advice and/or documents that would support them to complete identified 
actions.  Some audits were also returned where answers were identified as needing further 
qualification. Of the 9 maintained children centres and nurseries audits, 8 were completed through 
individual interview and 1 submitted a completed audit by email.  

6.2.1 Summary of key findings 
 

• Response rates to the sec 11 audit tool were high  
• 98% of settings have a written policy and procedures for Child Protection 
• 87% monitor compliance of policies and procedures 
• 94% have arrangements in place for record keeping in relation to safeguarding concerns 
• 96% have a written statement covering the use of mobile phones and cameras at work 
• 90% have an explanation of the action to be taken in the event of an allegation being made 

against a member of staff 
• 90% have an identified person or persons to take on safeguarding responsibilities in the absence 

of the named person 
• 84% of named persons have undertaken training 
• 87% of settings have arrangements in place to ensure all staff are trained in safeguarding 
• 87% keep a list of DBS checks for agency staff. 
• 48% have undertaken training on e-safety, FGM or the Prevent Duty. 
• Feedback from settings has been that it has been a useful exercise in raising their awareness 

and reminding them of their duties in this area.  
• The actions that settings need to take to ensure that they are meeting all the standards are 

clear and settings know that support is available to help them achieve the actions. 
 

6.2.2 Recommendations 

• An action plan will be developed to address the findings of the audit and to ensure full 
compliance with the standards across all settings. The action plan will be developed by the IEYS, 

A 100% response rate to the audit tool was achieved by September 2016. The initial responses found 
that 63 (67%) of schools were fully compliant with all 18 criteria. Each school that was non-compliant 
in any of the criteria was followed up between September 2016 and January 2017 and offered support 
to meet the criteria. After follow up support 91 (97%) of schools were compliant in all 18 criteria. 3 
schools (1 primary and 2  Independent schools) remained non-compliant for Criteria 14 Training on 
Prevent- for governors (non-statutory). Regular information will be provided to all schools on where to 
access Prevent training 
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An action plan has been developed and will be used to address compliance across all settings.  
 
A decision has been made to use the London councils section 11 template for future audits and 
a completed ‘gold standard’ exemplar will be written and disseminated to all settings to 
encourage best practice. 
 
A training course on section 11 compliance and meeting the standards will be devised and made 
available to managers across Council and Private and voluntary settings.  

in partnership with the Early Years Team within Camden Learning, and a targeted training 
programme will be developed for the sector. 

• A ‘gold standard’ example of an audit will be developed and distributed to settings for them to 
compare their own audits against and identify gaps/actions 

• The responses section of the sec 11 audit summary report to be shared at the termly Camden 
Early Years Partnership Meeting to raise awareness and explore strengths and weaknesses 

• Summary of key points/weaker areas from audits to be shared via email and within an article in 
the IEYS newsletter 

• During annual visits the advisory team to check with PV managers that all questions have been 
answered, identified actions completed to ensure update as necessary. Children Centre 
Development Managers to do the same with Heads of maintained children centres and 
nurseries.   

• A review of sec 11 audit tool to be undertaken in conjunction with the CSCB to consider any 
changes that need to be made to questions, headings etc 

 

6.2.3 Progress 

 

7. CSCB training programme 2015 and 2016 

Multiagency training is an effective way of bringing together professionals from different agencies to gain 
a better understanding their roles and responsibilities for safeguarding and protecting children and young 
people. 

7.1 Progress  

Over the 2015/16 academic year, the CSCB delivered 51 training events to 754 staff across the 
multiagency network. including courses on serious incident case review; online safety, gangs, forced 
marriage, sexual health of young women, MASH; safe recruitment; impact of abuse on adolescents, role of 
the safeguarding lead alongside the ongoing safeguarding courses dealing with the impact on parenting of 
domestic abuse, substance misuse and mental health.  

The training programme is reviewed termly so that it can be responsive to demand and emerging issues. 
Over 2015/16 new courses were added including 2 courses on CSE and Prevent. 

There is a wide spread of attendance across agencies with a slight reduction in attendance from the 
voluntary sector and children’s social work showing the greatest increase. Positive feedback on training is 
always at a high level. 
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CSCB Child Sexual Abuse Conference (100 staff attended from across the multiagency network) 

Post conference evaluations revealed the following impact on staffs’ work: 
“Raised awareness and knowledge of resources that can help am better equipped to identify CSA/CSE.” 
 
“Much clearer on the subject and so have more confidence about how to handle disclosures and how 
preventative work can be incorporated into my work”. 
 
“Am more confident and have new tools to assist in discussing what can be a difficult topic with parents 
and children”. 
 
“More confident to look at CSA as a possible factor and more ideas about how to respond”. 
 

                   
     

 

CSCB Online safety (74 staff attended from across the multiagency network) 

Post conference evaluations revealed the following impact on staffs’ work: 

 “Excellent up to date coverage of the key online safety risks. It will allow me to tighten procedures in my 
school and give up to date information to staff- all adding to an improvement in our provision for keeping 
pupils safe”.  

“The conference gave me lots of different ideas on how to involve parents in this subject and has provided 
me with ways on how to teach this through PSHE&C”. 

 “I will be able to give accurate information to children during anti-bullying workshops on how they can 
protect themselves online and where they can get help and support”. 

 

7.2 Training evaluation process 

The CSCB continues to use the Pan London safeguarding training evaluation model; a 3 stage evaluation 
tool that seeks evaluation from delegates before training, immediately after the course and then again at 
3 months post training when the evaluation is completed by the delegate and their line manager to 
establish the long term impact of training on practice including evidence of improved outcomes for 
children. 

We consistently achieve a 100% return from delegates for stage 1 and 84% for stage 2 with over 50% for 
stage 3. This is much greater than the response rates reported by other London boards. It is likely that this 
is because we have adopted an online process for evaluation. 

The evaluation process now also includes a trainer feedback form which is proving helpful in identifying 
any issues arising during training. 

7.3 CSCB workshops and Conferences 

Multiagency workshops on key issues are held throughout the year. In 2015/16 workshops were held on 
Abuse Linked to Faith and Belief, Domestic abuse and Female genital mutilation. 

Two CSCB conferences were held over 2015/16 on Child sexual abuse and Online safety. In addition, a 
joint conference on Safeguarding and social media was held together with the City and Hackney 
safeguarding children board, aimed at independent schools across the 3 boroughs. 
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This is an ongoing action with regular review of single agency safeguarding training an agenda item at 
each meeting of the sub group. 

 

A detailed CSE training strategy was developed which recommended the inclusion of CSE into all 
single agency safeguarding training and the commissioning of two levels of CSE training (awareness 
and intervention). A programme of training was already in place for the social work service and YOS 
so the strategy focussed on wider staff. Safer London were commissioned to deliver 6.5 courses a 
year within the  CSCB training programme as well as the delivery of 4 courses direct to the YP 
housing pathway providers and Safer schools police officers. Seen and Heard training was delivered 
to The Health sub group and the GP leads forum. Training on CSE  is now embedded and there has 
been good uptake across all services including social care, YOS, schools, housing, early help, youth 
service and GPs. Feedback from course attendees 3 months post training included the following 
comments on the impact of the training: 
 
“It has helped me to improve YPs resilience when they have experienced these situations which has 
helped them achieve their goals and potential” 
“As I manage the Early Help service it is supporting the early identification of YP at risk”.  
“I have more confidence in approaching this difficult topic with YP and also now know where to 
access support and guidance from other services”. 

 

7.4 Training for schools 

The CSCB continues to deliver biennial whole school CP training as well as courses on the role of the 
designated teacher, the role of the school governor, Prevent and Safer recruitment training. This enables 
the CSCB to assure the quality of single-agency safeguarding training to schools and ensure that it is up to 
date and considers local issues. 

In order to meet the requirement that school staff receive regular safeguarding updates outside of the  
two yearly safeguarding training; the CSCB now provides 6 weekly bulletin updates to designated leads 
and governors on any changes in safeguarding or child protection legislation. Designated safeguarding 
leads are responsible for communicating this information to school staff on a regular basis via 
workshops or discussion in staff meetings. 

The CSCB holds termly Designated teacher meetings where designated leads from across Camden’s 
state and independent school sector, early years settings and local FE colleges, meet to keep up to date 
with new policy, emerging issues and local safeguarding and child protection procedures and working 
practices. Over 2015/16 the meetings have included presentations on: Dealing with extremism in 
schools; Cyberbullying; CSE; CSA; Early help; Children missing education; Supporting LAC; Online safety  
and grooming and substance misuse.  
 
7.5 Areas for action/Impact 
The following areas were identified as priority areas for development by the training sub group over 
2015 and 2016: 
 

 Work with single agency training providers to avoid training duplication 

 Develop a training strategy across the children’s workforce on working with teenagers at risk of 
sexual exploitation.  
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Two Domestic abuse workshops were held across 2015, these were Family violence and the non-
abusing parent and Working with perpetrators of family violence. The purpose of the 
multiagency workshops was to develop further insight into how DVA may affect the function of 
the professional network and to move away from formulaic responses to DVA and explore how 
services could work differently with parents including through the use of language; the impact of 
diversity and the involvement of men. 
Feedback included: 

“The workshop has assisted me in thinking about more subtle clues of domestic abuse when 
meeting with young people.” 
 
“It has helped me be more reflective in my supervisions and support staff.” 
 
 “In my team we have used the workshops for team learning and further development to inform 
our current practices around information sharing and a more systemic approach to 

  
 

 

 

Following successful implementation in 2014/15 of the 3 stage training evaluation model for 
CSCB training courses; members of the L&D sub group have begun to pilot use of the 3rd stage 
(impact on staffs working practice and outcomes for children) for single agency training courses 
within their agency, including Health and Social care. Feedback will be reviewed at future sub 
group meetings. 

 

The email distribution list for the advertising of CSCB training courses has been widened to include all 
heads of service across adult social care. In addition the central Training and development service now 
has a separate page on their website (TDS Online) which signposts all staff to the CSCB training 
programme. In January 2016 it was agreed that a series of courses would be run jointly with the 
Safeguarding Adults Board (SAB). Six cross-cutting priorities have been identified by the HWB, CSCB 
and SAPB and include: Domestic abuse, FGM, MASH, Parental mental health, Parental substance 
misuse and CSE. 

 

 
 

 Hold a series of interagency workshops on Domestic abuse to encourage the sharing of 
expertise about frontline practise 

 

• Promote the use of the Pan London 3 stage evaluation methodology for single agency training 
as a method to measure impact of training on outcomes for children 

 
 Ensure that relevant training courses are advertised to a wider group of adult social care staff to 

improve take up and to encourage joint working and sharing of good practice 
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A series of workshops on the SILP and SCR were held over 2015/2016. The workshops were 
designed to explain the purpose of case reviews: to explore the findings of the most recent SILP 
and SCR and to develop skills and knowledge that would enable learning from the findings- 
specifically effective multiagency communication, escalation, challenge and working with non-
engaging families.  
The workshops were jointly delivered by Health and CSSW. Given the nature of the case reviews, 
the event was targeted at social workers, health visitors, early years staff, GPs and midwives. To 
enable good uptake, the event was run 4 times over the year with over 172 staff attending.  
Feedback included: 
 
“I am now more confident in challenging decisions made by other agencies and I am able to do 
this in a non-blaming way.” 
 
“Information from the workshop has been disseminated throughout the GP practice and we have 
changed our practice around the discharge of newborns. We are arranging closer links with the 
health visitor and midwifery services, ensuring that all delivery notifications are reviewed. We will 
implement a system to ensure new babies are seen at the practice and to keep up to date with at 
risk children.” 
 
“ h  i   h  k  ill i  d k i   hi  h ld bl  b  

    
 
 

• Tailor training events in light of the learning from the Significant Incident Learning Process (SILP) 
Case Review and SCR.  
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