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1. Purpose of Report 
 

To provide the sub-committee with an introduction to the Annual Report of the 
North Tyneside Safeguarding Children Board (NTSCB).   

 
2. Recommendation(s) 
 

The sub-committee is recommended to consider, make comment upon and note 
the NTSCB’s Annual Report. 

 
3. Details 
 
3.1 In 2015 the sub-committee established a sub group to examine child sexual 

exploitation in the borough.  One of the recommendations of the sub group was 
that the Children, Education and Skills Sub-committee should receive the 
NTSCB’s Annual Report every year.  

 
3.2 The NTSCB Annual report will be published in October 2017 and is enclosed for 

the sub-committee’s attention. 
 

3.3 Mr Burrows, the Independent Chair of the NTSCB, has accepted an invitation to 
attend the meeting. 

 
4. Appendices 

 

 North Tyneside Safeguarding Children Board’s Annual Report 2016/17. 



 

North Tyneside Safeguarding Children 

Board 
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1.  Introduction 

 

Welcome to our annual report for 2016-17. Each Local Safeguarding Children Board 

(LSCB)  is required to publish an annual report to show how the partnership met its 

responsibilities and statutory functions. These are to support partners in their efforts to 

coordinate the services they provide so as to ensure that children are protected and their 

welfare is promoted.  

The partnership is also expected to be able to have a view as to how effective these joint 

working arrangements are in order to support learning and improvement.  

The annual report sets out the key developments in the year and the difference the LSCB 

made as a partnership. It also identifies the things that the partnership and partners need to 

continue to work on as well as any new actions that may be required.  

Although the responsibility for services and the outcomes these result in for children and 

young people, rests with each partner, it is important that as a partnership we are able to 

demonstrate that we are objective, independent, transparent and fair in the support, 

scrutiny, challenge and encouragement we provide.  

We hope that you will find that the report helps you to better understand how organisations 

and people work together and the contribution the Safeguarding Board has made to this. It 

sets out how these arrangements can continue to improve on the basis of the Safeguarding 

Board and partners being able to objectively and critically learn from what works well and 

act to improve what may not work as well as was intended. 

 

We have tried to make this report as easy to use and understand as possible, but as 

safeguarding is a complex area involving literally thousands of people from many different 

organisations and professions, it may not fully succeed in this. The report will therefore 

seek to summarise the Boards’ work in 2016/17 and provide some examples as well as 

links to further information and evidence. 

 

The report is intended to provide you with enough information to improve your 

understanding of joint working arrangements to protect children and young people in North 

Tyneside, and to assist you in forming your own view as to the effectiveness of these 

arrangements on the basis that “safeguarding children, young people and adults is 

everyone’s business”.  
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The report was formally commissioned by the Board in March 2017 and will be published in 

October 2017. 

 

Wherever possible we have sought to avoid the use of acronyms; overtly technical 

language or jargon. If we have fallen short in this respect or you have any other questions 

or queries then please contact us. 

 

In order that the report is as concise and focused as possible we have used hyperlinks to 

take you to further information and/or supporting evidence. If you are not able to utilise 

these, please contact us and we can arrange for this information to be made available.  

 

If you require a version of this report in a different format or language please contact us. 

 Email: lscb@northtyneside.gov.uk  

Tel: 0191 643 7373      

 

The report is formally sent to: 

- The Chief Executive of the Local Authority 

- The Chair Person of the Health and Wellbeing Board  

- The Police and Crime Commissioner for Northumbria 

- The Chief Executives and/or senior leadership of all organisations who constitute the 

LSCB. (For membership see appendix 1) 

- The report is published on the LSCB website   

- The report is formally tabled at the Health and Wellbeing Board, The Children, Young 

People and Learning Partnership Board, North Tyneside Council Scrutiny Committee, 

Safeguarding Adult Board (SAB), Community Safety Partnership and Domestic Abuse 

Partnership. 

Board members assume responsibility for ensuring the report is considered within their own 

organisations.  

mailto:lscb@northtyneside.gov.uk
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2. Independent Chair’s Executive Summary 

 

Over the past three years the LSCB has steadily developed and improved its influence and 

impact through its highly regarded multi agency training and learning programme; the 

provision of policies and procedures for joint working and the promotion of what to do when 

there is a concern for a child’s safety.  It has also ensured that partners are committed to 

and clear about how they will cooperate in responding to such concerns. 

In setting standards  for how people work together to create better outcomes for children, 

the LSCB has been able to develop its capacity to independently scrutinise these efforts 

through monitoring of performance and a better understanding of quality. The formal review 

of practice by looking in detail at cases has also seen consistent improvement. This has 

meant that partners have continued to need to adjust and develop their work and how they 

relate to and contribute to the partnership. This has strengthened how partners are able to 

check out, challenge and be assured that what they do separately and together is making a 

difference.  

This means that whilst this report focuses on concrete and measurable activity and 

achievements it also has to consider the elements of partnership and joint working that are 

harder to measure and describe.  

As the independent chair I am very aware that those who provide leadership have a wide 

range of responsibilities and competing priorities, so I am appreciative of the fact that 

partners continue to invest in the work of the board, even though this is sometimes difficult 

for them. We continue as a partnership to develop the way we address our role, balancing 

the challenges of brokering and bringing together different perspectives  with the capacity to 

form an objective overview of how joint working arrangements are working across North 

Tyneside, and most importantly what this means for vulnerable children, young people and 

their families. The fact that we are able to have a range of conversations at the board and 

outside of the board, focused on and informed by evidence means that we continue to listen 

to each other and to act differently as a result. This also means that we have to sometimes 

hear about things that are difficult and during the year we have continued to improve the 

way we address challenge, and this is to the credit and integrity of those at all levels across 

the many organisations who we rely on to play their part in protecting children.  

The different roles, scope and purposes of the organisations who contribute to the 

partnership can mean that achieving clarity, a common understanding and purpose is an 
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ongoing challenge. For those outside of these arrangements and perhaps for some front 

line practitioners it can sometimes appear less than clear, so as a result we have to 

continue to make sure that the way it all works and how we work together is as clear as 

possible.  

We also know as we have improved our dialogue with children and young people that they 

can struggle to understand what to expect and what is expected from them. To this end we 

welcome as a partnership the significant investment being made by the Local Authority in 

“Signs of Safety” which provides all of those involved with a ways of involving each other in 

a safer and more inclusive approach to helping families and making decisions that are best 

for children. As a partnership we embrace this approach and will in the coming year firm up 

how we can support this across the partnership and be assured that it is making a 

difference.  

During the year we considered, scrutinised and provided advice in respect of the important 

changes taking place in the ways in which partners organise and provide early help on the 

basis of multi agency locality based teams. We have seen the vision for this as well as the 

practice develop over the year and continue to support these developments as well as 

making sure that the most appropriate measures are in place so that we can be assured 

that this new approach is fitting in with the approach to how we protect children.  

We have also seen as a result of a strong lead from the police and the Local Authority the 

transfer of learning as a result of how partners have engaged with Child Sexual Exploitation 

(CSE) and this is leading to some significant changes in how partners work together to 

share information and use this information to make decisions as to how best to become 

involved with children and their families.  

The Ofsted inspection of the Local Authority and the LSCB took place within the year, and 

was affirming of arrangements partners have and that the Local Authority provides child, 

family and community focused leadership and services. This also reminded us that 

successful outcomes for children and those who care for them is not only about 

organisational and process issues, but about principles, culture and how we create the right 

conditions for people working together. In the coming year the partnership will further reflect 

on how it can continue to influence and model working relationships at all levels that 

promote collaboration, cooperation and the capacity to work out differences. In this respect 

we feel there is a strong parallel with what happens when practitioners engage with children 

and their families.  
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During the year the partnership made good steps to close some of the gaps and 

complications that exist as a result of the different bodies and responsibilities that are a 

necessary factor in providing public services at a national, regional and a local level. Our 

aims will remain simple: to improve clarity and understanding about the importance of joint 

working arrangements to protect children and the means by which we are assured these 

are good; to support the recognition, that how the protection of  harm to children and 

therefore prevention of circumstances that can contribute to this, comes together at the 

highest level of determining local and regional priorities. To help make sure that the many 

different approaches to prevent children being harmed are as integrated as possible to 

reduce duplication of effort and to promote shared learning. We will need to continue this 

work in the coming year especially as many things continue to change. 

During the year the government commissioned a review of LSCB’s, Serious Case Reviews 

and Child Death reviews as a part of its agenda to support the improvement of social work 

and provide Local Authorities with greater freedoms to innovate and achieve improved 

results. Whilst the legislation that resulted in the Children and Social Work Act, April 2017  

did not include many of the measures intended to help Local Authorities, it did result in 

some changes for the social work profession and those responsible for the delivery of social 

work led services for children. It also adopted the outcomes from the Wood Review which 

means that in the coming years the Local Authority, the Clinical Commissioning Group 

(CCG) and the Police will be designated Statutory Safeguarding Partners (SSP) and will be 

required to identify revised arrangements to replace the current LSCB. At the time of writing 

it is anticipated that the Department for Education will enter into consultation about the 

revised Working Together statutory guidance in the autumn/winter of 2017/18. This is likely 

to provide more detail as to what will be required. Until there are any changes to the 

present arrangements, which it is anticipated will need to be in place by April 2019, it has 

been made clear that the partnership will need to maintain its current statutory 

responsibilities and functions. As a Board we have been proactive in monitoring and 

responding to this, and have identified a number of opportunities and risks that will be 

reflected in our revised plan and programme.   

In conclusion, the year as with previous years has seen continued changes and 

uncertainties and we remain a committed and resilient partnership who discharge our 

responsibilities and functions in an efficient, effective and increasingly proportionate way. 

Our continued development based on our vision of what’s important for protecting children 

and promoting their welfare, is built on open and informed relationships, a willingness to 
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look at things that can be difficult and a confidence that we can arrive at a point where we 

are assured that this is making a difference for children. We have identified some of the key 

risks and opportunities that may influence our capacity to build on where we are now, and 

there will continue to be challenges that arise from complexity and competing agendas. We 

will need to be satisfied as partners embark on further changes as a result of necessity and 

learning, that they have been able to do this on the basis of how this will improve the joint 

working response. Therefore as a partnership and with other partnerships we will need to 

continue to strive for an increasingly mature and sophisticated understanding of what 

makes for an effective and integrated response to the risks children face and how we can 

be assured that the outcomes are the best possible. 

 

Richard Burrows   

Independent Chair 
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3. Local Safeguarding Children Boards 

 

The Children Act 2004 requires each local authority to establish a LSCB for their area and 

specifies the organisations and individuals including the local authority that should be 

represented. The LSCB’s statutory functions are to: 

 To coordinate what is done by each person or body represented on the Board for the 

purposes of safeguarding and promoting the welfare of children in the area; and  

 To ensure the effectiveness of what is done by each such person or body for those 

purposes. 

 

LSCB’s have a range of roles and statutory functions including developing local 

safeguarding policy and scrutinising whether agencies who work with children are doing 

what they said they would. A LSCB is not directly responsible for the provision and delivery 

of services but does seek to make sure that protecting children is a shared priority amongst 

agencies who work with children and their families.   

 

What we do 

 

The Board’s main responsibilities comprise: 

 Case Reviews - including the Serious Case Review (SCR) function; 

 review of all child deaths in North Tyneside; 

 support for joint working to protect children, through the provision of policies, 

procedures, protocols and best practice guidance; 

 effective multi agency safeguarding training, including direct provision;  

 arrangements for managing allegations regarding an individual working with children; 

and  

 advice on safe recruitment. 

 the evaluation of the effectiveness of early help arrangements 

Further clarification of the function of LSCB’s can be found here 

 

North Tyneside Safeguarding Children Board (NTSCB) has: 

 Membership which reflects the breadth of the safeguarding agenda and is compliant 

with of Working Together 2015 (see appendix 1). 

http://www.legislation.gov.uk/uksi/2006/90/regulation/5/made
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/592101/Working_Together_to_Safeguard_Children_20170213.pdf
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 arrangements in place to enable its statutory functions to be met and priorities to be 

effectively progressed 

 groups which sit under the LSCB have up to date Terms of Reference that outline 

their responsibilities and accountability 

 clarity of role and function described in the Constitution and Governance 

Arrangements which is signed up to by NTSCB members 

 

 

4.  Going Forward - the National Safeguarding Context 

Going forward there is a period of significant change to the role of LSCBs. Both the ‘Wood 

Report: Review of the role and functions of LSCBs’ March 2016, and the response from the 

Government were published in 2016. The reports indicated changes to the strategic and 

statutory arrangements for the organisation and delivery of multi agency arrangements to 

protect and safeguard children in their area. The Government’s response pointed to the 

introduction of a stronger and more flexible statutory framework.  

 

In April 2017, The Children and Social Work Act (2017) received Royal Assent. Chapter 

2 of the Act, entitled 'Safeguarding of Children' will affect the Board in three ways:  

 The establishment of a Child Safeguarding Practice Review Panel. This panel will 

replace the existing national panel that looks at serious case reviews and in an 

essence abolishes serious case reviews as they currently work;  

 Abolition of Local Safeguarding Children Boards;  

 Changes to Child Death Overview Panels.  

 

The Act abolishes the statutory requirement for an LSCB and deals with safeguarding 

arrangements under section 16: "Local arrangements for safeguarding and promoting 

welfare of children"  

This section states that: "The safeguarding partners for a local authority area in England 

must make arrangements for: (a) the safeguarding partners, and  (b) any relevant 

agencies that they consider appropriate, to work together in exercising their functions, so 

far as the functions are exercised for the purpose of safeguarding and promoting the 

welfare of the children in the area.” 

 

The safeguarding partners are clearly identified as:  

https://www.legislation.gov.uk/ukpga/2017/16/contents/enacted
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 the local authority;  

 a clinical commissioning group for an area any part of which falls within the local 

authority area;  

 the chief officer of police for a police area any part of which falls within the local 

authority area.”  

 

It states that local safeguarding partners must publish these arrangements and in terms of 

what the arrangements might look like, the only statutory requirements are:  

 there must be arrangements for scrutiny by an independent person of the 

effectiveness of the arrangements;  

 a requirement that all safeguarding partners and relevant agencies for the local 

authority area act in accordance with the arrangements;  

 and at least once in every 12 month period, the safeguarding partners must prepare 

and publish a report on what the safeguarding partners and relevant agencies for the 

local authority area have done as a result of the arrangements, and how effective the 

arrangements have been in practice.  

 

The next step will be for the key partners to meet and agree how this will move forward in 

line with the proposed new legislation.  
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5. The Local Context 

 

The needs of families in North Tyneside our informed by the Joint Strategic Needs Analysis 

(JSNA), and this was refreshed in 2015. Although North Tyneside is one of the least deprived 

boroughs in the region, and generally there is an improving picture of health and wellbeing, some 

areas, communities and vulnerable groups continue to face significant challenges. 

 One fifth of children are living in poverty which increases to nearly half in the most deprived 

parts of the borough  

 The infant mortality rate is similar to the England average and the child mortality rate is similar 

to the England average  

 Breastfeeding is lower than the England average and more mothers continue to smoke during 

pregnancy compared to the England average 

 Teenage conception rates are continuing to fall  

 Childhood immunisation rates are above the England average.  

 There are 148 children and young people who are subject to a child protection plan (as at 

31/3/17) 

 There are 296 children looked after (as at 31/3/17) 

 It is estimated that around 7,900 children and young people in the borough have a long 

standing illness or disability  

 There are over 3,000 children and young people with mental health and behavioural disorders  

 There has been an increase in the number of children with special educational needs over the 

last five years  

 Hospital admissions for under 18’s are significantly higher in North Tyneside compared with the 

England average including admissions due to injury, substance misuse and as a result of self 

harm  

 The rate of obese children doubles between Reception and Year 6. One in 10 children are 

obese in Reception, and 1 in 5 by Year 6  

 There is a clear relationship between deprivation and obesity  

 There is a persistent gap in educational attainment between disadvantaged children and other 

children in the borough  

 Rates of young people not in education, employment or training (NEET) at 18 are similar to 

England, but North Tyneside has higher rates of under 25s who are unemployed  

 

As a safeguarding board we work within the following plans and strategies;  

 The North Tyneside Health and Wellbeing Strategy 2013 -2023 
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 The Children and Young Peoples Plan 2014 -18 (this is also the Poverty Strategy) 

 

We therefore understand the needs of children, young people and their families on the basis of the 

following: 

 North Tyneside’s population is projected to grow from a population of 200,800 in 2011 up to 

220,478 by 2030.  

 The Black and Minority Ethnic (BME) population is currently estimated at nearly 6% and has 

almost doubled since 2001.   

 North Tyneside is becoming increasingly diverse; the largest BME group is the Asian and 

Asian British group and the BME population is likely to grow over the next 15 years as are 

minority faith groups, with Islam remaining the largest minority faith in the borough.  

 Population projections indicate an ageing population. The number of persons aged 65 years 

and over is projected to increase significantly by 2025. The number of people aged 85 and 

over is projected to increase in North Tyneside by 46% by the year 2030 creating additional 

demand for social care, housing, support, and health services.  

 The percentage of the population in North Tyneside with a limiting long term illness is 

significantly higher than the average for England.  

 By 2030 the population aged 5-19 will increase by 12%.  

 Approximately 24% of people currently have some kind of disability; this figure is expected to 

increase with an increasingly aging population.  

 Around 6% of people identify themselves as lesbian, gay, bisexual or transsexual (LGBT)  

 23.3% of the population in North Tyneside lives in the most deprived national quintile whilst 

21.3% of the population lives in the least deprived quintile  

 The proportion of the population aged 16-64 years estimated to be economically active in North 

Tyneside between April 2011 and March 2012 was 79% which higher than the figure for both 

the North East and Britain  

 

 

6.  The Contribution Made by Partner Agencies to the LSCB 

 

All LSCB member organisations have an obligation to provide LSCB's with reliable resources that 

enable the LSCB to be strong and effective (Working Together to Safeguard Children 2015). This 

includes consideration on how the resources for training, including joint training, should be made 

available with responsibility equally shared among statutory partners. Some partner agencies 

contribute financially to the Board (appendix 3) and others contribute in other ways.  
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Financial contributions remain a reflection of a formula and local arrangement agreed some time 

ago, and there continues to be a reliance on the Local Authority and the CCG. This was clearly 

hampering pace on improving capacity and impact. As a result, the local authority increased its 

contribution for 2016/17 in recognition that the LSCB needs additional capacity to meet targets. 

This additional funding has allowed the Board to employ a part time administrator who 

commenced in November 2016. This has developed our capacity in a key area - basic 

administrative and organisational support for the Board and its members around meetings, 

agendas, reports, minutes and associated processes such as consultations, feedback and the 

Section 11 audit process.   

 

Partners also contribute in other ways by attending meetings, releasing staff to sit on sub groups, 

sharing information, responding to local and national consultations, supporting the implementation 

of decisions and agreements within their own organisations, and being accountable for the 

performance and quality of joint working arrangements collectively and on behalf of the 

organisations or sectors they represent. 

 

 

Board membership 

 

Appendix 1 shows the full list of the organisations that are represented by Board members. These 

have to be senior people in their own organisations who are able to influence how their 

organisations prioritise the safeguarding of children. They also have to be able to speak for their 

organisations and make sure that the decisions and recommendations the Board makes are 

followed through.  

 

During the year there have been a number of changes to our membership. We said goodbye to: 

 One of our Lay Members who resigned after three years and whose input was specifically 

valuable in the QILP sub group 

 Principal Manager, Disability and Additional Needs Service, North Tyneside Council 

following a restructure of the disability service 

 Head of Service, Community Rehabilitation Company following retirement. 

 

We welcomed: 

 A secondary school Head Teacher representative 
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 New representation from Northumbria Police, Children’s Social Care and the Community 

Rehabilitation Company 

 

We have recruited a further two lay members who will join us in September 2017  and who will  

play an important role in helping the Independent Chair and other members make sure the Board 

has an independent voice and considers things from all points of view.  

 

The Lead Member for Children and Young People also sits on the Board as a “participant advisor” 

this means they can contribute to discussion but they do not have the same responsibilities as 

other members.  

 

The Board met bi-monthly during 2016/17 and held one development session for members. The 

table below shows attendance by members or a nominated deputy during this period.  
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Sub Groups  

The following sub groups operated during the year; 

 Business Group, chaired by Sue Burns, LSCB Business Manager 

 Quality Improvement Learning Performance (QILP), chaired by Trish Grant, Named Nurse, 

Northumbria Healthcare  

 Child Death Overview Panel (CDOP) chaired by Sheila Moore, Independent Chair  

 Case Review Sub group chaired by Jan Hemingway, Designated Nurse. 

 Training Subgroup, chaired by Louise Robson,  Workforce Development Manager, North 

Tyneside Council 

 Sexual Exploitation Subgroup, chaired by Ellie Anderson, Assistant Director Business and 

Quality Assurance, North Tyneside Council  

 

 

NTSCB Independent Chair 

 

In accordance with Working Together 2015, NTSCB has an Independent Chair who works closely 

with all NTSCB partners and particularly with the Director of Children and Adult Services, North 

Tyneside Council. The Independent Chair is appointed by the Chief Executive of the Council.  

Richard Burrows joined NTSCB in April 2014 and his role includes overseeing the work and 

strategic direction of NTSCB and providing leadership, scrutiny and challenge. He also promotes 

and champions safeguarding as a key priority for partner agencies and wider stakeholders and 

provides leadership to the work of serious case reviews and child death reviews. The Independent 

Chair was subject to a satisfactory appraisal undertaken by the Director of Children and Adult 

Services in July 2017. 

 

 

7. Ofsted Review  

An Ofsted review took place from 6 – 24 March 2017 and the subsequent report published on 13 

June 2017 judged the effectiveness of  NTSCB as good. The local authority inspection of services 

for children in need of help and protection, children looked after and care leavers during the same 

period was also judged to be good. NTSCB is described as; 

       ‘an efficient, reflective Board, meeting its statutory requirements and effectively  

        co-ordinating and assuring itself of the quality of multi-agency safeguarding work’. 

 

 Focused multi-agency 

performance information 
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There were three recommendations from the review: 

 

1. Ensure that the outcomes of all learning activities are supported by clear actions 

with timescales, including ways in which the impact of the activity will be 

evaluated 

 

2. Ensure that the voice of children and young people effectively informs wider board 

activity and developments  

 

3. Ensure that the annual report rigorously and succinctly reflects the evaluation and 

effectiveness of safeguarding services in North Tyneside.  

 

 

We have developed an action plan to progress the three areas which will be monitored by the 

Business sub-group. 

 

 

 

Governance arrangements 

are strong 

The Board is influential in multi-agency 

service planning, through rigorous 

scrutiny of plans and evaluation of 

practice. 

Positive identification and 

dissemination of learning and a 

wide ranging flexible training 

programme is linked to Board 

priorities 

file://ntcdata/LGCS$/Team/Management/Sue%20Burns/LSCB/Inspection%202016/Ofsted%20Review%202017%20extract%20of%20report%20for%20annual%20report.docx
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8. Review of 2016/17 

The NTSCB agreed 4 priority areas and actions are progressed via the Business Plan 2015-18. 

Some of these areas of work are carried forward in to 2017/18. Below is some of the progress 

made against the priorities;  

 

Priority 1 - Improve accountability, challenge and communication to develop the 

effectiveness of the Board 

 

√     We have continued to make improvements to our web site to strengthen the visibility  of 

NTSCB and its role as an independent partnership  

√     We published a series of posters highlighting some of the thematic learning from local and 

national Serious Case Reviews 

√     Within the LSCB there exists a culture of challenge evidenced through comprehensive 

minutes and a challenge log. Some key areas of challenge have been: 

 

Resourcing  

Our 2015/16 Annual Report highlighted to the local authority and partners a clear overall risk that 

whilst we were a “lean” board ,if we were to continue to meet our development targets, further 

resourcing would be needed. The local authority identified additional funding to pay for dedicated 

administration and support and to allow the buying in of specialist services to assist with an 

analysis of the Section 11 responses. 

 

Development of the 0-19 agenda  

Challenge was made to commissioners in respect of sharing proposals with the Board at an early 

stage with a focus on possible implications for joint working arrangements. 

The Board has been briefed on a regular basis in relation to the changes to 0-19 arrangements 

and the development of early help. 

G.P participation at child protection conferences 

It was identified that participation by this professional group was poor, viewed as important as 

Conferences are an integral part of multi agency working to safeguard children and robust 

information sharing is key. Learning from reviews also tells us GP’s may hold key information. It is 

not realistic to expect G.P’s to attend all Conferences and therefore reports are key to sharing 

information at meetings. A revised template for Section 47 enquiries/Conference Reports has 

been developed and a 3 month pilot will assess whether this has improved participation.  
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Local Authority Designated Officer (LADO) arrangements 

The robustness of the Local Authority LADO arrangements was raised following consideration of 

the LADO Annual Report 2015/16 and a board judgement that there was little evidence of 

improvement from the previous years reports and resulting advice. A review of the arrangements 

was requested by the board and this has led to a proposed change to how the LADO 

arrangements will be delivered.  

 

Priority 2 - Prevent harm and the protection of vulnerable groups 

 

√     We formed the sexual Exploitation sub group with colleagues from Safeguarding Adults Board 

(SAB) to develop a shared approach across adults and children’s services. This has led to a 

revised and refreshed strategy 

√    We have maintained oversight of early help and the 0-19 agenda   

√     We completed our first ‘Safe Week’ in collaboration with the Safeguarding Adults Board. 

Various activities were arranged to raise community awareness of safeguarding including 

information on topics such as neglect, mental health and domestic abuse 

√    We supported the introduction of Operation Encompass across North Tyneside’s schools,  a 

Northumbria Police led initiative  to make sure that school staff are made aware of an incident 

of domestic abuse in a child’s home early enough to support the child or young person. For 

more information, please visit www.operationencompass.org   

 

 

Priority 3 - The views of children and young people are contributing to learning and best 

practice 

 

√   We conducted an audit of how partners listen to the voice of the child and were assured that 

agencies have processes in place to listen to the child’s point of view and these views feed in to 

service delivery 

√   We invited young people to our Annual Conference and their presentation about what is 

important to them when professionals become involved in their lives, was both challenging and 

thought provoking.   

 

 

 

 

http://www.operationencompass.org/
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Priority 4 - Learning and Improvement positively influences multi agency practice 

 

√  Continued with the Espresso Learning Events to disseminate learning from local and national 

reviews – the outcome from these has confirmed that developing proportionate ways of sharing 

lessons means that we reach more practitioners across the partnership and that this will inform 

our learning and improvement strategy. 

√   Implemented a new electronic evaluation and impact strategy which measures the 

effectiveness of training and provides evidence to the board of the impact on practice. 

 

What do we need to do ? 

 A development session was held for members in June 2017 and although numbers were low 

there was attendance by all the key partners and there was some useful discussion in relation to 

identifying key actions going forward. It is recognized that we need to firm up our approach of 

putting children at the centre of all we do and we will explore talking to young people already 

engaged with our partners to see how they can contribute to our work.  

We need to continue our commitment to early help so increasing numbers of families are 

supported at the earliest stage to build capacity and solve their own issues so they do not require 

a statutory social work service. Early help is the first point of safeguarding and we need to 

continue to support, train and quality assure practice in this area to continually strengthen the 

effectiveness of support that children and their families receive 

In relation to Priority 2, vulnerable groups identified as a priority were; 

 Neglect, significantly high numbers of children are the subject of child protection plans 

under the neglect category, learning from Case Reviews which identify learning around the 

recognition of neglect 

 Disability, monitoring of progress against the Whole Life Disability agenda 

 Domestic Abuse, progressing the learning from our JTAI self assessment ( Joint Targeted 

Area Inspections are ‘deep dive’ inspections on specific themes completed by Officers from 

The Care Quality Commission (CQC) Ofsted, HM Inspectorate of Constabulary and HM 

Inspectorate of Probation. In preparation for the domestic abuse theme, the LSCB 

completed a self assessment of practice) 

 

Whilst it was felt that children missing from school, home and care and the links between this and 

child sexual exploitation remain a priority as this group of children represented a vulnerable group, 

the differentiating factor was that, although not yet complete, the data reporting and analysis for 
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this group meant that the board was able to monitor and measure progress of the partner 

response. Whereas in terms of the other identified vulnerable groups identified a better level of 

analysis and understanding was required. 

 

Sexual Exploitation 

The LSCB has worked closely with partners over the past three years to ensure there is an 

effective multi-agency response to child sexual exploitation (CSE) As a result of this regular review 

it became clear that further focus and challenge was required in order to maintain momentum and 

to be able to exercise more effective scrutiny of key parts of joint working arrangements. In 

response to a joint conference run the LSCB and the Safeguarding Adults Board (SAB). It was 

also agreed that there should be a wider focus on sexual exploitation and that this complimented 

existing approaches to work across age boundaries.  In March 2016 a Joint sub group across 

three Boards - LSCB, SAB and the Community Safety Partnership was implemented. 

A revised Strategic Action Plan has been agreed across the three partnerships. This reflects the 

progress made in terms of the coordination of operational arrangements and the learning from 

review and self-assessments including Section 11. 

Updates are provided to all three boards on a regular basis. In the case of the LSCB the sub group 

and chair are aware of the particular responsibility the LSCB has in terms of evidencing the level 

of assurance the partnership can agree in relation to joint working arrangements in relation to CSE 

and children missing from home, care and education. As such the sub group works closely with 

the QILP and the business group to ensure this key responsibility is addressed.  

The current Strategic Plan reflects and builds on the following key learning: 

1. The Police provide a strong lead focused on operational delivery and effective information 

sharing across the key aspects of the strategy e.g. disruption and prosecution. The 

operational focus and learning provided from Operation Sanctuary has enabled local 

changes in terms of commissioned services, specialist posts and the adoption of an 

effective model to share information and manage risk at the point of referral.  

2. The Local Authority at the highest level provided a strong response to the Jay report, which 

has ensured members are clear, and that all arms of the Councils activities are focused on 

recognition, response and information sharing. Their work on ensuring taxi and night time 

economy providers/personnel is aware and the focus on sharing information around 

“addresses of concern” has strengthened the position in North Tyneside.  
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3. Schools and health partners have been able to evidence as a result of direct scrutiny and 

assurance through Section 11 that they have acted on the strategy and ensured that their 

training and safeguarding arrangements treat CSE as a priority.  

4. The sub group along with the QILP recognise that key partners will need to be supported to 

provide enhanced information and analysis that further demonstrates the effectiveness of 

the multi agency response to CSE and in particular children missing from home, care and 

education.  

5. Newcastle LSCB will shortly be publishing an extensive SCR involving the work of 

Operation Sanctuary and the respective chairs have liaised so as to ensure that this key 

learning informs both the front line and the strategic response. Ongoing work within the 

Children’s Social Care transformation agenda and work being led by the Police in 

developing more effective hubs, have been supported by the Board as being a positive next 

step. 

 

Key achievements to date 

 A review of MSET(Missing, Sexual Exploitation and Trafficked) arrangements has been 

undertaken with actions agreed. (This has included challenge re the delay in partners 

fulfilling this request from the Board). The MSET Panel is an operational multi agency 

arrangement to manage risk in relation to individual cases. The sub group has responsibility 

for monitoring the action plan with a view to the Board considering whether further 

assurance is required 

 Performance Data set in relation to sexual exploitation has been agreed to commence April 

2017 

 Communication task and finish group is in place to build on the success of past campaigns 

and to ensure that new messages reflect the current arrangements and expectations 

 Schools audit information has been provided to progress concerns as how best to achieve 

a more consistent response across the education landscape  

 Assurance re early help arrangements has been provided regarding the process for 

identification and referrals and this has informed the emerging Board priority to be assured 

and to support the coordination and integration of information and management of risk 

across the early help and statutory threshold and MASH arrangements. 

 Mapping exercise to identify new hot spots and improve understanding of those already 

known is underway. This now needs to look at refining risk e.g. the times of day when risk is 

higher. This has been taken to the Local Authority’s  “addresses causing concern”, group re 
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sharing and utilising the intelligence. (NB This is an innovative task as it seeks to adopt 

some of the potential benefits of a shared sub group and ensure that the problem profile 

and response has a “public safety” approach).  

 Training report has been received highlighting the training provision provided through the 

LSCB/SAB/Community Safety Partnership in order to identify future objectives and 

targeting of multi agency and single agency training. 

 

Next steps 

 Performance Data and analysis provided by partners to be provided on a more regular 

basis and to demonstrate lines of enquiry identified by the Sub Group and action plan.  

 SCARPA Squad to advise on hearing the voice of the child and engagement work, 

especially in respect to the learning and challenges raised from recent audit activity re 

missing interviews 

 Focus on Hard to reach groups including BME, young males and children with  a disability 

 To support the continued development of the Business Group in integrating the work of the 

sub groups especially in relation to the QILP led performance and quality framework.  

 

 

 

Performance Management and Quality Assurance Framework (PMQA) 

Since early 2016 the Board has benefited from the dedicated specialist support and advice from a 

member of the Council’s Performance Team. This support is highly valued and has enabled the 

continued strengthening of the multi agency dataset with the sub group requesting additional 

information as areas of interest or concern are identified. QILP uses data to follow the child’s 

journey across early help and into statutory intervention, and can also measure  against and 

alongside specific indicators from partner agencies. We can measure performance against 

statistical neighbours and assure ourselves of any trends. We have successfully linked the focus 

and outcome of our audits to our analysis of what performance information is telling us. For 

example, the number of second or subsequent child protection plans increased to 19% from the 

2015/16 rate of 13.8% and is now higher than the North East, national and statistical neighbour 

comparators. The indicator can be an indication of the effectiveness of the original child protection 

plan. The sub group wish to better understand the increase and have added an audit of second 

and subsequent plans to the 2017/18 audit programme. Below are some further examples of the 

types of performance data that QILP consider; 



23 

 

 The timeliness of child protection processes is routinely monitored and shows good 

performance. 

 

 The monitoring of professional participation at child protection conferences raised an issue 

in relation to the involvement of G.P’s in the process. This has been addressed via an 

agreed template which will increase information sharing in the process by this professional 

group.   

 

 This year has seen the development of an MSET (Missing, sexually exploited and 

trafficked) dataset which was requested both from QILP and the SE sub group in order that 

members could better understand the performance information in relation to children 

missing and/or exploited within North Tyneside. Members wanted more detail about the 

numbers of young people affected and whether or not they were subject to Child protection 

plans or were Looked After Children.  

 

 The local prevalence of reported incidents of female genital mutilation (FGM) remains low 

leading to the view that the LSCB’s continued raising awareness and e learning training 

continues to be a proportionate response.(3 incidents reported to Children’s Social Care)  

 

 Following on from the board seeking assurance about the safeguarding arrangements in 

relation to children with a disability, the sub group developed some performance indicators 

to better understand performance in this area which will be reported on a quarterly basis.  

 

As previously mentioned the QILP sub group also manage the multi agency audit programme and 

this is linked to data and other key areas of activity such as learning from reviews, previous audit 

findings and the Boards response to reports. One of the audits looked at Single Assessments and 

the application of thresholds. The data indicated the number of cases referred to Children’s Social 

Care which were assessed but did not meet the threshold for intervention, was high.  The outcome 

of the audit was that in some cases early help may have more promptly met the families needs 

reducing the need for duplication of assessment and potentially unnecessary social care 

interventions. This has supported the wider Local Authority transformation agenda of a new and 

wider approach to early intervention.  

 

Early Help Assessment’s (EHA) have been on the QILP agenda throughout the last year and the 

group has been regularly reviewing the number of EHA undertaken by Maternity services, as an 

audit conducted in 2015 reported a very low number undertaken. Northumbria Healthcare 
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Midwifery and Safeguarding departments undertook extensive EHA training with Midwives in an 

attempt to improve the number completed. A re audit was requested by QILP and this was 

completed in December 2016. The results were equally disappointing with Maternity having 

completed no EHA’s. The audit found that one of the reasons may be the use of an unborn 

thresholds document which was written in 2014 and does not reflect some of the changes made 

within LSCB thresholds and the new early help pathways. As a result the LSCB has endorsed a 

revised document to take into account the Early help offer and the standards expected.  

  

Policies, Procedures and Protocols 

The Board has a comprehensive suite of policies, procedures and protocols that are available on 

the NTSCB website. A number of the procedures are due for review and  

previously this has been managed by the Business Manager. The majority of LSCBs use an 

external organisation to provide on-line procedures which include regular updates.  There is a 

significant financial cost to this and we are exploring with regional colleagues, the appetite for 

negotiating a shared local arrangement with lower overheads. 

 

Members are also expected to ensure: 

 All of their organisation’s staff are aware of and comply with the inter-agency policies and 

procedures. 

 Their organisation’s procedures and policies are consistent with the inter agency policy 

framework.   

 Identifying the need for new policies, protocols or procedures. 

 

 

Section 11 & 175 self-assessment  

 

Section 11 is the LSCB’s primary audit to examine safeguarding arrangements within agencies 

and provide the Board with assurance that agencies are doing what they can to safeguard children 

and young people. 

The Section 11 Audit provided evidence of good practice from all agencies who all reported full 

compliance with: 

• A named person with sufficient seniority identified to champion safeguarding. 

• Clear policies and procedures in place to show how to report welfare and safety concerns. 

• Staff are encouraged and required to attend safeguarding and child protection training. 

• Safer recruitment training to all staff involved with recruitment. 

http://www.nortthtynesidelscb.org.uk/
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• Children are made aware of their right to be safe from abuse. 

 

For a second year all schools were asked to complete a self assessment and we were pleased 

with the response from schools which showed an increase in participation from the previous year. 

The collated findings indicate that overall compliance with the standards is high: on average 90% 

of schools assessed themselves as Green against the eight standards. The next page outlines 

some common themes from the collation of responses from schools.  
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Multi Agency Training  

 

Our Training Sub Group oversees a developed and mature multi agency training and development 

programme that is strengthening safeguarding practice.  The programme is underpinned by a 

robust analysis of partners’ training needs and incorporates learning from case reviews, audits and 

emerging joint working arrangements.   

In total 1,282 learners accessed face to face NTSCB safeguarding children training, made up of; 

o 1,179  learners at face-to-face multi-agency training  

o 103 attendees at the Annual Safeguarding Conference: Working together to 

safeguard children who are missing, exploited or trafficked  

 

Below is a comparison of attendance and non-attendance over the past six years.  This does not 

include an analysis of e-learning as there is a growing number of e-learning modules, which are 

available through external websites, such as FGM which it is not possible to monitor internally.  

However, the NTSB will continue to promote relevant e-learning modules.  

 

Comparison of attendance, non-attendance over past six years 

 

 Face to face 

attendance 

Non-attendance % of Non-

attendance 

2011-2012 1370 186 14% 

2012-2013 1051 105 10% 

2013–2014 1309 66 5% 

2014-2015 1355 108 8% 

2015-2016 1182 86 7% 

2016 - 2017 1282 155 12% 

 

Non-attendance.  Although attendance at face-to-face training this year is slightly above average, 

there has been an increase in non-attendance to 12% from its lowest of 5%, despite the charging 

policy being implemented.   

It would appear that the most popular methods of learning are short briefings, conferences and 

espresso events (short informative sessions with space for reflective discussion).  Feedback 

shows this to be an efficient use of practitioners’ time, and that they are more likely to be released 

from the workplace.  It is recommended that these methods are maximised in the future along with 
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other forms of continuing professional development, for example shadowing or e-learning.  These 

complimentary forms of learning are reflected in the training strategy. 

 

The Training and Development Officer for Schools, with some support from the Children’s 

Workforce Development Team, delivered child protection training to 1596 school staff in 2016-

2017 through their Service Level Agreements. In addition 284 Designated Safeguarding Leads in 

school received training in their roles and responsibilities and 25 school Governors received 

safeguarding training for Governors.  

The NTSCB safeguarding training pathway for schools, was introduced in July 2016.  The pathway 

outlines how schools safeguarding training can be compliant with the new Keeping Children Safe 

in Education (September 2016).  As well as outlining the pathway for general school staff, it 

outlines the specific requirement  that designated safeguarding leads (DSLs) should, 

 attend NTSCB multi-agency training every two years and; 

 keep their safeguarding skills and knowledge up to date regularly but at least annually (this 

can be done by accessing half-termly briefing sessions)   

A separate report on training for school staff is available from 

lisa.wardingham@northtyneside.gov.uk  

 

Quality, evaluation and impact of the training  

The quality and effectiveness of the training is monitored through: 

 Electronic evaluations sent four weeks after the training event 

 Observations of the trainer’s practice monitored against agreed standards 

 

Evaluations of the training continue to be very positive with the vast majority showing learners are 

satisfied that the training met their expectations and was of high quality.  

 

Despite the resource pressures that partners are facing we have maintained a pool of experienced 

trainers and greatly value the contribution from all agencies and the expertise and commitment 

that individual trainers bring to the programme. Observations of the trainer’s training practice were 

carried out last year and will resume in 2017 – 2018 in line with the quality assurance process of 

bi-annual observations.    

 

 

 

mailto:lisa.wardingham@northtyneside.gov.uk
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Annual NTSCB Conference 

     

 

  

 

Our Annual conference was attended by 103 delegates and had the aim of considering best 

practice in our approach to working with children and young people who are, or have been, 

missing, sexually exploited, or trafficked, by exploring: 

 Vulnerability of young people and the impact of exploitation  

 Perpetrator profiles – identifying risks  

 The local picture of sexual exploitation, missing and trafficked children  

 Our approaches and processes when working with victims including; early help and 

support, return interviews and interventions  

 Young people’s experiences and what has helped them 

 

The key Speaker was Zoe Lodrick, who has a highly regarded profile working in the field of sexual 

exploitation. Key messages that delegates were asked to consider included: 

 Confidence protects young people against abuse, it does not invite perpetrators. Therefore 

young people who lack confidence are less likely to be able to defend themselves. 

 Perpetrators are mostly socially skilled people, they use these techniques to groom, not just 

the young person but those around them. 

 Perpetrators are not stereotypical ‘creepy’ people, they can’t be identified easily.  Research 

is often based upon those who get caught, and potentially this misinforms our perceptions 

of what a perpetrator looks like, therefore young people have no chance to identify 

offenders. 

 Perpetrators don’t necessarily see the ‘C’ in CSE – it is not the ‘child’ they are attracted to, it 

is the vulnerability.  This could equally apply to adults who are vulnerable.    

 
The involvement of young people  

 

 

 

Working Together to Safeguard Children and Young People who      

are, or have been, missing, sexually exploited, or trafficked 

8 February 2017 
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SCARPA’s work is designed to help young people make better choices, develop resilience, reduce 

missing episodes and reduce risks. The SCARPA Squad (a group of young people who have 

benefited from the services of services of SCARPA) now work together to improve the lives of 

other young people.   

The squad addressed the confidence with great confidence, explaining what worked well for them 

when they were in need of support and gave their ‘Top tips’ for hearing the child’s voice. For more 

information about the Children’s Society and the SCARPA Squad, visit 

https://www.childrenssociety.org.uk/users/scarpa-squad  

 

 

The following delegate feedback assists in summing up this positive and well received event;  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

More information on the achievements of the Training sub-group is available in the Annual 

Training Report on the NTSCB website.    

 

 

Case Review and the use of learning to improve practice 

A key function of the Board is to highlight effective safeguarding practice and to identify areas for 

improvement. No Serious Case Reviews (SCR) were commissioned by NTSCB in the past year 

“I just wanted to say how fantastic the 

conference was.  I think it did exactly what it set 

out to do and ran really smoothly. Zoe’s session 

was brilliant and the social workers also did a 

fab job.  The case study was a great way to 

work together and generate discussion.  The 

SCARPA Squad were inspirational and added 

so much value to the day”.    

 

“just wanted to say well done for yesterday it was a 
brilliant day and really beneficial.  Really enjoyed 
it, again thanks” 

https://www.childrenssociety.org.uk/users/scarpa-squad
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although one case was considered to meet the criteria and agreement reached that a Scottish 

Child Protection Committee (comparable to the LSCB role) would undertake a SCR with a 

contribution from North Tyneside. Kevin was a young child who was placed with a relative in North 

Tyneside by the Scottish local authority. He sustained significant injuries which were assessed as 

non accidental and initial enquiries seemed to indicate the learning would be relevant to the 

placing authority. The draft report is awaited.  

There have been two Learning Reviews completed.    

Jake  

Jake was a young child who lived with his parents.  An incident occurred when parents had been 

arguing which led to physical violence and Jake sustained an injury during the incident.   

A Learning Review was held in October 2016 facilitated by an Independent reviewer. Both 

managers and front line staff who had worked with the family participated in the learning review 

and were enabled to explore their practice and in particular, interagency working.  

Several key themes emerged from the review which were:  

 Sharing information meetings that take place between staff in primary care need to be 

documented. 

 The importance of staff challenging decisions when they disagree with a plan.  

 The importance of early intervention by with families regarding unborn children.  

 Escalation of professional concerns and disagreements. 

 

An action plan has been developed with regard to the recommendations and monitoring of the 

implementation and impact of those actions is being undertaken by the Case Review sub-group. 

Daisy and Erica  

Two girls aged 13 and 14 years abducted a two-year old child from her mother.   

The police later located the two year old child who was apparently unharmed. In the recent months 

prior to the incident there was an increase and escalation in the concerning behaviours of both 

girls. A Learning Review was held in January 2017 facilitated by an Independent Reviewer. Both 

managers and front line staff who had worked with the family participated in the learning review 

and were enabled to explore their practice and in particular, interagency working. One of the  

learning points was that agencies awareness of the possible indicators of sexual exploitation is 
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varied and consideration needs to be given to how awareness raising activity is targeted. This will  

ensure practitioners are given every opportunity to increase their knowledge and understanding of 

CSE and the way in which children and young people may behave or respond to being groomed. 

The subsequent action plan from the review recommendations is currently being progressed by 

the Case Review sub group.  

 

David and Martin – Learning Review from previous year. 

There was a learning review held the previous year and the issues were in relation to the long 

term neglect of two siblings.  

Several key themes emerged from the review which are: 

 Assessing the impact of neglect over time 

 Lack of engagement  

 Consideration of the child’s world  

 Escalation of professional disagreements 

 Role and views of the extended family  

 

Two multi-agency training sessions known as ‘espresso events’ have been facilitated by NTSCB 

Business Manager and the Designated Nurse Safeguarding Children (Chair of the Case Review 

sub group) to share the learning from the Review.  

The action plan developed in response to the recommendations from the formal independent 

learning review has been completed and a number of actions have been taken; 

 Raising awareness sessions were held on both a single and multi-agency basis.  

 A ‘Process for Resolving Professional Concerns and Disagreements’ and ‘An Early 

Help Pathway/ Professional Conversations Framework for Locality Teams’ have 

been written and ratified by the Board. A briefing paper outlining the key learning 

points has been written and circulated to staff in partner agencies.  

 The NTSCB neglect strategy has been revised  

 

Next steps 

 

 Audit of the impact of recommendations and actions from learning reviews. 

 Continue to disseminate the learning from case reviews 

 Formalise communication and links with training-sub group and QILP 
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Child Death Overview Panel (CDOP) 

The Board are responsible for reviewing child deaths and we carry out part of this function in 

partnership with our counterparts in Newcastle and Northumberland, through a North of Tyne 

Child Death Overview Panel. North Tyneside Clinical Commissioning Group has played a central 

part in supporting and providing a significant element of funding, alongside contributions from the 

three Boards, to ensure the panel is well resourced and independently chaired.       

 

The indicative timescale referred to in Working Together 2015 is that cases should be reviewed by 

the CDOP within six months. The figures for the last four years are outlined below and show a 

continuing improvement over the last 3 years. Although the timeliness of cases is important, it is 

recognised that other factors, e.g. serious case reviews, learning reviews and post mortem reports 

can have an impact on when a case is brought to panel. 

Timeliness of reviews  

Year Number of cases 
Reviewed at panel 

% of cases reviewed  
within timescale 

2012/2013 43 30% 

2013/2014 45 24% 

2014/2015 52 40% 

2015/2016 36 56% 

2016/2017 37 62% 
 

Total number of child deaths reviewed 

        The panel met six times between 1 April 2016 and 31 March 201 to review a total of 37 cases.  

 2012/1
3 

2013/1
4 

2014/1
5 

2015/1
6 

2016/1
7 

5 year 
averag

e 

Northumberland 15 12 15 19 12 15 

North Tyneside 7 8 13 4 12 9 

Newcastle 20 25 24 13 13 19 

Out of Area 1 0 0 0 0 0 

North of Tyne Total 43 45 52 36 37 45 
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Of the 37 cases reviewed in 2016/17 modifiable factors were identified in 15 cases. A modifiable 

factor is identified as something which:  “may have contributed to the death of the child and which, 

by means of locally and nationally achievable interventions, could be modified to reduce the risk of 

future child deaths”. 

It is worth noting that the child death process also creates an opportunity at the meetings held 

before the panel review (Rapid Response, Morbidity and Mortality and Local Case Discussions) 

for services to identify other smaller, micro changes to practice, for example, a need for workplace 

training or amendments to internal policies and procedures. 

In the 15 cases, some of the factors identified were:   

 Co-sleeping and parental use of alcohol 

 Co-sleeping and parental smoking 

 Two cases related to consanguinity – First cousin marriages  

 Maternal smoking and obesity 

 Not immunised against influenza as there is no routine immunisation programme for under 

2yr olds 

 Young person did not receive the meningococcal ACWY immunisation 

 Alcohol intake by the young person influencing behaviour 

 

Learning from these reviews is disseminated on a local basis to the individual Safeguarding 

Boards and nationally, through the collation of data from across the country. In North Tyneside the 

Panel reports directly to the Board and the Case Review sub group via quarterly reports. 

 

More information about the Child Death Overview Panel and a copy of the CDOP Annual Report, 

which reflects the learning during this period and sets out the priorities for 2017/18 will be available 

on the website at http://www.northtynesidelscb.org.uk/ 

 

 

Safe Recruitment and Investigation of Allegations Against Adults Working Children 

 

Following the Ofsted Inspection of services for children in need of help and protection, children 

looked after and care leavers in February 2017, one of the recommendations concerned the role 

of the Local Authority Designated Officer (LADO): 

 Improve the timeliness with which designated officers complete investigations.  

 

This highlighted an issue with that was already known to the local authority that the current 

arrangements needed to improve. Following the presentation of the 2015/16 LADO Annual Report 

http://www.northtynesidelscb.org.uk/
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in September 2016, members expressed their concern about the robustness of the LADO 

arrangements. It was agreed that the LADO would review the arrangements and her subsequent 

report identified a fragmented approach which safeguarded children and young people but lacked 

resilience. Also the current system for recording allegations did not allow for effective monitoring of 

investigations. Since this time there has been a review of the service and the following proposal 

agreed; 

The Local authority have been in the process of developing a Multi-Agency Safeguarding Hub and 

this became the opportune point to integrate the role within the Front Door service and transfer the 

role to a team manager where this would be a primary function. 

The MASH goes live in September 2017 and there will be 2 MASH managers (children’s) who will 

share the role of MASH manager and LADO so that someone always has responsibility to 

undertake the management of all allegations. Within this revised process the LADO will undertake 

all aspects of any allegation made, including chairing strategy meetings thus taking the allegation 

from referral to conclusion. This should ensure a more seamless service and improve the 

timeliness of investigations. 

 

 

 

Private Fostering 

 

 

 

 

 

 

 

 

 

Private Fostering 

 

 

 

Reporting on LADO allegations is difficult and laborious due to the limitations of the current 

database therefore a bespoke module has been commissioned when the Local Authority moves to 
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a new electronic recording system in February/ March 2018. This will enable the reporting of 

LADO allegations in a more sophisticated manner and allow for greater analysis of data to target 

areas for improvement, development and raising awareness.  

The LADO’s will become part of the regional network in order to share knowledge and build on 

their skills. They will also undertake a developmental role with other agencies which has been 

identified as a gap when the role was part of a senior manager’s responsibilities.  

 

Private Fostering 

Is when a child under the age of 16 (under 18 if disabled) is cared for by someone who is not their 

parent or a 'close relative'. This is a private arrangement made between a parent and a carer, for 

28 days or more, and the local authority must be informed so that it can assess that the 

arrangement is suitable for the child.  

. 

One of the functions of the LSCB is to ensure there are policies and procedures in place that 

promote the safety and welfare of children who are privately fostered. The local authority has a 

Private Fostering Lead and the Board receives the Annual Report that is completed. The number 

of private fostering arrangements in North Tyneside remains low and this has been the position for 

some time. In 2016/17, a total of 6 private fostering arrangements were notified to the Council. 

This is down 3 from the previous year. At the end of March 2017 there were four ongoing private 

fostering arrangements. 

 

       Year                                   Number of arrangements 

March 2017                                     4       

March 2016                                     2 

March 2015                                     4 

  

These low numbers appear to reflect the North East position.  

 

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 2016 the board 

challenged the local authority in relation to the robustness of this awareness raising. The Lead 

Officer has raised the profile of private fostering within the social work teams and has revised the 

procedure for staff. Work has started to engage external promotion, for example with black and 

ethnic minority groups, the Port of Tyne and a local language school.  
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It was also recognised that the assessment of children and young people in private fostering 

arrangements needed to be more timely. In some cases good practice was identified and there was 

a proactive approach in supporting permanence. In recognition of the need to ensure the all 

notifications receive prompt high quality assessments, the Local Authority intend to locate the 

management of private fostering within the MASH and Social Work Assessment Teams.  
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8. Strategic Summary and What We Have Learned and Need as a Partnership to work on 

 

In previous years we have noted the strengths of effective joint working and advised of 

potential weaknesses and partners have acted on this. As a result and alongside our 

improving capacity as a board we have been able to be assured that services are coordinated 

and effective. Importantly we have also been assured that as a result of the way in which 

partners cooperate with scrutiny, any challenge and evidence their responses joint working is 

transparent and responsive to learning. This means that there continues to be grounds for 

assurance and a collective recognition of challenges and risk. In respect of the recent Ofsted 

SIF inspection this confirms that the Local Authority and its partners provide good leadership 

and a good response to the needs children have and any risks they face.  

 

      As a result of the Children and Social Work Act 2017 the ways in which joint working to protect 

children and promote their welfare will be subject to change. Partners will continue to face 

multiple pressures and changes which can place a strain on effective joint working. Therefore 

as our understanding, and therefore our expectations continue to develop, an ever more 

sophisticated response will be needed. Going forward we therefore think, that the following will 

be important: 

 That as a partnership pending the changes we remain focused on what we know works 

and continue to improve how we deliver on our statutory responsibilities 

 That early help will be important in the coming year as it represents an   opportunity to 

improve outcomes for children and ensure they are better protected especially in 

respect of neglect, radicalisation, bullying and exploitation 

 We will continue to support and hold partners to account for the ways in which they 

prioritize and demonstrate the protection of children and expect them to continue to act 

on learning and advice 

 We will support and seek evidence of positive impact of the Local Authority and partner 

transformation agenda and the introduction of Signs of safety which we feel provides an 

opportunity to refresh and update how we all work together to make timely interventions 

and judgments to protect children. 

 We will continue to develop our scrutiny and review functions alongside improved and 

child centred engagement and communication, together with other partnerships, 

recognising the need to engage a wide constituency in making sure safeguarding 

children is everyone’s business 
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Appendix 1 

NTSCB Membership  

 

Richard Burrows, Independent Chair 

Angela Yilmaz, Head Teacher, North Tyneside Council 

Nik Flavell, Interim Safeguarding Service Manager, Children’s Services, North Tyneside Council 

Dr Jane Carlisle, Group Medical Director, NTW 

Jill Prendergast, Lay member 

Ian Grayson, Lead Member for Children and Young People, North Tyneside Council 

Jacqui Old, Head of Health, Education, Care and Safeguarding, North Tyneside Council 

Jane Pickthall, Head of Vulnerable Learners, North Tyneside Council 

Jill Baker, Senior Manager, Early Help and Vulnerable Families, North Tyneside Council 

Peter Storey, DCI, Northumbria Police 

Moira Banks, School Improvement Service, North Tyneside Council  

Lesley Young Murphy, Executive Director of Nursing and Transformation, North Tyneside CCG 

Lindsay Blackmore, Head of Service, CRC, Probation Service 

Carina Carey, Head of North of Tyne, National Probation Service 

Wendy Burke, Director of Public Health, North Tyneside Council 

Dr Michael Vincent, Designated Doctor. Northumbria Healthcare Foundation Trust 

Pat Buckley, Service Manager. NSPCC 

Peter Xeros, Service Manager, Youth Offending Service, North Tyneside Council  

Debbie Reape, Interim Director of Nursing, Northumbria Healthcare Foundation Trust  

Pamela Robertson, Head of Safeguarding, Tyne Met College 

Jan Hemingway, Designated Nurse, North Tyneside CCG 

Sue Burns, LSCB Business Manager 

Suzanne Armstrong, Service Manager, CAFCASS 

Louise Watson, Legal Advisor, North Tyneside Council 

Ellie Anderson, Adult Social Care, North Tyneside Council 

Martin Bewicke, Housing, North Tyneside Council 
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Appendix 2 

Financial arrangements  

To function effectively the LSCB needs to be supported by member organisations with adequate 

and reliable resources. Board partners continue to contribute to the NTSCB budget in addition to 

providing a variety of other resources. This income ensured that the overall cost of running 

NTSCB was met.  Total income for 2016 – 17 was as follows 

      

Financial contributions 2016/17 

North Tyneside Council £ 87, 178  

North Tyneside CCG £ 31, 823    

Northumbria Police £   5, 000  

CAFCASS £       550  

National Probation Service £       863  

Community Rehabilitation Company  £      250   

Under spend from 2015/16 £    2,169  

Total £127,833  

 

 

Expenditure 2016/17 

Staffing £ 61,702 

Venues, catering  £   2,079 

LSCB website, set up costs £  1,512 

Section 11 analysis and report £  5,300  

Learning Review £  5,643 

Conference Guest speaker £   1,121 

Membership, Assoc of Independent Chairs.   £  1,500  

Membership of NWG £      500 

Independent Chair  £ 28,844 

CDOP Co-ordinator post - contribution £   9,227 

Total 

Carry forward to 2017/18  

£117,428 

£  10,405 
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Expenditure 

 

Child Death Review process 

Expenditure in relation to the child death review process includes £9, 227 per annum as NTSCB’s 

contribution to the cost of the Child Death Coordinator post. The cost of the post is shared 

between Northumberland, Newcastle and North Tyneside LSCB’s.  

 

Financial Revenue 2017/18  

  

North Tyneside Council                                                            £87,178 

North Tyneside Clinical Commissioning Group (CCG)  £31,823 

Northumbria Police       £  5,000 

CAFCASS                                                                   £     550 

NPS                   £     863 

Probation CRC       £     250 

Under spend from2016/17      £  5,646   

                                    Total £131, 310  

 

Quarterly budget reports are provided to the Board to ensure members receive regular oversight 

of the financial position.  
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Local Safeguarding Children Board   
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Appendix 2   
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