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Introduction to the BDSCB Annual Report
This is the Annual Report of the Barking and Dagenham Safeguarding Children Board
(BDSCB). It intends to set out the effectiveness of the BDSCB in carrying out its core
business under its statutory objectives, the effectiveness of multi-agency practice to
safeguard and promote the welfare of children and young people and the progress made
against our priorities. At their heart the principal approach of the BDSCB is to ensure that:
•

Board members are assured that arrangements are in place to identify and
safeguard groups of children who are vulnerable

•

Partners will own and share accurate information which informs understanding of
safeguarding practice and improvement as a result

•

The Board will see children and young people as valued partners and consult with
them so their views are heard and included in the work of the LSCB

•

Arrangements for Early Help will be embedded across agencies in Barking &
Dagenham who work with children, young people, and their families

•

Board partners will challenge practice through focused inquiries or reviews based
on performance indicators, practitioner experience and views from children and
young people. Collectively we will learn and improve from these reviews.

This report is about what we have done and what we need to do but keeping children and
young people safe doesn’t sit in a bubble. This is also about vulnerable adults. Sadly, it is
also about neglectful and dangerous adults who hurt children. It is about children who
grow up with adults who abuse each other, and sometimes children and young people who
abuse each other.

Contextual Safeguarding. They call it growing up and feeling safe. So a challenge for the
next few years is finding ways of listening to children and young people.
The other big challenge is how our agencies work together. The Government have set that
challenge out for us in guidance called “Working Together 2018”. It helpfully outlines what
we must do to help children and young people to be safe and where necessary to step in to
help protect them.
By June 2019 we need to report to Government how we are going to make sure that our
organisations, with all their differences, are going to work together. The challenge is a
difficult one, but the opportunity is even greater. There are at least 5 key things we must
do:
1. Understand the risks faced by children and young people in Barking and
Dagenham
2. Work together well in every locality on all the things that may cause children and
young people harm. That must include adult behaviour that may cause harm to
children.
3. Support all staff, volunteers and community leaders in all settings to know what
safeguarding means and what is required of them.
4. Understand safety through the experiences of children and young people.
5. Work with Adult Safeguarding especially as young people grow up to become
adults.

Gangs, knife crime, domestic abuse and the exploitation of children are all on the increase.
In the last year we have listened to young people and they have told us about what makes
them feel safe, but more importantly where, when and how they feel unsafe.

We would do well to use these 5 tests to underpin any administrative, system or
organisational changes we might make.

The challenge of the next few years is to see the risks that they face through their eyes in
the places they live, go to school and college, play, meet-up and grow-up. We call that

Ian Winter CBE
Independent Chair; Barking and Dagenham Safeguarding Children Board
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What is safeguarding and why it matters for children and families
Putting it simply, safeguarding is about the risks some children and young people may face
as they grow up. These risks might come from:
•
•
•
•
•

Physical harm (including deliberate harm)
Emotional harm (including bullying)
Neglect (in their everyday life)
Sexual abuse (including unwanted sexual activity by others)
Exploitation (which may include sexual, trafficking)

These risks may be faced in the child’s own home caused by their family members, or from
other young people or key adults in the child’s life and sometimes from strangers.
While many of these factors have been around for a long time there are some newer
aspects of safeguarding (keeping Children safe) that have become more common recently.
This includes:

To help protect children and young people we must:
i.
ii.
iii.
iv.

Work together
Have plans for helping to protect children and young people
Test that what we are doing is working and makes sense
Look ahead to see what needs to be done

This Annual Report looks back on progress over the last 18 months looks forward to how
we work together even more effectively in the coming year and beyond. At a time of
difficult resources there is an even greater need to work together, but we must work
effectively and efficiently. Difficulties in getting resources are no excuse for failures in
working together and communicating well with each other.

Why does it matter
•
•
•
•
•

Gangs and knife crime
Radicalisation
Modern day slavery
Internet/digital abuse
Female Genital Mutilation (FGM)

The key question in any of these situations is: Does this cause harm or is the child or young
person at risk of harm from which they need to be protected.
The key agencies with responsibility for safeguarding are:

• The Local Authority
• Police
• Health Services
But many other groups or organisations have a significant part to play. This includes
schools, faith groups, under 5’s services, clubs, sports facilities, community groups etc. The
fact is that the safety of children and young people is everybody’s responsibility.

At the end of 2017/18, 321 children and young people were on what is called a Child
Protection Plan. This means that after serious consideration all of those children were at
risk from some of the risk areas outlined above.
In addition, some 1,256 children and young people under 18 were considered to be
Children in Need at 31 March 2018 and many of them, with their families, required ongoing
and sometimes intensive work to support and protect them. Across all assessments in
2017/18, abuse or neglect was the single biggest category of concern (66%). The effects of
neglect and abuse may live with a child or young person for a long time and affect their
future lives, their relationships and the way in which they then act as a parent.
They may miss out on education, the development of life skills, their mental health may be
affected and their life chances may be impaired. This report sets out some of the work that
needs to happen to help protect children and young people in Barking and Dagenham now
and those who will be born or move here in the next few years.
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Who is involved and how do we work together
Working Groups: these groups work on the board’s priority areas on a more targeted and
thematic basis. They report to the Main Board.
BDSCB Governance Architecture

Strategic Partners

1. Outlining how we intend to tackle priority safeguarding issues together
2. Developing local policies, strategies, and ways of working
3. Deliver multi agency training

SCR Panel
(formed on an
ad-hoc basis)

Main Board: this is made up of representatives of the partner agencies as set out in
WT15. Board members must be sufficiently senior to ensure they are able to speak
confidently and have the authority to sign up to agreements on behalf of their agency.

Practice Development and
Training Working Group
Chair: Kate Byrne

Early Help Working Group
Chair: Damien Cole

Young Person’s Safety Group
Chair: Erik Stein

Strategic Partners: is made up of representatives from the three key statutory agencies
and has strategic oversight of all Board activity. Strategic Partners takes the lead on
developing and driving the implementation of the partnership’s work.

Missing Children Panel
Chair: Greg Vaughn

The LSCB has three tiers of activity:

Child Death Overview Panel
Chair: Matthew Cole

1. Monitoring and scrutinising what is done by our partner agencies to safeguard and
promote the welfare of children
2. Undertaking serious case reviews and other multi-agency learning reviews, audits and
qualitative reviews and sharing learning opportunities
3. Collecting and analysing information about child deaths
4. Drawing evidence from the testimony of children, young people, and frontline
professionals
5. Publishing an Annual Report on the above.

MASE
Chair: Ronan McManus and April
Bald

Main Board
(BDSCB)

There are strong links with the Health and Wellbeing Board and the Community Safety
Partnership, and we ensure the effectiveness of our local work by:

Performance and Quality
Assurance Working Group
Chair: Chris Bush

Barking & Dagenham LSCB is a multi-agency partnership and is made up of senior
representatives from statutory and non-statutory agencies and organisations in the
Borough who have a responsibility for keeping children safe. We have a co-ordinating role
and are responsible for ensuring that agencies work together to provide safe, effective,
and efficient safeguarding arrangements for children living in our Borough. We coordinate
local work by:

Full details of Barking and Dagenham Safeguarding Board membership for 2018-19 is
appended at the end of this document.
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Demography

Population health, behaviours and attitudes – 2017 School Survey

Children in contact with social care

What is happening in Barking and
Dagenham and what does the data
tell us
Sources: Population size: Greater London Authority (GLA) interim 2015-based Borough Preferred Option projection, 2017; Office for National Statistics
(ONS) mid-year population estimates, 2017; Live births in England and Wales: birth rates down to local authority areas, ONS via Nomis, birth rate refers
to 2017. Deprivation: English indices of deprivation 2015, Department for Communities and Local Government; Annual Population Survey,
January‒December 2017; Schools, Pupils and their Characteristics: January 2018, Department for Education, 2018. Ethnicity & language: GLA housingled ethnic group projections, 2016 round © GLA, 2016-based demographic projections, 2017. Ethnic minorities refers to all ethnic groups other than
White British; Schools, Pupils and their Characteristics: January 2018, Department for Education, 2018. School survey: LBBD School Survey 2017. Social
care: Department for Education/LBBD. X indicates suppressed value. Multiple factors may be recorded.
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Early Help
A CAF (or Common Assessment) has been our primary tool for capturing Early Help work.
The number of CAFs being initiated has declined significantly in the last 3 years and has
continued to decline in 2017/18, from a high-point of 1,427 in 2015/16 to 445 in 2017/18.
Stepped down cases from statutory social care (37.8% of cases in 2017/18) were the most
prevalent reason for CAF initiation followed by behavioural issues (18%). The proportion of
CAFs attributed to disability and family dysfunction have seen a declining trend over the
same period. In contrast, concerns relating to mental health have seen an upward trend
from 1.4% to 5.6%.
Council services (including Children’s Centres) continue to complete the greatest number
of CAF, a trend that has been steadily increasing. This has increased from 36% in 2011/12
to 70% in 2017/18. Schools completing CAF have remained relatively stable over this
period, representing 26% of CAFs in 2017/18 (however absolute numbers have dropped
from 280 to 116). In contrast, the proportion of CAF completed by Community Voluntary
Sector and Health organisations have declined.
Understanding and tackling these trends is a clear priority in 2019/20, and considerable
work is already underway.

The proportion of children referrals into social care with evidence of CAF in place or ever
been in place remains low at 11%.
Barking and Dagenham is one of the strongest national performers within the Troubled
Families programme. Since inception our Troubled Families programme has worked with
2,752 families, comprising of 6,291 children aged between 0-18 at the time the family was
confirmed as a Troubled Family. This has been achieved by utilising other acceptable
assessment formats (in addition to CAF) to attach families to the programme.
The Ministry of Housing, Communities & Local Government (MHCLG) awarded LBBD
Earned Autonomy status in March 2018 along with 10 other Local Authorities. As at the
end of March 2018, 996 families have been turned around in line with the

What is happening in Barking and
Dagenham and what does the data
tell us

Payment by Results methodology and we are committed to turning around a total of 2,470
families by March 2020.
The Troubled Families Annual Report published in March 2018 shows us to be the second
highest performer in London in terms of numbers claimed, and twentieth nationally in
terms of percentage claimed of those eligible on the programme.

Referrals to Children’s Social Care
The number of statutory social care referrals received has increased by 12% during the
year (from 3123 to 3511). The rate per 10,000 has increased from 505 to 558. This is
below the statistical neighbour rate (714) but above the London rate (507) and the
national rate (548).
The most significant numbers of referrals are received from the Police (1188) and from
Education (788). Around 90% of referrals were acknowledged within 24 hours during the
year, compared to 80% previously.
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The repeat referral rate has increased to 16% during the year compared to 14% in the
previous year. Performance is in line with London lower than national and similar areas.

Strategy Discussions and Section 47 Investigations
Reflecting significant levels of need and risk in the borough, the number of Section 47
investigations continues to be high. This was considered in the 2-day OFSTED Focused
Visit in March 2018, and the standard of decision making was considered appropriate.
The number of cases that progressed to Section 47 investigations during the year was
1,296 out of 1548 strategy discussions, a conversion of 84%. For the previous year this
figure was 78%.
The number of Section 47 Investigations slightly increased during the year and the
number being completed remains comparatively high when considered against national
and London averages.

What is happening in Barking and
Dagenham and what does the data
tell us

Statutory Assessments
A total of 2,548 assessments were completed during the year, an increase of 8%. 85% of
these were completed within 45 days, an improvement on previous performance and
above national and London averages and in line with similar areas.

Core Groups
The number of core group meetings held in timescale for children subject to child
protection plans dropped considerably as at the end of March 2018 to 62% compared to
88% a year earlier. This decline was largely due to the implementation of a new IT system
in Children’s Social Care, and performance has subsequently improved to 85%.

Children Subject to a Child Protection Plan
356 cases were considered at Initial Child Protection Conference during the year at a rate
per 10,000 of 57, a slightly lower than in the previous year. This rate is comparable with
London but lower than national and similar areas.
At the end of the year, 321 children were subject to Child Protection Plans, an increase of
9% from the same point last year. This is notably higher than national and local trends.
Whilst the number of children coming off plans during the year increased to 306, the
number of children coming on to a plan has risen for the past 3 years.
The number of children becoming subject to a child protection plan for the second time in
2017/18 was 45 (13.4%). This compares with 56 children (16.8%) in 2016/17. Performance
is good and lower than national, London and similar areas.
This year has seen an increase in the percentage of children who were on a child
protection plan for two years or more with the total number of children higher than last
year: a total of 28 children out of 306. This equates to 9.2% and compares with 18 children
in 2016/17 (6.2%). This increase is due to two large sibling groups coming off a plan in
2017/18 impacting on performance. This area of performance is above the target of 4%
and higher than the national, statistical neighbour and London averages.
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Child Protection Conferences
Performance on the timeliness of initial child protection case conferences within the 15day timescale has declined in 2017/18 to 88% compared 96.5% in the previous year.
Despite decline, performance is significantly higher than all comparators (between 75%
and 77%).
Child Protection Review Conferences being held in time has remained as a strength at
96.3%, in line with London but above national and similar areas

Child Protection Visits
91% of children subject to child protection plans were visited and seen within 4 weeks in
the period of 2017-18, an increase on the 2016-17 outturn of 86%. The proportion of
children subject to child protection plans visited 2 weekly was 58% in 2017/18 but this has
risen to 68% as at end of September this year.

Missing Children
The number of children missing from home (not in care) was lower in 2017-18 at 87 with
fewer missing form home episodes – 129 compared to 91 and 149 episodes in 2016-17.
Return home interviews within the recommended 72 hours period is an area of concern
declining from 52% on 2017-117 to 30% in 2017-18. The number of looked after children
missing has also declined in 2017-18 to 56 compared to 72 in the previous year. Missing
episodes of looked after children are also lower at 175 compared to 257 in 2016-17.
However, return home interview in 72 hours for looked after children is also an area of
concern with performance falling to 20% in 2017-18 compared to 47% in 2016-17.

Child Protection Conferences
The police investigate all cases where there is a suspicion or evidence of child sexual
exploitation (CSE). Children and young people identified as at risk of or vulnerable to CSE
are supported through several pathways ranging from early help to children’s social care.
The CSE police in borough are responsible for cases at Level 1 (suspicion of) and Level 2
cases including those involving online sexual exploitation.

Level 2 cases, where there is evidence of CSE are investigated by the Police Sexual
Exploitation Team (SET).

At 31st March 2017, there were 27 children and young people from Barking & Dagenham
subject to investigations by Police; 23 were open investigations to the local CSE Team and
4 were actively being investigated by the Police SET.

Police Powers of Protection
At the end of March 2014, 136 children had been removed via Police Powers of Protection
which accounted for 43% of admissions to care. Continued work between Children’s
Social Care and the Police has reduced this figure year-on-year to 37 children in 2017-18,
which is 18% of all admissions into care during the year. This is a further reduction on the
45 (22%) seen in 2016/17 and below the London average. This reduction is hugely
important for reducing the impact of trauma on individual children and continues to
receive close attention through regular meetings with Senior Police Officers to review
performance and consider individual cases.

What is happening in Barking and
Dagenham and what does the data
tell us
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Findings from the Multi Agency Audit Programme

Drugs, Alcohol and Mental health

MARF’s and Early Help

What we learnt
•
•
•
•
•

What we did

Good decision making in MASH and appropriate recommendations
Correct application of thresholds when MARF submitted
Consent gained, basic information and contact details included.
Evidence of the voice of the child.
Schools often phone MASH for advice. Very detailed information in
MARF with relevant history of previous involvement.
• There are number of cases referred using a MARF which did not need
this – CAF and a response via Early Help should have been sought.
• No evidence of the threshold document being used as a guide to
completion of the referral

• Threshold between MASH and Early Help has been
reviewed and changes implemented
• Partners reminded about the pathway into Early Help
by way of a CAF without a referral to MASH
• All agencies received feedback on this audit through
their representative on the Multi-agency Audit Group
• Multi-Agency Thresholds revised and presented to the
BSCB in December 2018

What we learnt

What we did

• Most assessments, plans and reviews were in the range of ‘Requires
Improvement to Good’ in assessing and addressing the specific risks
and progressing the cases with involvement of relevant specialist
agencies
• Good involvement of MH services in the cases
• One assessment was not child focused, did not focus on how the ‘toxic
trio’ (drug/alcohol, MH and DV) might be impacting on parenting
• More challenge toward parents about use of substances is needed

• Team Managers to ensure that the impact of
parental behaviours on children is fully analysed in
assessments before signing off
• Child Protection Conference Chairs increased the
monitoring of risk factors in CP Plans and ensuring
they are addressed with appropriate agency
involvements
• Improved management oversight and supervision in
ensuring involvement of appropriate agencies
• Team Managers received supervision training
during Summer 2018
10

Findings from the Multi Agency Audit Programme

Child Sexual Exploitation

Neglect

What we learnt
•
•
•
•

What we did

Evidence of management oversight and regular supervision.
Positive involvement of Family Support and Early Intervention workers
Positive work with father.
New birth visits within timescales and pro-active health visiting
involvement.
• Good record of discharge planning meeting from hospital, good
description of intoxicated attendance and impact on parenting.
• Chronology needed to identify pattern developing re risks and lack of
sustained change. Start again syndrome evident.
• Key professionals’ attendance at key meetings is important.

• Adult mental health services and parental substance
misuse staff advised of the audit outcome
• Chronologies to be completed by all agencies to help
identify pattern of concerns developing over time
• Additional neglect training through LSCB programme
• LSCB agreed funding of the Graded Care Profile for use
across the partnership

What we learnt

What we did

• Initial referrals were timely, and risks were identified, understood.
with appropriate risk assessments and decision making.
• There is evidence on file of some very good and pro-active attempts to
work with young people.
• Child in Need (CiN) plan addresses Child Sexual Exploitation (CSE)
concerns well. There is evidence that the plan has reduced risks.
• Good working partnership with police, social care, and school
• Appropriate and timely response from school with initiation of CAF
initially and escalation to Children’s Social Care.
• Some assessments do not consider all information sufficiently.
• Case recording is too variable in quality.

• Managers, as part of their quality assurance process
in supervision, now ensure that relevant documents
such as chronology, meeting minutes and CSE risk
assessments are indexed on the case file.
• For all cases where there are CSE concerns a CSE flag is
now routinely recorded on the system, and this is
monitored by the CSE and Missing Co-Ordinator.
• CSE Polices and Procedures (including those relating
to recording and supervision) were relaunched.
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The Child’s Voice

Findings from the Multi Agency Audit Programme
What we learnt

What we did

• Analysis of child’s voice was evident in assessments, court statements
and care plans, and in some supervisions.
• The use of advocacy for children was evidenced
• There was good evidence of use of the Children’s Rights Officer, Child’s
Solicitor, Guardian, and IROs.
• Evidence of the child’s voice in home visit records needs improvement
• Direct work was not always recorded

• Individual audit findings and feedback given to staff.
• Cases graded as Inadequate reviewed by senior
managers.

Risks of Radicalisation
The investigations into the London
Bridge attacks identified a local
Madrassah that had been exposing
children and young people to extensive
extremist ideology and promoting
radicalised views. A multi-disciplinary
team comprised of social workers and
specialist health workers was
established to lead interviews with
Police colleagues to assess children
potentially exposed to radicalisation.
This project, called Project Palm,
received support and funding from the
Home Office and NHS(E).

An external evaluation of our response was commissioned and
showed:
• Good working relationships among professionals is essential.
• The partnership team approach between Children’s Social
Care, Health, schools, and the police worked well.
• The role of schools was pivotal to engaging children.
• Therapists used Trauma informed interventions and these
worked well.
• Using adult, male workers and those with lived experience
was positive: young male victims responded well.
• Weekly reflective supervision helped shape knowledge and
confidence.

•
•
•

•

•

There is a need for assessment tools and interventions to be
adapted to the circumstances.
Greater understanding and knowledge of the subject area is
required across all agencies in order to challenge extremist
views effectively and sensitively.
More support for staff coping with the impact of dealing
with cases like this in the future.
Gaining the trust of parents in such a situation requires a
considerable level of skill, and more should be done to
understand the nuances involved for more effective
communication.
The importance of support to schools and community groups
was taken as a key point of learning.
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Chairs Summary: Child Death Overview Panel (CDOP)
The Child Death Overview Panel (CDOP) is the inter-agency forum that meets every three
months to review all deaths of children normally resident in Barking and Dagenham.

The purpose of the review is to determine whether the death was deemed preventable,
that is one in which there are identified modifiable factors which may have contributed
to the death.
These are factors defined as those, where, if actions could be taken through national or
local interventions, the risk of future child deaths could be reduced. If this is the case the
Panel must decide what, if any, actions could be taken to prevent such deaths in future.

Number of Child Deaths in Barking and Dagenham
• Between April 2017 and March 2018 the CDOP was notified of 24 deaths of children
who were resident in Barking and Dagenham which is a slight increase in the number
of deaths since last year.
• The CDOP met 4 times during the year to discuss child deaths. Over the course of
the 4 CDOP meetings, the Panel reviewed 26 Cases. 96% (25) cases reviewed, were
closed during this period, with the remaining one (1) case open, awaiting the
outcome from Inquest.
• Of these closed cases, one (1) case was from the period April 2015-March 2016, 12
cases were from April 2016-March 2017 and 12 cases were from the period April
2017-March 2018. 12 cases remain open to CDOP at the end of March 2018, one (1)
from 2016-2017 and the remaining were received within this reporting period.
• Child deaths within the Black African ethnic group continue to be highest cohort
recorded. In 2017-18, there were 12 deaths reviewed (48%), six (6) male and six (6)
female. This is a percentage point increase of 33% on figures recorded in 2016-17.

Preventability/modifiable factors
CDOP identified one (1) case (4%) with modifiable factors during 2017/18 relating to an
unexpected death. This case was subject to a Serious Case Review. Whilst this child was not
resident in this borough at the time of death, due to the information held in Barking and
Dagenham. It was agreed that the CDOP would conduct the review, alongside the Serious
Case Review (SCR) being completed by the Safeguarding Children’s Board.
The Coroner’s Post Mortem report recorded the cause of death as Head Injury. Following
completion of this review, an overview report was published. CDOP adopted all
recommendations listed within this report. A copy of the full report can be found on the
LSCB website: http://newsite.bardage-Iscb.co.uk/serious-case-review/

Key priorities and challenges for 2018-19
1.

Following publication of Child Death Review (CDR) guidance, embed
the revised processes and policy, in conjunction with CDR partners:
Local Authority and Clinical Commissioning Group(s).

2.

Continue to develop CDOP in line with CDR guidance, looking towards
a Barking, Havering & Redbridge footprint for a shared CDOP and
shared learning, in whatever format that looks like (NB the BHR
footprint has been agreed for the future shared arrangement).

3.

Following evaluation of the QES eCDOP system, secure funding to
continue with an electronic system, if deemed appropriate.
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Chairs Summary: Multi-Agency Sexual Exploitation (MASE) and Missing Children’s Panel
The purpose of the Multi-Agency Sexual Exploitation (MASE) meeting is:
1. To have tactical oversight of CSE cases, information, intelligence and activity both
across B&D and for B&D children placed out of borough.

2. Co-ordinating a consistent and effective multi-agency response to Child Sexual
Exploitation including the prevention, identification and disruption of child sexual
exploitation as well as prosecution of perpetrators.
3. To identify and deliver a partnership response to short, medium- and longer-term
themes, trends and patterns emerging from CSE cases.
4. To direct resources and activity in response to identified trends or patterns

5. To identify and remove blockages or obstacles in cases
MASE takes place monthly and is attended by a wide partnership; Police; Social Care;
Education; Health; CAMHS; Subwize; participation; and the Youth Offending Service. Since
September 2018 the meeting is co-chaired by the Detective Inspector (DI) from the Police
Public Protection Desk (PPD) and the Operational Director for Children’s Care and Support.
The Child Exploitation and Missing Coordinator plays a vital role in ensuring a single
oversight of all children assessed as being at risk of sexual exploitation.
•
•
•
•

promotes procedural compliance and consistency of good practice across the
services and offers consultation and support on complex cases
Provides MASE partners with a monthly list of young people identified as at risk of
CSE and known to Children Care & Support services allowing partners time to check
their records so they are able to update their records and report back to MASE .
provides a report which will include: activities undertaken by the co-Ordinator;
analysis on all new children added to CSE list identifying trends, patterns and
locations.
Infographic report on the profile of the children subject to the CSE list (Performance
Service to support this report being provided).

Key achievements of MASE during the year are:
✓ New Child Sexual Exploitation Strategy produced
✓ Oversight and operational involvement of a number of complex exploitation
operations this year including Operation Ionian
✓ Hotpots have been identified and disruptions activities deployed
✓ Successful awareness raising campaign co-ordinated for CSE Awareness Day in March
2018
✓ The CSE Multi agency Champion’s forum, now meet quarterly and continues to
promote best practice. Moving forward will be known as Anti-Exploitation leads
✓ MASE police partners and the CE & Missing coordinator continue to support the LSCB
CSE awareness sessions.
✓ Focussed activity to re-fresh list of identified children at risk of CSE
✓ Updated Risk assessment tool and implemented changes into Liquid logic
✓ Produced 17/18 CSE annual profile report and commissioned multi-agency audit
Our priorities over the next 12 months are:

1. Improve attendance from the wider partnership.
2. Identify a dedicated analyst from police and Children’s Care and Support to provide
detailed data and profile of CSE and Missing
3. Improve social work compliance with CSE and Missing procedures, leading on
developing monthly Exploitation Induction and briefing sessions.
4. Transition from MASE to MACE – Multi agency Child exploitation Meeting as it takes
the lead in single oversight for children experiencing exploitation in the wider sense
5. Co-ordinate with, and contribute to, development of new Exploitation strategy which
will include current CSE strategy
6. Review multi agency training plan on Exploitation
7. Commission annual multi agency qualitative audit of CSE and Missing work and
disseminate learning
8. Co-ordinate Borough’s promotion of CSE awareness on CSE annual awareness day
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Chair’s Summary: Young People’s Safety Group
The Young People’s Safety Group meets two to three times a year, bringing together young
people from a range of borough schools to discuss themes related to safety and
safeguarding. Arranged as ‘mini-conferences’, the Group not only acts as a consultation
forum for the BDSCB, responding to need, it also challenges to the Board and holds its
members to account. Outcomes are recorded via pledges that individual young people
complete i.e. one thing they have learnt, one action they will take and one question they
would like to post to the Board. The Board then responds to the key questions raised a
well as individual agencies acting on the views and issues raised. During 2018 (calendar
year), the YPSG met twice:

Missing Children
• 38 attended from 3 schools (one school cancelling on the day)
• Key questions for the Board:
• What is the most common reason children go missing
• How do the police find missing children

Contextual Safeguarding
• 86 attended from 9 schools
• Key questions for the Board:
• What will you be doing to address the spaces identified by us as unsafe
• Why is Dagenham so unsafe

Next Steps
• Substantial data was gathered during the session on contextual safeguarding about
young people’s views of safety online, and within community and school domains.
• Online and Community data is to be fed into the Board to inform its strategy and work
around contextual safeguarding. School data it to be fed back to individual schools,
including Safer School Officers, for their action and follow up

The format of the YPSG works well, with sessions able to tackle topical and priority issues of
safety and safeguarding locally, and schools individually conducting follow up work as a
result of sessions. However, engagement from schools does vary, with some not having
engaged with the YPSG for some time. Often this can simply be attributed to changes in
staffing. However, work needs to be conducted to secure consistent engagement from
Sydney Russell School, Dagenham Park School, Riverside School, ELUTEC and Barking and
Dagenham College. In addition, new schools in the borough need to be brought on board
e.g. Greatfields.
Currently the YPSG only works with secondary schools and Barking and Dagenham College
and there is not an equivalent format for the primary phase. With primary phase schools
increasingly identifying young people at risk, as well as dealing with the consequences of
Adverse Childhood Experiences, methods to routinely engage primary phase children need
to be considered.
It is important to note that the YPSG is not the only way in which the views of young people
around issues of safety and safeguarding are captured and acted upon. However, more
work needs to be done to formally link the work of the BAD Youth Forum, Skittlz (our
Children in Care Council), and Youth Independent Advisory Group (YIAG) with both the
Board and YPSG sessions.
Our priorities for the next 12 months are:
•
•
•
•
•

Re-engage specific schools with the YPSG.
Deliver at least one event for primary phase schools linked to Contextual
Safeguarding within the Spring Term of 2019.
Ensure that the data gathered from the Young People’s Safety Summit effectively
informs contextual safeguarding strategy and practice in partnership with schools and
Board members.
Establish at least two themes for future YPSG.
Ensure data gathered through linked forums, such as the BAD Youth Forum and Skittlz
(Children in Care Council) feed into the work of the BDSCB and YPSG.
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Chairs Summary: Performance and Quality Assurance Working Group
The Performance and Quality Assurance (PQA) Working Group was revamped in the
Summer of 2018. Meetings are held quarterly, though to recognise the need for rapid
progression in a number of areas the first series of meetings were held monthly. The
group has met four times at the time of writing and attendance from partner agencies has
been good. The purpose of the PQA Working Group falls four main categories:

BDSCB Performance Datasets
• Provide an overview of performance and highlight key risks and issues identified from
the data

Audit and Quality Assurance Activity
• Summarise the work of the Multi-Agency Audit Group and outline key findings

Commentary and Improvement Work
• Describe, where known, the underlying causes of issues and any remedial action
being taken

Next Steps
• Provide recommendations to the Board for action(s) to be taken, and describe the
next steps for the PQA Working Group
The foundations for effective performance and quality assurance have now been laid, with
the core tasks delivered during the year:
✓ Established the new PQA Working Group with revised terms of reference.

With the foundations established, the group has begun to provide effective challenge, and
identify remedial actions as required and/or recommend escalation to the main
Safeguarding Board where intervention at wider-strategic level is felt by the group to be
necessary. Key areas of impact have been:
1. Initiation of a system-wide piece of work to improve Early Help Referral pathways (the
use of CAF) as a result of data-led challenge (being delivered by the Early Help and
Intervention Working Group)

2. Performance improvements in:
- The timeliness of Initial Child Protection Conferences
- Recording and tracking of children flagged as at risk of Child Sexual Exploitation
- Improvements in the arrangements for monitoring children who go missing
(including increasing resources), with an improvement in Return Home Interviewing.
3. Better analysis of findings from Multi-Agency Audits, and an improved system for
challenge and follow-up (ensuring audit recommendations are acted upon)
There remains, however, much to do. Over the coming year the approach that has been set
out must be embedded. Some parts of performance monitoring and quality assurance need
to be further developed, and robust challenge must be maintained. Most crucially there
must be a firm focus on improving performance and outcomes, and providing assurance as
to the sufficiency of systems in place across the partnership to effectively safeguard our
children and young people. Our priorities for the next 12 months are:

•
•

✓ Updated the BDSCB Dataset and established mechanisms for quarterly reporting.
✓ First report presented to the Safeguarding Board in September 2018 – the first time
that Performance and Quality Assurance activity from across the partnership had
been presented in an integrated form.

•
•

Increase the range and breadth of data used to more fully include a sound analysis of
emerging trends, and not just be focused on performance indicators.
Implement the new Multi-Agency Audit Framework and ensure that the whole
journey of the child is tested, and that our audit and quality assurance approach is
sufficiently flexible to respond to emerging threats.
Work with the Independent Chair and the respective Chairs of other Working Groups
to ensure that improvement activity across the partnership is intelligence led.
Respond to any changes emerging from Working Together 2018.
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Chairs Summary: Early Help and Prevention Working Group
The Early Help and Prevention Working Group was revamped in the Summer of 2018,
superseding the previous Early Help Committee. Meetings are held quarterly, though to
recognise the need for rapid progression in a number of areas the first series of meetings
were held monthly in August, September and October. Attendance from partner agencies
has been good to date. The purpose of the EH&P Working Group falls into 4 categories:

Promote and oversee partnership wide Early Help activity
• Ensure children and families are receiving joint up support at the earliest opportunity
through a partnership approach to effective early help.

Analysis of early help data
• Utilise data, performance and insight from across the partnership in order to inform
and shape early help and prevention services, thereby achieving positive outcomes
for children, young people and families.

Develop a Partnership Early Help and Prevention Strategy
• Support the development of a partnership Early Help and Prevention Strategy and
implementation of the resulting action plan.

Governance for changes impacting on partnership early help
• Act at the governance mechanism for any changes being suggested to Early Help
process/protocols that impact on the partnership.
The foundations for a meaningful new partnership strategy have now been laid, with the
core tasks delivered during the year:
✓ Established the new EH&P Working Group with revised terms of reference.

With the foundations established, the group has begun to agree on what are some of the
key issues to be addressed within the new Partnership Early Help and Prevention Strategy
that are currently having an impact on Early help activity and partnership working. Some of
which directly effects the Social Care Front Door and statutory services. Key areas of focus
will be:
1. Agreement on a broader way of capturing evidence of Early Help work (i.e. not only
using CAF)
2. Integrated approach to partnership work; digital and physical
3. Do we have the right services in place to support children and families in B&D
4. All of the above feeding into a new Partnership Early Help & Prevention Strategy and
Plan for 2019-2022
These actions will be at the heart of a dedicated, substantive session with the BDSCB in
January 2019 that follows on from discussion at the November 2018 Board.
With a challenging financial backdrop for many of the agencies working across Barking &
Dagenham, there remains a strong commitment to supporting our residents and families. It
will be critical over the coming year to maintain that commitment and focus on those areas
that will make to most difference to families, thereby keeping them safe and improving
their outcomes. Our priorities for the next 12 months are:

•
•
•

✓ Update partners (new members and previous members) of current early help and
prevention landscape; activity, national and local challenges, objectives for 2019.

•

✓ Dedicated session at the BDCSB on Early Help through to Front Door activity,
challenges and suggested principles to form a new Early Help Strategy.

•

Co-production of a meaningful Partnership Early Help& Prevention Strategy and Plan
Improve evidence of early help captured across the partnership
Be able to make better informed decision at the Front Door (to Social Care) because
of wider evidence being captured.
Work with the Independent Chair and the respective Chairs of other Working Groups
to ensure that improvement activity across the partnership is intelligence led.
Respond to any changes emerging from Working Together 2018.
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Chairs Summary: Practice Development and Training Working Group
The Practice Development and Training (PDT) Working Group was established in the
Summer of 2018. Meetings are held quarterly and the group has met twice at the time of
writing. There is good representation from partner agencies. The PDT Working Group
focused on two main work streams in its first six months:

Monitor multi-agency SCR/PLR action plans
• Establish a Tracker to support monitoring of SCR/PLR multi-agency and single-agency
Action Plans

Evaluate the impact of training
• Establish a robust method of evaluating the impact of training on improving outcomes
for children and young people
In order for the Practice Development and Training Working Group to progress it was
imperative to first get the basics right. During 2017/18, the key things we delivered to
achieve this were:
✓ Establish the new PDT Working Group with revised terms of reference.
✓ Tracker that reflects all multi-agency action plans and the progress of Serious Case
Reviews that is RAG rated, monitored and underpinned by effective challenge
established in September 2018.
✓ 53 training courses run throughout the year with 969 attendances (out of 1,370).
✓ BDSCB Training Programme for 2019/20 agreed and commissioned.
The LSCB continues to provide an extensive multi-agency training programme offering
different courses across statutory and voluntary sectors which reach a range of
professionals; health, children's social care and education.

Following training needs analysis and feedback from key agencies a training programme
was developed to support the SCB priorities.
Courses this year have included domestic abuse training (basic awareness and advanced),
Fabricated or Induced Illness, Neglect, Substance Misuse training, Missing Children and
Private Fostering.
Training is delivered by locally based practitioners as well as by specialist trainers with
expert knowledge of the subject.
Feedback from the Neglect training provided, ‘ Amazing course and the trainer was
excellent, encouraged debate and conversation and very flexible and kept the whole
groups attention and involvement throughout’ (November 2018).

The PDT Working Group recognise, in line with Working Together (2018), that learning
from SCRs etc. must be promoted and embedded in a way that local services for children
and families can become more reflective and implement changes to practice.
It is recognised by the Working Group and the SCB that measuring the impact of training
on improving outcomes for children and their families in a meaningful way remains a
challenge at present. Our priorities for the next 12 months are:
➢ To provide a comprehensive Training Programme that supports the SCB priorities
➢ Develop a robust approach to evaluating training and its impact on frontline practice
through quantitative and qualitative methods

➢ Quality assure training offered by the SCB and partner agencies
➢ Monitor the SCR/PLR action plan tracker, offering appropriate challenge where
applicable
➢ Monitor single agency learning and share across the partnership
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Summary of findings from single agency reports
As part of the annual review of arrangements culminating in the production of this report, partner agencies submitted a summary of the key steps they had taken during the year. The
highlights of these are presented below in the form of “what did we do?” and “what did it tell us?”.
Agency

London
Ambulance
Service

BHRUT

What did we do
In our safeguarding refresher training we included a session on Children and Gangs
which was delivered to 77% of staff.

We attend on average over 50 incidents a month (stabbed/shot/weapon wounds)
in 2017-18; this has risen from 35 a month in 2016/17

The Trust does not attend MARAC meetings but provides information to support
discussions.

Domestic Abuse call outs - Year 2015-16 - 1332
2016-17 - 1439
2017-18 – 1910 = Increase in DA.
Click here for full report

Safeguarding Children cases are presented for discussion at the Trust’s monthly
Safeguarding Operational Group meetings and all cases are shared across the
organisation via a Safeguarding Bulletin. Bulletins were produced on Neglect,
Gangs & Child Sexual Exploitation, County Lines, Modern Day Slavery, Private
Fostering, and Fabricated and Induced Illness.

The Safeguarding Team have noted an increase in staff’s awareness of key topics
and this has been demonstrated through referral where risks to children/young
people were identified.

Improvement in the Quality of Multiagency Referral Forms (MARFs) and an
increase in the recording of the household occupants and Think Family approach.
Staff are obtaining the Voice of the Child including children with Learning
Disabilities.
A staff member within the community solutions team attends the Psychosocial
screening meetings to support the Safeguarding Team. The majority of Pre CAFs
are completed by Maternity Services where the need for additional support is
often identified during the antenatal period.
Developed a Volunteer Strategy

Community
Solutions

What did it tell us

Higher numbers stepped down from CiN/CP without escalation
More people supported to sustain tenancy and to reduce the number evicted
Reduction in children subject to a repeat safeguarding referral

Consistent improvement in recognition of vulnerable children demonstrated in all
Multi-Agency Audits and Internal Safeguarding Audits
Evidence of staff’s awareness of Thresholds for Intervention as per LSCB Threshold
Document.

Click here for full report
210 volunteers (June 2018) 40% increase
Reducing demand into social care
Reduction in temporary accommodation placements by 37%
Positive feedback from Ofsted Focussed Inspection – March 2018.
Click here for submission
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Summary of findings from single agency reports
Agency

National
Probation
Service

What did we do

Monthly case audits and Practice Improvement Tools completed by all staff, with
specific section/focus upon safeguarding. Feedback collated to identify areas of
best practice/areas for development.
Pre-Sentence Report and risk assessment processes recognise and incorporate
‘The Voice of the child’.
MAPPA procedures have adopted the ‘four pillars’ model within the last three
months, which incorporates victim and child considerations.

Police

Following HMIC recommendations, a review of secondary risk assessments
initiated VOC (voice of the child) inclusion as mandatory on crime reports. VOC to
also be included on Missing debriefs.
Child Criminal Exploitation.
New EA Safeguarding Performance Dashboard .

Probation
CRC

London CRC works primarily with adult perpetrators. There is limited contact with
children however, staff are trained in safeguarding practise including conducting
effective home visits, considering the parental bond and the varied areas of abuse
that can be perpetrated. LCRC also has well documented procedures that outlines
how concerns can be escalated to children's social care.

Our focus for 2018 is on improving the quality of this work and providing further
interventions to support in the reintegration and rehabilitation of our Service User
population.

What did it tell us
All managers now expected to review all cases presenting safeguarding concerns
with individual staff members as part of supervision. This has increased
accountability, management oversight and assisted the Cluster Management Team
to identify themes and areas of improvement.

Informed decision making at Pre- Sentence stage, to ensure adequate
consideration of safeguarding concerns that may influence proposals and
sentencing outcomes.
Four Pillars roll out requires more time to establish effectiveness. Early feedback
from partners is that the model allows greater collaboration and input from all
Duty to Cooperate Agencies. Click here for submission.
Greater understanding of impact of DV on young people. VOC captured on Body
Worn Video may influence CPS charging decisions.
Process currently subject to a dedicated team review. Purpose is to identify EA
BCU strategy compliance.
Discussed at Performance SLT. Details all areas of Safeguarding. Will better inform
partners regarding MPS SG performance. Click here for submission.

Home visits remains an area of concern in that the number of visits needs to
increase to ensure that we are capturing any concerns and appropriately assessing
our service users. Home visits remain an actively monitored factor for our
safeguarding board.

The performance framework is updated on a weekly basis and is available to all
staff across the LCRC. Click here for submission.
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Summary of findings from single agency reports
Agency

NELFT

What did we do

What did it tell us

Safeguarding group has considered safeguarding risks, safeguarding performance
indicators and has provided the opportunity to highlight emerging learning from
safeguarding issues - Exploitation, gang activity, children missing from education.
Joint LSCB audits have identified good practice and highlighted where NELFT can
strengthen its multiagency working to meet the needs of the Children and young
people using the Think Family approach.

Safeguarding is a standing item agenda on all leadership, directorate, service, and
team business meetings. Training and supervision has led to increased reporting of
concerns for children, early identification of needs and additional support
required.

The NELFT safeguarding advice service continues to grow in strength with 1805
enquiries from NELFT staff in the period July 2017 to June 2018.
All senior leads and managers, including the executive team have received
safeguarding training at the required statutory level.

The Safeguarding Children team, in conjunction with operational managers and
practitioners, undertake regular audits of the Trust’s safeguarding systems and
processes. Emerging practice issues, when identified, are considered and relevant
re-audits to assess and address the issue are added to the audit programme.

CAFCASS

Shared RiO records are enabling the children’s services and adult mental health
services plan support/ interventions for parents with mental health.
Evidence of strong partnership work is demonstrated through participation in LSCB
and LSAB subgroups, working groups, audit programme and policy development.
Effective risk reporting and monitoring is key to the organisation’s oversight of risk
issues and onward management. Individual case risks are monitored through High
Risk Reporting at service level and through leadership weekly team meetings.

Click here for submission

OFSTED identified that Children and families who are the subject of public law
proceedings receive an excellent service.

Strong, evidence-based, and succinct reports to court by CAFCASS minimise the
need for experts. They also reduce delay and the need for further appointments.

Children’s guardians provide timely and high-quality advice to the court in the
majority of cases. Risk is identified, analysed, and managed effectively throughout
the proceedings.

The FJYPB has been active in persuading national organisations to change aspect
of how they work to make them more child friendly, child-inclusive and child
focused. They have persuaded some of the most senior leaders in the land to
change policy to be more child-inclusive e.g., the new proposed Practice direction
for children’s evidence and child witnesses in family proceedings.

CAFCASS funds the running and operation of the Family Justice Young People’s
board (FJYPB). This is a group of over 50 children and young people aged between
seven and 25 years old who live across England and Wales. All members have
either had direct experience of the family justice system or have an interest in
children’s rights and the family courts.

Members of the FJYPB regularly inspect CAFCASS offices/waiting rooms to ensure
they are child friendly, accessible, and suitable for all children and young people.
Click here for submission
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What have we learnt over the past year from serious incidents
What we learnt

SCR Child C: Child C was taken to
hospital where she was pronounced
dead. Child C had bruising and
swelling to her head and eyes. A
skeletal survey conducted post death
indicated that Child C had suffered
multiple fractures old and new,
which, were consistent with nonaccidental injuries (NAI).

SCR Family D: This SCR relates to
children who experienced Fabricated
& Induced Illness (FII). The children
underwent numerous medical
investigations, many invasive, and
received treatment for a number of
conditions in primary, secondary and
tertiary/specialist care. Wider
circulation of the full report is
prevented due to an ongoing police
investigation

Practice Learning Review: This
Review was about a family with 2
children who were in the UK illegally.
A non-accidental injury was not
responded to appropriately by the
GP and the family were not
progressed to a referral by MASH
following a DV incident and concerns
about father’s alcohol use.

1. Practitioners must be more challenging of families where neglect is evident, and
where possible visit jointly with other agencies.
2. Practitioners must be more aware of processes relating to housing issues and the
impact of homelessness on children.
3. More training is required on working with chaotic and transient families, particularly
to promote professional curiosity and enable practitioners to ask difficult questions.
4. A greater level of curiosity when it comes Identifying and understanding the role of
absent/hidden fathers (or significant partners) is required.
5. Health agencies must be involved in strategy meetings and be told the outcome.
1. That front line staff and their managers did not have a working knowledge or
understanding of perplexing presentations and FII.
2. Practitioners lacked knowledge of relevant guidance and procedures and how to
respond to referrals of this nature.
3. There was no overview of the range and quality of awareness raising/training
offered across the Borough to practitioners in respect of FII.
4. The LSCB Conflict Resolution Protocol that partners should use to escalate concerns,
was not well understood, or used.
5. The local CCG should review the system for handling multiple attendances by
children and young people at Emergency Departments
1. As MASH is now situated within Community Solutions - to ensure that children’s
needs for early help arising from parental alcohol misuse and domestic abuse are
addressed in commissioning plans.
2. The LSCB should critically evaluate the effectiveness of early help and thresholds as
part of its annual programme of work
3. The LSCB should monitor and evaluate whether children’s emerging needs are
appropriately met elsewhere when referrals to children’s social care do not meet
the locally agreed threshold for statutory intervention
4. The CCG and NHSE should ensure that GP safeguarding training includes an
understanding of abuse, of how to recognise possible parental involvement.

What we did
• Revised and published a new multi-agency Neglect
Strategy
• Purchased the Graded Care Profile 2 assessment tool
from the NSPCC
• Revised the BDSCB training programme on Neglect and
implemented new and additional training courses
• Incorporated attendance at strategy meetings part of
audits on S47 processes
• Ran LSCB ‘Master classes’ hosted by Dr Danya Glaser
• A ‘One Minute Guide’ produced for , and issued to all
practitioners
• Revised and re-circulated LSCB Conflict Resolution
Protocol
• BHRUT have a regular attender’s policy, when multiple
attendance exceeds 5 times over the year

• The BDSCB commissioned a review of the Multi-Agency
thresholds (this was reviewed at the December 2018
Board and will be reissued in January 2019)

• The LSCB are reviewing the ‘step up/down’ process as
part of the Early Help strategy
• Safeguarding Manager will attend GP training to raise
awareness of this issue
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In September 2018 the LSCB discussed the top things our safeguarding partnership
must tackle. The top priorities put forward by each of the three Strategic Partners
were:

Health
• Gangs
• Domestic abuse
• FGM, CSE,
Trafficking and
Radicalisation

Police
• Knife crime
• Domestic abuse
• Missing young
people

Local Authority
• Pre-birth

• Domestic abuse
• Contextual
Safeguarding

What are our priorities and what are
the top things we will do over the
next 12 months

• Tackling Neglect

Following discussion at the September 2018, the Board agreed that the
immediate priorities for the next 12 months are:

To deliver these priorities it was agreed that the Board would oversee the development
and implementation of the following key workstreams:

1.

Tackling knife crime and gang culture

1.

2.

Protecting vulnerable children and young people from all forms of
exploitation

Development of a partnership Exploitation Strategy to safeguard all
children and young people from all forms of exploitation

2.

Reducing the impact of domestic abuse on our children and young
people

To embed Contextual Safeguarding as the default approach to
considering, assessing and responding to risk

3.

Strengthening work at the pre-birth stage and minimising the impact
of chaos and neglect on our youngest children

Support the roll-out of the Violence Against Women and Girls
(VAWG) Strategy across Barking and Dagenham

4.

Establishing consistent and agreed thresholds across the partnership
that are congruent with new approaches.

Continue to embed a culture of performance management and
quality assurance; and target this at areas requiring improvement

5.

Develop proposals for the future shape of the Barking and
Dagenham Safeguarding Partnership in according with WT2018

3.

4.
5.
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The next 12 months: embedding Contextual Safeguarding
In July 2018 sessions led by Dr Carlene Firmin, and with the Safeguarding Board
introduced Contextual Safeguarding. The Safeguarding Board agreed that this approach
would be adopted.
N’bour’d

N’bour’d

School

School

Peers

Peer

Home

Home

Child

Child

What is
Contextual
Safeguarding?

To develop and embed an approach to Contextual Safeguarding that works in Barking and
Dagenham, we have taken some key steps. The Safeguarding Board have submitted a bid to
be part of joint-implementation supported by the University of Bedfordshire. At the time of
writing the outcome of this bid is unknown. We are clear as a partnership that this
approach to safeguarding will be adopted irrespective. To deliver this over the next 12
months a governance structure has been developed.
Strategic Partners

BDSCB
(and successor post WT
2018)*

Contextual Safeguarding changes the reach of current safeguarding approaches from a focus
on predominantly the child and family, and toward recognising potential risks from all
environments. It changes the relationship between all partners responsible for the safety of
our children so that we are working as whole system to identify all risk earlier.
Targeted and Intelligence Led
• Seeks to prevent, identify, assess and intervene with the social conditions of abuse
Aligned strategies and guidance

Contextual
Safeguarding
/Exploitation
Strategic
Group

A time-limited ‘Contextual Safeguarding and
Exploitation Strategic Group’ has been established
to co-ordinate the development of the multiagency exploitation strategy (describing our
approach) and oversee the implementation.
The reporting line of MASE will remain directly to
the BDSCB – as it must. Ultimately, MASE will be
reframed to MACE (Child, rather than Sexual) to
reflect the focus on wider contextual risk of
exploitation and missing children.

MASE

* This refers to whichever arrangements are put in
place following consideration of the new Working
Together 2018 guidance.
Our priorities for the next 12 months are:

• Incorporate extra-familial contexts into child protection frameworks
•

Mature, developed partnerships
• Develop partnerships with sectors/individuals who are responsible for the nature of
extra-familial contexts
Strong performance and outcomes framework
• Monitor outcomes of success in

•
•

Establish the Contextual Safeguarding and Exploitation Strategy group to oversee the
implementation (with or without a partnership with the University of Bedfordshire)
Develop a partnership-wide exploitation strategy and begin the implementation
Develop a ‘Target Operating Model’ for our approach to Contextual Safeguarding, and
ensure the wider operational, performance and quality assurance systems are place.

relation to contextual, as well as individual, change
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The next 12 months: developing an Exploitation Strategy
To support the work to embed Contextual Safeguarding in Barking and Dagenham, and to
ensure that the Contextual Safeguarding and Exploitation and Strategic Group have a clear
mandate within which to operate, an Exploitation Strategy will be developed to provide a
single, strategic articulation of our partnership approach to tackling exploitation (and by
extension embedding Contextual Safeguarding).
The Contextual Safeguarding and Exploitation Strategic Group will oversee the
development of the strategy and implementation of the delivery plan.

Exploitation Strategy

Partnership Delivery Plan
(coordinated by CS and Exploitation
Group)

Performance & QA Framework
(coordinated by PQA Working Group)

The PQA Working Practice Development and Training Working Group will develop the
Learning Framework.

The working group first came together on 15 October 2018. Represented organisations
and services include children’s social care, Community Solutions, education, participation,
health, commissioning, youth offending services, the police, the voluntary sector,
organisational development and community safety. Representatives from two local
secondary schools are key to help us engage with our family of schools and understand
the specific needs of young people.
•
•
•
•

Child Sexual Exploitation

•

Radicalisation and Extremism

•
•
•

Gangs and Youth Violence
Early Identification and Intervention
Modern Slavery and Trafficking
Domestic Violence and Abuse
Missing Children
Online Abuse

Services that understand the impact of trauma on children's development including
their behaviour and their social , physical and emotional needs
Services that reduce the risk to and from young people in home , school and
community
Services supporting children and young people to communicate their needs
Services that improve the lives of our young people by supporting their educational
and mental/physical wellbeing
Services that support young people through their key transitions and build on their
resilience
Services that support family relationships and foster sense of belonging
Services that feel respectful , collaborative and timely to all stakeholders
Services that in their totality deliver a coherent and efficient offer , and don’t waste
resources

The aim is to have the strategy in Draft to be presented at the Board in April 2019
Project approach with following workstreams:
•
•
•
•
•
•
•

Systems development : thresholds , assessments ,referral pathways , planning
Interventions offer – universal , targeted ,statutory ( commissioning )
Service developments : a Multi disciplinary service
Participation – co-producing / service user informed approach
Intelligence & outcome focussed performance measures
Information sharing agreements
Workforce development
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The next 12 months: Working Together 2018 and the Safeguarding Partnership
In the Summer of 2018 the Department for Education published “Working Together to
Safeguarding Children 2018: a guide to inter-agency working to safeguarding and promote
the welfare of children”. This statutory guidance is an update of the previous guidance
published in 2015, and contained some significant changes. One of these changes
concerned the nature of Safeguarding Partnerships and, crucially, the abolition of the
requirement for SCB. In place of this, the requirement to set out the chosen arrangements
in a Local Authority area to form a Safeguarding Partnership was mandated. All areas must
notify the Department for Education of their intentions by April 2019, for implementation
by September 2019.

Work is already underway with the partnership to develop our thinking and build a
consensus towards how we may best establish a Safeguarding Partnership under the new
Working Together arrangements. Throughout out thinking we are clear that:
Key principles and approach
• There must be a shared approach between organisations and agencies to safeguard
and promote the welfare of all children in a local area.
• The responsibility for this join-up locally rests with the three safeguarding partners who
have a shared and equal duty to make arrangements to work together to safeguard and
promote the welfare of all children in a local area.
The 3 Safeguarding Partners should…
• Agree on ways to co-ordinate their safeguarding services;
• Act as a strategic leadership group in supporting and engaging others;
• Implement local and national learning including from serious child safeguarding
incidents

To support the development of this work we have commissioned specialist independent
support.

Discussions have begun with the Independent Chairs of neighbouring Safeguarding
Children Boards, as well as senior officers across these same boroughs. This is the same
for our key partners in the Police and Health, but we must ensure that we engage with the
whole safeguarding partnership in determining the best model for Barking and Dagenham.
We intend the consultation to be extensive and wholly collaborative, and most
importantly in alignment with the key principles set out on page 3 of this report:
1. Understand the risks faced by children and young people in Barking and
Dagenham
2. Work together well in every locality on all the things that may cause children and
young people harm. That must include adult behaviour that may cause harm to
children.
3. Support all staff, volunteers and community leaders in all settings to know what
safeguarding means and what is required of them.
4. Understand safety through the experiences of children and young people.
5. Work with Adult Safeguarding especially as young people grow up to become
adults.
Nov
2018

• Strategic Partners discussions
• HWBB and Senior Officers

Nov
2018

• BDSCB Members (engagement
and soundings)

Jan
2019

• Draft proposals for wider
consideration

…and they must
• Stipulate how they will work together, and with any relevant agencies.

Mar
2019

• Final proposals for sign-off across
the partnership

May
2019

• Submit proposals to the
Department for Education
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BDSCB membership

Named Representative

Role

Independent Chair

Independent Chair
Director People and Resilience
Commissioning Director
Operational Director
Head of Participation, Opportunity and Wellbeing
Director Public Health
Borough Commander
Safeguarding Lead

Cafcass
Lay members

Ian Winter
Elaine Allegretti*
Chris Bush (Chair PQA)
April Bald (Co-Chair PDT & MASE)
Erik Stein (Chair YPSG)
Matthew Cole (Chair CDOP)
John Ross *
Ronan McManus (Chair MASE)
Nicky Brown-John
Jacqui Himbury*
Kate Byrne (Chair PDT)
Dr Richard Burack
Kathryn Halford
Melody Williams
Dr Sarah Luke
Greg Tillett
Steven Calder
Cornelia Fuerhbaum
Vacant

Maintained Schools
Non maintained special school
College

Emine Salid Hussein (Secondary) Wayne Pedro & Richard
Hopkins (Primary)
Diana Blofeld/Amy Decampos

Head Teachers

Voluntary Community and Faith

Vacant

Lead Members

Cllr Maureen Worby
Cllr Evelyn Carpenter

Councillors (participating observers)

Commuity Solutions

Damien Cole (Chair Early Help Working Group)

Head of Service Development

Terry Williamson
Lee Walker

Safeguarding Lead
Borough Commander

Local Authority

Police
NHS England
BHR CCG
BHRUT

NELFT

Appendix A: BDSCB Board
Membership

Probation

Director Nursing
Designated Nurse
Named GP
Chief Nurse
Integrated Care Director
Designated Doctor
Head of NPS Probation
Head of CRC Probation
Service Manger

Safeguarding Lead

Additional members
London Ambulance Service
Fire
Advisors

* denotes Strategic Partner

Head of Safeguarding
Business Manager
Legal Advisor

Teresa Devito
Liz Winnett
Lindsey Marks
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Appendix B: how much does it cost

Appendix C: Glossary of terms

All partner organisations have an obligation to provide the Local Safeguarding Children
Board with resources and finance that enables the Board to be well organised,
functional, and effective. In principle this means that partners should share the
financial responsibility in such a way that a disproportionate burden does not fall on
one or more partner agencies. There is no set formula on how LSCB’s are funded.
In late 2016/17 the financial contributions of all partners were reviewed by the Board
and reduced for the 2017/18 financial year. The following tables show a breakdown of
the income received from all partners during 2017/18.

Table 1: Contributions: 2017/18
Agency

Contribution

BHRUHT

£3,716

CAFCASS

£550

Table 2: Expenditure 2017/18
Item

Cost

Independent Chair

£30,000

LSCB Training

£11,000
£59,300
£28,000

CRC Probation

£1,000

NPS Probation

£1,050

Staffing Costs (Business
Manager and CDOP)

NELFT

£3,716

Serious Case Reviews

BHR CCG

£30,000

NWG Network

Metropolitan Police

£5,000

AILC Membership

£1,500

Council (LBBD)

£40,000

AILC Conference

£270

Schools Forum

£50,000

Venue Hire

£255

Fire Service
Total

£500
£135,532

Miscellaneous
Total

£500

£3,925
£134,750

AILC
BDSCB
BHR
BHRUT
CAF
Cafcass
CAMHS
CCG
CDOP
CSE
EH&P
FGM
FII
FJYPB
IRO
LBBD
LCRC
LSCB
MAPPA
MARAC
MARF
MASE
MASH
NELFT
NSPCC
PDT
PLR
PQA
SCR
YPSG

Association of Independent LSCB Chairs
Barking and Dagenham Safeguarding Children Board
Barking and Dagenham, Havering and Redbridge
Barking, Havering and Redbridge University Hospitals NHS Trust
Common Assessment Framework
Children and Family Court Advisory and Support Service
Child and adolescent mental health services
Clinical Commissioning Group
Child Death Overview Panel
Child sexual exploitation
Early Help and Prevention (working group)
Female genital mutilation
Fabricated or induced illness
Family Justice Young People’s Board
Independent reviewing officer
London Borough of Barking and Dagenham
London Community Rehabilitation Company
Local Safeguarding Children Board
Multi-agency public protection arrangements
Multi-Agency Risk Assessment Conference
Multi-agency referral form
Multi Agency Sexual Exploitation Meeting
Multi-agency safeguarding hub
North East London NHS Foundation Trust
National Society for the Prevention of Cruelty to Children
Practice Development and Training (working group)
Practice learning review
Performance and Quality Assurance (working group)
Serious case review
Young People’s Safety Group
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