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Over view of the year by David Sanders, Out-going Independent LSCB Chair  
 

I am pleased to present the 2016-17 Newham Safeguarding Children Board (NSCB) 
Annual Report. This is my fifth and final report for Newham LSCB and provides an 
opportunity for me to acknowledge the support I have received from the safeguarding 
team; board representatives and their organisations; and the wide range of people who 
have supported the sub-committees, the various initiatives and the task and finish 
groups not only over the reporting period but for the whole of my time leading the 
Children's Safeguarding Board in Newham. I would like to thank them for their 
significant contribution in meeting most of the aspirations of the 2016/17 business plan 
and to wish them and Newham every future success in meeting the safeguarding needs 
of Newham's young people. 
 
Safeguarding is taken very seriously by the partnership in Newham and this is reflected 
in the willingness of everyone to endeavour to meet the needs of its young people. 
Newham has a population of over 340,000 of which 25 % are young people under 18 
years of age. The young population is ethnically, culturally and socially diverse and of 
whom 70% do not have English as their first language. The young population of Newham 
is characterised by high levels of deprivation and with slightly higher than the London 
average of young people not in work, employment and training. Newham has a high level 
of domestic abuse and the highest infant mortality figures in London. The population 
turn over rate is 20% per annum. 
 
The key safeguarding priorities established by NSCB for 2016/17 included: 
 
1. Early Help 
 
Early help in 2015/16 was relatively weak and not meeting the needs of young people or 
their families. Following considerable developmental work and consultation a new 
integrated approach to neighbourhood services was launched in 2017, providing an 
improved and timelier response to need. The initial signs of this new service are very 
positive but it needs further embedding before its full potential is seen in improved data. 
 
2. Effective partnership working with families affected by parental mental health and 
parental substance misuse. 
 
Unfortunately this priority did not make as much progress as expected in 2016/17. 
There were some difficulties in establishing a strategic plan which was aggravated by 
staffing changes. Meantime further work has been undertaken and a new strategy 
established. This has led to closer working relationships of the various agencies involved 
and improved service delivery, but the true impact for families was not felt until later in 
2017. 
 
3a. Protecting children and young people from domestic abuse (DA) 
 
The NSCB established a task and finish group to review the level of need and the 
partnership responses to DA. This led to much improved co-ordination and collaboration 
among the services involved particularly the police and children's social care. As a result 
the responses to families have improved and coupled with developments in early help 
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have led to a small reduction of cases. Further a successful bid was made to DfE to 
provide a more comprehensive service to families affected by DA with particular support 
for 'fathers'. The real benefits from this ground breaking work will become manifest in 
2017/18. 
 
3b) Protecting children and young people from harmful practices. 
 
The NSCB, through its training programme and community safeguarding forum updated 
practice on meeting the needs caused by the range of abuse to children and young 
people. In particular significant progress was made with FGM. A new strategy was 
launched, the first in London, and through which a number of different training 
programmes were developed. The training programme is substantial and well supported 
by all agencies. 
 
3c) Reducing harm to children caused by neglect. 
 
The dataset indicated that almost a quarter of referrals for neglect did not receive any 
additional support or guidance. Consequently a new strategy was developed for neglect 
and launched in 2017. Meantime the Graded Care Profile developed by the NSPCC was 
piloted in Newham and through which a training programme for the key services was 
launched. The success of the new strategy is in part predicated on the work being 
undertaken within early help. The first signs of the emerging new service for neglected 
children and their families are positive but services need to be fully embedded before 
the full impact is known and this should become evident during 2017/18. 
 
4a) Children at risk from child sexual exploitation (CSE), missing from home care and 
education and trafficking. 
 
The CSE co-ordinator and the sub-committee made good progress overall during 
2016/17. The data collection was integrated into the MASH (triage) which facilitated 
quicker responses and better intelligence. This meant that CSE hotspots could be 
disrupted by the police and that better support for victims could be made available via 
the MASE. The police are also leading on Operation Make Safe which is providing 
awareness training and support for services which may provide intelligence about CSE 
e.g. taxis, hotels, cafes etc. 
 
The data for children missing from home, care and education has been improved and 
more concentration has been placed on follow up interviews with the young people 
involved but there are still inconsistencies in the level of response and the quality of the 
reports. There continues to be a concern about the potential vulnerability of those young 
people who are home educated and missing education. 
 
The trafficking quality assurance workshop demonstrated that knowledge of this issue 
and modern day slavery was poor. A task and finish group was established and an audit 
undertaken in March 2017. The emerging recommendations are being implemented and 
will strengthen operational support for these young people. 
 
4b) Safeguarding children from extremist ideologies and radicalisation. 
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The early start on this priority was impeded by an overzealous nature to the 
confidentiality issues. Meantime these have been addressed and much better sharing of 
intelligence and concomitant responses have been facilitated. Schools have been 
proactive in meeting their new policy and training obligations – 100% support. An 
institution with a very critical response in this regard from OFSTED was reviewed by the 
Chair and DCS and both the senior leadership team and the governors responded well to 
recommendations. Subsequently a more positive inspection report was received from 
OFSTED. Young people have been engaged in developing resources in tackling 
radicalisation issues which will be launched later this year. 
 
There have been a number of other areas of improvement of which Child Death 
Overview Panel (CDOP) and the work of the Local Authority Designated Officer (DO) are 
worth highlighting. The work of CDOP in 2015/16 was very limited but this year there 
has been much more energy evident in preparing timely reports, working with other 
CDOPs and other authorities and generally being much more proactive in meeting their 
responsibilities. This should lead in 2016/17 awareness campaigns to tackle modifiable 
causes to child death. 
 
The Designated Officer has been very pro-active and influential in improving 
communications not only with the main services but also with the voluntary and 
independent sectors and faith communities. This has led to an increase in referrals and 
better response to both children and adults. He has supported this initiative with a wide 
range of training activities. 
 
Overall this has been a very busy year for the partnership with some evident successes 
in meeting the goals laid down in the business plan and equally some which will require 
further focus in 2017/18 about which I will leave my successor to make comment in her 
foreword as it will be her responsibility to take these forward in the coming months. 
 
I would like to say thank you to everyone with whom I have worked over the last 5 years 
and particularly the young people I have met – you have been a real inspiration. 
 
I wish you every success in the future. 
Regards and best wishes, 
 
David Sanders Independent Chair NSCB to May 2017 
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Looking forward to 2017/18 Nancy Kelley, Incoming LSCB Independent Chair 
 
This annual report stands testament to three things: the scale and complexity of 
Newham’s risk profile, the commitment that exists across the partnership to 
safeguarding Newham children, and the considerable distance we still need to travel to 
be sure that we are providing seamless and effective support to all at risk children and 
families. 
 
As we start the year we are streamlining LSCB structure and accountabilities to support 
a deeper engagement with our duty to scrutinise and challenge the quality of delivery 
across the partnership, and as well as revising our approach to data to focus on building 
a clearer line of sight between service delivery and real outcomes for children and young 
people. 
 
At the same time, through our Business Management Group we will continue to invest in 
collaboration, service innovation and learning, building on the considerable successes of 
last year. 
 
Newham LSCB has the potential to transform children’s lives, and it’s a privilege to have 
the opportunity to work with you all to achieve that aim. 
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1. Profile of Demography and Need in Newham: 
 
 Newham has a population of 340,736 people (2016 estimate) and 83,832 children 

and young people under the age of 18, which makes up 24.6 % of the population.  
 

 Newham has high levels of deprivation; it is ranked the 25th most deprived local 
authority area in England (based on the rank of extent of Indices of Multiple 
Deprivation.  ). 

 

 19,700 children live in poverty in Newham. 17.6% of children in Newham live in out 
of work households, which is higher than the England average of 16.2 % but lower 
than the Inner London average of 19.9 %.  

 
 The unemployment rate in Newham is higher than that its neighbours at 9.1%, 

compared with 6.4% and 5.1 % for Inner London and England respectively. Youth 
unemployment is higher than in Inner London at 7% compared with 6.4% (and 5.1% 
for England).  

 
 The rate of young people without education, employment or training (NEET) is 3.7% 

(2015-16) and slightly higher than Inner London at 3.3% but lower than the NEET 
rate for England, which is 4.7%. 

 
 Newham is a diverse population with 11% white British, 9% mixed ethnicity, 44% 

Asian or Asian British, 25% Black or Black British, and 3% White, based on 2011 
census data. 

 
 40% of the population are Christian, 32% are Muslim, 8.8% are Hindu, 2.1% are 

Sikh, 1.2% are another religion, 9.5 % have no religion and 6.4% did not state their 
religion.  

 
 For 70% of pupils in Newham, English is not their first language. This is higher than 

the Inner London average of 53.1% and the English average of 17.4%. 51.8% of the 
population were born abroad, with earlier immigration originating primarily from 
India, Bangladesh and Pakistan, and more recent immigration originating primarily 
from Romania, Bulgaria and India. 

 
 Newham has a 20% population turnover every year. It is a densely populated 

Borough with 94.5 people living per hectare, which is a little lower than the Inner 
London average of 109.2.  

 
Key areas of need in Newham: 
 
Child Mortality: 

 Newham has the highest number of child deaths and the highest infant mortality 
rate per 10,000 in London (jointly with Barnet) at 16.1 per 10,000.  

 
Domestic Abuse 

 Newham has a high prevalence of domestic abuse: Newham had the second 
highest number of domestic abuse incidents in London at 6,677, just behind 
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Croydon. It has the seventh highest rate for domestic abuse in London at 20.6 per 
10,000.  

 Domestic abuse is the main reason for referral in just under a quarter of referrals 
received by children’s social care, which equates to around 1,500 referrals 
annually.  

 At 31st March 2017, 63% of 319 child protection plans had an indicator for 
domestic abuse recorded during assessment.  

 571 children were living with high risk offenders known to the MARAC in 2016-
17. 

 Newham has also had 7 Domestic Violence Homicide Reviews in the last three 
years. 

Youth Offending: 
 In the 12 months to August 2017, Newham, jointly with Croydon, had the highest 

level of Serious Youth Violence with 442 victims compared to Southwark (439) 
and Lambeth (395).  The local trajectory has mirrored the regional picture going 
from 334 in to the 12 months to March 2012 to a low of 206 in to the 12 months 
to February 2013 and rising to the current level of 442 in to the 12 months to 
August 2017. 

 
Comment: due to the exceptionally high prevalence of youth violence in Newham, the 
LSCB has made it a priority for 2017/18 to explore with the Community Safety Board 
the safeguarding issues associated with youth violence 
 
 

 The latest annual re-offending data from April 14 to March 15 shows Newham 
had 107 re-offenders out of a total of 274 Offenders in the year.  

 
 Newham’s re-offending rate of 39.1% is considerably lower then the London 

average of 43.3% but higher then the National average of 37.7%. Newham 
remains the 6th lowest out of 31 in the London standings for its rate of 
reoffending.   
 

 Trigger offences for First Time Entrants (FTE) has changed from Robbery and 
Theft in 2012-13 and continues to be Possession of Offensive Weapons in 2016-
2017.   

 
CSE/Missing: 

 CSE Problem Profile is currently limited. It is drawn from an audit/review of 40 
open cases in March 2016. The findings are as follows:  

 
 On average, around 50 children are open as an active CSE case a month. The 

profile of the average child at risk of CSE in Newham is female, white British, aged 
between 12 – 17, but most likely to be between 15 – 17.  There are more victims 
of an Asian ethnic background, but white British children are over represented in 
the cohort. Boys are significantly under represented as victims. 

 
 40% were looked after, 60% were children living at home, and 12.5% were on a 

child protection plan. 
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Offenders – Peer on peer is the most common mode of CSE (63%). The offender 

profile is: male, white British aged under 18. 

Child Mental Health 

 The rate of self harm and suicide attempts in children is lower than the national 

average.  

 Newham hospital admissions as a result of self harm in 10-24 yr. olds: 

278/100,000 young people (England average is 423/100,000). Completed 

suicide rate/100,000 population in Newham: 7.4/1000,000 population (all ages) 

(England average is 10.1). 

 However 2 young people in Newham committed suicide in 2016-17. 
 

2. Scrutiny 
 
Summary of Key Messages: 
 
Drawn from the data, the Serious Case Review last year, audits, parents and child 
feedback an assessment of safeguarding can be drawn. Key messages from this are as 
follows: 
 
Positives 

 The early help initiatives that were launched in 2016 have started to change the 
way the partnership works, but are still at an early stage of impact and there is 
limited evidence of improved outcomes for children.  . 

 Thresholds for referral are now appropriate and triage is now more effective 
than in 2015-16 

 The police response to children at risk of gangs, sexual exploitation and abuse 
needs has improved, and there is better intelligence gathering and use of 
intelligence to prevent exploitation. 

 There is strong partnership work between police and social care over sexually 
exploited children (CSE), referrals have gone up 100% and partners know how to 
recognise CSE. 

 There are well embedded and robust LADO arrangements in Newham 
 
Areas for Development: 

 Practice by social workers in strategy discussions and section 47s is a concern 
and needs to be improved. 

 Children are subject to drift in assessments and some children are on child 
protection plans longer than necessary 

 Practice for children on child protection plans or child in need plans is still too 
variable and needs to improve. 

 Return home interviews are not carried out consistently, on time and their 
quality is too variable. 

 Although some parents appreciate the service they receive, too many feel that 
they were not treated with respect in the process. 

 Community and Acute health care of children with very fragile health conditions 
needs to be more rigorous and careful. (CDOP data). 
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 More work is needed to use missing data to drive performance, and intervention. 
 Whilst domestic violence services are effective, and referrals have increased to 

them, they remain under utilised, particularly the One Stop Shop. 
 Agencies and social workers need to be more effective in identifying privately 

fostered children. 
 

 
2 a) Data Performance  
 
Triage, Referral and Assessment, Children in need,  
 
The early help offer, and triage decision-making is increasingly effective and these are 
beginning to reduce the high numbers of referrals where needs can be met by universal 
and/or targeted services.  
 
Background:  
Newham has in recent years had very high numbers of contacts and referrals and the 
Newham referral rate per 10,000 was the second highest in Inner London. Importantly, 
Newham had very high rates of assessments resulting in no further action.  This has 
been an indicator that the early help offer and the MASH have not been effective in 
identifying and diverting children with lower of levels of need. 
 
These findings were confirmed by an independent review of practice in the Triage and 
Referral and Assessment service in 2016.  
 
Performance 2016-17: 
 

 Newham continues to receive high numbers of contacts but these are reducing.  
Last year it received 27,365 contacts which is high, but is a reduction of 925 on 
the previous year.   
 

 The referral rate has dropped:  
The referral rate per 10,000 has reduced from 711.2 in 2015-16 to 593.32 last 
year. This brings the referral rate more closely into line with other Inner London 
local authorities, and Newham is no longer the second highest rate in this cohort 
(Referral rate per 10,000 for Inner London local authorities in 2015-16 was 
540.7, and England was 532.2).  
 

 The number of referrals has begun to drop:  
4974 of the contacts became referrals, which is a reduction of 988 on the 
previous year.  

 
 There is better triage of contacts resulting in fewer referrals :  

The conversion rate of contact to referral in 2015-16 was 22% and this has now 
reduced to 19%.  

 
 There are fewer referrals that result in no further action:  

In addition the percentage of referrals that had resulted in no further action, and 
did not proceed to an assessment dropped significantly in the year from 12.1% in 
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2015-16 to 5.72% in 2016-17. This is very good performance and indicates that 
the decision making by Triage is effective.  

 

 Newham still completes high numbers of assessments compared to its neighbours, 
but these have also reduced. 

 
In 2015-16 Newham completed 5,363 assessments.  This was the highest number 
of assessments completed in Inner London, and Newham did more assessments 
per 10,000 than any of its neighbours (639.7). In 2016-17 the number of 
assessments has dropped to 4,408, which is 525.81 per 10,000. This is still higher 
than the Inner London average of 425.6 per 10,000. 
 

 There were too many unnecessary assessments completed.   
In 2016-17 Newham reported to the DfE that 1123 or 22.6% of assessments 
carried out determined that the child was not in need.  While a reduction from 
the previous year (29.4%) is number is twice as high as the inner London 
average.  
 

 The timeliness of assessments has deteriorated over the year which is a proxy 
indicator for potential drift in case work, and raises questions about quality. 
In 2015-16, 70.1% of assessments were completed within 45 days. This figure for 
2016-17 has fallen to 57.34% and 12.35% have not been recorded. This 
performance is well below the local target and the London average of 80%. 
Where the timescales for assessments are not recorded accurately, this means 
that that for a significant number of cases managers are unable to monitor 
timeliness.  

 

 
 

 Newham continues to have higher than average numbers of children in need and 
this figure went up over the year, but has stabilised on the snap shot data of the 31st 
March 2017.  
The number of children in need over the year 2016-17 was slightly higher than 
the previous year at 7401. There were 528 more children open in 2016-17 than 
the previous year. This makes a rate of 882.82 per 10,000, which is slightly higher 
than the Inner London average of 2015-16, (819.9) and as expected, much higher 
than the England rate of 667.1.   

Comment -  an independent review carried out in April 2017 confirmed that there 
had been an improvement in the effectiveness of the Triage Service . The findings 
above indicate that Newham’s Triage Service is now more effective, and that the 
emerging Early Help offer is starting to make a difference.  
 

Comment: Delays in assessments can be a proxy indicator of drift in casework and 
lack of quality intervention. This triangulates with findings from the audits, and is a 
feature of improvement work in 2017-18. A programme of intervention is in place to 
address this. 
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 However, a snap shot of the cases open on the 31st March 2017 shows that the 
number of children in need cases had fallen slightly on the previous year at 3,154. 
The 2016-17 rate per 10,000 is 376.22, which is lower than the Inner London 
rate in 2015-16 of 429.1 but higher than the England rate at 337.7. It is unclear 
why Newham has one of the highest child in need rates over the year, but is lower 
than other comparable authorities on an end of year snap. This may be 
attributable to work by CSC to reduce the length of child in need plans. 

Child Protection: 

 The threshold for a section 47 was applied more consistently in 2016-17 from a low 
starting point in 2015-16. 
In 2015-16 the Newham rate of 47s per 10,000 was well behind Inner London 
whose average rate per 10,000.  This suggests that some children who needed a 
section 47 investigation were not receiving one. In 2016-17 the number of 
section 47s increased by 23.3% and reached 1222 over the year. This made a rate 
per 10,000 of 145.76, which is still below the Inner London average for 2015-16, 
of 151.6, but is now much closer. Whilst this suggests that Newham is 
intervening more consistently to address safeguarding concerns, it is important 
to note that the rate of section 47s per 10,000 has been steadily rising every year, 
and this performance may again be lower than statistical neighbours when the 
national and regional 2016-17 figures are published. 
 

 
 In Newham, approximately the right number of children who are at risk of 

significant harm and need a child protection plan receive one. 
326 children were subject to a child protection plan on 31st March 2017, which 
represents a drop of 20 children compared with the previous year. This 
represents a rate of 38.9 per 10,000 which is below but close to the Inner London 
average of 40.9, and below the England average of 43.1.  
 

 98.7% of child protection plans were reviewed in timescale. 
This is good performance and exceeds that of the average performance in Inner 
London and England (97.5% and 93.7% respectively). 
 

 More children in Newham than other local authorities subject to a child protection 
plan benefit from work that means that they do not need to have a repeat plan 
later. 
Children who were the subject of a repeat child protection plans in Newham is 
2016-2017 was much lower than for children in other Inner London authorities. 
The number in Newham 2016-17 with a repeat plan was 9.1%, compared with 
the Inner London average for 2015-16 of 14.5% and 17.9% in England.  This is 

Comment : A review of the front door carried out in April 2017 indicated that this may 
be a recording issue in many cases, but that there are still a small minority of cases 
that should receive in a section 47 that do not. Management action is being taken to 
address this, and further auditing and improvement work is underway.  
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improved performance against last year which was 14%. 
 

 Children subject to a child protection plan in Newham are more likely to be subject 
to a plan for over two years than other children in Inner London and England. 
The percentage of children who were the subject of a child protection plan in 
2016-17 for over 2 years was 5% in Newham. This is poorer performance that 
the Inner London rate which is 4.6% and the England rate, which is 3.8%. In 
2016-17 this was the case with 21 children, and the difference between the  
Newham and Inner London rate is 2 children. 
 

The profile of category, age and gender for children on a child protection plan is broadly 
the same as that of London.  

Of the population of children on a child protection plan the breakdown of category was 
as follows - see below: 

Newham England 

Neglect 45.2% Neglect 44.8% 

Emotional Abuse 43.25% Emotional Abuse 35.4% 

Physical Abuse 10% Physical Abuse 9.8% 

Sexual Abuse 1.55% Sexual Abuse 4.7% 

Multiple Categories 0 Multiple Categories 5.3% 

   

Of the population of children subject to a child protection plan the largest abuse 
categories are neglect and emotional abuse, which is in line with national patterns. 
Emotional abuse is frequently used to indicate domestic abuse within the family and the 
higher rate in Newham reflects the high rate of domestic abuse as a risk factor in 
Newham case loads.  We know that in Newham as elsewhere child sexual abuse is 
under-reported and the reasons for the low number of children subject to a child 
protection plan for sexual abuse need to be understood and addressed by the LSCB.  
Child sexual abuse is an agreed priority area for 2017/18. 

 The ethnic breakdown of children on a child protection plan shows that white 
British children are over represented against the 2011 census population, and Asian 

Comment: taken together, these two indicators suggest that children in Newham subject to a child 
protection plan are more likely to receive work that is effective over time, but that they may remain 
subject to a plan for longer than children in the country. The  findings of the Child Protection Panel who 
reviewed children on a child protection plan for over 18 months was that a number of them were 
subject to ineffective work and drift. The Child Protection Panel set out a robust set of recommendations 
to strengthen oversight at the 9 months point. More robust oversight from managers and the core group 
has seen these figures come down now to 15.9% (12mths) and 1.8% (24 mths) which is below the 
England and London averages. 

 

 

 

will be seen in 2017-18. 



 14 

or Asian British and Black or Black British children are under represented.   
 

 

 The over representation of white, may now be a reflection that the census in 
2011 was taken before more recent immigration from Eastern Europe, namely 
Romania and Bulgaria.  The data indicates that is it likely we are not providing as 
effective a service to Black and Asian families. To address this, the LSCB has a 
work plan that includes raising safeguarding awareness in these communities. 
However, it should be noted that the under representation of Asian and Asian 
British children and over representation of White children has decreased since 
last year. 

 The gender balance between children on child protection plans is even and stable 
compared with last year : 

 

Children Looked After (CLA) 

 Newham takes fewer children into care than its statistical neighbours. 

The rate of CLA per 10,000 in Newham is 43.89 compared with 55.5 for statistical 
neighbours, and 51 for London.  Newham has seen an increase in the use of Special 
Guardianship which may have contributed to this reduction.  Through the quarterly 
performance report, the  LSCB will scrutinse rates and trends in the coming year. 
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 The majority of Newham’s CLA population are over 10 years old.  
Additional resources are being developed to provide and edge of care service to 
help keep older children at home safely and achieve good outcomes in the 
community.  

 

 In Newham’s CLA population Asian or Asian British children are under represented 
and white and White British children are over represented.   
Asian children make up 46% of the schools population but are under-
represented in referrals to Triage (34.4%) and in the LAC population (24.5%). 
However, the number of Asian children with a child protection plan, at 41.3% is 
closer to the school population size.  
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 The percentage of CLA placed over 20 miles from their home is comparable with the 
average percentage in London, and only 35.5% are placed in Newham.  
A local placement sufficiency project is being developed to reduce the number of 
children placed out of Borough, especially in high cost residential units.   

 

  

CSE/Missing Data 

 
 
Children Missing from Home or Care: 

 Newham has the 5th highest number of missing out of 9 other East London Local 

Authorities, which means that Newham’s performance is within the expected range 

in comparison with its neighbours. Between January and December 2016 - 1029 
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% of LAC placed more than 20 miles from their homes March 2016 

The data set of children missing provides a picture of activity and need, but does not 
yet lend itself to scrutiny and performance management. This is a work in progress 
and in 2017-18 the missing data will be drawn from the police and scrutinised for 
performance in relation to return home interviews, and to strengthen the problem 
profile to link this with disruption and prevention.  
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children were reported missing, 58% of these children were aged 16 – 17, and 

51.3% were girls.  

 

 The profile of age and gender is also comparable to its regional neighbours. 

 

 Newham has higher rates of children reported absent without authorisation.  

268 children were reported to be absent without authorisation in Newham, 

which is the second highest out of 9 regional neighbours. All of these children 

returned within the same day.  

 

 Children go missing for longer in Newham on average than in other regional local 

authorities. Newham has the second highest number of children who are missing 

between 5 and 90 days (165).  But Newham has the highest percentage of 

children missing over 5 days than other local authorities at 16%. It`s closest 

comparator is Barking and Dagenham with 13%, and then Redbridge with 

10.48%, with the rest at 10% or lower. 

 

 Analysis of return home interviews indicates that the key reasons why children go 

missing from care is the pull factors of friends or boyfriends/girl friends, 

unhappiness with the rules of a placement or the placement itself, seeking family 

contact outside prescribed arrangements.  

Children Missing Education: 

 There are processes in place to identify and follow up on any children missing 
education, which have resolved the vast majority of cases.  
 
In total 235 children were reported to be missing from the school roll in Newham 
during the year. Of these the local authority was able to establish the child`s 
whereabouts or a school place for all but 15 children.  Of these, 10 do not have 
any known risk factors while 5 have not yet been located and are deemed 
vulnerable.   Checks and actions are underway on 30children whose cases are yet 
to be resolved.  18 School Attendance Orders were issued over the course of the 
year. 
 

 The number of children electively home educated over the course of the year, 
increased from 311 in 2015/16 to 570 in 2016/17 with 259 live cases at end of July 
2017.  The most common recorded reason for elective home education is:  as a 
short-term intervention (35% of cases) which reflects cases where parents have 
declined a school place offered and are hoping for a place at a school they prefer. 
The next highest recorded reason  is  religious or cultural beliefs or philosophical 
or ideological views (26.8%). 
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Domestic Abuse 
 

 More children and their parents are referred to the MARAC and domestic abuse 

support services, and these services have been effective in addressing their risks. 

The MARAC received 432 referrals of adult offenders, and considered 571 

children as part of its work. The referrals are below the SaferLives target by 18 

cases but are an increase on the previous year of 48 cases, which shows that 

performance is improving. Children’s Social Care made an additional 131 

referrals in 2016-17 to MARAC compared with the previous year, which means 

that joined up multi agency risk assessment of domestic abuse in families is 

improving between social care and the criminal justice agencies.  

 

 More integrated working is still needed in domestic abuse; referrals to support 

agencies are not strong across the picture. 

The number victims where there are children affected by DA referred to the 

domestic and sexual violence  One Stop Shop was low at just 204. This figure is 

low when considering the prevalence of domestic abuse in Newham, and that it is 

a feature in 33.75% of social care assessments. 

 

 Despite higher referrals to MARAC this year from social care, referrals from other 

agencies remain low and more needs to be done to raise these across the 

partnership - see chart below: 
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 The repeat referral rate was 29.4% which is just within the target set by Safelives. 

The more repeat referrals to MARAC the more involvement MARAC has with 

families as risks are re-evaluated. 

 

 Domestic abuse support services are effective in reducing risk and re-victimisation. 

In Q4, Nia, the IDVA and ISVA Service in Newham for high risk victims, had a 

repeat figure of 10.9%.  The same quarter for last year had a recorded figure of 

3.8%.  The trend through 2016/17 is an increase where Nia did not have any 

repeat referrals for the first three quarters.  Aanchal who provide Domestic and 

Sexual Violence Service in Newham for low to medium risk victims, had a repeat 

figure of 16.7% in Q4, compared to 4.2% in the same quarter of 2015/16.  Over 

the year of 2016/17, we have seen this figure fluctuate from 7.3% in Q1, 10.5% in 

Q2, and 9.4% in Q3.  Aanchal reported a figure of 100% across Q4 of 2016/17 

and this is a figure that has remained consistently at 100% during the year.  Nia 

reported a figure of 71% across the same quarter, which is a decrease from 100% 

in the previous three quarters of the year.  

2 b) Serious Case Reviews – key messages: 
 
The LSCB has undertaken a serious case review (SCR) into the sad death by suicide of 
KA in 2016. Whilst the review concluded that the death could not have been predicted, it 
raised a number of important learning points about multi agency work.  
 
This report and its subsequent work have identified for the partnership that there are 
significant areas of improvement required in practice in responding effectively to child 
sexual exploitation, work with children involved with gangs and self-harm.  
 
Summary of Key learning: 
 

 Need to strengthen the police response to victims of CSE, particularly victims 
who are vulnerable or intimidated 

 Need for more effective strategy meetings between children’s social care and the 
agencies 

 Need for better information sharing with, between and from schools 
 Need to make better use of Early Help support 
 Need for more intervention and support for young people with self-harm or 

mental health needs. 
 
Areas of Good Practice: 
 
KA’s mother recognised the good practice and support provided by the Gangsline 
mentoring worker, which had been commissioned by the school.  
 
Learning by Agency 
 
Police: 
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 The Sapphire Unit did not properly investigate and respond to the report of 
sexual assault on KA in 2012.  

 KA was not offered special measures as a vulnerable and intimidated victim to 
support and facilitate the gathering and giving evidence.  

 There were no formal arrangements in place between the Sapphire Unit and 
Children’s Social Care, which meant that information was not shared and the 
right action taken. 

 The Independent Sexual Violence Advisor was not involved to support KA. 
 
An important development in the first half of 2017/18 has been the establishment of the 
Newham Child Safeguarding Improvement board (NSCIB), a multi-agency board which 
is co-chaired and addresses shortfalls in areas around child safeguarding. At this time, 
the areas that are being focused upon are those that have been identified through the 
HMIC review of child safeguarding across the MPS, along with the last OFSTED 
inspection of the borough. The board is action driven, and has a monthly thematic and 
have been undertaking a review of the use of Police Protection.  
 
The police response to the recommendations from this have been followed up by the 
Gold Group, led by the Deputy Assistant Commissioner, and the LSCB has followed the 
progress closely.  
Since the death of KA, the police have strengthened the working arrangements between 
Sapphire, CAIT and children’s social care by increasing the police resources in the MASH 
through the Police safeguarding Hub. This has led to better communication and liaison 
in the early response and management of vulnerable children.  
 
Children’s Social Care 
 
The response of Children’s Social Care did not meet statutory requirements in respect to 
the strategy meeting and section 47 investigation into significant harm: 
 
 The strategy discussion and section 47 investigation into the allegation of sexual 

assault in 2012 was delayed,  
 it did not involve all partners  
 It did not include a review of the perpetrator.  
 The investigation did not convene a second strategy discussion with the Sapphire 

Unit to discuss findings 
 The case was closed after sign posting the young person to support services.  
  

Comment:  The SCR review recommended that an audit was undertaken into the quality 
of strategy discussions and meetings in Newham by June 2017. 
 
These were carried out and reported back that the failings in the SCR case were being 
repeated frequently and that significant improvement is still needed between the police 
and Children’s Social Care.  This triangulates with other findings by the Child Protection 
Panel, and the CSE audit.  
 
The reasons for these practice issues are believed to be linked to a combination of factor 
including – high case loads, the reorganisation of the teams in to localities in 2016, senior 
manager staff shortages over the period.   
 
Senior managers are currently retraining social workers and restructuring the service to 
address these practice areas. The NSCB is monitoring this closely.  
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Schools: 
 
The school that KA attended provided good pastoral support and put him in touch with 
the Gangs support mentor.  
 
However, information sharing with the school was not effective. KA’s primary school 
didn’t pass on the safeguarding concerns and support needs that they had identified 
when KA transitioned to secondary school. This meant that the secondary school was 
not fully appraised of the concerns about KA’s perpetrator who was a risk to other 
pupils potentially, or KA’s own pastoral needs.  
 
Secondly, the liaison with School health was reduced by staff shortages so that the 
information flow between the school nurses situated in the MASH and the school was 
limited. 
 
The school has since strengthened its pastoral team and has regular safeguarding 
meetings with robust information sharing.  
 
Health 
Health processes for referring to Child and Adolescent Mental (CAMHS) and Sexual 
Assault services did not lead to KA receiving the support she needed.  For example, 
when the GP referred KA to CAMHS for support, the referral was sent incomplete and 
the GP was never contacted to follow up the reasons for the referral. Consequently the 
referral was closed and KA was never seen.  
 
In July 2016 CAMHS strengthened its referral process through its Operational Policy for 
the Front Door/Duty and this was tested through an assurance check by the CCG in June  
2017.  Further training on sexual assault referral pathways has been rolled out and 
integrated into GP training since the review. 
 
Threshold for Early Help 
Despite agencies individually and collectively having enough information to indicate 
that KA had additional needs and vulnerabilities over a number of years, he was not 
referred for Early Help. At various stages in his journey he was sign posted to universal 
services, but a co-ordinated multi agency assessment of his needs was not undertaken 
offering him support.  
 
The improving early help structure being put in place today will improve the response 
and support for children. 
 
Intervention for Self-harm 
Although there is now strong collaboration between the school and the Child and Family 
Consultation Service (CFCS) in place, at the time, the school did not refer KA for support 
to this service, which meant that KA missed an opportunity for earlier support.   
 
How the LSCB is monitoring progress 
 
The LSCB has over seen a robust action plan that has addressed all the concerns cited in 
the report and sought reassurance and evidence that the lessons have been addressed. 
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Of the 12 recommendations, 4 have now been completed; 5 are on track to be completed 
as per agreed timescales and 4 are not completed but in progress.   The LSCB started a 
new serious case review in April 2017, and as this is showing many of the same 
weaknesses, the LSCB will be testing out the improvements in 2018 by means of audit, 
case reviews and section 11 returns. 
 
The learning from this review have been disseminated via 4 neighbourhood based 
workshops to 194 staff across 8 agencies, including Health, Schools, Police, Youth 
services and Children’s Social Care and each partner agency has taken responsibility for 
delivering bespoke briefings within their own management teams.   
 
2 c) Audit – Key Messages 
 
The LSCB has carried out a number of audits over the period 2016-17 on various themes 
to evaluate the effectiveness of practice and drive improvement. 
 

 Multi agency audit 
 Child Protection Panel audit 
 3 separate audits on the theme of CSE/missing/Trafficking/Return Home 

Interviews 
 
a) Child Protection Panel: 
The multi-agency Child Protection Quality Panel has a dual function of quality assuring 
the decision making and planning of child protection conferences. The panel is multi-
agency and the recent attendance of the Quality Assurance manager (who manages the 
Child Protection Conference and Reviewing team) enables the panel to have a whole 
system view of children with CP plans. 
 
In Quarter 1 the panel reviewed 6 families with 12 children who had been stepped down 
to a child in need plan following a child protection plan. Out of the 6 cases 4 had issues 
that required some intervention by the Panel. This included: 

 one immediate safeguarding alert,  
 one requirement to hold a section 47  
 challenge to the holding of an unnecessary Initial Child protection Conference  
 The need to tighten the child in need plan to set out clearer escalation points to 

prevent drift. 
 
This findings indicates that there were issues around either safeguarding or threshold 
and case planning in two thirds of the cases reviewed. 
 
In Quarter 2 the panel reviewed 10 families involving 33 children who had been on a 
child protection plan for 18 months or more.  
 
Findings: 

 Out of the 10 families, only 2 showed evidence that the plan was progressing and 
that the work was effective.  

 In the majority of the cases reviewed by the panel, decisive action has not been 
taken early enough to prevent drift and delay for children.  
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 The role of the core group in progressing the CP plan and preventing drift is not 
well understood.   

 Children who have child protection or child in need plans are not receiving a 
service from the local DSV One-Stop shop. 

 A standardised tool for working with cases of neglect (NSPCC Graded Care Profile 
currently being piloted by the NSCB) needs to be adopted and implemented 

 There continues to be little progress to embed multi-agency strategy meetings 
 
 
To address drift on cases subject to a child protection plan – the panel recommended 
that: 
 
1) Lack of progress at the second review conference at 9 months should be escalated.  It 
recommended also that the system should be strengthened by putting in place the 
following: 

 
 Systemic consultation with CAMHS clinician by Social Worker and Practice 

Manager; 
 

 Practice Manager and Social Worker meet the family before the second review 
conference (PM could attend the core group) 
 

 Review by Team Manager and CP Chair with SW and PM on 9 month + cases  
 

 Review by Service Manager of cases 15 months+ 
 

2) That there should be greater focus on setting out measurable outcomes in children’s 
plans and review points that focus on whether these are being achieved.  
 
 
b) Multi Agency Audit Report 
 
The NSCB led a multi agency audit into 8 children who had been of different stages in the 
child’s journey: 
 

  1 child on a child protection (CP) plan for emotional abuse  
 2 children on  CP plans for neglect and 2 step down cases  
 3 children on CP plans for physical injury 
 3 of the 8 children are disabled 

 
The audit included interviews with 7 of the parents. Unfortunately, none of the children 
were spoken to. This was because 3 of the parents refused consent to speak to the 
children, 2 were too young and 2 used assisted communication. 
 
Practice Findings 
 
Voice of parents: 
 
Some parents acknowledged the value of the work of agencies: 
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“The mother of child 6 said that her social worker had “helped to change her emotional 
and mental outlook and make her see that that life can be enjoyable”. This mother rated 
her relationship with the social worker as 8 out of 10 – where 1 is authoritative and 10 is 
collaborative” 
 
“The father of child 1 reported that the Child and Family Consultation Service had made a 
difference and they are ‘now better equipped to manage their child’s behaviour’” 
 
Parents also gave a number of other messages, most of which indicated that there 
needed to be better levels of communication, respect and joint working: 
 

 “Communication both within the service and to service users is poor – waiting 
weeks for a response to phone calls and social worker struggling to get information 
about how to deal with the case.  I asked to be referred to a parenting course but it 
took weeks to get a response and no referral was made (Aunt and mother of child 
4)” 

 
 “Half of the parents said they did not understand the role of the social worker or 

see a need for this when other agencies were supporting and supporting them.  The 
parents of child 2 would have liked much clearer information about the role of a 
social worker and the child protection process as they feel this was never made 
clear at any point during the process.” 

 
 “The mother of child 3 said she felt there were double standards for herself and 

professionals at times. ‘They can be late or miss appointments’ but she was viewed 
negatively even when trying her hardest. This comment was echoed by the mother 
of child 4 who said she felt ‘disregarded’ by the service. Although she understands 
they need to focus on the child, she feels that people ‘need more encouragement and 
recognition when they are trying to made changes.’”  
 

 The parents of child 1 said “they feel that social services did not acknowledge any of 
the efforts or willingness to engage that they have shown. They feel that they should 
have been given the chance to input their view and be listened to.” 

 
Strengths 

 Information sharing was a strength in all cases but one. 
 There was good evidence of seeing and speaking to children alone, and 

evidencing their lived experience and wishes and feelings. 
 Multi-agency working was effective and helping to reduce known risks and 

increase the safety of family members in 6 out of 8 cases. 
 4 out of the 7 domestic abuse cases had been referred to DSV services, including 

the MARAC, which is an improvement on last year’s audit findings 
 There was evidence of work and contact with female and male carers to assess 

risk and support capacity for change. 
 Nearly all practitioners had been appropriately trained and had the relevant skill 

and knowledge to work with the families. 
 
Areas for development: 



 25 

 The panel judged that the plans were making a difference in just 3 out of the 8 

cases, and were either only partially effective or not effective in the other 5.  

 Better communication and partnership work with parents  

 Better Recording of MARAC actions on children’s files and using these to inform 

children’s plans 

 Need for more evidence to show the impact of plans on outcomes for children  

 Need for Children’s Social Care, DSV services and Schools to consistently meet 

their agency standards for supervision. 

 
 
c) Child sexual exploitation (CSE) and missing: 
 
Newham Safeguarding Children Board (NSCB) facilitated a multi-agency audit of all 
open CSE cases for one week in May 2016 with a ‘mop up’ day in July (40 cases).  All 
cases that were live or had recently exited the CSE process were presented to a multi-
agency panel evidencing how the CSE risk was/is managed. The recommendations and 
actions supplement the existing CSE Strategy and Action Plan 2016/17. The audit 
provided valuable organisational learning and helped to improve CSE case management. 
 
Key findings:  
 
Although the CSE/missing audit highlighted some positives, there were a number of key 
areas for improvement to practice identified around risk assessments and risk 
management: 
 
Strengths: 
 The partnership knows how to identify signs and symptoms of CSE and how to 

respond.  
 There is strong partnership work between the police and children’s social care 

resulting in better safeguarding for children 
 Children Looked After teams were robust in setting up return home interviews 

(RHIs) for missing children quickly so that the reasons why they ran away could be 
understood. 

 Social workers were persistent in engaging children who went missing or were 
sexually exploited and the voice of children is well reflected and integrated in care 
planning. This meant that in some cases risks to children were reduced. 

 
Areas for development – 
 Agencies need to be more consistent in the use of the risk assessment tool so that 

risk was analysed and understood by partners.  
 Cases needed more regular reviews of progress, and tracking of actions in order to 

avoid drift and ensure that intervention was effective. 
 Key decision-making needed to include all key agencies, and should not be taken by 

just one of the agencies. For example, social care closed a number of cases without 
involving and consulting partners. 

 Record keeping of strategy meetings needed to be better so that the rationale for 
decisions was clearer. 
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 Heath agencies needed to be included in more strategy discussions so that all the 
relevant information was available to inform planning. 

 The partnership did not have a good understanding of gang links, and further work 
has now been done to raise awareness with partners and improve reporting of this 
area to the Board and MASE. 

 Return home interviews (RHIs) needed to be undertaken more consistently, and 
within timescales in more cases. Many of the children who go missing did not receive 
a return home interview, and just 50% were completed in 72 hours.  

 Return home interviews need to focus more on risk and safety planning and findings 
from RHIs need to be better integrated into supervision; care plans and safety 
planning. 

 
All these areas have been put into an action plan and the LSCB is monitoring and 
scrutinising the impact of change.  A further audit of RHIs is planned for autumn 2017 in 
order to test progress. 
 
Improvements and Impact 
 
The CSE audit identified a number of findings that were included in an action plan that 
the LSCB oversaw. This contributed in tangible ways to improved partnership working 
and better safeguarding for children. These include the following areas: 
 
 The data derived from the multi agency review of 40 live cases has formed the basis 

of the current problem profile, which helps agencies to understand the trends and 
patterns locally. The audit highlighted a number of hotspots and locations where CSE 
was taking place, as a result the following disruption activity took place during 
2017as a direct result of the audit findings and subsequent problem profile: 
 
 Extra patrols were put into two Estates due to them both repeatedly coming up 

during the CSE audit.  
 A joint warrant was conducted with licencing and the police in regards to a café 

in which a 13 year old girl was approached by a 23yr old male.  
 A Hotel Notice under the Anti-social Behaviour, Crime and Policing Act 2014 was 

served on a local Hotel 
 Training for professionals was commissioned, including raising awareness of 

vulnerability/risk indicators and practical tools for safety planning with young 
people.  

 
 Following and as a result of the audit, the MASE has become more strategic and the 

Police are now reporting data on disruptions, locations of CSE, perpetrators, and 
victims, as well as activity across county lines and cross borough to the MASE. This 
enables a better intelligence picture and helps to make disruption more effective.  
 

 The YOS is now monitoring gang links and reporting gang related activities to the 
Community Safety Partnership and the MASE to inform disruption. The impact of 
this can be seen in the evidence of regular multi-agency information sharing 
meetings and integrated plans.  Young people subject to court statutory orders are 
included as part of their engagement with Children’s Social Care.   The Head of 
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Service for the YOS feeds in relevant intelligence and information from the monthly 
Tactical Gangs Meeting which is helping to target intervention and support. 

 
 The CSE protocol has been revised and sent to staff, including the importance of 

multi agency involvement in strategy discussions/meetings. This has clarified the 
multi agency guidance in Newham on important points that arose in the audit, 
including the importance of multi agency work with other agencies to manage risk. 
The impact of this is that we are seeing much improved attendance at multi-agency 
strategy meetings and we are seeing partners coming fully prepared to such 
meetings, with relevant information to share with the network. This in turn has 
meant there has been valuable information and intelligence to inform plans to 
safeguard young people.  

 A protocol has been issued to ensure that agencies include social media checks in 
risk assessments, so that young people’s online profile is considered when analysing 
risk. 
 

 Clear guidance has been issued to partners and IROs about which CSE risk 
assessment tool to use, and how to use it.  

 
 Health professionals are now more regular partners in strategy discussions. A new 

system has been set up to notify ELFT and Bart’s Health of children subject to CSE 
strategy discussions, so that the appropriate professional can contribute. They also 
cross reference for any involvement with CAMHS. This is leading to better 
information sharing and intelligence on the risks and needs of children at risk.  

 
 CSC staff across each service have been trained through a series of briefings 

delivered by the CSE and Missing Co-ordinator.   
 
 
d) Trafficking: 
An audit of 10 cases took place in March 2017 looking at the following areas: 

 Referral pathways 

 Safety planning and intervention 

 Voice of the young person 

Findings  

Referral pathways were being followed, safety plans were in place and a range of 

interventions were being offered to young people. Overall, audit standards were judged 

to have been met in 5 cases; partially met in 2 cases. In 3 cases limited information was 

provided for the audit and it was not possible to reach an overall finding about the 

standard of practice.  

 

Feedback from the young people 

Six out of ten young people were interviewed by social work students and all of them 

had some positive comments to make about the help they were receiving.  However, 

some also expressed concerns about delays in processing their immigration application 
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and the educational provision available to them.  A number spoke poignantly about 

feelings of loneliness and separation from their families. Some said that they would 

welcome more advocacy, peer support and befriending services. 

 

Young Person 1 Everyone in this place is so friendly, that’s what I like best about it. There’s 

now way it could get any better.  I would like to meet a few more Vietnamese people who 

understood my tradition and culture.  

 

Young Person 3 I really like the idea of being buddied with a young person from the same 

country who has been in the UK and can answer questions based on their experiences. 

Social workers need to spend time getting to know a young person before starting any 

pieces of work. Professionals can assume that they understand how a young person feels... 

young people can look happy but might be sad and processionals don’t spend enough time 

looking behind what they see on the surface”.   

 

Areas of good practice:  

 

 Nine of out the 10 young people were living in supported accommodation. 

 Legal advocacy was in place for all young people.  

 Feedback from young people about their key worker was very positive in all 10 

cases; 

 Referrals to RESPOND had been made for two young people with learning 

disability who had been sexually exploited; 

 

Areas for improvement 

 Agencies need to have a better understanding of the legal  definition of trafficking 

contained in the Modern Slavery Bill i.e. involvement in recruitment, 

transportation, transfer, harbour or receipt of person; 

 Clearer case recording re consideration and outcome of  NRM referrals; 

 A single point of contact is needed for advice and support on trafficking cases 

and referrals to the NRM.   

 Recording of trafficking in ELFT and Police records needs to be clearer; 

 Advocacy support for young people needs to be offered in addition to legal 

advocacy and all young people should be provided with information about the 

Newham Children’s Rights service; 

 

Follow up and next steps 

 The audit findings will be shared with all partners and caseworkers 

 A lead officer will be found to support workers with NRM referrals and develop 

and maintain a profile of trafficked children 

 Trafficking to be included in the portfolio for the CSE and Missing Co-ordinator 

 The Trafficking protocol to be finalised and approved by BMG 
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 Children’s Social Care managers to re-audit cases to check that improvement 

actions have been completed 

 
2. d) Child Death Overview Panel: 

In 2016-17, 29 Newham resident children died, (4 of whom died outside the borough). 

Of these 8 were unexpected and 21 were expected deaths. 

The term “unexpected” means that these children were expected to be alive 24 hours 

before they died.  

Of the deaths 5 were identified as being “modifiable”, which means that there were 

aspects of their care that might have prevented the death occurring. 1 of these children 

was also referred for a Serious Case Review. 

The percentage of child deaths that are modifiable is 15.6%, which is lower than the 

England average of 27%. The CDOP is not able to explain this at this point, but has 

indicated that not all the neonatal deaths were scrutinised with sufficient robustness, 

and that there may be more modifiable factors in these. The CDOP report recommends 

that scrutiny of neo natal death is more robust going forward, and that this is carried out 

in line with the Department of Health Publication ‘Safer Maternity’. 

Newham is unusual is that the majority of it’s modifiable child deaths were in the 5 – 9 

age range, whereas in England this is in the under 1 age range. This might be indicative 

of the need to scrutinise the neo natal deaths more rigorously who make up the majority 

of the child deaths.  

The child mortality rate per 100,000 in Newham is the highest in London, in joint 

position with Barnet. Newham and Barnet have the joint highest number of child deaths 

over the last 3 years at 37. Some of the local authorities have child death numbers over 3 

years in single figures, so there is a wide discrepancy across London. The LSCB will be 

scrutinising the reasons and response to this in the Autumn of 2017 in conjunction with 

the Health and Wellbeing Board. 

Factors linked to child deaths include: 

Asthma – the need to raise awareness of the high risk asthma pays and ensure that 

schools, GPs and community health services have robust plans in place to manage risks. 

Co-sleeping – the health sector have been reminded to issue clear guidance and 

warnings to new mothers about the risks of co-sleeping. 

Risk of Sepsis – all GPs have been reminded of the risk and link between sepsis and 

chicken pox  

Flu vaccinations – the  lack of an appropiate flu vaccination was considered to be a 

modifiable factor in two child deaths. One child had a chronic health condition and did 
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not receive their flu vaccination as they were in hospital while the other child did not 

receive the age appropriate vaccination. Changes have now been made within the health 

sector to address both issues. 

Co-sanguinity – this has been discussed at the LSCB and a working group is consulting 

the community about whether there is a need for more awareness raising. The CDOP has 

taken advice from health colleagues in Salford to learn the more appropriate and 

effective way to raise awareness of this, and there is a plan to deliver this by 2018. 

Some of the findings of the CDOP have linked modifiable factors to errors or lack of 

action by community or acute health services. These have been reviewed by the LSCB 

and the Board is taking a close interest in the monitoring of on going improvement 

plans. 

3. e) Private Fostering: 
 

In April 2016, there were 7 private fostering cases held by the local authority. 
Throughout the year there were a total of 4 new confirmed private fostering 
arrangements with 5 private fostering arrangements ending at the end of March 2017. 
This number resulted from a total of 21 initial private fostering notifications to the local 
authority. For the year 2016/17, 2 cases have progressed to Child Arrangement Order 
and Adoption Order.  
 
Although the vast majority of children who are identified as privately fostered receive a 
good service, case auditing of privately fostered cases has identified the following 
practice concerns: 
 
 A number of cases are not being identified at point of referral as privately fostered 

because relevant information is not being requested, including clarity of family 
relationships, confirmation of who holds parental responsibility, agency checks and 
home office checks. This means that some children’s vulnerabilities are not being 
identified at the earliest stage. 
 

 In the majority of cases that have been closed or determined with NFA, there has not 
been a clear determination of whether there is a private fostering arrangement. In 
some more complex cases, consultation with private fostering has been undertaken 
either just prior to or immediately after closure and no further action. This means 
that cases some cases may be closed without children’s private fostering status being 
properly recognised. 

 
 In the cohort of 18 children closed since last year, 3 were closed without the 

relationship with the carers having been appropriately determined.   
 
These findings suggest that there is more work to be done to improve the identification 
of children who are privately fostered and that more rigour is needed in making relevant 
checks.  
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Whilst overall the number of privately fostered children has remained steady in 
Newham compared with last year, there has been a rise in notifications from SENCO 
leads and social workers. Conversely there has been a low number of notifications from 
Health workers which suggests that more work is needed to raise the agenda in the 
health sector. 

 
2. f) LADO: 
 
The LADO threshold is well established, and understood in Newham, with wide ranging use 
of LADO procedures across agencies. The LADO is proactive and effective in training the 
whole partnership, and has made significant progress in improving awareness. 
 
In 2016-17 there were 355 enquires, 220 referrals of which 110 met the threshold. 
 
Comparative data is not available, but this represents a rise in referrals of over 100% in 
the past three years, and is in line with patterns across London: 
 

Period LB Newham LADO 
Enquiries  

2016/2017 354 

2015/2016 211 

2014/2015 176 

2013/2014 147 

 
Better record keeping and the training and awareness raising programme helps account 
for the rise in referrals.  
 
Most of the referrals are dealt with in a timely way but there were still 18 cases that took 
between 60 – 120 days and 19 which took over 120 days. This indicates that there could 
be scope for tighter management. 
 

 
 
The majority of referrals were for allegations of physical abuse at 52%. 20% was for 
emotional abuse, 15% for sexual abuse and 14% for neglect.  
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Of these referrals half did not meet threshold, 29 were “unsubstantiated”, 23 were 
“substantiated”, 23 were “unfounded”, 11 were “false” and 4 were “malicious”. 20 others 
are still in process. 

 
 
The LADO has received referrals from a wide range of agencies including police, health, 
leisure services and faith groups and the third sector: 
 

 
Sector Referrals received % of Total Referrals 

Education 105 48% 

Other – (predominantly private companies) 30 14% 

Early Learning / Childcare 26 12% 

Fostering and Adoption 14 6% 

Health 13 6% 

Faith Groups 9 4% 

Third Sector 6 3% 

Newham Children’s Social Care 5 2% 

Police 3 <1% 

Leisure  3 <1% 

Armed Forces 2 <1% 

Adult Social Care - Other LA 1 <1% 
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Children’s Social Care - Other LA 1 <1% 

Family Member  1 <1% 

Newham Adults Social Care 1 <1% 

   

 Newham also has a wide cross section of referring agencies, which shows the extent to 
which LADO and safer recruitment processes are implemented and understood across 
the Borough.  
 

 
 

Sector Referrals received % of Total Referrals 

Education 69 31% 

Newham CSC 43 20% 

Childrens SC - Other LA 20 9% 

Police 19 9% 

Ofsted 18 8% 

Early Learning/Childcare 14 6% 

Other – (predominantly private 
companies) 14 6% 

Third Sector 8 4% 

Health 7 3% 

Fostering/Adoption 3 1% 

Leisure 2 <1% 

Armed Forces 2 <1% 

Faith Groups 1 <1% 

 
LADO Training: 
 
There has been very successful out reach and training of staff in the partnership. 
 
Last year it trained over 500 members of staff across agencies. The LADO uses referral 
data to target those agencies which are not referring. For example, the LADO has now 
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visited all non referring school in Newham, including in the independent, faith and non 
maintained sector).  230 Designated Safeguarding leads were trained, and the LADO 
attends monthly DSL training events.  
 
Partnership work with the police, improved at the start of the year and CAIT now 
consistently attend strategy meetings held to discuss allegations against professionals, 
to provide advice on criminal threshold as liaise between the criminal and other 
investigations. In additional LADO training has been rolled out to the police who work in 
the MASH, with domestic abuse and missing children. There are also plans to roll out 
training to all PCSOs which will be a national first, and ensure better identification of 
LADO issues at the point of arrest or police call out. 
 
In addition, the LADO has trained staff from 6 mosques, and 3 more are lined up. Two 
lead Imams are supporting mosques with work on the LADO processes. 58 staff who 
work in mosques, madrassas and independent Islamic schools have received training. 
 
Whilst the Catholic, Church of England and evangelical churches already have effective 
structures in place to support LADO work, further work is needed with Hindu Temples, 
where engagement is low and who make few referrals. This will be part of work going 
forward. 
 
West Ham Football Club has engaged with the LADO and 75 of their recruiters and 
coaches have been trained in LADO and safer recruitment to reduce the incidents of 
abuse in the sport. Active Newham leisure services have also received training for all 
their senior managers and are rolling this out to those who will manage investigations. 
 
 2. g) Section 11 Report 
 
The NSCB has not carried out any section 11 audits in 2016-17, but has disseminated the 
findings and followed up the section 175 school audit held the previous year. The 
section 175 audit tested school compliance with standards set out in Keeping Children 
Safe in Education 2016.   
 
The results show that there was a good understanding and application of safeguarding 
across the maintained school sector.  There was a low response rate from local 
Independent, Free Schools and Academies.  Given the expansion of this sector locally, 
this will be an area that the LSCB intends to address in 2017/18. 
 
Newham has 108 schools, who were all contacted, but just 94 schools responded. For 
those schools that did not respond, further work is needed to ensure they can evidence 
their safeguarding arrangements. This work is being undertaken jointly with the Early 
Help Partnership Team through their safeguarding engagement events. These schools 
will also be followed up by the Safeguarding Lead in Education.   
  
Findings from the responding schools were as follows: 
 

 89 out of 94 schools confirmed that the Senior DSL for Safeguarding is a member 
of the school Leadership Team.  
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 87 DSLs have had up to date training in the last two years in accordance with 
Keeping Children Safe in Education 2016 guidance.   

For the six schools identified as falling outside this statutory requirement the LSCB 
has contacted them and booked them onto the next available DSL Training. 

 
 Some schools could not identify leads for E Safety, CSE or Prevent. This suggests that 

they do not have robust processes or procedures and are at a low starting point. 
 

 

 92 out of 94 schools have confirmed that their school policy has been updated in line 
with Newham’s model Early Help and Safeguarding Policy and does include updates 
on FGM, CSE and Radicalisation. 

 
 All school have received some Prevent training including WRAP training. Some of 

this is online training. Further work is underway to provide suitable trainers who 
can help schools develop pupil confidence in expressing their views and broaden the 
curriculum to protect them from all types of extremism. 

 
 93 schools reported that they have a Prevent risk assessment in place. 
 
 75 schools confirmed a date in which their Governing body had signed off the 

Safeguarding Report. 
 
 Only 8 schools confirmed that letting arrangements in place for community groups 

to use their premises had requirements on them to have safeguarding policies in 
place.  

 Schools reported that they were increasingly making use of the early help pathways, 
and making less use of statutory ones, which suggests that early help processes as 
becoming more effective. 195 families were identified for support from Families 
First which is an increase of 47% from last year. Schools reported completing 319 
Early Help Records across 28 settings, which is 38% increase from last year. Better 
record keeping is however needed to confirm these figures. 
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Impact of School S11 audits - An update on progress from the Safeguarding Lead in 
Education 
 
One of the priorities from the S11 action plan was that more robust processes need to be 
in place to capture the views of vulnerable children and young people, and that all 
schools need to improve or develop ways to ensure that these views are not only sought 
but inform  school improvement plans and delivery. 
 
Current Safeguarding audits  in schools conducted by the Newham Safeguarding Lead in 
Education demonstrate  that schools describe confidently and cohesively how the voice 
of the child is heard, ensuring that the experiences of children and young people are at 
the heart of informing  Safeguarding arrangements.   
 
There was an expectation for all schools to update their policy and procedures in line 
with Keeping Children Safe in Education 2016, Working Together 2017 and Newham 
Early Help Strategy by October 2017. In addition there was an expectation that for all 
schools to have a named person to lead   for CSE, Prevent and E Safety.  This was 
communicated to NASH, NAPH and DSLs at their forums by the Safeguarding Lead in 
Education. 
 
We wanted to be sure that our schools are fully compliant with the PREVENT duty and 
meet Ofsted’s expectations.  Our Prevent data base shows that all schools have received 
some Prevent training including WRAP training. Some schools have used the online 
training and disseminated the learning to their senior leadership team.  The S11 returns 
from both primary and secondary schools demonstrated that the WRAP training was not 
sufficient to meet their needs and something more than the WRAP training was 
required.  The NSCB training team now delivers training on safeguarding children 
exposed to extremist ideologies which is a wider brief than radicalisation and counter 
terrorism.  
 
Over 80% of schools have now purchased Safeguard software and the Early Help 
Partnership Team are working together with Safeguard to develop interactive links 
between the system and the Local Authority.  
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3. Progress on Last Years’ Priorities, and other Service Improvements: 
 
Improving services is critical to improving outcomes to children. By training staff, 
providing bespoke services that meet specific needs, and by developing protocols, 
referral pathways and a common language and understanding, agencies are able to work 
together more effectively to meet children’s needs. 
 
3.1 Progress of Priorities  
 
Priority 1 - Early Help: 
A priority for the coming year is to add   capacity, strengthen these arrangements and 
clarify thresholds.  

Children in Newham in 2015-16 were more likely than children in any other local 
authority to be referred to Children’s Social Care. In part this was due to the lack of 
effective early help services in place. The LSCB revisited its early help strategy and 
children who need early help now receive a more substantive and robust offer from 
services. This represents substantial progress. 
 
A new two year Early Help strategy was launched in 2016, which has reorganised the 
delivery of early help support for children to make it more locally delivered, bespoke 
and effective.  
 
The strategy has brought together the Early Help Partnership Teams, with Families 
First, 0 – 19 Health and specialist safeguarding teams into each of the four local 
neighbourhoods. The four integrated neighbourhood services have established 
significantly closer working relationships with universal services in each of the areas. 
This includes: children’s centres, educational settings, GPs and health centres, 
community health providers, police, housing, leisure and voluntary and community 
organisations. The alignment of community-based early help delivery to the Integrated 
Neighbourhood Teams is enhanced by the Neighbourhood Action Meetings (NAM), 
Team Around the School (TAS) meetings, and the functions of the Early Help 
Partnership team.  
 
Closer working relationships at a local level promotes a lot of benefits, which include – 
better communication between professionals, better knowledge of local need, and the 
opportunity for more systemic innovation in response to local need.  
 
The early help delivery takes place through the Neighbourhood Action Meetings (NAMs) 
and the Team Around the School (TAS), which co-ordinate the multi agency early help 
response for children, building on multi disciplinary support from a wide range of 
universal agencies.  
 
Early Help pathways have been refreshed and aligned with the London Thresholds for 
Need and developed for the following areas: 
 

 Domestic and Sexual Violence  
 Children at risk of Sexual Exploitation  
 Children Missing from Education 
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 Children and young people with Special Educational Needs and Disabilities 
(SEND) 

 Children and young people at risk of Not being in Education, Employment or 
training (NEET), or who are at risk of exclusion  
 Children and young people suffering neglect  
 Families with No Recourse to Public Funds 

 
Each neighbourhood team has a dedicated Early Help Co-ordinator and Practitioner to 
lead the implementation and embedding of the services.  A database is kept for every 
early help record on a family so that there can be better tracking and co-ordination of 
early help services provided across Newham.  
 
Impact 
The roll out of the new early help strategy to all four neighbourhoods took effect in 
quarter four of 2017 so it is too early to draw statistically valid conclusions about 
impact. However, data of Early Help provision delivered prior to this indicates that 
around 1000 children have benefited from early help support from Families First, and 
many more (circa 6000) from the Universal Plus and Universal Partnership Plus for 
Health Visitors and Schools Nurses.  
 
 

 
 
End of year data shows that referrals to Children’s Social Care have reduced modestly 
from 6337 to 5204 which indicates that the early help intervention had a modest impact 
in 2016: see chart below 
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2016 April  (spr term)     6 1 19 13         

 
May     13 1 20 13         

 
June  (Q1)     9 1 24 40 553 4197 828 1109 

 
July     43 13 17 9         

 

August (sum 
term) 

    24 3 23 51         

 
September (Q2) 1   23 22 20 24 581 4722 1205 1268 

 
October     27 7 60 45         

 
November 5   38 1 60 13         

 
December (Q3) 29   14 3 40 22         

2016 
Total 

  35 0 197 52 283 230         

  Still open 41 7 52 57 49 59         
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Priority 2 - Effective Partnership working with families affected by parental 
mental health and parental mental health and parental substance misuse. 

An immediate priority is to agree and sign-off the joint protocol between ELFT and Social 
Care in respect of adult mental health.  

Progress in this area was delayed but is now back on track following intervention by the 
Independent Chair. The protocol was signed off by the Business Management group in 
September 2017 with a multi-agency launch planned for November 2017.  

Adult Mental Health staff have engaged well with all LSCB quality assurance activity, 
including case audits and the monthly Child Protection Quality Panel. We are expecting 
to see greater evidence of joint working, following the launch of the Protocol and will be 
testing this through LSCB Quality Assurance processes and feedback from the Borough 
Director for Mental Health and Head of Child Protection, LBN. 

Impact 
 
This remains a work in progress where the impact of this work won’t properly be seen 
until the joint protocol has been implemented in 2017-18.  
 
However, the Young Carers service received 62 new referrals over the course of the year 
and was supporting 80+ young carers at any one time.  There has been a rise in the 
number of referrals from schools and from Adult Mental Health and Child and 
Adolescent Services.  
 
Priority 3 a) Protecting Children and Young People from Domestic Abuse (DA)  

A multi-agency task group, led by the new Deputy Director for Children’s Social Care, as set 
up in April and will report back to the Executive Board with recommendations in 
September. Detailed actions for sub-groups to improve service response and pathways for 
children affected by domestic abuse are set out in next year’s business plan.  
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Good progress has been made against this priority leading to the launch of the NewDAy 
Domestic Abuse Innovation programme funded by the DfES for 2 years in summer 
2017. 
 
There has been a sustained focus by partners on domestic abuse and the data shows that 
the number of cases assessed by children’s social care has dropped slightly in 2016/17 
compared to the previous year, from 1817 to 1734 and the number of cases stepped 
down to universal services rather than leading to no further action has increased from 
136 to 439. The number of cases subject to statutory safeguarding has not changed. 
 
NewDAy is a social care innovation programme that will create effective and sustained 
change for children and families affected by domestic abuse. The programme targets 
children in need and those with child protection plans. It will: 
 

 Increase awareness of the effects of domestic abuse on children 
 Reduce incidents of domestic abuse 
 Enable children and families to feel safer 
 Improve school attendance and attainment  

 
In September 17, a team of domestic abuse pathfinders, family therapists and qualified 
teachers will work with identified families (following our existing social care referral 
route) to improve the above outcomes. 
 
A range of partners have been involved in planning NewDAy delivery, including 
representatives from schools, the police and health services. They are engaged regularly 
through our dedicated Partner’s Board, which reports into the LSCB. In the autumn term 
NewDAay begins work with Newham families and will share early findings with key 
stakeholders. It will develop a rigorous evaluation model, high on the Maryland scale, to 
ensure that partners full confidence in the effectiveness of the NewDAay programme. 
 
The workforce has been engaged in these developments with 95 professionals attending 
a half-day workshop in December 2016 and the findings from this are reported below.  
 
In response to this feedback, a multi-agency protocol for domestic abuse covering early 
help as well as safeguarding pathways was developed with practitioner input. 
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Comments provided: 
Timeliness of information-sharing 
 Issues of confidentiality 
 Not soon enough, not enough time to engage 
 Strategy meetings not always timely 

 
Early help  
 Limited service 

 

Comments provided: 
Timeliness of referrals 
 Merlin pacs completed - not communicated to CSU 
 Some agencies have different views of levels 
 
Thresholds  
 There is some inconsistencies in regards to what 

gets assessed and what is referred to other 
agencies/universal services 

 
Access to help and support 
 Language and ability issues not recognised 
 Social media? Highlight access to services 
 
Voice of the child 
 Depends on practitioner 

 

Comments provided: 
Grip of Leadership on DA 
 Regular meetings/review of high risk cases 
 We always get briefed and supervised 

regarding our response to DA 

 We receive good information and answers to 

any DA questions 

Assessments  
 Identify risk and protective factor well 

 

Q4. In your opinion how effective is the partnership in addressing domestic 
abuse? 
We asked staff a number of statements about the effectiveness of the partnership in 

addressing domestic abuse and to rate their opinions on a scale.  

 

Areas of strength highlighted include:  

 Leaders/managers at my agency have a 

good understanding of DA in the area 

 Assessments are comprehensive and  

risk and protective factors are 

consistently identified 

 I understand my role in tackling DA 

 I feel confident in recognising the signs 

of DA and know when and where to 

make a referral 

 

 

The following areas were ragged Amber: 

 Referrals to social care are timely 

 Thresholds to access social care 

assessments and services are clear 

and consistent  

 Risks to children living with DA are 

prevented and reduced 

 I think that victims and members of 

the public know how to access help 

and support 

 The voice of the child is a clear focus 

in the management of cases 

 

 

 

Three areas were highlighted as 

particularly weak  



 42 

 There is timely and effective information sharing between agencies that minimise 

risk 

 The needs of the child, their parent and the perpetrator are not met at an early stage 

through access to effective help 

 Children and families are not involved enough in decision making 

 
Impact: 
Although the real impact on children will not be seen until NewDAy comes on stream in 
the autumn 2017, data reports to the Board show that the focus in this area has 
improved outcomes for children over the year in the following ways: 

• 303 children have received early help support for domestic abuse issues that 
would have previously been closed. 

• 131 more families were referred through to the MARAC than in the previous year 
by Children’s social Care which indicates that these children are now benefiting 
from better multi agency risk assessment. 

• Repeat offending for high risk offenders working with Nia, the IDVA, ISVA service 
is low at 2.72%, and for medium and low risk offenders it is 10.97.  

 
 
Priority 3. b - Protecting Children and Young People from Harmful Practices.   

The LSCB will continue to raise awareness of the various forms of abuse through its 
training programme and the engagement work of the Community Safeguarding Forum 
and is expecting the number of referrals to continue increasing, year on year. 

LSCB training continues to be well attended and participants report that this is 
increasing their knowledge and confidence.   

FGM – the LSCB protocol sets out clear pathways for support and protection and multi-
agency working is now well established in Newham. Since February 17, these 
arrangements have been further strengthened with an FGM worker from the 
commissioned service being part of CYPS Triage for 1 day a week.  

The data shows that there were 65 referrals involving pregnant women from Bart’s 
Health Trust and 5 from Community Child Health. Twenty of these led to a Children’s 
Social Care Assessment last year and the table below shows outcomes. Pregnant women 
and mothers who have experienced FGM are referred to the Manor Gardens Welfare 
Trust for support and advice. The service is well regarded within the partnership and 
delivers an extensive programme of community awareness raising, outreach and 
training.   

Impact: 
 
FGM - Manor Gardens Welfare Trust has delivered training over the year to 744 
professionals from various agencies, including GPs, nursery staff, schools, midwives, 
adolescent mental health workers.  
 
The Arc Theatre for Change has been commissioned by Manor Gardens Welfare Trust to 
deliver FGM awareness raising to 3139 pupils in 14 schools, amongst pupils in years 7, 
8,9 and 10.  
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The evidence suggests that there is a good understanding of FGM in partner’s agencies 
and the local authority has received over 70 contacts concerning FGM in the year 
resulting in 20 referrals. Of these 2 children were accommodated, 4 were the subject of a 
child protection conference, 1 received support as child in need support.  
 
Outcomes at the end of a CSC Assessment where FGM is identified: 

         

Quarter 

Deescalate 
to Non 
Statutory 
Services 

NFA - No 
Further 
Action 

Proceed 
to CIN 

Proceed to 
Conference 

Proceed 
to TOC Total 

  Q1       2 1 3 
  Q2       1 1 2 
  Q3 6 2 1 1   10 
  Q4 3 2       5 
  Total 9 4 1 4 2 20 
   

 
Abuse linked to a faith or spiritual beliefs – while the number of cases has been lower 
than in previous years, the data shows that protective action is being taken where this is 
identified as a risk factor. 28 referrals were received, in the year leading to 2 children 
being accommodated, 16 made subject to a child protection conference, and 4 subject to 
a CIN plan.   

The learning from our current serious case review (due for completion Oct 17) 
highlighted an absence of cultural competence in the professional practice with the 
young person and their family and this will be an area for workforce development in 
2017/18. 

Outcomes at the end of a CSC Assessment where abuse linked to faith or spirit belief is 
identified: 

       

Quarter 

Deescalate 
to Non 
Statutory 
Services 

NFA - No 
Further 
Action 

Proceed 
to CIN 

Proceed to 
Conference 

Proceed 
to LAC Total 

 Q1 1 3   6 2 12 
 Q2     1 5   6 
 Q3 1   1 2   4 
 Q4   1 2 3   6 
 Total 2 4 4 16 2 28 
  

Priority 3. c - Reducing harm to children caused by neglect. 

A priority action for the next reporting period will be to hold an Assurance Workshop to 
assess the impact of the findings of the Neglect audit and to roll out further training on the 
NSPCC Graded Care Profile.  

Our analysis of cases shows that almost a quarter of children assessed as suffering from 
neglect are closed with no further action or are sign posted to universal services.  

To address this, The LSCB launched a Neglect Strategy in March 2017, which has a 
strong focus on early intervention. It also has a training and implementation plan to 
embed the use of the Graded Care Profile (NSPCC) by key professionals working with 
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vulnerable children and their families. The impact of the strategy will be tested over the 
course of 2017/18 and outcomes for children monitored through performance data and 
quality assurance information. As the early help programme gathers momentum, we 
expect to see a more effective early help response to children at risk of neglect.  

Outcomes at the end of a CSC assessment where neglect is identified: 

Quarter 

Deescalate 
to other 
Non 
Statutory 
Services 

NFA - No 
Further 
Action 

Proceed 
to CIN 

Proceed to 
Conference 

Proceed 
to LAC 

Proceed 
to TOC Total 

Q1 2016-
17 29 35 40 111 4 3 222 

Q2 2016-
17 35 19 33 129 6 3 225 

Q3 2016-
17 28 30 38 110 8 6 220 

Q4 2016-
17 21 16 28 115 14 3 197 

Total 113 100 139 465 32 15 864 

        

 
Priority 4. a) Children at risk from Child sexual exploitation (CSE), missing from 
home, care and education and child trafficking 
 
Although a good start was made in the reporting period we are keen to further develop this 
by embedding the CSE action plan and strategy, further developing the work on “missing” 
including assurance with regard to the effectiveness of Return Home Interviews. We will 
also ensure that work on trafficking develops.  

Last year a number of steps have been taken to strengthen the response to children 
missing and at risk of CSE.   
 
1. MASH – Stronger integrated response. 
 
In September 2016 the Police Child Sexual Exploitation team was formally integrated 
into the Safeguarding and MASH team, which sits within Newham Social Services to 
provide fuller, more informative intelligence product with risk assessment, supported 
by a clearly recorded rationale for operational use at the earliest stage. There is a robust 
response to children missing from care and home in Newham by the local authority who 
hold bi-weekly Missing Risk Management Meetings (MRMM). The MRMMs target the top 
5 missing children and support practitioners to risk assess effectively. The MRMM is a 
multi-agency meeting and members include, CAMHS, police, YOT and the CSE & Missing 
Coordinator. Recent meetings have seen social workers from other local authorities 
attend the MRMM to present the risk management plans for young people placed within 
Newham, allowing effective joint working for the safeguarding of all young people living 
within Newham. These are supplemented by daily missing meetings held by the police 
in Triage with other agencies who discuss safety plans and liaise with other local 
authorities for out of borough children. The local authority has a dedicated chair to lead 
missing children strategy meetings.  
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2. CSE Co-ordinator 
 
In 2017 the CSE Coordinator began delivering training to care homes around their 
response to missing and CSE, ensuring policies are robust and staff have the tools and 
knowledge needed to keep young people safe. This training began with the top 5 care 
homes for missing episodes. 
 
3. Prevention Work 
 
In 2016-17 the police ran operation Make Safe Phase 1 and visited businesses, hotels, 
and licensed premises to raise awareness of CSE.  In Make Safe Phase 2 they visited all 
seven of the care homes in the Borough to raise awareness of the signs and symptoms 
and referral pathways. The police also monitor referrals from each of the schools in 
Newham and those outside to target the ones that do not make many referrals. 
The police attended a training day for social care staff working in semi independent 
accommodation to raise awareness around CSE and the risks of children who go 
missing. 
 
A CSE Awareness Week took place from 13th – 17th March 2017 led by the Children’s 
Society. It delivered 4 sessions to 30 young people from year 7-10, and the NSPCC 
facilitated 3 boys groups and 2 girls group. A short film was shown to the young people 
which had been made by the CAMHS participation group and which facilitated reflective 
and lively discussions. In addition 150 young people attended events at youth zones run 
by the youth service, reaching 150 more young people.  
 
The most popular topics of discussion were: consent; young women presenting 
themselves as older and implications for young men following intercourse; consent 
when under influence (either or both parties); sex outside of a relationship; image 
sharing on social media, and desensitized attitudes to sharing explicit images. Young 
people were keen to discuss these issues in detail and at length. The youth service will 
be following up the work throughout the year and will be working on peer led 
safeguarding. 
 
4. Improvements to the Use of Intelligence following the CSE audit 
 
The MASE is now operating as a strategic panel and using Police data locations of CSE, 
perpetrators, and victims, and activity across county lines and cross borough. This 
enables a better intelligence picture and helps to make disruption more effective. The 
MASE now has a problem profile based on analysis of 40 cases which gives a break down 
of the trends and patterns of CSE activity in Newham, which assists agencies in strategic 
planning.  
 
The YOS is now monitoring gang links and reporting gang related activities to the 
Community Safety Partnership and the MASE to inform disruption. 
 
Health professionals are now more regular partners in strategy discussions. A new 
system has been set up to notify ELFT and Bart’s Health of children subject to CSE 
strategy discussions, so that the appropriate professional can contribute. They also cross 
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reference for any involvement with CAMHS. This is leading to better information sharing 
and intelligence on the risks and needs of children at risk.  
 
Children Missing Education 
In  April 2017, the outgoing LSCB Independent Chair met with the Deputy Director for 
Education and the Group Manager for Behaviour and Attendance to  seek assurance that 
Newham had a grip on children missing from education and electively home educated 
and three recommendations were agreed and  implemented following this scrutiny and 
challenge meeting. 
 

1. A termly report on details of children receiving EHE, children missing 
education and Attendance Orders with outcomes. That this report should 
include which cases have had an Early Help Record completed or referral to 
Triage with outcomes. 

2. A progress update on the improvement actions highlighted in the December 
report to the LSCB and incorporated into the LSCB Annual Report. 

3. That the LSCB Business Management Group scrutinises progress and 
supports awareness raising in this area and that the  CME lead be invited to 
attend these meetings.  

 
Report on the Summer Term 2017 
 
CME 

  Data in the attached  CME report continues to indicate, as in previous years, that 
more primary than secondary age children are reported as missing from 
education.  Primary age children generally have greater contact with  health 
services up to the age of four when they become eligible to start school in 
Newham,  therefore there is a key link between health care professionals and  
identification of CME. 

 
1.2 Processes 
 CME casework is supervised on a day to day basis by the Courts Officer, who is 

experienced in casework, but also able to  decide whether a School Attendance 
Order needs to be issued. 

 The Group Manager Access & CME oversees that caseload on a fortnightly basis, 
advising on any particularly complex cases. 

 The CME Tracking Group was incepted in September 2016.  The prime objective 
was to identify and unblock complex or ‘stuck’ cases.  Representatives  from 
SEND 0 – 25, Pupil Services (Admissions), YOT, the PRUs, Alternative Education, 
CME, EHE, EPS are invited.  Any service or partner agency is able to refer children 
of concern to the Group.   

 A new more robust tracking and monitoring process is being introduced in the 
Autumn Term for CME. A child level register of CME will be reviewed by the 
Education and Skills Strategic Management Team and monthly actions agreed. 
 

 The authority is also implementing a process for monitoring children and young 
people who may be on a school roll, but not receiving a full-time appropriate 
education, e.g. those on part-time timetables, directed to Alternative Provision, 
and those whose non-attendance is entrenched.  These children are characterised 
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as Children Missing Out (Ofsted November 2013) (CMO).  In order to achieve this 
the local authority has invested in a system to capture live attendance data from 
schools (Groupcall). 
 

 There is a great deal of synergy between CME and Elective Home Education, that 
is to say children can be reported as apparently CME but turn out to be home 
educated; conversely parents may claim to be home educating but not providing 
a suitable full-time education  For this reason the year’s  data for home educated 
pupils has been included at the end of this report.  The authority can report that 
there is now full management oversight of every EHE report and home visits 
undertaken, and decisions are clearly recorded as to whether arrangements are 
suitable or unsuitable, and what further action should be taken.  This system was 
adopted in January 2017 to complement the much more robust approach to 
policy, procedures and assessment of what is ‘full time’ and ‘suitable’ that had 
been developed in the Autumn Term 2016. 

 
1.2 Closure of CME cases 

 75% of cases were closed in the Autumn term, 85% in the Spring term, and by the 
end of the academic year 86% of cases were closed.  The work continues 
throughout the summer break. 

 Last year we indicated that we planned to monitor timescales for closure of 
cases.  We can now report that 
65 cases were dealt with within 20 days 
40 cases were dealt with within 60 days 
47 cases were dealt with in 60+ days 
50 cases have no closure dates because although allocated schools their start 
dates have not been entered on the Education MIS as yet.  We believe the reason 
for this is  that Pupil Services do not offer places during the summer break. 
33 as yet are unresolved.  
 Addressing these issues is a priority for the new academic year. 
 

1.3 Safeguarding 
 Last academic year 8 cases were referred by the CME officer to Triage, all of 

which were taken up by Social Care 
 There were 7 cases reported as CME that were already known to LBN Social Care 
 There were 3 CME cases reported that were already known to another local 

authority’s Social Care.   
 Cases known to Social Care departments (18) therefore represent nearly 8% of 

the total number referred as CME 
 A termly report be provided with details of children receiving EHE, children 

missing education and Attendance Orders with outcomes. This  report should 
include which cases have had an Early Help Record completed or referral to 
Triage with outcomes; 
 

 
 
 
 
 
 



 48 

Child Trafficking: 
 
The Newham LSCB Task and finish group was set up last year, to determine the nature 

and extent of trafficking in LBN, whether the appropriate protocols, training amongst 

staff, referral pathways are in place and, therefore, how effective the pan-Borough 

response to trafficking is.  The group had good support from the Children’s Society and 

ECPAT who were integral to developing a local protocol and rolling out awareness 

training to social work staff in the four neighbourhoods, Triage and the LAC and Leaving 

Care service.  

The group found that while the response to children who are internationally trafficked 

appeared to be robust, internal trafficking was not always identified as such, even when 

protective action was being taken.  Local expertise and knowledge about using the 

National Referral Mechanism needed to spread and  a single point of contact be  

established.  It was subsequently agreed that the CSE and Missing Co-ordinator would 

take on this role.  .  

An audit of 10 cases took place in March 17  to review whether agencies have managed 

them in the light of research and best practice.   The findings (see pages 24/25) have led 

to a number of recommendations that will tangibly strengthen operational support for 

these young people. 

Impact: 
 
1. Multi agency view 
 
Following the learning from the CSE audit, a CSE/Missing Quality Assurance workshop 
took place at the end of March 2017 to review progress, which was chaired by the 
independent LSCB chair. Through those discussions all partners agreed that practice re 
CSE case management and strategy meetings had improved considerably over the last 
year. CSE strategy meetings are far more frequent, they have a formula and meaningful 
actions are a result. It was described as a structured and effective process practitioners 
recognise and use. 
 
2. Increased Awareness and Rise in Referrals 

 
The prevention awareness work has improved  awareness of CSE in social workers, 
police and schools. This has had a direct impact on the number of CSE referrals known 
to the police, which have increased by 100% over the 2016-17.  
 
3. Disruption of CSE 2016-17 
 
The partnership have used agency intelligence to target and disrupt CSE taking place in 
Newham. In 2017 a number of trends/hotspots have come to light from the MASE/CSE 
strategy meeting and return home interviews:  
 

 Young people reporting instances of CSE taking place in various parks across the 
borough  
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 Young people reporting instances of CSE taking place inside or in the close 
vicinity of various branches of McDonald’s across the borough.  

 
In response to this, the police have met with the managers of these franchise and agreed 
for the following disruptions: 

 Wifi to be turned off at 3pm (this is the main attraction for young people) 
 Upstairs dining area and toilets to be closed after 3pm 
 Play classical music after 3pm 
 Directly contact the schools if they had any issues with children.  
 Condiment station to be moved/put away in the evening.  

 
As well as the above disruptions, the CSE Coordinator has developed a bespoke training 
package that will be delivered to staff at McDonalds in 2017-18. This training will cover 
CSE, missing, gangs and internet safety. 
 
In addition to arresting and interviewing suspects, formal Police action has been taken 
against 13 perpetrators: 
 
5 abduction notices have been served 
6 Letters of concern have been served 
1 Interim Sexual Risk Order has been served 
1 Sexual Risk Order application is currently going through the court 
 
 There have been no prosecutions for CSE related offences. 
 
4. Support for Victims: 
 
The London Black Women’s Project helped 86 young women and girls access support 
groups on aspects of CSE and sexual violence.  
 
 

 
Areas for Further Improvement 2017 - 18 
 
1. Partnership work 
 
Although there have been strong improvements in the joined up work with police and 
social care, our own evaluation is that more work is needed to ensure that strategy 
meetings involve all agencies effectively, and assess risk and safety plan effectively on a 
consistent basis. 
 
2. Return home interviews – and better use of intelligence 
 
Return home interviews are not being held consistently for all children who go missing, 
and only 50% are held in time scale. The quality of the interviews needs to improve to 
give a clearer sense of risk factors and they need to be more integrated into safety 
planning and case planning for the child.  
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The data held by Children’s Social Care on children who went missing in 2016-17 was 
inaccurate. This has now been improved by aligning with the police data, and analysis of 
trends and activities is now improving.  
 
More work is also needed to improve the use of intelligence from RHIs to build an 
accurate Problem Profile for children who go missing and identify trends, themes and 
patterns, hotspots in order to inform preventative work. 
 
In 2017-18 the CSE Coordinator has started tracking all RHIs on a weekly basis to 
ascertain this intelligence and will be in a stronger position to inform intervention, 
disruption and prevention. The CSE coordinator will also deliver training to staff on 
RHI's to ensure they are as effective as possible. Return home interviews are being re-
audited in September 2017 and the outcome of this will help to inform this training.  
 
3. Victims: 
 
At the time of the last Annual Report, Newham had access to three Voluntary Sector 
agencies offering therapeutic support for young people at risk of/experiencing CSE. 
However, with the current funding climate, two of these services have since lost their 
funding which has created a gap in therapeutic support for children at risk of CSE. 
 
For 2017/18 Safer London has also just obtained funding from MOPAC, which will 
ensure that they can provide an advocate based in Newham as well as 1:1 support for 
young people. This provision will also include school based group work programmes 
(around healthy relationships, consent, sex and the law and gangs/unhealthy peer 
groups), and training for professionals on CSE.  
 
4. Prevention: 
 
Newham is in the process of completing funding bids, in partnership with various 
London boroughs, for additional provision that will deliver a whole school approach to 
tackling CSE as well as working with Westfield and other large retail centres around 
contextual safeguarding.  
5. Review of the MASE 
 
A review of the MASE has recently taken place, which has updated the agenda, in line 
with the recommendations in the CSE pan-London protocol (revised in June 2017). This 
agenda focuses on the VOLT pneumonic (Victim, Offender, Location, Themes) in order to 
ensure the MASE fulfils its strategic function.  
 
Priority 4. b) Safeguarding children from Extremist Ideologies and Radicalisation 
The priority for the next reporting period will be to better understand the impact of the 
Prevent programme in the Borough.  

The work around the Prevent agenda has progressed over the year and focused on four 
areas: 

1) To develop effective intelligence sharing at the highest level of the agencies, to 
develop a problem profile and inform effective intervention, and prevention.  
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2) To train and raise awareness in agencies, and especially in schools, to recognise and 
refer signs of extremism, and to help build children’s resilience to extremist 
ideologies.  

3) To raise awareness amongst young people and co-produce materials with them to 
support professionals to deliver this work. 

4) To build up learning from cases to inform service Improvement. 
5) To engage the community in preventing extremism. 

Progress to date: 

1) The first strand has been led by the Senior Leadership Prevent Group who share 
information on individuals that may present a risk in the borough. The group has met on 
a monthly basis and has been chaired by the DCS. Membership and terms of reference 
were produced. A problem profile has also been produced.   
 
2) The second has been successfully completed. 100% of Newham schools have 
completed a Prevent risk assessment as required under the Prevent duty set out in 
section 26 of the Counter Terrorism and Security Act 2015. 100% of schools in Newham 
have now undertaken WRAP training. The challenge is now how to assist schools to 
develop and environment where pupils can be confident to express themselves and 
challenge their own and other’s beliefs safely. Some schools have independently 
commissioned a social care consultant to facilitate British Values and anti -radicalisation 
programme ‘Being Us, Being Me’. Feedback so far is that it is skilfully facilitated and a 
powerful programme.  One school is adopting a systemic approach to anti extremism. 
Further work in anticipated to test how well embedded these approaches are in the 
schools. 
 
Briefings made to Schools 2016-17: 

Session Type Q1 Q2  Q3 Q4 Total 

Briefing 40   212  252 

School Governor's Briefing 50 12  10 72 

Prevent Briefing 100 28 68  196 

WRAP  829 412 135 377 1753 

Total 1019 502 415 387 2273 

 
All relevant agencies receive single agency training to know what their statutory duties 
are under section 26 Counter-Terrorism and Security Act 2015 and the London Child 
Protection Procedures. 
 
An internet strategy is being produced in Newham which also addresses the risk of 
radicalisation on line. 
 
3) The Youth Zones carried out a two week workshop with 14 – 16 year olds and are 
developing a pack with young people that can support teachers and other professionals 
engage young people around radicalisation. The pack is expected to be finalised in the 
Autumn 2017 and a conference held in November with young people and professionals. 
The Prevent team has visited all four of the youth zones which have around 3000 young 
people registered.  
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A safeguarding booklet for parents is in the process of being signed off by the Director 
for Children Services. 

4) The subgroup has carried out one learning review of a case open to police, children’s 
social care and which was referred by a school. The learning on police and children’s 
social care information sharing arising from this has been taken forward and has helped 
to develop a stronger partnership between Children’s Services and the Police. 

5) Work to engage the community has not progressed in the year. However, a new post 
has been created in Newham which will assist this: the Community Engagement Officer. 
This post is based in the Community Neighbourhood Service and will promote 
community cohesion paving the way for healthy conversations between different 
sections of local communities.   

Areas for Further work: 

The Board is working with the Electively Home Educated team to ensure that home 
schooling visits review risks of radicalisation. 

The WRAP training is a starting point, but more work is taking place to help schools 
develop effective approaches to engage children positively around the issue of 
extremism. 

Impact: 

 Schools’ Prevent Risk Assessments are QA and demonstrate that schools have a 
good level of knowledge around Prevent.  

 
 Figures show a slight rise in referrals involving children to Channel between 

2015 January – September, and 2016-17. In 2015 there were 3 referrals. In 2016-
17 there were 5. These figures are still very low, but they indicate that there is an 
awareness of referral pathways.  

 
 In respect to referrals to children’s social care for radicalisation, there has been a 

drop between 2015-16 and 2016-17. There were 11 referrals in 2015-16 and 
2016-17 there were 7. These again are small numbers and indicate that there is 
awareness of the issue in schools and agencies.  

 
 We have seen a considerable change in the rate of referrals since April 2017 in 

response to the Westminster Bridge attack, large scale grooming by a mosque 
leader in a neighbouring borough and the London Bridge attack.   Referrals have 
risen to 20 and 22 in May and June2017.   

 
 There is excellent evidence of timely responses in MASH that have moved to 

complex strategy meetings, S47 investigations and ongoing support to families 
affected.  Children’s Social Care and the Metropolitan Police SO15 Command have 
established strengthened relationships and improved communications and 
referral pathways and some schools have developed an expertise in responding 
to children who have been part of families who have been directly involved as 
well as whole school responses to managing anxiety, prejudice and media 
attention. This all came about after the period being looked at in this report but I 
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think is testament to some of the inter agency relationships and work we had 
been building upon during 2016-17. 

 
  
3.2 Service Improvement - Progress in Non Priority Areas: 

Child Death Overview Panel: 

Since 2015-16 the CDOP has been strengthened to become more effective. The CDOP has 
improved its attendance of the police at CDOP meetings, and taken the initiative to 
stream line the number of meetings and theme one on neo natal child deaths across local 
boroughs, so that neo natal staff can attend. The service transferred from the CCG in 
March 2016 to Public Health. 

The CDOP has challenged and strengthened the information gathering processes for the 
reviews, and has been effective in reviewing cases. Cases have been reviewed within the 
average time scales of CDOPs in England, and there is no backlog from previous years. 

The CDOP has worked more closely with pan London to CDOPs to strengthen its analysis 
of trends and patterns and has this year, for the first time developed a report that sets 
out very tangible areas where services can use the learning from reviews to improve 
outcomes for children. 

The CDOP has made set out recommendations for agencies to improve the service to 
children around asthma, prevention of co-sleeping, risk awareness of the link between 
chicken pox and sepsis, and an action plan to reduce co-sanguinity as a cause of child 
death. These are being tracked by the LSCB. 

Training: 

In 2016-17 a comprehensive multi-agency training offer was made available for 
partners which focussed on the LSCB priorities. The training programme is selected 
according to the training needs analysis which draws from the LSCB priorities, key 
learning from reviews, audits, and national guidance. It included 86 separate training 
events in the year that reached  1329 practitioners. The number of applications dropped 
by 10% this year which is believed to be related to website problems that have now 
been resolved and 27% (410) delegates did not attend their booked session.  

 Name of Course No of sessions 

Introduction to Safeguarding Children 8 

Protecting Children From Harm (reviewed) 7 

Working Together to Protect Children from Harm 8 

Protecting Disabled Children from Harm 4 

Understanding Diversity when Protecting Children from Harm 4 

Multi agency safeguarding leads training Safeguarding Leads  2 

Protecting Children and Young People online2 twilight sessions  6 

DV – A child Protection issue 4 

The Impact of DV on Children and Young People 4 
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Domestic Violence and Young People  2 

Working with Aggressive & Violent Families 2 

Neglect and Emotional Abuse  4 

The Impact of Harmful Practices on CYP 4 

FGM One twilight session 6 

 
Child Trafficking – CFAB 2 

Identifying and Preventing Child Sexual Exploitation including gang-related 
sexual exploitation, missing and online grooming. 

4 

Understanding Gangs, Gang Activity and Serious Youth Violence 4 

Young Women and Gangs 2 

Children Missing – education 4 

The Impact of Parental Mental Health on Children & Young People 3 

The Impact of Parental Substance Misuse on Children & Families 3 

Supporting the Needs of Young Carers 2 

Working with CYP who display sexually harmful behaviour 2 

Young People and Self Harm  1 

Child Development 2 

Children’s Rights and Participation 2 

Creating a Safer Organisation – Minimising the Risk of Allegations 4 

Core Groups and Case Conferences 4 

Learning from SCRs (National and Local) 4 

Triage and Early Help - How it all works? 4 

WRAP Workshops 6 

Lunchtime Seminars   

MARAC: Newham’s domestic violence process 4 

Private Fostering – Someone Else’s Child 4 

 

Agencies across the partnership attended, with very good attendance from the Private, 
Voluntary and Independent Sector. There were no attendees from the faith sector this 
year, which is an area for further development. 
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39% (523) of participants attended LSCB priority courses. 
 

 

 

 

Quality Assurance and Evaluation: 

Quality Assurance (QA) is in place to ensure that each one of the individual training 
programmes are of good quality and delivered in accordance with the specifications (e.g. 
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learning outcomes, assessment methods, legislation, guidance and standards, etc.). This 
is carried out by the Quality Assurance Subgroup. 
 
The LSCB has introduced a self report training impact evaluation that is carried out six 
weeks after training takes place. This year two courses were evaluated; a survey 
monkey to the Domestic abuse training and a telephone survey to the Neglect and 
Emotional Abuse training.  
 
For the Neglect and Emotional Abuse training delivered in 2016-17, 9 out of 45 
participants were contacted by telephone. Of these 8 out of the 9 reported that the 
training had been applied  to their work and that it had either been useful or very useful. 
1 participant said they had not had any neglect cases since the training event. 
 
The survey monkey for the NSCB Domestic abuse training was sent to all participants 
and 27 people completed the online survey. The results show that participants had 
found this training very helpful and was extremely positive: 
 

 100% said that they understood the term harmful practices either “very well” or 
“extremely well.” 

 93% said that now know how to ask service users about domestic abuse and 
identify risks either “very well” or “extremely well.” 

 83% said that they now knew how to give safety planning advice to service users 
either “very well” or extremely well”. 

 68% said that they felt that they now knew how to use the Safe Lives DASH board 
risk assessment tool “very well”. 32% said that they could do this “somewhat 
well” or “not well”. This indicates that there is more work to do on this indicator. 

  86.2% said that they understood the role of the One Stop Shop for domestic 
abuse and how to refer. 

 On average respondents felt that their knowledge had improved by 76% 
 

Going forward, the NSCB is exploring ways to evaluate the impact on practice more 
directly, using more independent means of evaluation. 
 

Private, Voluntary and Independent Sector 
 

The Newham Provider Forum held a conference in November 2016 with providers of 
children’s homes, accommodation and support for 16 + Newham children. The event 
invited 32 providers and 23 attended. 
 
The conference provided training, advice and guidance to the providers on a range of 
subjects including: 
 

o Child Sexual Exploitation (CSE) and Operation Makesafe 
o Investigating missing persons 
o Newham Safeguarding Children’s Board 
o Section 11 safeguarding returns 
o The Quality Assurance Framework for accommodation and support 
o The Commissioning priorities for children’s homes and accommodation and 
support for 16 plus. 
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Impact 

o 90 per cent of attendees rated the event as very good or excellent and 95 
per cent rated the event as of significant value to their organisation. 
 
o All sessions were rated highly with the highest rated content was the quality 
assurance framework which all attendees reported as very good or 
excellent. 
 
o A number of service improves were implemented as a result of consultation 

which included: 
o Additional CAMHS clinical support for the brokerage team.  
o Bespoke training for carers on young people’s mental health, conduct 

disorders, radicalisation, support for post 18 care leavers, accommodation 
standards.  

o Additional funding has been obtained from NHS England to provider 
positive behaviour training to carers who have the care of children with 
Autism or Asperger’s syndrome. 
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4. Governance:  
 
The purpose of the Local Safeguarding Children Board is set out in the statutory 
guidance “Working Together to Safeguard Children, 2015”, and the Local Safeguarding 
Board Regulations 2006.   Section 14 of the Children Act 2004 sets out the objectives of 
LSCBs, which are:  

(a) 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    

(b) to ensure the effectiveness of what is done by each such person or body for those 
purposes.  

The Board in 2016-17 was independently chaired by David Sanders, who was 
accountable for the work of the Board to the Chief Executive. The members of the Board 
are senior officers within their organisation who can : 

• speak for their organisation with authority;  

• commit their organisation on policy and practice matters; and  

• hold their own organisation to account and hold others to account. 

There are regular, scheduled meetings between the Chair, the Chief Executive, the 
Director of Children’s Services and, where necessary, the Borough Commander. The lead 
member for children is an observing participant on the Board. The Board has two Lay 
Members to provide a stronger community voice into the work of safeguarding, and to 
strengthen links with the local community. One of the lay members resigned at the 
beginning of the year. 

Attendance : 

Attendance at the NSCB Executive Board was strong overall for most agencies, but there 
was poor attendance from CAFCASS, Schools, CAIT, Adult Social Care, and the 
Community Rehabilitation Company. 
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Agency No. Seats at NSCB % attended 
Independent Chair 1 100 
Children and Young People Services, LBN 
 

3 100 

LSCB team 
 

2 100 

Secondary Schools 
 

1 0 

Primary Schools  
 

1 50 

Police - Child Abuse Investigation Team (CAIT) 
 

1 25 

Police – Borough 
 

1 100 

Newham CCG 
 

3 100 

Bart’s Health NHS Trust   
 

2 100 

East London Foundation Trust (ELFT)   
 

2 100 

National Probation Service 
 

1 100 

Community Rehabilitation Company 
 

1 50 

Adult Services 
 

1 50 

YOT 
 

1 75 

Housing 
 

1 75 

Children & Family Court Advisory & Support Service 
(CAFCASS) 

1 0 

Lay Members 
 

2 75 

Lead Member for Children 
 

1 75 

Voluntary Sector 1 25 
Higher education (new March 2017) 1 100 

 
LSCB Team: 

The LSCB was supported by a team consisting of: 

o Board Manager (full time)  
o Business Support Officer (full time) 
o Learning and Development Officer (18 hours) 
o Child Sexual Exploitation and Missing Co-ordinator (full time)  
o Partnership and Development Manager (23 hours).  

The Board is supported by a Business Management Group with 10 Sub-groups and 2 
task and finish groups which deliver the work plan against a SMART business plan. The 
Independent Chair also attends the Children Trust Board and Health and Wellbeing 
Board to bring challenge and focus on safeguarding in those forums.  
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Business Management Group 
Chair David Sanders.  

david@sandersconsulting.co.uk  

Child Sexual Exploitation 
Missing  

Susannah Beasley-Murray  
SusannahBeasley.Murray

@newham.gov.uk  

Training 
Ian McKay 

Ian.Mckay@elft.
nhs.uk  

Serious Case Review 
Jacquie Burke 

Jacquie.Burke@newham
.gov.uk  

Adult and children  
Fiona Hackland 

and Martin 
Clement 

Fiona.Hackland@ne
wham.gov.uk / 

Martin.Clement@ne
wham.gov.uk   

 
 

Performance and Quality 
Assurance 

Reagender Kang 
Reagender.Kang@newham

ccg.nhs.uk  

Community Safeguarding 
Forum 

Mohamed Hammoudan 
Mohamed.Hammoudan@n

ewham.gov.uk  

Young People and 
Extremism 

Beverley Halligan 
Beverley.Halligan@ne

wham.gov.uk  

 

Joint Health Safeguarding 
Steve Gilvin 

Steve.Gilvin@elft.nhs.uk  

Early Help 
Susannah Beasley-

Murray 
SusannahBeasley.Murr

ay@newham.gov.uk  

 

Child Death 
Overview Panel 

Meradin Peachey 
Meradin.Peachey@n

ewham.gov.uk  

Task and Finish group 
Trafficking 

Mussarat Gul 
Mussarat.Gul@newham.gov.uk  

 

Task and Finish group 
Domestic Abuse 

Jacquie Burke 
Jacquie.Burke@newha

m.gov.uk  

Young people’s 
engagement 
Lynne Crank 

Lynne.Crank@n
ewham.gov.uk  

Executive Chair 
 David 

Sanders 
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LSCB Budget for 2016/17 

 

  

 

Partner Agency Contributions 2016/17 

Health £130,000 

Local Authority  £130,000 

London Fire Brigade  

Police   £5,000 

CAFCASS    £550 

National Probation Service £1,000 

Community Rehabilitation Company £1,000 

Housing          £11,000 

 £278,600 

Contributions for CDOP 

Health 

LBN 

37,500 

37,500 

Total 75,000 

Description Budget Allocation 2016/17 

Salaries 214,500 

Catering and vending (largely training venue costs) 13,500 

Printing and Stationary 1,000 

Advertising, publicity and marketing 1,500 

Case reviews  20,000 

ICT Software 7,000 

Mobile phone costs and postage 500 

LSCB Training programme 46,600 

Joint authorities payment for the CSE and Missing Co-ordinator costs paid from 
salaries above) 

57,000 

Total Expenditure 
 
Income from partner contributions 
Income from previous year underspend 
 

361,600 
 

278,600 
83,000 
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Changes to  structure for 2017-18 
In May 2017 Nancy Kelley took over as Independent Chair of the NSCB, and has 
reviewed the work plan and revised the structure to give a more streamlined focus on 
scrutiny and clear accountabilities. This is in line with the direction set out in the 
Children and Social Work Act which received royal assent in April 2017.  
 
Executive Board 
Executive Board will lead the scrutiny work of the LSCB.  It is proposed that membership 
of Executive Board be streamlined to enable deeper engagement with the adequacy of 
safeguarding arrangements across Newham. 
 
This represents a significant reduction in membership, which in no way reflects on the 
calibre of input to date by Executive Board members.  Rather, it is a recognition that 
working in a smaller group will encourage greater ownership and challenge, both of 
which are critical to good scrutiny. 
 
Proposed Executive Board membership: 
  

 Director for Bart’s Health Trust (Newham)- Heidi Peakman 
 Director of People for Newham - Grainne Siggins 
 Deputy Director of Commissioning - CSC and Safeguarding – Jacquie Burke 
 Director for Newham CCG – Steve Gilvin 
 Deputy Director for Nursing, East London Foundation Trust – Eirlys Evans 
 NASH and NAPH Head Teacher leads- Ben Levinson & Anthony Wilson 
 Newham Police Borough Commander – Ade Adelekan 
 Newham Acting Detective Super Intendant – Neil Matthews   

  
And for now, in order to be compliant with Working Together 2015: 

 Youth Offending Team- Michelle Edwards 
 CAFCASS – Alice Smith  
 Two lay members representing the local community Jackie Ferdinand and 

Annette Gordon 
 National Probation Service – Greg Tillett  
 Community Rehabilitation Companies – Lucy Satchellday  
 Local Further Education Institution – Newham College – Clive Ansell 
 Lead Member for Children’s Services –Quintin Peppiatt 

 
 Standing items for Executive Board 
 
The Executive Board will scrutinise, amend and where appropriate sign off the 
following:  

 Serious Cases Reviews, Learning Reviews and improvement plans 
 Multi-agency audits and improvement plans 
 Single agency safeguarding audits on a rolling basis 
 Section 11 reports 
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The Board will also discuss any significant organisation issues with an impact on 
safeguarding practice and delivery, whether referred to it by the Business Management 
Group or any of the partner agencies. 
 
In addition, the Executive Board will have oversight of: 
 

 LSCB Performance Report 
 LSCB Budget 
 LSCB Business Plan 
 LSCB Annual Report 
 Child Death Overview Panel Annual Reports 
 Local Authority Designated Officer Annual Reports 
 Private Fostering Annual Reports 
 Serious Case Review recommendations and Action plans 
 Child Sexual Exploitation and Missing Children Strategy and Action plans 

  
Frequency 
Quarterly for 2.5 hours 
  
Business Management Group 
 
BMG will lead on practice improvement and innovation, taking reports from each of the 
subgroups and escalating matters to Executive Board as required. 
 
BMG will have the following governance structure for 2017/18. 
 
i) Standing sub-groups 

 Child Death Overview Panel 
 CSE, Missing and Trafficking* 
 Joint Health Safeguarding Group 
 Performance and Quality Assurance 
 Serious Case Reviews 
 Community Engagement (with Adults Board) 
 Extremism* 

  
*We will keep under review whether CSE, Missing and Trafficking and Extremism are 
best run as standing subgroups rather than a task and finish group. 
 
ii) Task and Finish groups 
  

 Adults and Children 
This will be constituted in partnership with the Adult Safeguarding Board.  The 
proposed co-chairs will be Gill Williams, Borough Director for ELFT and Tina 
Benjamin, the incoming Head of Child Protection.  The focus of the group will be 
to deliver the roll-out and then audit the impact of the protocol for joint working 
with families affected by parental mental ill health. 

 Child Sexual Abuse (new) CSC QA Manager and Police to jointly chair 
 Multi-agency Inspection Group (new) chaired by Head of SW Improvement 
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The distinction between a standing subgroup and a task and finish group is that the 
former is required to deliver against the ongoing statutory functions of the LSCB, and 
the latter are set up to deliver practice improvements identified as part of the work of 
the LSCB, with the expectation that they close down once improvements are embedded 
in business as usual practices. 
 
Engagement 
Three strands of engagement work will report directly into LSCB BMG 

 Community Engagement (jointly with the Adults Board) 
 Training and Development – with oversight by PQA sub-group 
 Children and Young People’s engagement – led by the Group Manager for the 

Youth Service 
 
BMG Membership: 

 Chairs and Leads for all the above 
 Safeguarding Leads for Bart’s (Maternity and Children)’ CCG; ELFT; GP’s; School 

Nursing and Health Visiting; CSC Practice Manager for Hospital Liaison; Police; 
CSC Quality Assurance 

 LBN Senior Officer for School Improvement 
 Principal Child and Family Social Worker 
 Director of Public Health 
 Group Managers for YOS and Youth Services 
 Police Partnership Board  
 NewDAy Programme Board 
 Neglect Strategy. 

 
Standing items for BMG 

 Development and delivery of the business plan (including reports from all sub-
groups and task and finish groups) 

 Scrutiny of training plan and delivery 
 Scrutiny of LSCB performance report for Exec Board 
 Sign off for LSCB protocols/procedures 
 Practice sharing 

 
SCRs, Learning Reviews and Audits will be circulated to BMG members for information 
in order to enable comment prior to scrutiny at Executive Board. 
 
Frequency 
Quarterly for 2.5 hours 
  
3.LSCB Performance report 
Will be streamlined and contain: 
   

 Core safeguarding data collected by CSC 
 Police data on domestic abuse, use of police protection, offences against children 
 Data collected by the Newham CCG,  ELFT, Bart’s Health Trust and the YOS linked 

to the LSCB priorities 
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 Other data directly linked to LSCB priorities, including programme delivery 
updates. 

 
The narrative summary will focus on child and young person *outcomes, with themes 
arising from these core areas.  Wider data will be appended for information. 
 
5. LSCB Priorities for 2017-20 
 
The Board will lead on the following new priorities: 
 

1. Child Sexual Abuse (identify best practices / potential innovations in supporting 
disclosure).  
 

2. Counter Extremism (explore potential to build interventions around the 
grooming model used to radicalise young people) 
 

3. Suicide and self-harm (health subgroup to lead on reviewing risk assessments 
for young people who self harm) 
 

4. Youth violence (work in partnership with the Community Safety Board to 
explore the safeguarding issues associated with the exceptionally high 
prevalence of youth violence) 

 
And work closely with partners to ensure that already agreed outcomes are achieved: 
 

5. Domestic Abuse (delivery of the NewDAy Innovation programme for families 
affected by domestic abuse) 
 

6. Neglect ( embed the Neglect strategy and use of the Graded Care Profile) 
 

7. Parental Mental Health (work in partnership with Adult Safeguarding Board to 
implement improvements in the way children are safeguarded from harm 
associated with parental mental health problems, including  those families not 
meeting the threshold for mental health services) 

 
The new priorities are based on the findings of completed and ongoing learning reviews 
and audits, data on Newham’s current risk profile, and feedback from across the wider 
partnership, including young people as part of the LSCB’s development day in May 17. 


