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Chair Foreword
This has been another challenging and rewarding year for the Board. The significant change this year
has been the move to the new working arrangements as set out in the Children and Social Work Act
2017. The work involved to make this happen was tremendous and I am truly grateful for our talented
colleagues' hard work to make this happen.
In this report we set out the key leaning from our case review sub group and how these lessons are
monitored and implemented. We published the challenging review of Child G which was a difficult and
complex publication but it is crucial we deliver in the recommendations and learning from this case.
The high volume of cases that our professionals manage is testament to their commitment and
professionalism. We continue to see the creative Trolls and ICON campaign develop and spread across
the county. These creative campaigns are so important to keep our children safe and truly
demonstrate our creativity and passion.
I would to thank our Business Unit Team who have all done a fantastic job during such a challenging
and difficult transition for us.
It is with a heavy heart that I have stood down from this post and warmly welcome Derek Benson into
this role. I wish Derek luck. I would like to thank everyone who I have worked with for your
commitment, hard work and dedication to keeping our children in Portsmouth safe.
Thank you
Rich
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The City of Portsmouth
Portsmouth is a port city situated on the southern coast of Hampshire. The city area spans just 15.5
square miles, with a population of approximately 214,7181 it is recognised as being the most densely
populated area in the United Kingdom outside of London. There are 44,046 children under age of 18.
This is 20.5% of the population in Portsmouth in comparison to 21.4% regionally and nationally.

20.4% of Children under 16 years old in Portsmouth live within low income families. The comparative
regional figure is 12.9% and nationally, it's 17%. This correlates with the fact that Portsmouth has a
higher level of deprivation than its statistical neighbours. Twenty-two per cent of all dependent
children under the age of 20 years are living in poverty, which is above the England average with levels
at twice the national average in some areas of the city (Charles Dickens
ward).2
Portsmouth City Council data tells us that as of January 2019, there
were 25,617 children on roll from Year R - Year 11. Of these:





21.7% (5562) were receiving free school meals on census day.
This is an increase from 2017-18.
17.7% (4522) did not have English as a first language. After
English the most common spoken languages in Portsmouth
schools were Bengali, Polish and Romanian.
4% (1301) had an Education, Health and Care Plan. This
compares to 3.3% average in the South East regions and 3.1%
nationally. 3

1

Mid-Year population estimates by district, gender, and single year of age 2017 - Hampshire County Council
https://www.portsmouth.gov.uk/ext/documents-external/hlth-jsna-annualsummary-2016.pdf
3
The DfE release reports 1,063 Portsmouth pupils (3.6%) had a statement or EHCP. However the DfE values
include all pupils reported in the January 2019 school
2
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The Board
Statutory Duties and Functions
During the period of time that this report covers, the functions undertaken by the PSCB were set out
in Chapter 3 of Working Together to Safeguard Children issued in March 2015. Regulation 5 of the
LSCB Regulations 2006 set out in detail the functions of an LSCB, the core objectives were set out as:




to co-ordinate 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 of the authority
by which it is established; and
to ensure the effectiveness of what is done by each such person or body for that purpose.

An updated version of Working Together to Safeguard Children was published in June 2018. This
publication outlined changes to Local Safeguarding Board arrangements. Changes to future
arrangements are detailed later in this report.

What is the Portsmouth Safeguarding Children Board?
The Board is made up of representatives from local statutory and voluntary sector agencies that work
with children and their parents or carers and 3 long-standing Lay Members. The Board is led by an
Independent Chair whose role is to hold agencies to account.
It is the responsibility of the Local Authority Chief Executive to appoint the Independent Chairperson
(with the agreement of a panel including LSCB partners and Lay Members) and to hold the Chairperson
to account for the effective working of the PSCB. In order to provide effective scrutiny, an LSCB should
not be subordinate to, nor subsumed within, other local structures.
The Board agrees a Business Plan each year which ensures its functions are fully carried out and
improvements can be progressed which arise from local and national learning. The main Board meets
4 times during the year with an additional development day in March to review the progress of the
Business Plan over the previous year, and to agree the priorities for the forthcoming year.
A significant amount of the PSCB’s work is undertaken by the Executive Group and Committees.
These help to progress many of the detailed actions in the PSCB Business Plan.
The Executive Group and the Committees are accountable to the Board and this is reflected in the
terms of reference of each group. The Committee's Chairs are all Executive Committee members and
report routinely at the main Board
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Structure Chart
Board
Chair: Independent Chair
4LSCB Procedures Group
Chair: Hampshire
Business Manager

Executive Committee
Chair: Independent Chair

Health Sub-Group
Chair: Deputy Director of
Quality & Safeguarding, CCG

Monitoring, Evaluation & Scrutiny
Committee
Chair: Partnerships and
Commissioning Manager,
Portsmouth Children's Services

Child Death Overview Panel
Chair: Deputy Director of
Quality & Safeguarding, CCG

Missing, Exploited & Trafficked
Committee
Chair: Hampshire
Constabulary

Case Review Committee
Chair: Deputy Director of
Quality & Safeguarding, CCG

Attendance
The table above displays the full list of agencies that sit on the board and their attendance summaries
for the year. Lead statutory agencies such as Hampshire Constabulary, Portsmouth City CCG and
Children's Services have attended 100% of meetings. Unfortunately, there was no lay member
representation at Board from 2018 - 19. The LSCB aims to address this issue during then next year.

PSCB Attendance 2018/19
5
4
3
2
1
0
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Financial Arrangements
The Portsmouth Safeguarding Children Board Budget is funded jointly by the statutory partners. A
breakdown of contributions is detailed below. The Board has successfully maintained an underspend,
whilst delivering a high number of projects and robust training programme.

PCC
£131,700
Training
Programme
Income

Portsmouth
NHS CCG

£32,938

£27,000

School’s
Service Level
Agreement

Hampshire
Constabulary
£13,117

£19,000

PSCB
£234,155
National
Probation
Service

Carry forward
(2017 – 18)
£59,788

£1,000

CAFCASS
£550

Community
Rehabilitation
Company
£1,000

Outgoings
Staffing costs incl Independent Chair

180,109

Premises

214.60

Transport

1053.87

Supplies and services

11,765

Third party payments

30,870

Total outgoings

224,012.47
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Training
During 2018-19 2563 delegates have attended PSCB training courses:



738 spaces were filled on the multi-agency training programme
1825 delegates were taught in single agency settings

The attendance figures show an overall increase of 36% from the previous year with an outstanding
attendance rate of 98%. Data is unavailable for the period April 2018 - August 20184
Course
Basic Safeguarding
Early Help
Child Protection
Supervision
Managers
DSL
Exploitation
Neglect
Youth Justice Training
Restorative Practice
Bespoke / Single Agency
Basic INSET training in schools
Totals

Breakdown of Sector
Armed Services
Early Years and childcare
PCC
Portsmouth Hospitals Trust
Portsmouth CCG
Schools and Colleges
Solent NHS Trust
Sport & Culture
Voluntary / 3rd Sector
Other > List specified
Totals

Times Ran
5
5
6
2
2
3
3
5
1
7
4
11
61

Total Booked on
109
93
105
34
32
60
56
106
14
104
77
1748
2642

Total Attendance
106
81
100
32
31
59
48
95
14
86
77
1748
2563

% Attended
97
87
95
94
97
99
85
90
100
83
100
100
98

MA Attendance Numbers (only if attended)
7
79
163
18
9
206
33
1
197
25
738

The content of the PSCB training programme has been refreshed to reflect local and national research,
guidance and legislative changes. The courses have been redesigned to incorporate a wider range of
teaching methods and to embed restorative principles throughout them. In addition two new courses
have been added:



Introduction to Youth Justice System
Action Learning Set Facilitators training

The training programme continues to be delivered by a multi-agency training team with
representatives from across the children's workforce, supported by the training manager, a bank
trainer and business administrator.
4

Please note that data for multi-agency training courses from April 18 - August 18 is unavailable, due to the
misinterpretation of GDPR regulations.
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The PSCB acquired the lead role on multi-agency Restorative Practice training from November 2018.
The E-learning previously provided by the PSCB has not been available to the workforce as the provider
of this ceased trading and was therefore unavailable to host the previously purchased content. The
PSCB reviewed alternative E-learning provider options but concluded that the associated costs were
prohibitive. Portsmouth City Council Learning & Development Department continue to offer Elearning on basic safeguarding awareness, however this is not available to all multi-agency partners.
Work is underway to develop an online booking system for the training programme. When this is
launched in July 2019 it will enable easier and quicker access to the programme.
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Future Arrangements
The Children and Social Work Act 2017 removed the requirement for all areas to have Local Children’s
Safeguarding Boards (LSCBs) and instead introduced a new duty on three statutory partners to make
arrangements with other partners (as locally determined), to work together in the local area to protect
and safeguard children and young people. The Act requires that these arrangements should identify
and respond to the needs of children in the area; and also identify and review serious child
safeguarding cases which raise issues of importance in relation to the area. The Government's
statutory guidance, "Working Together to Safeguard Children 2018" explains that the three
safeguarding partners in relation to a local authority area are defined under the Children Act 2004 (as
amended by the Children and Social Work Act 2017) as:
• the local authority
• a clinical commissioning group for an area any part of which falls within the local authority area
• the chief officer of police for an area any part of which falls within the local authority area
To reflect this change, it has been agreed to rename the PSCB the Portsmouth Safeguarding Children
Partnership (PSCP). Although the future arrangements were not in place during this annual report
year, you can now read the full document on the PSCP website. They come in to full effect on 1st
September 2019.
The purpose of these local arrangements is to support and enable local organisations and agencies to
work together in a system where:
• Children are safeguarded and their welfare promoted;
• Partner organisations and agencies collaborate, share and co-own the vision for how to achieve
improved outcomes for vulnerable children;
• Organisations and agencies challenge appropriately and hold one another to account effectively;
• There is early identification and analysis of new safeguarding issues and emerging threats;
• Learning is promoted and embedded in a way that local services for children and families can
become more reflective and implement changes to practice;
• Information is shared effectively to facilitate more accurate and timely decision making for
children and families.
The PSCP will have the following key functions:
• Develop policies and procedures for safeguarding and promoting the welfare of children in the
area of the authority, including policies and procedures in relation to
(i) The action to be taken where there are concerns about a child’s safety or welfare,
including thresholds for intervention
(ii) Training of persons who work with children or services affecting the safety and welfare
of children
(iii) Recruitment and supervision of persons who work with children
(iv) Investigation of allegations concerning persons who work with children
(v) Safety and welfare of children who are privately fostered
(vi) Co-operation with neighbouring children’s services authorities and their Board partners
• Communicate to persons and bodies in Portsmouth the need to safeguard and promote the
welfare of children, raising their awareness of how this can best be done and encouraging them
to do so
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• Monitor and evaluate the effectiveness of what is done by the PSCP partners individually and
collectively to safeguard and promote the welfare of children and advising them on ways to
improve
• Participate in the planning and commissioning of services for children in the area of Portsmouth
to ensure that they take safeguarding and promoting the welfare of children into account
Published 27 June 2019 Page 9 of 24
• Undertake reviews of serious cases and advising the authority and their Board partners on
lessons to be learned
• Ensure there is a coordinated response by the PSCP partners and others to an unexpected death
• Engage in any other activity that facilitates, or is conducive to, the achievement of its objectives.
• These arrangements will be evaluated in September 2020 to ensure that they are fit for purpose.
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What have we learnt in 2018 - 19?
Dataset
There were 23,922 contacts to the Multi-Agency Safeguarding Hub (MASH) for 7,676 children. The
percentage of these that led to an assessment has increased slightly from last year from 96.7% to
98.4%. This demonstrates a consistently good understanding of the thresholds for safeguarding.
The number of children on a Child Protection (CP) Plan at year end has dropped from 288 to 195. This
is a significant decrease and is the lowest this rate has been for five consecutive years.
The number of Looked after Children (LAC) rose during 2018-19, from 419 to 483. Of these 102 were
Unaccompanied Minors (UAMs), a figure which rose from 72 in the previous year accounting for 50%
of the increase seen. 100% of these children continue to be in 'good' or 'outstanding' placements.
There has been a reduction in the number of children being reported missing within the year, from
1512 in 2017-18 to 1376 in 2018-19. However there has been a slight increase in the number of
children going missing three times within a ninety day period. This has moved from 144 (2017-18) to
152 (2018-19).
The number of victims of crime that are CSE related remains at a similar rate as the previous year with
37 being identified in 2017-18 and 35 in 2018-19. We have however seen a significant decrease in the
number of CAWNS (child abduction warning notices) served. In 2017-18 there were 36 notices served
in comparison to 8 in 2018-19.
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Value

Increase
from
2017/18 of

Decrease
from
2018/19 of

Number of Looked After Children

483

64

-

Number of children on a Child Protection Plan

195

-

93

% of CP Plan due to neglect

67.18%

-

1.76%

% of CP Plan due to emotional abuse

22.05%

-

3.21%

% of CP Plan due to sexual abuse

2.56%

1.88%

-

% of CP Plan due to physical abuse

8.21%

3.09%

-

% of CP Plans where domestic abuse is present

29.74%

-

5.33%

208

-

21

2,777

-

98

Number of child deaths

12

2

-

Number of children missing 3 times in 90 days

152

8

-

Number of new referrals of CSE investigated by Police

106

23

-

Number of victims of trafficking

22

-

28

Number of children linked to high risk domestic incidents

1075

218

-

Number of Fixed Period School Exclusions

2,264

-

18

% of schools graded by Ofsted as outstanding or good

90.5%

6.1%

-

Indicator

Number of children who were Children in Need (rate per
10,000)
Number of referrals to Children & Families Service

Over the year the Board's Monitoring, Evaluation and Scrutiny Committee (MESC) reviews this data
that is provided on a quarterly basis and provides regular reports to the Board. These reports identify
parts of the system that appear to be working well and those we want to keep an eye on. The report
also identifies parts of the system that the Board needs to consider what improvements activity is
required as they appear to indicate possible areas of concern.
All partners are effectively providing regular updates on the Recommendations made from the
dataset.

Audits
The PSCB oversees a range of audit activity to understand the effectiveness of early help and
safeguarding in the city. These include multi-agency audits, single agency audits and ‘deeps dives’ into
specific topics.
During April 2018 to March 2019 the Board, supported by its partner agencies, completed two multiagency audits, the findings of which were reported to the Board. Specific actions relating to cases were
fed back to the relevant services and progress on the actions resulting from the recommendations in
the audit reports are monitored by the Monitoring, Evaluation and Scrutiny Committee on an ongoing
basis.

12

Multi-agency Audit of Children Subject to a Second Period of Child Protection Planning
within 12 months
This audit was prompted by 2 issues:
1. Portsmouth had 5.8% higher rate of children on a CP Plan for a 2nd or subsequent time than
the national average in 2017-18; and
2. Learning from Ofsted's inspection of Children's Services in Portsmouth that noted "child
protection plans are not always clear how progress will be measured or what needs to happen
if the situation does not improve or if concerns escalate. Core groups and review conferences
take place in a timely way but are not always effective in progressing the plan5."
The PSCB Monitoring, Evaluation and Scrutiny Committee (MESC) was commissioned to undertake an
audit of children subject to a subsequent child protection plan within 12 months of previously being
stepped down from children protection to child in need. This was in order to understand whether
there were any thematic issues that could be identified within the multi-agency safeguarding system
to improve the effectiveness of support given.
The audit found that:






All agencies had a good shared understanding of the needs within the family, and why the
initial period of CP Planning had been stepped down.
Of the 13 children subject to a second period of CP Planning, for 8 children this was due to the
same reason as evident in the first period, this represents 62% of the sample group.
Within the sample group the understanding of the risk to the child and the needs of the
parents were well understood. However, there was little evidence of the child's views or
understanding of their lived experience, the CP Plans were very focussed on what support the
adult needed to engage with in order to reduce the harm experienced by the child.
It was apparent in the sample group that when the case was stepped down from a CP Plan to
a Child in Need (CiN) Plan the parent's engagement diminishes. It also appeared that parents
weren't given a clear role within the CiN Plans, whereby clear expectations are established
that it is their responsibility to continue to engage with services and meet their child's needs.

In response to these findings:
1. The Children and Families Services is embedding a Strengthening Families model for child
protection conferences that places greater emphasis on the child's lived experience.
2. The 4LSCBs and 4 Local Safeguarding Adult Boards (LSABs) across Portsmouth, Southampton,
Hampshire and Isle of Wight have introduced a Family Approach Protocol to support the
workforce working with parent/carers who have identified needs (such as learning disabilities,
mental illnesses, substance misuse issues etc.) that are impacting on their ability to provide
adequate care for their children. The training delivered to support the introduction of the
protocol to both the children's and adult workforce emphasises the requirement to engage
adult services in child protection planning in order to utilise their expertise in decision-making
and risk management
3. Within the Children's Services directorate in the local authority there will be a review of
guidance to schools on the transfer of safeguarding information where a CiN or CP Plan has
been in place and this status changes. There will be more robust processes in place, so that

5

Ofsted. (2018, September). Inspection of local authority children's services: Portsmouth City Council.
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when a child's safeguarding status is stepped up or down then there educational setting is
made aware of this in a timely manner..
4. Portsmouth Clinical Commissioning Group have been working with GP Practices to review
their recording of whether or not a child is on a CP or CiN Plan. Initial findings have found a
discrepancy between the numbers of children known to the Local Authority as being on a CP
or CiN Plan and the numbers held by GP Practices. Work is ongoing to resolve this and to
strengthen the guidance on ensuring GP Practices are receiving the CP Conference Report or
CiN Meeting Note and routinely recording the outcome of these accurately.

Multi-Agency Audit of Children at Risk of Criminal Exploitation
The PSCB MESC Multi-Agency Audit Team were requested to audit how effective current
practice in Portsmouth was in responding to children at risk of criminal exploitation (CCE).
The purpose of the review was to:






Examine inter-agency working and service provision for the children and family.
Determine whether decisions and actions in the cases comply with the policy and procedures of
named services and PSCB in respect of the identification and response to concerns about children
at risk of criminal exploitation.
Identify practice that has been effective and opportunities to develop practice and improve
safeguarding arrangements.
reflect on what is learnt about local practice in these cases against national research and make
recommendations to improve local safeguarding arrangements

The audit considered the cases of 8 children considered by Portsmouth's Operational Missing,
Exploited and Trafficked (MET) Group as being at medium or high risk of criminal exploitation (CCE)
between 1st April and 31st December 2018.
The audit found that:









There was clear evidence that where the young person had a trusted adult who could act as a
protective factor, the outcome for the child was more positive.
There was evidence of good understanding across the workforce of exploitation and how to raise
a concern for these children.
In all cases it was clear that the persistency and consistency of professionals trying to engage the
child appears to be key to gaining young people's trust.
The sample group of children showed a typical set of Adverse Childhood Experiences (ACEs). All
children discussed had experienced neglect, there was domestic abuse in the household,
repeated missing episodes and had repeated exclusions from school.
Only 3 of the children had agreed multi-agency plans that clearly addressed the CCE risk. It
appeared that there wasn't clear join up between safeguarding plans drawn up under CIN/CP
and the plans to manage the CCE risk drawn up by members of the Operational MET Group. It
was identified that health colleagues were unaware of children assessed at high risk of
exploitation. Therefore when they attended for health appointments, especially at the A & E
hospital department, no consideration could be given to whether the illness/injury was linked to
their exploitation.
There was evidence of risk being reduced to low too quickly, and that the sustainability of
improvements wasn't tested. In the evidence available for this audit, the records gave the
impression that the professional network were too focussed on assessing risk rather than
planning to address these risks.
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It was not clear how professional discussions that occurred outside of statutory framework were
recorded. There were several incidents of multi-agency discussions happening outside of
meetings that were required in order to respond to emerging issues, that resulted in positive
engagement between services and with the child, but the risk is that this isn't captured in the
statutory processes, so again work might be duplicated or successful interventions not capture
so the opportunity to learn from them is lost.
Where Child Abuse Warning Notices (CAWNs) were used against adults, they appear to have
had the intended disruptive influence.
There was no clarity in the evidence reviewed of guidance being available as to how long it is
'acceptable' to be at risk of exploitation before a management review of the case happens, to
consider how effective the plan and interventions have been and whether different options need
to be explored
A further finding - that was similar to previous audits - is that where services were engaged in
working with large and/or complex families, some individual children who were not considered
to be at the highest risk were overlooked.
There was a sense that the children's workforce are becoming desensitised to cannabis use.
There was evidence that professionals saw it as positive when a young person 'reduces cannabis
use' or 'just uses cannabis' but they're still using drugs which have an impact on their mental
health and having contact with a dealer.
There was evidence in half the sample group of children being in a 'transition' from a victim of
exploitation to a perpetrator of exploitation.

In response to these findings:
1. The PSCB have worked with partner agencies to revise the exploitation risk assessment tool to
ensure it includes robust indicators to assess the risk of criminal exploitation. The content of
the multi-agency Exploitation Training that the PSCB delivers has been revised to ensure it
includes all aspects of exploitation; guidance on how ACEs can impact on a child's vulnerability;
and the actions that can be taken to mitigate the risks of exploitation for a child.

2. Partner agencies that are members of the Operational MET Groups are developing guidance
to clarify the responsibility for drawing up and reviewing plans to mitigate the risk of
exploitation, and how these are joined up with the CP or CiN Plan a child may also be on.
3. The Operational MET Group is also reviewing the finding that the risk level is being reduced
from 'medium' to 'low' too quickly before sustained change has been evidenced, to see if
this is apparent in more cases rather than just the small sample considered in this audit.
Should this finding be replicated then work will be undertaken to consider how this can be
mitigated.
4. Children and Families Services and Hampshire Constabulary are working together to clarify the
respective roles of the safeguarding and offending panels to ensure that contrary decisions
about children are not made at different panels.
5. The learning from this audit is being shared within the HIPS (Hampshire, Isle of Wight,
Portsmouth and Southampton) Exploitation Strategy Group, to consider for the
partnerships can work together to produce a pan-Hampshire strategy to coordinate
partner agencies identification and response to exploitation.
6. Children and Families Services are producing guidance as to how long it is acceptable for
a child to be at medium or high risk of exploitation before a management review of the
15

case takes place to consider how effective the plan and interventions have been and
whether different options need to be explored.
7. Children and Families Services are working with Adult Services to develop a Family
Safeguarding Model. This will enable a shift to 'whole family' practice so that there can be
an improved focus on improving parenting capacity and the capacity of the wider family
network to develop protective factors for their children.
8. The HIPS Exploitation Group and 4 Local Safeguarding Adults Board are reviewing the support
for young people at risk of exploitation once they are over the age of 18 years. If there is no
obvious Adult Service, work will be undertaken to consider how we support them to build a
relationship with trusted adult so that there is a protective factor and safety planning in place
once they are no longer eligible for support from Children's Services.

Partner Compliance with Statutory Safeguarding Requirements
Section 11 Audit
Section 11 of the Children Act 2004 places a duty on key people and bodies to make arrangements to
ensure that their functions are discharged with regard to the need to safeguard and promote the welfare
of children.
In order to reduce the bureaucratic burden on agencies, the PSCB collaborates with the LSCBs in
Hampshire, Southampton and Isle of Wight to complete Section 11 audits of statutory agencies listed in
the Act that operate across two or more of the LSCBs geographical areas. These agencies are only
required to complete this audit once every two years, during 2018-19 the following agencies that
operate in Portsmouth completed the audit:
1. National Probation Service
6. Hampshire Fire and Rescue
2. Hampshire Constabulary
7. Public Health
3. British Transport Police
8. Solent NHS Trust
4. NHS England
9. CAFCASS
5. Portsmouth Hospitals Trust
10. South Central Ambulance
As well as completing the self-assessment, the 4LSCBs also carried out an online staff survey across
these agencies to consider practitioners awareness of their organisations safeguarding practice. A
consistent finding across these 10 agencies demonstrated staff's awareness and understanding was
frequently of a lower level than the rating given in the agency's self-assessment.
What we learnt
When these were combined with all of the 37 agency/departmental self assessments completed by the
4LSCBs and the staff survey, it was identified that over the following year further exploration of the
following 10 themes is warranted:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Safeguarding messages within staff induction.
Dissemination and implementation of LSCB policies, procedures and resources.
Promoting and enabling attendance at multi-agency training/briefings.
Knowledge of, and reference to, referral thresholds.
Support and resources for working with disabled children and families.
Implementing safeguarding practice within the appraisal/annual review process.
Conflict resolution/escalation within multi-agency working.
Safer recruitment training.
The inclusion of safeguarding standards within contracted services.
Safeguarding supervision.
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Additionally site visits were arranged for four of these agencies to review the findings of the selfassessment and staff survey in person. Across these visits, there was a good level of assurance that
staff at the front-line knew how to recognise and respond to abuse, including onward referral to
children’s services. The level of safeguarding training, including within induction, was good with some
opportunities for further promotion of multi-agency training identified. An increasing focus on a
‘Family Approach’ to safeguarding and child protection was highlighted as a strength, and there was
good evidence that feedback from the evaluation team regarding the self-assessments and survey
results had been reviewed, prioritised and embedded within the agencies’ action plans.
Each of the agency's completing this year's Section 11 audit received a detailed feedback letter asking
them to develop an action plan to address all identified areas of weakness, with progress against this
reported to the 4LSCBs so that assurance can be gained of robust, timely action being taken.

Portsmouth's Compact Audit
In addition to the Section 11 requirements, the PSCB seeks to assure that these arrangements are both
in place and effective for all agencies, organisations, educational establishments and services that
have contact with children and families in Portsmouth. It does this through the use of the safeguarding
audit tool developed for the Section 11 audits, so that comparisons as to the effectiveness of
safeguarding in the city across sectors can be made.
During 2018-19 53 early years settings; 8 GP Practices; and 37 schools were sent the self-assessment
tool to complete. Of these 98 establishments we received 90 completed returns, this represents a
return rate of 92% which is a significant improvement on the return rate of 75% in the previous year.
4 of these agencies received a site visit to discuss their self-assessment.
During the year the MESC considered how best to review the effectiveness of safeguarding
arrangements in the voluntary and community sector, given the poor response rate to the audit last
year. The PSCB worked with representative from Portsmouth's Children & Young People's Voluntary
Alliance to consider how best to manage this. It was agreed that in future only larger community and
voluntary sector organisations that are commissioned by a statutory agency to deliver services to
children and families will be required to complete the Compact Audit Tool. The remaining
organisations will be given a shorter tool to complete as a self-assessment. Communication and
training on the use of this has been delivered by Portsmouth Together.
Schools have reported that they find the Compact Audit Tool useful in basis for an annual audit of
safeguarding practice to report to their governing bodies. However they would prefer a more detailed,
sector specific tool to ensure they are fulfilling all of their safeguarding responsibilities as required by
Keeping Safe in Education that are scrutinised by Ofsted Inspectors. Therefore the tool will be
reviewed and revised for 2019-20.
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What we learnt
Overall MESC members were satisfied that these results demonstrated that services have a clear
understanding of their responsibility to safeguard and promote the welfare of children.
Total across all services
1. Senior management
commitment
2. Staff responsibilities
and competencies
3. A clear line of
accountability
4. Service development
takes account of
safeguarding
5. Induction, training and
appraisal

6. Safe Recruitment
7. Allegation
management
8. Effective inter-agency
working

9. Information sharing
10. Equality of
opportunity

11. Disabled children

Outstanding

Good

Requires
improvement

Inadequate

N/A

73%

25%

2%

0%

0%

62%

35%

3%

0%

0%

63%

31%

3%

0.5%

3%

35%

37%

5%

0%

23%

56%

41%

2%

0%

1%

75%

21%

2%

0%

2%

66%

30%

1%

0%

3%

54%

41%

2%

0.5%

3%

58%

38%

3%

0%

1%

40%

42%

4%

0

14%

43%

39%

5%

0.5%

12.5%

What is noticeable when comparing the results of this year's findings to last, is that there is an overall
increase on average of 15% in the number of agencies assessing themselves as "outstanding" against
the standards. When drilling down into the detail of the requirements that make up each of the
standards, the MESC have made the following recommendations:
Early Years Settings




The area that required the most improvement was the designated lead for safeguarding
having a job description which clearly defines their roles and responsibilities in relation to
safeguarding and promoting the welfare of children and young people. Therefore guidance
will be developed to support this
15% of settings reported that they needed to improve their staff's awareness of and access to
the online Safeguarding Children Procedures Manual. The PSCB will contact all settings to
ensure they know the website address where it can be found, that they remind staff of this
regularly in team meetings and that they have the website address clearly displayed on the
staff noticeboards.

Schools


The area that required most improvement is their ability to provide supervision for staff
involved in the safeguarding process. It was noted that often the senior management team
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would also be the DSL or deputy DSL and so there was limited capacity to provide supervision.
In response the PSCB will develop a half-termly DSL network, to try and facilitate a culture of
peer support and/or supervision across schools.
GPs


On average GP Practices assessed their practice against the standards lower than the other
organisations. MESC concluded that this indicates that they have less confidence in their
fulfilment of safeguarding duties. To explore this further, Portsmouth CCG will be delivering
additional safeguarding training throughout 2019-20 and conduct an audit with safeguarding
leads within GP Practice to assess their understanding in relation to their duties

Learning from Cases
LSCBs must always undertake a review of cases that meet the criteria of a Serious Case Review (SCR).
The purpose of an SCR is to establish whether there are lessons to be learnt from the case about the
way in which local professionals and organisations work together to safeguard and promote the
welfare of children.
During 2019/20 as the PSCB transitions to the Portsmouth Safeguarding Children Partnership (PSCP)
this model is changing and SCRs will be replaced by Child Safeguarding Practice Reviews, the criteria
for these are set out in Working Together to Safeguard Children 2018.
The PSCB has always been committed to undertaking smaller scale multi-agency case reviews for
instances where the case does not meet the criteria for an SCR, but it is considered that there are
lessons to be learnt.
The PSCB is also committed to a family approach model of safeguarding and to ensuring lessons
regarding issues during transition are learnt. As such in January 2017 the PSCB along with Portsmouth
Safeguarding Adult Board agreed that there would be a joint meeting between their Case Review
Committees each month. This meeting is dedicated to considering cases of young adults that have
gone through transition from Children's to Adult Services and cases where there have been significant
concerns regarding the support of an adult that has then impacted on the child's safety and wellbeing.

Serious Case Reviews and Learning Reviews
During 2018/19, the Case Review Committee (CRC) has received 9 referrals, of these:




Two resulted in SCRs being commissioned
Five resulted in either a multi-agency learning review or reflective practice meeting
Two did not result in any further action.

During 2018-19, PSCB did not publish any SCRs or Learning Reviews.

Reflective Practice
In February 2018, the PSCB reviewed a referral regarding an infant with severe obesity issues. It was
agreed that the best approach to gather learning would be a reflective practice session. In May 2018,
professionals who had worked with the family attended and discussed key learning points and areas
of good practice. Learning from this event was shared with the relevant partners and taken forward
through individual agency actions.
Some of the key learning for this included:


Solent NHS Trust have developed a booklet to accompany the updated Healthy Weight
Pathway. This gives parents lots of advice and guidance on feeding their child. Quick Guides
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on the pathway have been distributed for staff as a constant reminder of the appropriate
action they should take.
Health Visitors have received support from the Family Nurse Partnership team on having
difficult conversations with families about their child's weight.
Children's Services delivered refresher training for Health Visitors in Portsmouth on how to
complete an Early Help Assessment, and Solent NHS Trust have introduced a programme of
auditing early help cases to monitor the impact of this.
Solent NHS Trust recognised that their 'Was Not Brought' policy was ambiguous and have
revised this in order to remove any ambiguity.

Complex Abuse Procedures
Recommendation 22 of the Waterhouse Inquiry Report emphasised the need for guidance to local
authorities and to police forces involved in major investigations. As such the PSCB has a Complex
Abuse Procedure for agencies to follow and the Board must be kept informed of the progress.
Under the auspices of these procedures during 2018-19 a Strategic Management Group was formed
to support Operation Skycap, which is the ongoing investigation into the threat to children/young
people from criminal and sexual exploitation in Portsmouth and surrounding area. The aim of the
Strategic Management Group is to ensure a coordinated reponse, alongside any criminal investigation,
with the aim of:





Supporting those victims that have provided accounts to police/social care so that
opportunities to safeguard them and investigating offending can be undertaken.
Identifying other people who may have been or are at risk from exploitation, safeguard these
people and obtain opportunites to identify perpetrators.
Understanding the context of risk and offending so that contextual safegaurding learning can
be applied to future interventions and strategies.
Pursue the identifcation of offenders to prevent further offending, manage risk regarding their
family, personal and professional environments and where appropriate secure a criminal
justice outcome for victims and communities.

Specialist officers and Social Workers are supporting the victims whose disclosures instigated the
investigation.
Whilst the investigation is still ongoing, the Strategic Management Group has yet to present its final
report to the Board. However, the PSCB are receiving periodic updates to ensure the learning from
this Operation can be embedded into practice in a timely manner.

Child Deaths
The Portsmouth Child Death Overview Panel (CDOP) received 14 child death notifications during this
reporting period of which 11 were reviewed. Only less than 5 of the 14 deaths were unexpected. The
reviews of the 3 remaining cases were delayed due to serious case reviews and single agency reviews
being finalised and these deaths will be reviewed when all relevant information is available. A total
of 16 cases were reviewed by the panel over the last financial year but some of these deaths occurred
in the preceding financial year. No themes or trends were identified from the deaths reviewed this
year.
All cases (both expected and unexpected) discussed at panel were due to medical causes,
perinatal/neonatal events or known life limiting conditions. Boys' deaths accounted for a greater
preponderance. Most of the cases involved children from a white British background and the rest of
the cases involved children from mixed ethnicity. None of the deaths reviewed had a Statutory Order
in place at the time of the child's death and less than 5 cases were subject to a child protection plan.
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None of the deaths included child asylum seekers. Less than 5 of the children whose deaths were
reviewed were within the 10% most deprived areas of England. All of the child deaths occurred in an
acute hospital/hospice setting or the child's home and the reviews were completed in under six
months since the child’s death.
Some of the outcomes of deaths reviewed this year will feed into the development of the new child
death process, especially regarding the response to unexpected deaths in childhood, to ensure robust
information gathering and support for both families and professionals. Cases involving particularly
traumatic events were also reviewed and it was agreed immediate debriefing involving staff directly
involved was best practice and was being undertaken robustly within maternity services. It was
identified that more consideration was required when a tragic and traumatic event occurred in cases
with wider multi-agency involvement, especially when the threshold for responding under the
unexpected death processes is not met. It was identified in one case that a multi-agency meeting
would have been beneficial to ensure adequate support for the wider workforce and to enable
improved support for families and staff involved.
Screening for domestic abuse within the local acute hospital setting was discussed by the CDOP panel
this year and there was a recommendation for the local hospital to consider this and update their
procedures accordingly. Feedback to the panel has been requested.
This year less than 5 cases were referred to the LeDeR programme that supports local areas in England
to review the deaths of people with learning disabilities and some of these cases were also referred
to the Portsmouth Case Review Committee for further scrutiny to ensure any local learning is cascaded
appropriately.
The panel also reviewed safe sleeping and co-sleeping messages that are given to parents of new-born
babies, especially if the parents have consumed any alcohol, to ensure these are robust and
consistent. Messages given by professionals across the city do seem to be effective and the panel was
also reassured messages are being promoted by Public Health Portsmouth and are printed within local
publications that are circulated across the city.
Public Health Portsmouth presented the panel with an overview of air pollution in the city at the
March meeting. Like many cities across the country, Portsmouth is facing a serious problem with air
quality and the local authority has issued guidelines to the population on ways to help improve this.
The Portsmouth CDOP has considered the new Working Together to Safeguarding Children 2018
guidelines around the new Child Death Review process. With effect from 28 September 2019 the child
death review partners from Hampshire, Southampton, Portsmouth and the Isle of Wight will be
treated as a single area of ‘Hampshire and the Isle of Wight’ for the purpose of undertaking child death
reviews. The Portsmouth CDOP will be supporting colleagues during this transition period and will
ensure any cases handed over are in complete a state as possible.

Managing Allegations against Staff
The Local Authority Designated Officer (LADO) is responsible for managing and overseeing allegations
made against adults working or volunteering with children. Working Together to Safeguard Children
(2018) and Keeping Children Safe in Education (2017) set out the framework for how the LADO role is
delivered and the policy document is available on the PSCB website.
Notifications need to be made to the LADO within one working day of a manager becoming aware of
an allegation or concern of a safeguarding nature regarding a person working or volunteering with
children.
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Referrals to the LADO have increased this year from 238 in 2017/18 to 323.

Total Referrals
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In 2018/19 there continues to be an increasing upward trend in referrals to LADO with a 35.7%
increase this year. Referrals in 2017/18 were 32% higher from the previous year and 20% in 2016/17.
Referrals being almost double those of 3 years ago is relevant for service development going forward
but may also be indicative of the profile of the LADO role over the past 3 years, so may not necessarily
continue with this trend.
The majority of referrals continue to be from Children's Social Care, Education providers, Police, and
Early Years with the steepest increase from Education providers and Early Years. Data is not available
on whether there has been a steep increase in the number of providers in the City.

Number of referrals

It is of interest that the number of referrals from providers of health services is relatively low. There
may some merit in inter-agency relationship building with our colleagues who manage health services
with children.
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Outcomes are either decided at the final LADO meeting in consultation with all involved agencies or
by the LADO if no meeting is required. This year this has moved to a clearer conclusion summary for
each case, providing rationale for each outcome before case closure. This provides clarity should a
review of the decision-making be needed. The majority of outcomes continues to be providing advice
(14%) and where criteria for progressing the LADO case is not met (38.2%). Both totalling 52.2%.
Cases that result in criteria not met, do involve LADO work over the period of days or weeks. Usually
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total

to establish the full facts and assessment of the risks and on some occasions establishing whether
someone's position is a position of trust or coming into contact with children in their role. 'Advice only'
can usually be determined within the initial contact or shortly thereafter.
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In 2018/19 78% of LADO cases were closed within 3 months 47% of LADO Cases were closed within
1 month.

Community Engagement
Trolls
Following on from the success of our Beware of Lurking Trolls campaign we are re-invigorating the
Trolls with all new characters and expanding its reach to cover a wide range of issues that impact
young people.
In 2018 the Marketing team were invited to Westminster to present the campaign to the Department
of Education and Prevent. They were impressed with work so far. Their suggestion was that the
campaign was expanded to include Prevent messaging and try to get other local authorities involved
to. If feedback continued to be this successful, they suggested that they might look at taking the Trolls
national.
The Board have been working hard and have linked up with several other key authorities in the South
East, including Hampshire County Council, Southampton City Council, and the Isle of Wight.
The breadth of the campaign has been expanded and is no longer just about internet safety. It will
now be covering a whole range of topics that impact upon the lives of young people. These include
mental health, anxiety and depression, grooming, radicalisation, body image, obesity, sexting and
private photos, and the rise of gaming on platforms such as ‘Fortnight’. These themes will tie in with
the school curriculum and a teacher’s pack will be developed, to provide a quick and easy tool for
teachers. The pack will include valuable resources and exercise suggestions, as well as activities to
enjoy on our all new ‘LurkingTrolls.com’ website.
The new version of the campaign, alongside a host of new trolls will launch later in 2019 with a launch
event and big promotional push. Whereas the former version of the campaign catered to the 6-11 age
group, thanks to the cartoons the campaign will now be relevant to under 5s. The campaign will also
work with children with SEN and those with poor literacy, meaning children across Hampshire will now
benefit from the safety messages of the campaign, as well as all the ‘edu-play-tional’ elements
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included. Within Hampshire schools all year 4s with be targeted over a 3 year period and will receive
a copy of the book.

ICON
During 2018-19, PSCB signed up to the ICON campaign. The programme is designed to be a universal
programme with the ICON messages being reiterated at every touch point. The aim of the ICON
project is to reduce the number of cases of abusive head trauma in infants. Research shows 70% of
cases where a child has suffered abusive head trauma the father / male carer giver has been left in
charge of the baby.
The ICON preventative campaign is based around parental coping with a crying baby. ICON represents
the below message:
• I – Infant crying is normal
• C –Comforting methods can sometimes soothe the baby
• O – It’s OK to walk away
• N – Never, ever shake a baby
Throughout 2019-20, the PSCB will lead on the development and dissemination of key messages
through publications and training.

Cyber Ambassadors
PSCB has co-funded a Coordinator post alongside the OPCC to offer this peer led online safety initiative
to all 11 secondary schools in Portsmouth. Young cyber ambassadors from our schools were trained
in Q1.
What is a Cyber Ambassador?
A student who






has been trained on cyber safety issues such as online consent, grooming, virtual mobbing and
doxing, digital footprint, privacy and reporting
will act as a point of contact for other students on cyber issues
passes on their learning and offer helpful support to their peers through workshops, PSHE
lessons, assemblies etc. – with or without a teacher present
will work with a member of school staff on cyber education
Is not someone who will deal with safeguarding issues

Children and young people are accessing technology at an ever younger age, and platforms and
applications develop faster than even a few years ago. This form of early education and prevention
increases pupil’s awareness on internet safety in an engaging and age-appropriate way. Peer influence
affects many areas, from academic achievement to adopting healthy behaviors or unhealthy
behaviors, to feelings of motivation and confidence. When peers are given accurate information to
disseminate to others, it can have an extremely powerful effect for both the peer educators and those
receiving education. Peer-led education is a way of harnessing peer influence to enact positive change.
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