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Purpose:

To give assurance to the board on the safeguarding statutory and regulatory obligations and to provide an
update.

Strategic priority

TO TREAT AS MANY PATIENTS AS WE CAN, SAFELY

reference:

The report gives assurance that the Trust has continued to adhere to its statutory duties in line with Section
Key Issues 11 of the Children Act. Key issues, against the obligations are outlined in the report, for discussion are:
Summary:

9 Activity: Process and systems to support early recognition, response and reporting have been effective
particularly in a year that has had the COVID-19 pandemic. Of note mental health has introduced
complexity of cases because of disrupted models of care. Compliance with key performance indicators
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has been good with some fluctuation in areas such as supervision compliance; attendance at child
protection case conferences and follow up of high risk domestic abuse cases.

National/Local Policies: Appropriate policies and processes are in place so that safeguarding activity is
effectively coordinated across the Trust. Policies are up to date and in line with national guidance. During
COVID-19 pathways and processes have been reviewed to enhance the safeguarding of children work.

Training compliance: During the last year the majority of training has been delivered via E learning with
good levels of compliance. Plans are in place to develop a more blended learning approach. Current
training compliance for Level 2 safeguarding children training is 76% and 88.6% for Level 3.

Innovation and response to emerging risks:

(0]

Interagency working remains a priority for the team and the Trust is represented at the Local
Safeguarding Children’s Part n erteslofithe LSCP deedvimato theo
Trust’'s safeguarding work plan including gett
child protection systems and safeguarding young people at risk. This includes exploitation
(specifically Child Sexual Exploitation and Criminal Exploitation/ County Lines), knife crime and
serious youth violence.

A safeguarding summit was undertaken in July 1
and the wider children’s wor k fessuresgandnhaw eegnerk mdree
innovatively and in new and different ways.

The Trust has been required to participate in a number of reviews in the last year; this includes Child
Safeguarding Practice Reviews (CSPRs), case reviews and audits. A number of the reviews have
focused on young people who have died or significantly harmed as a result of youth violence or knife
crime actions from which include training for staff around contextual harm.

Recommendations:

The COMMITTEE is asked to:

1. Note the paper
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1.2

Summary

This y e a annual report sets out a summary of all activity and progress with safeguarding children. We
have continued to be busy with both increasing activity and also changes in the safeguarding children
agenda. This agenda remains substantial and complex in nature. The impact of Covid-19 in terms of
vulnerabilities is well recognised in terms of ¢ h i | dheatmand wellbeing. The team have coped very
well with meeting the demand of the services and have continued to prioritise and provide a
knowledgeable and responsive service, and are able to recognise and meet the needs of vulnerable
children and their families. The report highlights the drive for quality practice which is effective, efficient
and continually improving.

Significant progress has been made against the work plan for 2020-21. A full summary of the work

undertaken is included in the report. The teams have:

1 Maintained a responsive and comprehensive service provision in regards to complex case
management and the evolving safeguarding agenda. This is in light of some capacity issues and
changing service needs in relation to Covid-19.

1 Continued to support staff through supervision and case management.

1 Maintained training compliance above 80% for level 2. However, level 3 training has fallen to 76%.

1 Demonstrated quality assurance of safeguarding practice through audit and learning from incidents.

1 Improved pathways and processes to enhance the safeguarding of children work.

1 Contributed to the development of the children’ mental health agenda.

1 To note this annual report does not include any reference tothe Roy al Brompt on
children’ s saf egu.ddonwkventbis vallbe irclidge imfaturd reports.

The request to the Quality & Performance Committee is to:

1 Confirm the Executive lead as the Chief Nurse.

1 Approve the work plan for 2021-2022.

1 Note the information contained within the report and the actions being taken.
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3. Safeguarding Children within the Trust.

3.1  The Chief Nurse is the Executive Director Lead for the Trust and delegated responsibility is given to the
Director of Nursing, Evelina London. The Trust has a dedicated safeguarding children team which acts on
behalf of the Chief Nurse in delivering and fulfilling the legislative requirements and risk management
standards. This includes ensuring that structures, systems, policies and processes are in place so that
safeguarding activity is effectively coordinated across the Trust. A central role of the safeguarding
children team is to act as the lead experts within the organisation. This includes providing expert advice,
guidance, supervision and case management for all issues relating to the care of vulnerable children.

The safeguarding children’ sstablishment is as follows:

Acute and community Head of Nursing Safeguarding Children Band 8C 1 WTE
Lead Nurse Safeguarding Children Band 8B 1 WTE
Safeguarding Trainer Band 7 0.6 WTE
Hospital based team Named Doctor Safeguarding Children 4 PA
Safeguarding Nurse Specialist Band 8A 1 WTE
Safeguarding Nurse Specialists Band 7 2 WTE
Named Midwife Band 8A 1 WTE
Safeguarding Midwife Band 7 1 WTE
Lambeth & Southwark Named Doctors Safeguarding Children 4 PA
Community Safeguarding | Named Nurses Safeguarding Children Band 8A 2 WTE
teams Safeguarding Nurse Specialists (Inc. MASH) Band 7 8.5 WTE
Lambeth & Southwark Named Doctors LAC 4 PA
Community LAC teams Named Nurses Looked after Children Band 8A 1.5WTE
Nurse Specialists LAC Band 7 2 WTE
LAC Nurse Band 6 1 WTE
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4. Activity for the year
4.1 Hospital safeguarding children team

4.1.1 The hospital based children safeguarding team has received notification of 1749 children and young
people of concern over the last year. This represents a 12.4% reduction in activity when compared to the
previous year. Numbers of referrals and contacts to the team have fluctuated over the year; this is in line
with activity within the hospital and community in relation to patient episodes of care, appointments and
attendances impacted by Covid-19. Some of the fluctuations correlate to periods of lockdown and or
easing of lockdown. However, even though the numbers overall have reduced the complexity of cases
are deemed to be far more significant. Data for the past 5 years is outlined below for comparison over the
years. These figures do not include maternity and the Emergency Department which are outlined
separately.

2016-17 161 170 195 225 751
2017-18 194 244 230 259 927
2018-19 268 357 418 453 1496
2019-20 425 ST7 522 473 1997
2020-21 415 446 476 412 1749

4.1.2 The reasons for the continued referrals to the team are multi-faceted: increased recognition on the part of
staff in recognising safeguarding concerns; the increasing safeguarding children agenda and emerging
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risks associated with youth violence such as child sexual exploitation and child criminal exploitation and
changes in society. All cases referred to the safeguarding team did not result in a referralto Chi | dr en
Social Care but required some intervention, advice and case management in order to formulate
appropriate plans. The full reasons for the referrals are outlined in Appendix 1.

S

4.1.3 Mental health concerns of either the child or the parent features prominently within the safeguarding
referrals (Table 2). The team saw a significant increase in the number of young people presenting in
mental health crisis during 2020-21 with a steady increase in presentations to the Emergency Department
(ED) from April 2020 spiking in November 2020 with an increase of 580% on the numbers attending in
April 2020 (5 v 29). Numbers fell slightly during December and January but rose again in February 2021.

4.1.4 Unsurprisingly, the numbers of mental health crisis presentations rose in line with age, with 60% aged
between 15-17 years. The three most common presentations were drugs / alcohol intoxication, suicidal
thoughts and unusual behaviours.

415 The Child and Adol escent Ment al He a |l tomly opetadmModpy— L i ai s
Friday 0900-1700. The out of hours CAMHS response team covers all four boroughs within SLAM and
there can be long delays before a child or young person receives a CAMHS assessment out of hours.
Inpatient mental health provision for children and young people is outstripped by demand. All of the above
have led to many occasions where children and young people in mental health crisis have spent very long
periods of time in the acute trust environment before receiving the care and treatment that they require.
Waits for children and young people’ mental health beds remain unacceptably lengthy.

4.1.6 There have been an increasing number of children and young people presenting to the ED with
ASD/ ADHD accompanied by parents stating that t hey a
meet their needs within the family home. A number of parents have requested that children are placed
under the care of the Local Authority which has led to an extended stay or admission following which
parents have later declined placement and returned home. A number of these children have represented
on a number of occasions due to parents reporting that they need respite. All cases of this nature have
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4.1.7

4.1.8

4.1.9

led to social care referrals and required multi-disciplinary team working. Parents of all the children that
have presented in this manner have reported a deterioration due to lock down which has resulted in a
lack of normal routines.

The team have also seen a significant numbers of children presenting with physical injuries, i.e. 227
(12.9%) children and young people. Physical injuries includes bites, bruises and fractures. However, of
significance were 76 physical injuries as a result of direct assault and also 46 physical injuries as a young
person sustaining stab injuries.

Children of all age ranges are at risk of potential neglect, abuse and or harm. Children under 5 years of
age are particularly vulnerable due to their physical and emotional development; children under 5 years of
age account for 25.3% of referrals to the team which is not surprising given their level of vulnerability.
(Figure 1).

26.4% of total referrals received were for 14-17 year olds, these referral were predominantly for
presentations relating to serious youth violence, mental health crisis and allegations of sexual abuse.
Young people of this age group often presented alone requiring parents or carers to be contacted
following initial presentation. In addition young persons of this age group, due to the nature of
presentations do not always consent for full details of assessments to be shared with parents or carers
and other professionals ultimately creating complexity in risk and safety management. Safeguarding
nurse specialists are required to support and facilitate breaking confidentiality when it is deemed that
there is a risk of harm which warrants this. Specialist skills and management are required in order to
maintain positive working relationship with the child or young person to continue the required
interventions when their wishes have been breached.

4.1.10 It is positive to note the sustained rise in referrals to the children safeguarding team in relation to adults

who present to the hospital. (Table 4). Staff need to consider how parenting capacity, domestic abuse and
substance abuse forexamplec an | mpact on a parent s’
safeguarding children risk assessments need to be undertaken when adults present with any of these
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4.2

4.2.1

4.2.2

4.2.3

4.2.4

issues. Significant work has been undertaken to train staffinthe EDi n t er ms of “Thi
S pr e s feguardng ofo n

consider the I mpact of the parent
children in the family. The training has been coupled with daily visits from one of the safeguarding
children nurses to raise the profile of this and assist in assessments and safety planning.

Emergency Department

The Chs Emdergengy Department (ED) made 390 referrals to Children’ sSocial Care due to
concerns about &up Boioh the mevioue yedr)a Additionally 381 referrals regarding

n k

F
n

adul t s’ presentations to the hospi tcandern inagelation to agt me n t

children in the family were made (for example domestic abuse, substance misuse and assault). This is
down from 449 the previous year. This drop relates to the overall ED attendances over the period.
Parental behaviours, life style and actions such as those highlighted above can have a detrimental impact
on the safety and welfare of a child in the family. The figures demonstrate that adult emergency staff are
recognising and appropriately responding to these presentations and potential concerns.

Parental presentations relating to psychosis and paranoia remain high and complex in management due
to the difficulty in being able to obtain information from the parents relating to the children when they are
in a crisis. A number of cases have required referral to the police for welfare checks due to not being able
to ascertain the safety of the children and limited information being forthcoming from the parent. Of note a
number of the adults who presented are known to services and have had presentations previously of a
similar nature. This raises concern for the ongoing lived experience of the hidden child.

A significant number of young people have attended the ED due to violence related injuries and of gang
involvement. (Figures 2 and 3). These young people often have complex social histories and good
assessments are required to be undertaken in order to formulate an appropriate safety plan. The time in
the department is also used to make every contact count and public health advice is given.

There is growing concern nationally for the exposure children and young people have had to the internet
and social media and the risk of grooming and exploitation. Of note this is not reflected in presentations to
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4.3

43.1

4.3.2

4.3.3

the acute setting, however there is a need for consideration of this moving forward and the need for this to
have a more deep focus within safeguarding assessments.

Maternity Safeguarding

Avul nerabl e women’ s dawasadeatedein SeptemiBea 2048echased on maternity
booking information. This has been developed overtime; the data for quarter 4 of the year is not complete
due to some inputting issues. (Table 5). The main concerns were regarding domestic abuse, mental
health and with previous Children’ $&ocial Care involvement. Issues in relation to No Recourse to Public
Funds and housing issues has been an increased concern this year.

The majority of referrals were made to Lambeth and Southwark Local Authority (Table 6). However,
almost a third of referrals were completed to outer London / outside London boroughs, which increased
the input required due to the need to establish contacts, support plans and wider multiagency working. An
‘“out of area’ safemaudAThdmasgs ans ehaktdl weékhy with
on capacity. A link midwife for safeguarding monitors the safeguarding cases and receives monthly
supervision, to facilitate agreement of robust plans prior to delivery.

In this reporting period, 249 women booked for maternity care who disclosed or were identified as having
Female Genital Mutilation (FGM). 23 of these women had Type 3 FGM and 15 had de-infibulation. (Table
7). This compares to 280 women in the reporting period for the previous year, of which 31 had FGM Type
3 and 16 had de-infibulation. This represents a reduction of 31 women booked for maternity care at GSTT
who disclosed or were identified as having FGM. The team are positively seeing a downward trend in
numbers over the last two years. This is in part due to continued awareness raising of FGM in the
communities. FGM risk assessments are completed at booking in and the postnatal period prior to
discharge. Revalidation of data is completed monthly and all those women who have baby girls have an
FGM-IS alert added to the summary care records and a letter is send to their general practitioner
informing them of this.
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4.4  Community safeguarding activity

4.4.1 Currently there are 270 children in Lambeth and 385 children in Southwark who are subject to a child
protection plan. (Chart 6). Figures for Southwark have risen steadily through the year; however Lambeth
figures have remained fairly stable throughout the year with a rise in numbers during quarter 4. In addition
there are approximately 450 children per borough who have the status of Looked after Child.

4.4.2 There are some marked differences in terms of the categories of children subject to a child protection
plan; more children are subject to child protection plans for neglect and emotional abuse in Southwark
compared to Lambeth. Conversely more children in Lambeth are subject to child protection plans under
the categories of physical and sexual abuse than Southwark. However, it is known that categorisation
under emotional abuse may be used when there are a number of overlapping concerns. (Chart 8).

4.4.3 Across the two boroughs approximately two thirds of the children subject to child protection plans are of
school age. (Chart 7). This has a bearing of community universal nursing allocation. Health Visitors and
School Nurses are required to monitor and provide an enhanced service offer to these group of
vulnerable children and young people.

4.4.4 In the year the busiest months for Non Accidental Injury (NAI) medicals in Southwark were October,
November, December and March. (Chart 10). It is not surprising that these periods coincide with when
schools were open during the pandemic. The numbers of children seen for NAI medicals is comparable
across the years 2018-19 and 2020-21 although 8% more in 2019-20. In 2020-21 the service has seen
70% more Child Sexual Abuse (CSA) cases than in the preceding 2 years. This led to a need to create
some ad hoc CSA clinics to address demand versus capacity post lockdown and at the end of the year
when the “ Everyone’s invited?” Wlehbughi ttaieing v8 agilablen curtehtlg somee w s .
team members are unable to take on some types of safeguarding work. Going forward, this data should
inform the skills and competences required of new doctors recruited into the team. The local Haven
revised their referral criteria in May 2021 to indicate that they only accept children where the assault is still
within the forensic window for areas that have a community paediatric child sexual abuse service. Prior to
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this the referral criteria included children experiencing acute sexual assault within the preceding 4
weeks. This is also likely to have a small impact on the number of referrals to our team.

4.4.5 Within Lambeth community the number of child protection medical examinations dropped 50% during the
first Covid lockdown i.e. March — May 2020 but children were still seen for examination when necessary.
(Chart 9). The numbers gradually increased when lockdown conditions were eased and children and
young people returned to school. The numbers were noticeably higher than the year before in quarter 4
which was during the winter lockdown period. There was an increase of sibling groups seen for medical
examinations after schools opened in September.

4.4.6 In both boroughs the number of requests to community paediatricians to attend strategy discussions
about cases of concern has increased significantly. In Lambeth this reached a peak after the schools
reopened in September 2020 post lockdown. In Southwark due to the increased requests for attendance
at strategy discussions a strategy discussions pilot and Quality Improvement Project (QIP) was initiated
which resulted with an outcome of an increase in 0.4 wte Specialist Nursing to participate in child
protection strategy discussions after training was offered. One of the outputs of the QIP was a clear
pat hway for Children’ s $e dghtahealthCeam e.g. thaspitad and midwferyt h a t
services as well as CAMHS were also appropriately involved in strategy discussions. Despite this
increase in additional nursing capacity, there has been an exponential increase in the number of strategy
discussion requests. This is a challenge to meet.

5. Key Developments in the safeguarding children agenda

The safeguarding agenda is busy at both a national and local level. The context of safeguarding
continues to change in line with societal risks both locally and nationally, large scale inquiries and
legislative reforms. Ther e i s a significantly growi ng forlexampler en’ s
Child Sexual Exploitation, Gang Violence, Knife Crime, substance misuse, Domestic abuse, Looked after
Children, trafficking, Modern Day Slavery and increased lack of social inclusion all of which affect children
and young people. The safeguarding team keep abreast of any changes as they emerge and update both
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the Vulnerable Person Assurance Committee and the Board of Directors of any changes that will have an
impact on safeguarding requirements and practice.

5.1 Safeguarding Children Partnership Boards and interagency working

5.1.1 The Children and Social Work Act 2017 has altered requirements about the way in which agencies should
work together to safeguard children. Local Safeguarding Children Partnerships (LSCP) have been
established which replace the previous Local Safeguarding Children Board (LSCB). The three statutory
agencies of health, police and local authority are represented on the LSCP. The Trust is represented at
the LSCP by the Director of Nursing Evelina London. In addition to the main LSCP board there are a
number of subgroups that the Trust are members of. These include Adolescent at risk of harm;
Performance, Quality Assurance and Safeguarding Incidents Sub-Group; Training and Development
Subgroup in Lambeth. Southwark subgroups are Practice Development and Learning Subgroup; Quality
and Effectiveness Subgroup and Child Safeguarding Practice Review Subgroup. Priorities for the
partnership across the last year included:

1 Getting child protection right.
1 Strengthening early help and child protection systems. This includes vulnerable parents and neglect.

1 Safeguarding young people at risk. This includes exploitation (specifically Child Sexual Exploitation and
Criminal Exploitation/ county lines) and knife crime and serious youth violence.

5.2 Getting child protection right

5.2.1 The safeguarding children s t eam have continued to be accessi bl e I
based team have changed the hours of working of the team to ensure that appropriate advice and support
IS maximised; the team now operate on a 08-00 — 18.00 hours shift as opposed to the previous 09.00 —
17.00 hours. However, the team have covered out of hours with extremely complex cases. The team
have continued to undertake face to face assessments and work directly with staff in relation to managing
complex safeguarding presentations. By being visible as a team this has enabled appropriate risk
assessments to be undertakenand t her ef ore ensuring that we ‘get <chi
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5.2.2

5.2.3

5.2.4

5.25

With the reduction in face to face training there has been a clear need for education identified among
clinical staff for understanding and ¢ oxnSocia €ara
intervention. Managing staff expectations of what the social care offer and remit is has become
increasingly complex in nature with the increasing assumption that social care and external agencies can
intervene in health related issues. Health professional burn out is a clear contributing factor to the
request for additional external agency support with complex health cases which had been reflected in the
reliance on the acute safeguarding team, from health professionals. The safeguarding team have set up a
process to quality assure any referrals madet o Chi | dren’ s Soci al Car e.
reviewed and cross referenced with the threshold document; this means that the wording and level of risk
and request for services and interventions is appropriate.

Safeguarding supervision is a means to ensure that checks and balance are made to case management
of cases in addition to providing pastoral support. Safeguarding supervision provides a safe and
supportive means of scrutiny and challenge of case management. The uptake of supervision is monitored
as part of monthly key performance indicators. Over the year the uptake of supervision has been over
90%. (Table 12).

Good working with our partner agencies is imperative for getting child protection right. Maternity
partnership meetings (MPMs) for Southwark and Lambeth cases were put on hold in response to the
pandemic in April 2020. These are due to resume shortly once revised terms of reference are jointly
agreed between the two local authorities, St Thomas and King’s College Hospital maternity safeguarding
teams. In the interim, maternity safeguarding lists for all cases from 28 weeks gestation onwards, or any
urgent cases, continue to be shared with the multiagency forum members for updates and feedback on a
monthly basis.

Monthly pre-birth meetings (now virtual) are held with Lambeth Children’ $ocial Care senior team and
the Named Midwives Safeguarding Children from St Thomas and King’s College Maternity Units and has
resulted in effective multiagency working and improved relationships, enabling issues to be promptly
addressed and timely practice improvements. Further shared pathways and joint pre-birth training is
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5.2.6

5.3

5.3.1

5.3.2

planned in the coming months. Southwark Children’ s S o c¢ i haslbee@ eontacted to request a similar
forum.

Monthly key performance indicators are collated to monitor that safeguarding processes are being
adhered to. This includes uptake of safeguarding supervision, follow up of high risk domestic abuse cases
and attendance at child protection case conferences. Initial child protection case conferences have
remained stable in Lambeth when compared to activity from 2019-20, with a slight increase in quarter 4 of
2020-21. However, there is an exponential rise in requests for attendance at initial child protection
conferences in Southwark over the year when compared with 2019-20. This is reflected in the elevated
numbers of children that have been made subject to a child protection plan in Southwark over the year.
(Charts 11-14). Similarly review cases conferences have increased in Southwark. Despite the rise in the
numbers of case conferences, attendance by Health Visitors and School Nurses continues to be
prioritised and attendance levels good. Where there are any deviations from the expected standard or
timeliness of intervention this is followed up with the service leads to ensure that remedial actions are put
in place.

Children mental health

As noted in previous sections child mental health prominently features in safeguarding children activity.
75% of all mental health ilinesses begin in adolescence and Lambeth and Southwark have higher rates of
children and young people admitted to mental health units than nationally. The unpredictability of children
and young people with acute mental health issues require specialing on an acute ward and this poses
challenges of delivering care within existing ward establishments and skill mix.

To ensure that services for this group of vulnerable young people is optimal a paediatric mental health
working group is in place and taking forward three key priorities: Mental health training and ongoing
supervision to support practitioners once trained; clarity on pathways of care and development of
signposting and access to available resources for both staff and children and young people. This group
uses live clinical cases to learn from and change practice. As a result of learning from cases a humber of
changes have been made to the management and care of children and young people including the use of
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5.3.3

5.34

5.3.5

5.3.6

restraint, formal assessment of any environment for a child and young person admitted with an acute
crisis.

There are ongoing discussions between clinical groups on the pathway of 16-17 year olds who attend ED
with acute mental health conditions. At present this group of young people are continuing to present

bet ween Children’s ED and Adul't ED dependent on

defined. The pathway of care beyond ED care is subject to discussion to ensure this group of children and
young people receive care in the most appropriate setting, and at present each case is managed and
discussed on an individual basis. There is a meeting arranged between the Integrated Care and Medicine
Clinical Group and the Evelina London Clinical Group (CG) to seek a further clarity and to provide the
model of care and pathwayt o meet this age group’s needs.

Consideration of the environments within the ED and wards of Evelina London has taken place.
Assessments have been conducted both in Childre
are to be made to one room in ED to make it a safe bespoke environment for children and young people
presenting in acute mental health crisis. Safety pod beanbags have been ordered to assist with
therapeutic restraint. An environmental assessment has also taken place on Mountain ward with a view
to creating a bespoke room for children and young people presenting in mental health crisis or with
behavioural disturbances.

Work continues to improve communication with external agencies regarding discharge planning for
children and young people and to ensure appropriate referrals are being made to social care led by the

Evelna London Children’s Safeguarding team for thi

young people to have private confidential discussions has been highlighted and discussed at professional
Evelina London forums and continues to be highlighted.

The National Confidential Enquiry into Patient Outcome and Death (NCEPOD) recommendation checklist
on mental healthcare for young people and young adults has been completed. The NCEPOD report was
published in September 2019 and reviewed the quality of care for 11-25 year olds presenting to acute
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5.3.7

5.3.8

hospitals or mental health hospitals. In November 2019 we identified areas where a focus was required,
in particular the inclusion of education and other relevant teams in discharge planning and ensuring
young people are provided with the opportunity for private confidential discussions. In addition the need
for documented joint assessments and care plans was highlighted as an area where we could improve.
The recently updated assessment highlights a number of areas for action. These include: the
development of guidance on the care of children and young people presenting with acute mental health
needs; bringing together best practice advice and resources for staff and ensuring that Trust and SLaM
staff are able to access shared digital records.

In September 2020, sixty-six staff (nurses, doctors, play therapists and others) from Evelina London

completed SWAMPI-CYP training commissioned from Maudsley Learning. SWAMPI-CYP is an
acronym for b6Eksmbhbptiaon tWe Ment al Physical |l nt erf ac
The training is a one-day interprofessional course that revolves around the management of young people

with physical and mental health co-morbidity in the general hospital setting. It addresses a range of

chall enging issues encountered by staff i n children
disturbance, suicidal ideation, abuse and anorexia. The course was very favourably received and Evelina

London has now commissioned MaudsleyL ear ni ng t o prTorvaiidnee r*"Trtariani ntihneg t
will then deliver in-house SWAMPI-CYP training to colleagues within Evelina.

There are a number of concerns being expressed about the impact of Covid-19 and its aftermath on

young people’s ment al heal t h. A | arge study, undert
significant mental health conditions amongst children had risen by 50% compared to three years earlier.

A study very recently released has shown some improvement in chiidrenand young peopl e’s
health since the end of lockdown, although children with Special Educational Needs or
Neurodevelopmental Disorders and those from low-income households have continued to show elevated

mental health symptoms.
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5.4 Youth violence

5.4.1 The tackling of youth violence remains one of our key priorities in the local boroughs and in our
safeguarding workplan. The prevalence of this in both local boroughs and London wide are of
significance. This is reflected in the youth violence and associated presentations that the Trust sees
through the Emergency Departments and from referrals to the local children’ services. Being drawn into
exploitative situations, where children can be both victims and perpetrators of serious harm, can have
severe consequences for them and for their families, friends and communities.

5.4.2 The nature of the referrals received have increased in complexity and severity with young people
presenting with significant injuries e.g. stab injuries to the eye and knees. The team have seen
presentations for multiple linked incidents and are therefore working with young persons from conflicting
areas/peer groups which requires safety netting and planning. Young people presenting are requiring
intensive long term support and follow up throughout their outpatient journey to reinforce safety
management and education. The young people presenting have been assessed face to face during the
teachable moment allowing for thorough risk assessments and multi-agency safety planning. Due to
limited access to services throughout the lockdown period methods of education have been adapted for
example no walk in sexual health clinics, therefore the safeguarding nurse specialist has been supporting
young people in obtaining and undertaking sexual health home testing kits to ensure that health needs
are being mett The safeguarding nurse specialist continues
attendances for outpatient management to ensure that they are not presenting alongside other young
people with whom there are rivalries. In addition young people are reviewed regularly when attending
these appointments in order to reinforce safety planning from the teachable moment. However, there is a
clear need to upskill all members of the team in management of serious youth violence.

5.4.3 The hospital safeguarding team have escalated a case to partnership for review of practice following a
young person who presented and requested to surrender a weapon under amnesty. This led to the young
person being arrested despite there being key indicators of child criminal exploitation. This event led to a
total disengagement by the young personwi t h pr of essi onal s and increased t
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5.4.4

5.4.5

It is well understood that exclusion from mainstream school is seen as a trigger point for risk of serious
harm. Of note we are seeing a high number of young people presenting and we have identified significant
unmet learning needs. The EOTAS (Educated other that at School) School Nurse is working closely
alongside the senior safeguarding nurse specialist to regularly review the risks of her caseload and
management of young people with conflicting interests and associations. The EOTAS service caseload is
significant and is at capacity with some notable risk, therefore there is ongoing work around the service
offer and defining a clear offer intervention offer being led by the safeguarding team.

The safeguarding children team remains committed to providing innovative interventions and ensuring the
thatthey oung p e o p lae’heard aml ialdeets influence wider panels and networks in order to
safeguard this vulnerable group. Areas that have been developed over the year include:

1 Further development of the Specialist School Nurse role for children out of mainstream education
(EOTAS nurse). This role has been pivotal in meeting some of the health needs of hard to reach
children. Oversight and supervision of this role has been provided by the safeguarding team to ensure
clear case management is in place.

1 A safeguarding nurse specialist for children at the hospital has built up a special interest in this area;
this has been taken forward by the development of assessment tools and resource packs that are
used to undertake holistic assessments and also focus on health promotion.

1 Ongoing work of Oasis youth worker services based in the Emergency Department. This service is
planned to be reviewed as part of this work going forward.

1 Interagency working and the health contribution to risk assessment and planning through various
panels such as MASE (Multi-Agency Sexual Exploitation) and the Young People at Risk panel.

1 Bespoke training for staff to be able to recognise and appropriately respond to vulnerabilities.

Continued work in this area will be a priority for 2021-2022. Ongoing priorities will include:

1 Continued partnership working to identify and act upon the needs of young people at risk of
exploitation and violence.

1 Determining the right practice model.
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5.5

5.5.1

5.5.2

5.6

5.6.1

1 Understanding the size and nature of the problem in our area, including the most vulnerable
neighbourhoods and community spaces. This includes the gathering of informatics and health data in
order to review what our information, data and intelligence is telling us.

1 Building trusted relationships with young people. This includes work in upskilling of safeguarding
nurses to build trusted relationship in a quick, responsive manner with families.

1T Responding to the *‘critical moment ’

Female Genital Mutilation (FGM)

FGM remains a significant safeguarding agenda item. The Trust no longer has a specific FGM service.
However, staff may still see clients or patients that may have been subject to FGM when these clients
attend for other care, for example maternity, sexual health or urology. Therefore staff still need to be
aware of actions to undertake when they have a concern about possible or actual FGM.

FGM risk assessments are completed at maternity booking and the postnatal period prior to discharge.
Revalidation of data is completed monthly and all those who have baby girls have an FGM-IS (Female
Genital Mutilation Information Sharing) alert added to the summary care records and a letter is send to
their general practitioner informing them of this.

Domestic Violence

Domestic abuse remains prevalent in society and is a feature in a significant proportion of safeguarding
cases. (Table 8). Concerns about domestic abuse have come further to the forefront during the Covid
pandemic. The Covid pandemic has been a particular challenge for victims and families experiencing
domestic abuse. Some families for example may not have had a trusted outside contact or readily
available access to services. Raising awareness of domestic abuse remains a key priority. Domestic
abuse awareness is a core component of all safeguarding children training.
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5.6.2

5.6.3

5.6.4

The Trust has two separate domestic abuse services which report under children safeguarding
governance arrangements. However, both of these services have provided a predominantly virtual service
over the last year. This has some challenges in terms of availability of a service offer and risk assessment
at point of contact when the client presents in a department. This has meant that at times safeguarding
nurses have had to undertake the initial risk assessment of a client as opposed to a specialist domestic
abuse advocate. Despite working virtually the domestic abuse teams have maintained a service and have
had good engagement with the clients that have taken up the offer. There was good initial engagement
from victims with the service. However, follow up work is more variable in terms of engagement. Greater
engagement has occurred with the Mosaic team than Reach; this is understandable as the clients that
Mosaic invariably work with are through the maternity pathway and will have follow up contact at the Trust
for maternity care over a number of months. Reach clients often only present once to the Emergency
Department and then have no further direct contact. The remit and function of Reach in these cases if to
provide an initial assessment and advice regarding safety planning.

A Trust MARAC (Multi Agency Risk Assessment Conference) pathway is in place outlining processes
which Health Visitors and School Nurses are required to undertake following a MARAC notification. This
pathway has had a further revision to make it more explicit in terms of exploring the impact of domestic
abuse on a child in the family. The timeliness and follow through of MARAC notifications is monitored as
part of the safeguarding KPIs. Compliance has been over 93%. (Table 9). Where there have been delays
in follow up these have since been actioned.

It is known from literature that the incidence of domestic abuse increases in pregnancy. As such routine
enquiry in relation to domestic abuse is part of the midwifery and safeguarding standards. Routine enquiry
compliance at booking remained constant at 97%, compared to an average compliance in the previous
reporting period of 96%, and prior to that of 90.4%. Midwives are also requested to enquire again at 28
and 36 weeks gestation, but the maternity IT system does not yet facilitate data collection on this.
Research indicates women are more likely to disclose concerns where there is repeated enquiry. Routine
enquiry in the postnatal period prior to discharge home with the baby commenced in December 2019 but
compliance was low at just over 67% due to difficulty in enquiring when partners were always present.
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5.6.5 The Trust has become members of the Employers’ | ni ti ati ve o Mhisdsoangeosvihg C

5.7

However since March 2020 when visiting was restricted due to Covid, compliance increased and remains
constant at 97%. Despite this there has not been a significant increase in the actual number of
disclosures and requests for support, and it may be that further support is sought following discharge from
maternity care.

network of large and small businesses with the mission to enable employers to take action on domestic
abuse.

Looked after Children (LAC)

5.7.1 Strategically, the health and well-being of looked after children remains a priority. A separate annual report

for Looked after Children is undertaken which includes the full details of activity and performance metrics.
The Lambeth and Southwark LAC health team have been working together to align processes and
functions and positive progress has been made over the year. There has been continued transformation
work to ensure that the health needs of this vulnerable group of children and young people are being met.

5.7.2 The population factors of our Looked after Children are strongly associated with children being taken into

5.7.3

care i.e. high levels of adult mental health difficulties, high levels of drug and alcohol abuse and high
deprivation. A significant proportion of our Lambeth and Southwark Looked after Children are placed
outside the borough boundaries. This places a great challenge on the ability to provide an equitable
service for all of these Looked after Children. Co-ordination with health providers across the country is
core to the function of the Looked after Children health team. The health of children looked after has been
recognised as poorer than other children nationally and locally. We have concentrated on improving the
quality of health assessments, tracking processes to improve the quality and follow-up of
recommendations in Health Care Plans.

Throughout the reporting period there were continual changes to the Looked after Children health team
including staff members being redeployed to acute hospital services, sickness and the need for shielding
and therefore running at a reduced capacity to see children. The Looked after Children administrative
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5.8
5.8.1

5.9

5.9.1

team have worked tirelessly to ensure that clinic bookings were maximised. Changes that were made in

this year include:

1 The triage process was adapted with inclusive risk assessments implemented.

1 The team were trained in telemedicine for consultations.

1 Innovations and extra clinics were offered to enable the children to be seen in a timely manner.

1 Additional recall appointments were offered to ensure physical and face-to-face assessments of the
children took place within a safe process.

1 Processes to book appointments were adapted to reflect the guidance.

Merger with the Royal Brompton and Harefield Hospital

As part of the merger with the Royal Brompton and Harefield NHS Foundation Trust (RBHT) due
diligence of the safeguarding arrangements at RBHT has been undertaken. This included a review of
submitted information and data including a Section 11 audit, safeguarding policies and procedures and
annual reporting information. Structurally, the accountability for safeguarding children at the RBHT is the
same as the Trust as the accountability sits with the Chief Nurse. Through this merger, accountability for
the statutory responsibilities will transfer to the GSTT s Chi ef Nur s e Dtlegated
responsibility will then be to the Director of Nursing, Evelina London. From the due diligence completed
there is no significant obstacle to a successful transaction based on the information received. Further
work will be undertaken to align policies and procedures and to review structures. Board reporting will
require alignment to one unified report in the future. More joined up working has commenced between the
trust and RBHT safeguarding teams.

Service changes / developments

A number of changes have occurred in terms of staffing of the team during 2020-21. This includes:

1 The Head of Nursing for Safeguarding Children also took on the added responsibility as Interim Head
of the Evelina Patient Safety and Quality team from September 2019. This has continued in 2020-21.
However, this dual role will end in August 2021 due to the size and breadth of the portfolio.
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5.9.2

5.9.3

5.9.4

1 Two new Named Nurses for Safeguarding Children have been appointed during 2020-21. A new
Named Nurse commenced in post for the Southwark safeguarding children’ tam in April 2020. A new
Named Nurse commenced post in the Lambeth safeguarding children’ sam in January 2021.

1 The Designated Nurse for Looked after Children (LAC) in Lambeth had a dual role between the Trust
and the Clinical Commissioning Group (CCG); this created a conflict of interest and outside of best
practice. This role has now been split and a full time Named Nurse for LAC has been agreed. This will
align with arrangements that were put in place in Southwark in 2019-20.

1 An additional 0.4 wte was provided to support the safeguarding nursing team in Southwark over the
year.

1 The team have had a number of vacancies over the year. This includes the 8B Lead Nurse post for
safeguarding children which has been a difficult post to recruit to. The child protection trainer post has
been vacant for the year; this post has now successfully been recruited to. Additionally the team have
had some short term vacancies of nurse specialists at intervals throughout the year.

Due to the increasing safeguarding caseload held by the EOTAS (Educated Other Than at School) nurse
the reporting and accountability for the position has moved to the safeguarding team. The role includes
providing a school nursing service to children not in school or attending the Secondary Pupil Referral Unit
School (PRU). Line management and professional responsibility remains with the school nurse manager,
tis will be reviewed. The caseload criteria has been reviewed due capacity in the role.

A new role (DIVERT project) has been commissioned in the last year. This role is to lead and coordinate
the development and delivery of health support, advice and guidance to vulnerable young people who
have had contact with the Youth Justice system as part of the Early Help function. Young people who
have been through police custody or have been referred to the Early Help Service, will receive an initial
health screening and assessment that will assist with developing a personalised care plan. Recruitment to
this post has been successful.

Lambeth LSCP are aiming to be a Trauma Informed borough. To facilitate this there has been a request
to have dedicated Trauma Informed Champions across the partnership. ldentified staff have been
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required to undertake an intensive training programme over 8 weeks to become a champion. Ongoing
mentoring will then be provided. A senior safeguarding nurse has undertaken this training along with one
of the psychiatric liaison nurses in the Trust. A programme of activity within the Trust is being planned to
take this initiative forward.

5.9.5 MASH (Multi Agency Safeguarding Hub) is now conducted by remote access following the Covid-19
lockdown and temporary closure of the MASH office. Remote access has required MASH social work
staff to ensure secure e-mail notifications to the safeguarding team inbox. The safeguarding nurses
contnue t o research, analyse and contribute to the recc
Social Care. The team are pursuing remote access to the MASH system, which will restore the same
access as afforded by accessing the MASH office. This has yet to be realised for the whole team, but is in
progress. MASH notifications are now sent to the Health Visiting and School Nurse Single Point of Access
(SPAs) with details of the referral, referral outcome and contact details for the allocated Social Worker.
This process change has the benefit of reducing the traffic and workload for both School Nurse and
Health Visiting teams and administrative staff at MASH and promotes early notification of vulnerable
children and inter-professional communication. This process has been trialled and is currently being
reviewed due to the impact on the safeguardingte am * hol di ng’ notifications fo
to MASH processes relating to outcome decision and sharing information with the team. 1.0 wte is
allocated to MASH each week, but the change in MASH notification pathway has resulted in MASH
outcome notifications spilling into the week following rostered MASH duty which is impacting on team
workflow and capacity. Partnership working within MASH has been strengthened by the initiation of daily
MASH huddles to review workload for the partnership and weekly threshold meetings to review decision
making and partner contributions to the MASH decision making process. The MASH Operational Meeting
recommenced in May 2020. All meetings are currently conducted by video conference.

5.9.6 CP-IS (Child Protection Information System) was implemented in the Trust at the end of January 2020. In

response to Covid-19 CP-IS data has been further extended to 0-19 year services. Data is supplied to the
community services via CHIS.
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5.9.7 As highlighted in previous sections some of the safeguarding cases have been particularly complex. A
number of cases have resulted in staff having to give evidence in either Family and or Criminal Courts in
relation to cases that they have been involved in. This is not an area that the majority of staff are familiar
with and can be particular daunting for staff. In conjunction with the Trust Legal team staff education has
been provided in order to prepare staff in terms of what to expect when they are giving evidence. Some
issues emerged in terms of the quality of statements that were produced; as a result some further
guidance and support was given to staff and all statements are now quality assured by a member of the
safeguarding team. A guide has been produced to outline to staff requirements for providing formal
statements and a ‘what to expect at court’ guide. Support is also given to staff who attend court and a
senior member of staff will attend any court hearings with staff in order to provide pastoral support.

5.9.8 Following communication from NHS England about Covid related stress and isolation with the predicted
ri sk of abusive head trauma to i nf acnatns, c ogpuei’d aanwar eon
maternity was issued to support families. This intervention aims to raise awareness of risk to young
babies, particularly at the peak age of six to eight weeks when babies cry most persistently. In May 2020
midwives were trained on this intervention about how to advise parents on the risk and how to cope with
crying babies. All mothers are advised of this prior to discharge and a leaflet given to reinforce advice.

5.9.9 A mock Infant Abduction Drill organised for 18 March 2021 was superseded by an actual event on 4
March 2021, and mother and baby were safely returned to the ward. Lessons from this were shared with
staff, and a further drill is planned when the changes are implemented and the Infant and Child Abduction
Policy reviewed.

5.9.10 Availability of a postnatal in-patient contraceptive service is being considered with the aim of ensuring that
mothers, particularly vulnerable mothers, can be offered long lasting contraception, such as implants,
prior to discharge. This is currently available on an ad hoc basis, and reliant on the limited availability of a
sexual health consultant and an obstetric consultant.
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5.9.11 Women have babies removed from their care often due to chaotic and dysfunctional lifestyles and they
need some measure of control over their lives. They are also referred to voluntary intensive intervention
services, such as Flourish in Lambeth and PAUSE in Southwark, which aim to reduce the number of
children being removed into care by working with women to improve their wellbeing, resilience, and
stability.

5.9.12 The following policies and pathways have been developed:

1 A Substance Misuse in pregnancy guideline was developed and ratified in February 2021 to facilitate
optimal practice in supporting women who misuse in pregnancy and the immediate post birth period. A
strong causal link between pregnancy and substantial reduction in substance misuse in pregnancy
indicates that pregnancy is an intrinsic motivator for drug misuse cessation and an opportune time for
multiagency intervention. A further review is required regarding an agreed pathway for women who
start withdrawing immediately post birth and how they can be best supported prior to discharge, to
reduce the risk of returning to their previous chaotic lifestyle.

1 In November 2020 an ED Maternity flowchart was developed as guidance regarding pregnant women
who attend ED where there are identified safeguarding concerns. This was in response to on-going
concerns about follow up of booked and unbooked pregnant women with safeguarding issues.

1 Maternity / housing or homeless pathway is being agreed with the Trust’ &iomeless team. Currently,
unresolved housing issues / homelessness is referred to the Local Aut hori ty housing b\
refer’ housimlg dedsernat awhways resul't i n timely a
impacts on discharge plans. In such cases a referral is made to the Trust’ &omeless team via EPR,
and a team member provides support where possible to assist in resolving housing issues.

1 A maternity disability safeguarding pathway is currently in draft format and will support staff to ensure
all appropriate services and or agencies are involved early to enable adequate assessment of needs
and necessary adjustments to be implementedpr i or t o the baby’'s birth.

1 The policy on Restrictive Physical Intervention and Clinical Holding for Children and Young People
has been updated to take into account the RCN guidance issued at the close of 2019. Changes to this
include a renewed focus on preventing the need for restrictive intervention and where restrictive
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6.1

physical intervention is assessed as being required, it is led by a staff member who has been trained
in restrictive physical intervention for children and young people. A number of recognised external
providers of this training are being approached and small groups of specific staff have been identified
as requiring this as part of their role.

In October 2020, the RCPCH and the CPSIG published good practice service delivery standards for
the management of children referred for child protection medical assessments. We have used this as
a benchmark for our local service and carried out a gap analysis to identify areas where there are
shortfalls. The named safeguarding leads across the Trust plan to meet to address the gaps that cut
across hospital and community services.

In March 2021, the RCPCH published an update on the 2009 FIl guidance: Perplexing Presentations
(PP) /Fabricated or Induced lliness (FII) in children. This guidance has been disseminated to clinicians
and the child protection Safeguarding specialists and will inform practice and future training on the
subject.

Identified service risks

The Trust’ Risk Register is used to record incidents which are deemed to pose a potentially serious and
or ongoing risk to patients and or staff. At present there are 8 open risks in relation to the safeguarding of
children and or Looked after Children. Risk mitigations are in place against each of the identified risks.

T
T
T

Significant Health Visiting vacancies in South East Locality could adversely safe service provision and
children may not be safeguarded. Current risk rating 12.

Local crime hotspots (e.g. gang violence) and low security at community sites poses a risk to staff and
service u s e safety. Current risk rating 12.

Lambeth FNP team without a substantive supervisor, staff report they are inadequately supported
which may increase risk in service delivery. Current risk rating 12. This will be reduced soon with
merging of the two borough teams.

Instances where adopted children are linked to birth parents on Carenotes could result in information
being wrongly shared with birth parents. Current risk rating 12.
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6.2

6.2.1

6.2.2

1 Covid-19 and staffing issues have adversely affected service delivery and ability to contact and
support vulnerable children. Current risk rating 6.

1 Increased safeguarding impacting clinical activity and RTT in all areas increasing risk of harm to
children. Current risk rating 15.

1 Delays in being able to see children within the Looked after Children service due to late/ incomplete
referrals from Local Authorities. Current risk rating 8.

1 Covid-19 Ri sk: Deterioration of Baby’'s health or
face checks in first weeks of life. Current risk rating 12.

Training

A revised safeguarding children intercollegiate training document was published in January 2019. The
Trust’ €QC inspection that was undertaken in 2019 highlighted the need to have plan in place to meet
the new recommendations as outlined in this guidance. The revised guidance has outlined a
recommendation to significantly increase the number of training hours needed to be able to demonstrate
proficiency in meeting core competences. This poses a challenge in terms of capacity of the team to
deliver and also releasing staff from clinical areas for training. Discussions have been underway to
look at a blended learning approach and in particular how to be able to capture learning in practice
and experiential learning. This work was ongoing but has been halted during Covid-19. An interim
training strategy was produced as face to face training was unable to be delivered.

Staff training in relation to the safeguarding of children remains a key priority. The safeguarding children
team have been without a dedicated child protection trainer for the last year due to the previous post
holder being on maternity leave and subsequent vacancy. Due to Covid-19 it has not been possible to
hold face to face training as per previous training strategy. As such there has been a reliance on e-
learning to fulfil the training requirements. The Trust has its own bespoke level 2 e-learning package
available to staff. Due to the need to provide an alternative method of delivering level 3 training the team
have sourced the e-learning for health RCPCH level 3 e learning package. This has been uploaded on to
TrustOle to be accessible to staff. However, there have been some technical issues with this and at times
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the pages freeze causing staff not to be able to progress and complete. This is being addressed by the
ET&D team. Bespoke face to face training has continued for some specific teams; this includes specific
youth violence training for the ED staff.

6.2.3 Due to the reduction of face to face training and issues with the e-learning package outlined above this
has adversely affected compliance with level 3 safeguarding children training. At present the compliance
Is 76%. Level 2 compliance is 88.64%. These are against a target of 80%.

6.3 Capacity and demand

6.3.1 Due to the increase in the safeguarding children agenda and to ensure that the Trust meets it full
statutory responsibilities in regard to the safeguarding of children the safeguarding children nursing
establishment was increased in 2018-19. The midwifery safeguarding establishment has not been
reviewed for a number of years. With turnover of staff through either internal transfers, retirement,
maternity leave or voluntary resignation the team have had a number of vacancies over the last year. The
Lead Nurse post for safeguarding children has remained vacant over the year in addition to on average
two safeguarding nurse specialist posts across the teams. This has had an impact on the team and the
Head of Nursing and Named Nurses in terms of providing a full level of responsive service. Some of the
work was covered through additional bank for members of the team. Prioritisation of work has needed to
be undertaken in order that safety and standards of practice were maintained. Some audit work
scheduled has not been completed as planned.

6.3.2 As noted from the data within the appendices safeguarding activity remains high and in some areas
i ncreasing. The team are seei ng Qare forestrategygiacessions and
meetings. Thi s 1 s due to increasing referrals t o ukt
agency response. Additionally cases are becoming more complex and the safeguarding agenda is
increasing in terms of responses required for contextual harm. A safeguarding summit is planned for July
2021. This to | ook at how both the safeguarding
Department, wards, children’ s c¢ o mreaoadhalénges and gresauras,
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6.4

6.4.1

6.5
6.5.1

6.5.2

and how we work more innovatively and in different ways. The team will look at processes to avoid
duplication and to consider what needs to be undertaken by specific disciplines.

Youth services

With the national and local focus on the youth violence agenda it is timely to review the governance
arrangements for the Oasis Youth Service based within the Emergency Department. As a standalone
service no contingency is in place to cover extended staff periods of leave which could lead the service to
be susceptible in terms of being able to deliver a full provision to this vulnerable cohort of young people.
The team have been predominantly working virtually over the last year; this can lead to missing
opportunetcbedabfer mbment s’ when the young person
undertaken in understanding and responding to the disproportionate disparity in terms of ethnic profiling
of the victims.

Mental health

As noted in previous sections we have continued to see an increased number of children and young
people in crisis attending our Emergency Department services over the past few months, averaging 19 a
month. Many of these children and young people reside out of our local area and present challenges with
coordinating discharge, either to local acute mental health services or to local community mental health
and social care services. A common theme emerging from this group of children and young people are
concerns from parents about how they will manage the young person at home and what level of support
they will receive from community mental health services — a theme that is reflected nationally.

Evelina ED has been involved in a recent pan-London audit on Children and Young People in Mental
Health Crisis attending Emergency Departments led by South London and Maudsley that has identified a
number of action plans for each CAMHS provider collaborative to be shared with acute providers. These
include a reduction in avoidable attendances to ED of children and young people know to CAMHS
services. This audit also highlighted the known lack of parity that exists in 24/7 access to specialist mental
health services for children and young people in comparison to adults. To add to this work Evelina and
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6.6

6.6.1

6.6.2

GSTT recently volunteered to be one of two pilot sites in London for the completion of an audit of a set of
standards for emergency mental health led by South London and Maudsley and developed by a group of
young people with lived experience of using ED services when in mental health crisis. The audit tool has
recently been completed and we will shortly hear our self-assessment rating to enable us to use this to
identify areas for improvement in the experience of children, young people and their families, an area
where we currently have very limited feedback. Areas we are actively working on include the provision of

an area in children”s ED that is |l ess noisy and
people.

Pressures on Universal Services

The0-19 Uni ver sal Children’'s Services provide Heal

and Nutrition and Dietetic Services in Lambeth and Southwark. These services are commissioned by the
Local Authority and are in place to ensure every child receives access to universal healthcare, with
practitioners often carrying responsibility for high risk, complex children and families in challenging social
circumstances. In line with the NHS Long Term Plan, these services are vital for proactive prevention and
early intervention of health needs. These services are strategically important to Evelina London, as a fully
comprehensive provider of children’s communi t yl,
setting us apart from other organisations and positioning us to play a central role in population health
management.

Both Lambeth and Southwark universal services have experienced a 27% reduction in funding over the
last 6 years, which equates to between £2.5-2.9m reduction in each borough, when taking into account an
annual 2% reduction for inflation not received. The impact of disinvestment to date has been an overall
reduction in staffing levels, mitigated by service redesign and investments in mobile technology. Further
disinvestment has been confirmed in Lambeth to the value of £0.5m phased between 2020-2021 and
2022-2023. Southwark have also signalled further disinvestment is likely to be in the region of £0.83m
impacting in 2023-2024, delayed from 2021-2022 due to Covid-19. Significant service reductions will be
required in both boroughs to meet this level of disinvestment. Even service areas that are likely to be
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protected” from disinvestment wil |l 1sasenicep duetothd by
nature of how universal services operate together.

6.6.3 We are currently at a moment in time where external and internal factors mean that a more radical and
wide ranging redesign of 0-19 service is appropriate. Covid-19 has changed how many services are
currently operating, with both staff and clients broadening their understanding and expectations of how
healthcare can be delivered and accessed. The pandemic has also surfaced a number of longstanding
equality and diversity issues, as well as challenging team morale and resilience.

6.6.4 However, there are a number of opportunities currently. The r ecent i ntegration of t
into the Evelina London Clinical Group opens up greater opportunities for improving pathways of care
between midwifery and health visiting services. Similarly, as the CYPHP Programme continues to expand
its thinking around population health management, there is a real opportunity to explore how this research
could be applied alongside the principle of proportional universalism to target support at families who
need it most.

6.6.5 An options appraisal will be undertaken to determine the way forward in terms of managing these
challenges. Additionally safeguarding operating safeguarding operating procedures for universal services
have been reviewed to ensure that they are fit for purpose and achievable in terms of being able to be
delivered. Caseloads are regularly reviewed to ensure that they are appropriately allocated the right level
of the Healthy Child Programme.

6.7 Covid-19

6.7.1 Covid-19 has seen a reduction in the number of children initially presenting to the hospital and community
services, this i1s of great concer n a afetycnbtiing suicheam h a v e
school were not in place asusual. Some f ami |l i es have used shielding as
access to vulnerable children. The number s of referr al s siguficadtly atithd r e n’ s
start of the pandemic and this had an effect on the numbers of children referred for a child protection
medical. These reductions are due to the decreased direct contact with children and families. Numbers of
referrals typically fall during school holidays when children and young people do not have access to a
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6.7.2

7.1

trusted adult. Once children were finally able to return to school and resuming appointments there has
been significant increase in the number of referrals to our services. Covid-19 has had a significant impact
on the health and wellbeing of some children, young people and their families. Mental health is
increasing, children and families have been describing more social isolation. The longer term impact on
chil dr en’ swellbeeng is tnknovann d

With this in mind a number of measures have been put in place over the year to respond to the adverse

safeguarding risks associated with Covid-19. These include:

1 Safeguarding children standard operating procedures were implemented; this included revision and
increase in the frequency of safeguarding supervision and case management risk rating.

1 Re-establishing face to face contact for new Birth Visit by Health Visitors as soon as practical.

T The* Think Family’ approach to safeguarding of childr
staff for adults attending.

1 The safeguarding team have been flexible and responsive during Covid-19, adjusting to new ways of
remote working and managing the risks of face to face assessments.

1 The number of face to face appointments have been cancelled across the Trust, due to the risk that
this poses to the *hidden chil d’ the team requeste

open to children social care/vulnerable children. 29 referrals were received, from which communication
has been undertaken with social care and community teams.

1 Lambeth Local Authority have held a Covid-19 critical panel; plans are in place that this will step down
from being a weekly meeting. The Lambeth Partnership Escalation document has been recently
reviewed and cascaded as a reminder to all staff how to escalate concerns.

Learning and development
There is a continued focus on ensuring that staff within the organisation have the required knowledge and

skills in order to recognise and appropriately manage any safeguarding concerns that may present.
Training compliance is outlined in Table 11.
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7.2 A six week training programme was delivered within the Emergency Department in relation to youth
violence and risk indicators of child criminal and sexual exploitation. Due to ever changing methods of
recruitment into exploitation and gangs safeguarding there is a requirement to continually update
knowledge through communication with community and specialist team. For example there is a change in
the language and terminology used by some young people involved in violence, therefore self-education
required in order to interpret this during assessments. This training was subsequently delivered as part of
midwifery safeguarding training.

7.3  The Trust has been required to participate in a number of reviews in the last year; this includes Child
Safeguarding Practice Reviews (CSPRs), case reviews and audits. The CSPR have been undertaken for
a number of different Local Safeguarding Children Partnerships. New safeguarding arrangements with
regard to new Rapid Review and Child Safeguarding Practice Reviews came in to effect in 2019. It is
however clear that the new Rapid Reviews are far more than an initial mechanism, between notification of
a serious incident and consideration as to whether to commission a Child Safeguarding Practice Review.
They are reviews in their own right which, if done well, should identify learning beneficial to the
partnership, and allow this to be put into practice without further delay, or need for further review, such as
a child safeguarding practice review.

1 CSPR in relation to a child that sustained fractures and injuries suspicious of a non-accidental injury.
The Child and mother had been under the Lambeth FNP service from the antenatal period.

1 CSPR following a child suffering intrafamilial sexual abuse. The child had been known to school nursing
services.

1 CSPR in relation to a child who sustained injuries though to be deliberately inflicted. Family were known
to a number of services and agencies and long social care history.

1 There are 2 safeguarding rapid learning reviews undertaken in Lambeth in March and both of these
relate to young people that have sustained inflicted injuries of stabbing and or gunshot wounds. Both of
the young people were known to both hospital safeguarding and community services, primarily the
EOTAS nurse.

1 A rapid review has been undertaken in relation to suspected non-accidental death of an 11 week old
baby (one of twins). PM showed a skull fracture. A criminal investigation is ongoing.
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1 A rapid review has been undertaken in relation to a 5 months old baby that died as a result of an injury.
Whilst the injury is considered accidental, there are concerns of neglect in the home.

1 A local CSPR has been undertaken in relation to a young person who has been both a victim and
perpetrator of serious youth violence.

1 A neighbouring borough has undertaken a CSPR in relation to a young child who sustained injuries
thought to be non-accidental. This family had lived in the local area previously and had been under
universal health services.

74 The full details of t he r ewVuleanable Rersans Absumrcel Gommitlee a t t
which also monitors progress with any actions resulting from the findings and recommendations. Once
the reviews are complete and the reports published then the learning from the various case reviews is
i ncorporated in to the Trust'’'s internal safeqguarding
various forums and briefings.

7.5 A number of the reviews have focused on young people who have died or significantly harmed as a result
of youth violence or knife crime. This remains a priority area for the multi-agency partnership. A number of
actions have been done as a result of this and in particular training for staff around contextualised harm;
all safeguarding children training covers elements of Adverse Childhood Experiences and trauma
informed practice. The Multi-agency Sexual and Criminal Exploitation Panel Meetings have been
remodelled and the Child Sexual Exploitation Matrix has been redeveloped which has given partner
agencies a clearer guide to making referrals and providing help and protection.

7.6  The safeguarding team undertake regular single audi t s of t he  Ttiorusydstems and hi | d
processes. The results of the audits are presented at the Safeguarding Children Operational Committee
who is responsible for the monitoring of any actions that have arisen as part of the audit results. Audits
included:
1 Family Nurse Partnership case notes to review and assure safeguarding practices and record keeping.
1 Audit of all children identified as on a child protection plan. The cases have been audited against
Carenotes records to assure that every case is known to community health services, that the children
have been seen recently and the cases have been supervised and RAG rated.
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7.7

8.1

8.2

1 Reviewing the efficiency of liaison between the safeguarding team, Midwives and health visitors in
relation to pregnant clients for whom there is a safeguarding concerns such as poor maternal mental
health, victims of domestic abuse.

Additionally there have been 3 Quality Improvement projects
1 Safeguarding Advice: what works for frontline practitioners? This has included a second phase of
ascertaining views froma nati onal survey of s af e g uSafeglarding

advice: Advisor training, competencies and what

1T Sur vey of clinician’s experience ol§ during thee Covidel9
pandemic. The survey captures the teams reflections and suggestions for improvement should we
have a second wave of covid-19.

1T TheSout hwar k team toget her wndértbok && wekkdioeohd new fthveay
for strategy discussions including the Safeguarding specialist nurses looking at the health input into
strategy discussions. The results of this have informed pathways going forward.

User involvement

The acute safeguarding children team is committed to providing face to face interventions, risk
assessments and safety planning. Alongside expert advice and support for clinicians. In light of outcomes
of serious case reviews and learning practice reviews it was noted that we achieved positive outcome
when offering focused and bespoke intervention for young people. This has been embedded in
safeguarding practice for all cases not just serious youth violence and has seen positive outcomes. The
positive engagement from young people with bespoke opportunistic engagement prompts a need to think
from a wider perspective as to how our services are set up for young people, with serious consideration to

f

a l

prof
wWor
ace

Ca

the face that *‘lt’s not young people that are hard t

There is an ongoing need to gather patient feedback for service users in contact with the acute
safeguarding children’s team in order to drive
and families. The safeguarding nurse specialist has worked with the cohort of young people attending
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9.1

9.2

9.3

9.4

with violence related injuries and received positive feedback. However, this needs to be a wider roll out in
obtaining service user feedback across the safeguarding service.

Assurance Statement

The Quality and Performance Committee is to be assured that over the last year the Trust has adhered to
its statutory duties in line with Section 11 of the Children Act. The safeguarding the welfare of children is a
priority of the Trust. Systems and structures are in place to support staff through the early recognition,
responding to and reporting concerns of children at risk. This includes having a dedicated safeguarding
team, policies and procedures and training in place. The Trust meets its statutory requirements in relation
to pre-employment clearance of staff, including enhanced DBS checks. Compliance is monitored
centrally.

There is a robust governance process for reporting and reviewing of all safeguarding concerns through
safeguarding operational groups. The Vulnerable Persons Assurance Committee leads and supports all
safeguarding activity and ensures that the Trust executes its statutory duties in relation to safeguarding
children and adults. This Committee receives quarterly reports from the individual safeguarding children
and a opedatiorialggroups responsible for ensuring that the safeguarding statutory duties are adhered
to by all clinical services.

The Trust will continue to review and challenge its arrangements in order to support safe and consistent
practice, adhere to its statutory duties and will respond positively and assertively to the changing
guidance and national reviews. The key objectives for 2021-22 are set out in the Safeguarding Work Plan
attached to this report in Appendix 3.

The Trust ' s anato ensupethatsafeguandiegsarrangements are safely maintained and that
the Trust continues to develop a competent and capable workforce in relation to recognising and
appropriately responding to safeguarding concerns. Priorities going forward will include: Innovative
working to meet the increasing complexities of the safeguarding agenda; Partnership safeguarding
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policies and practices; Unifying work with RBHT; transition support: children to adults and care leavers;
Domestic abuse; Contextual safeguarding and including streamlining partnership work, particularly
around serious youth violence and contextual safeguarding; Prevention and early intervention. The
objectives outlined in the work plan will be added to as new guidance evolves.
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Appendix 1:

Breakdown of activity

Table 1. Top five reasons for referrals to acute based team

Parental mental health 280 DNA (was not brought to) 363
(16%) appointments (18.1%)
Physical injuries 227 Concerns regarding parenting 333
(12.9%) abilities/ care issues (16.6%)
Concerns regarding parenting 196 Parental mental health 281
abilities/ care issues (11.2%) (14%)
Deliberate self-harm/ overdose/ 176 Physical injuries 227
alcohol related & other mental (10%) (11.3%)
health
DNA (was not brought to) 164 Deliberate self-harm/ overdose/ 181
appointments (9.3%) alcohol related & other mental health (9%)
Table 2. Mental health presentations
Anxiety/depression 16 Anxiety/depression 41
Behavioural issues 38 Behavioural issues 8
Bullying 4 Deliberate overdose 41
Deliberate ingestion of toxic substances 6 Deliberate self-harm 8
Deliberate overdose 40 Postnatal depression 4
Deliberate self-harm 16 Psychosis/paranoia 56
Psychosis/paranoia 5 Suicide attempt/suicide ideation 76
Suicide attempt/suicide ideation 51 Alcohol/drug addiction 46
Totals 176 280
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Table 3: Local authority area

Q4| Total |

Table 4: Areas of referral to the safeguarding team

Adult A&E 90 88 107 96 381
Adult Outpatients 10 9 6 7 32
Adult Wards 17 21 16 14 68
Maternity (child related) 6 6 11 18 41
Paeds ED & UCC 79 78 132 114 400
Paeds inpatient 93 101 86 83 363
Paeds Outpatients/ 120 143 118 83 464

professional consultation

Bromley 9 8 11 10 38
Croydon 11 11 13 10 45
Greenwich 20 18 18 12 68
Kent 38 41 46 45 170
Lambeth 105 | 98 97 89 389
Lewisham 20 17 21 21 79
Other London Boroughs 38 63 52 48 211
Out of London 31 27 30 24 116
Overseas 1 0 1 2 4
Southwark 96 89 119 | 98 402
Surrey 4 9 11 7 31
Sussex 7 17 12 9 45
Wandsworth 11 16 9 6 42
Westminster 21 24 14 25 84
NFA 3 8 8 6 25
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Table 5: Materniti safeiuardinﬁ data

Aggressive behaviour 1 3 1 1 6
Children social care involved 51 89 77 43 260
Domestic abuse 95 103 161 71 430
Family Concerns 14 12 0 25 51
Homeless / housing 34 33 67 19 153
Learning disability / difficulty 8 2 31 5 46
Maternal mental health 56 94 51 36 237
NRPFs 35 13 16 26 90
Other 24 57 46 1 128
Paternal mental health 1 2 11 - 14
Physical disability 10 10 6 2 28
Poor antenatal care (late, non-booked, DNA, 10 41 13 14 78
concealed)

Substance misuse 9 11 22 2 44
Teenage pregnancy 15 19 19 13 66
Total 363 489 521 258 1631

Table 6: Maternity area of residence

Lambeth 118 165 218 92 593
Southwark 107 133 139 56 435
Lewisham 22 47 50 19 138
Wandsworth 7 9 10 12 38
Westminster 19 17 12 7 55
Croydon 18 22 8 11 59
Greenwich 1 11 10 12 34
Other 71 85 74 49 279
Total 363 489 521 258 1631
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Table 7: FGM data

2018 - 2019 341 40 23 125
2019 - 2020 280 31 16 102
2020 - 2021 249 23 15 91

Table 8: Domestic abuse referrals

Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4

Number of total referrals 40 60 47 50 33 34 38 26
Nu_mber _of refe_rrals that have 12 19 12 9 26 o8 26 29
children in family
Tota_ll_ number of children in 21 46 17 20 38 43 35 31
families

. - 39 53 44 0 33 33 38 26
Initial engagement from victim (97.5%) (88.3%) (93.6%) 47 (94%) (100%) (97%) (100%) (100%)
FoIIO\_N up post discharge / 29 39 35 39 31 32 34 23
ongoing work
Number of referrals to MARAC 3 5 5 7 1 0 0 0
Table 9: MARAC activity and Health Visitor follow up within time scale
MARAC Q1 Q2 Q3 Q4
MARAC HV notifications Lambeth 46 33 54 37
MARAC HV noatifications follow up 45 (97.8%) 32 (96.9%) Incomplete Incomplete
Lambeth (1 month missing) (1 month missing)
MARAC HV notifications Southwark 79 108 67 94
MARAC HV noatifications follow up 75 (94.9%) 106 (98.1%) 62 (92.5%) 93 (98.9%)
Southwark
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Community safeguarding data

Chart 6: No. of children subject to Child Protection Plan

Chart 7: Age range of children subject to child
protection plan
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Chart 11: Initial case conference invites and

Chart 12: Initial case conferences invites and
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Target Total number to train | Numbers compliant Overall Trust

compliance
Level 2 80% 7626 6675 87.54%
Level 3 80% 2884 2231 77.36%

Table 11: Level 3 child protection training as of 11 May 2019

1 Evelina Central 83.67%

1 Evelina Community Services 406 312

1 Evelina Medicine and neonatology 799 624

i1 Evelina Surgery and PICU 555 572

1 Acute & General Medicine 406 309

1 Dental 120 96 80.83%

1 Integrated local services 41 35 87.8%
Table 12: Compliance with safeguarding supervision within the required timeframe

Mar-20 | Apr-20 | May-20 | Jun-20 | Jul-20 | Aug-20 Sep-20 | Oct-20 | Nov-20 | Dec-20 | Jan-21 | Feb-21
HV Supervision: Lambeth 93% | 94% | 94% | 98% | 91% |100% | 100% | 100% | 92% | 91% | 100% | 96%
SN Supervision: Lambeth | 15905 | 100% | 100% 95% | 90% | 100% | 100% | 94% | 95% | 100% | 94% | 83%
SN Supervision: Southwark | g0 | 9294 92% | 100% | 100% |98% 98% | 100% | 100% | 98% | 98% | 98%
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Appendix 2: Safeguarding Children work plan 2020 — 21

Complete - In progress [ Overdue -
Objective Action needed for Progress to Date Who is responsible | When will RAG status
compliance for implementation | it be
achieved?
Policy and Procedure Standards
To ensure that all 1 Guidance to be Currently guidance is up | Debbie Saunders As required

safeguarding policies and
guidance are in line with
national guidance.

reviewed a minimum of

once a year or more
frequently if any new
national guidance
emerges.

to date.

Governance and Leadership

The organisation has a policy | I Supervision policy in T Initial revisions of Rachel Coogan & October
that ensures that staff who are place. Will need supervision policy Hannah Bracey 2020
in contact with safeguarding revision during 2020 undertaken. (Named Nurses)
children receive regular 1 Putonhold as
supervision and support. interim measures
needed to be put in
place due to Covid-
19.
As services expand (RBH) 1 Need for due diligence | Governance Janet Powell & October
and use of private facilities of safeguarding arrangements re Debbie Saunders 2020

(Portland) needs to ensure
that due diligence of
safeguarding arrangements is
in place.

arrangements.
1 Understanding of

safeguarding structures

and arrangements in
these areas.

Portland being reviewed
in line with Covid-19
work.
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To build and develop the Recruit to all vacancies | To commence Debbie Saunders November
safeguarding team. in the safeguarding 2020
team.
Ensuring that the Leadership
safeguarding leads are development for named
developed to their full professionals
potential. Review team working
and ways of working in
the team.
Team away days to be
planned.
Training to be provided
in terms of RCA/ report
writing.
Risk Management
Risk of hidden harm to Covid-19 risk mitigation | Covid-19 mitigation plan | Janet Powell/ Debbie | Ongoing

children due to Covid-19.
Children may be at increased
risk of harm due to not being
brought to appointment, social
isolations etc.

plan in place.
Monitoring of KPIs to
determine any
variance.

in place.

Saunders/ Monica
Sherry

Development of meaningful
data to inform service delivery

Build and develop
measurable KPls.
Mapping of localities in
terms of distribution of
vulnerable children.

To commence

Debbie Saunders/
Hannah Bracey/
Rachel Coogan

November
2020
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Partnership and multiagency working

To work with the Local
partnership in regards to
safeguarding arrangements
and local priorities.

Work with current
LSCB re arrangements
Undertake S11
annually

Review all priorities and
determine health
response

1 Membership of both

Lambeth and
Southwark LSCB.

1 Revise sub group

membership to
maximise attendance

Janet Powell/ Debbie
Saunders

March 2021

Contextual safeguarding and
including streamlining
partnership work, particularly
around serious youth violence
and contextual safeguarding.

Revise governance of
the Oasis youth
service.

Revise service model of
Oasis to determine that
it is optimal and meets
the needs of the
service.

Mapping of children
and young people at
risk of contextual harm.
Membership of youth
panels / MASE etc.

1 In progress

Dr John Criddle &
Bethan Morris

November
2020

Review of arrangements for
health involvement within
strategy discussions so that
this is optimal.

Quality improvement
initiative in place to
review the approach to
undertake in relation to
health contribution to
strategy discussions.

1 In progress.

Dr Nkiru
Asiegbunam &
Rachel Coogan

August
2020
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Training and Development Learning and Improving

Develop training strategy to

be in line with Intercollegiate
guidance. Explore feasibility of
having combined
safeguarding children & adult
training strategy.

1 Options for blended
approach to be
determined.

1  Work in conjunction
with safeguarding
adults team and ET&D

On hold at present and
interim training strategy
in place.

Debbie Saunders &
Mala Karasu

A skilled workforce that is
supported by high quality
evidence based specialist
health services.

Safeguarding training will
continue to be delivered
appropriate to
role and responsibilities to
ensure 85% organisational
compliance. All staff will have
three yearly safeguarding
training as a minimum.

9 Appropriate training
developed, updated and
delivered.

9 All directorates in the
Trust to be 85%
compliant.

1 Training strategy to be in
place.

Monthly monitoring of
training data.

Training material revised
minimum of 6 monthly

Work undertaken on
revision of training
strategy to be in line with
Intercollegiate guidance.
This on hold as interim
measures needed to be
put in place during
Covid-19.

Debbie Saunders

2019-2020 | Ongoing

To test that safeguarding
systems and structures are
optimal and that practice
relates to standards.

Measures to be in place to
test that lessons from
previous case reviews are
embedded in to practice.

Develop audit programme
for the year.

As per audit plan

Named
Professionals

August
2020
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GSTT will implement any Dissemination of lessons to | As required Debbie Saunders 2020-2021
actions and learning from staff forums. Findings to be as required
serious case reviews, external | incorporated in to training
or national reports to ensure provision/ newsletters
that the lessons are learnt across the organisation
across the organisation.
To learn from any untoward Undertake full chronology As required Named 2020-2021
incidents/ serious case and analysis of case of Professionals as required
reviews concern.
Transition support: children to | Determine appropriate Membership of ELCH Bethan Morris, Dr March
adults and care leavers pathways Age Appropriate Care Emma Parrish, and 2021.
group. LAC Named leads
Membership of Lambeth
Adolescent at Risk sub
group.
Transition guidance
being updated.
User involvement
The safeguarding strategy, To develop further To be developed Named professionals | November
planning and delivery, feedback mechanisms for 2020

involves and takes account of
patients, users and carers
experience.

service users.

* This work plan will be updated and added to depending on any changes in legislation and requirements of the organisation.
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Appendix 3: Safeguarding Children work plan 2021-22

Complete - In progress [ Overdue -
Objective Action needed for Progress to Date Who is responsible | When will RAG status
compliance for implementation | it be
achieved?

Policy and Procedure Standards
To ensure that all 91 Guidance to be reviewed | Currently guidance is up | Debbie Saunders October
safeguarding policies and a minimum of once a to date in terms of 2021
guidance are in line with year or more frequently if | legislation.
national guidance. any new national

guidance emerges. To have revision in term

1 To unify safeguarding of unifying procedures

policy and procedures between GSTT and

across GSTT and RBHT | RBHT
The organisation has a policy | § Supervision policy in Initial revisions of Rachel Coogan and | September
that ensures that staff who place. Will need revision | supervision policy Alberta Awotwi 2021
are in contact with during 2021 undertaken.
safeguarding children 1 To add to policy
receive regular supervision regarding different
and support. methodologies of

delivering supervision
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Governance and Leadership

Need to ensure that there is Safeguarding nursing, Summit arranged for Janet Powell December
capacity and sustainability midwifery and Doctors July 2021. This work will 2021
within the team to meet leads away day and result in a clear plan of
demands and increasing safeguarding summit action and work streams
levels of vulnerability. planned for July 2021. to take this work
This to look at how both | forward.
Review to determine how to the safeguarding teams
manage the increased and the wide
demand versus capacity to workforce, i.e.
ensure that children are Emergency Department,
safeguarded and that the wards, child
expected outcomes are not community and universal
compromised. services look at the
challenges and
pressures, and how we
work more innovatively
and in different ways.
Revision of Standard
Operating procedures
Demonstrate compliance Complete Section 11 Section 11 complete and | Debbie Saunders July 2021
with Section 11 Children Act audit with evidence for submitted to Southwark
duties the Local Safeguarding LSCP 06.07.21
Children Partnership
Review the DV IDVA service Review DV Meeting being arranged | Janet Powell/ Chris October
provision in the Trust. arrangements of Reach | for January 2021. Barker 2021

and Mosaic to determine
service commissioning
arrangements.

Revise reporting metrics
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Review safeguarding

9 Due diligence to review

Due diligence completed

Janet Powell/ Debbie

October

structure, governance and and scope the current and will inform work that | Saunders 2021
reporting of safeguarding in structure and ways of needs to be completed
relation to RBHT. working. going forward.
1 Joint working with
RBHT.
9 Joint reporting metrics to
be determined.
Risk management
The Trust is developing a 1 Identification of subject Subject matter experts Debbie Saunders/ 2021-2022
new Electronic Patient matter experts to identified Janet Powell
Record system Epic—Apollo. contribute to the
programme.
Safeguarding children T Enablers to be identified.
recording and documentation | § Attendance at various
needs to be integral to this. working groups to inform
and deliver.
Training and Development Learning and Improving
A skilled workforce that is 1 Appropriate training Monthly monitoring of Debbie Saunders 2021-2022 | Ongoing

supported by high quality
evidence based specialist
health services.
Safeguarding training will
continue to be delivered

appropriate tag

role and responsibilities to
ensure 85% organisational
compliance. All staff will have
three yearly safeguarding
training as a minimum.

developed, updated and
delivered.

9 All directorates in the Trust
to be 85% compliant.

9 Training strategy to be in
place.

training data.

Training material revised
minimum of 6 monthly

Work undertaken on
revision of training
strategy to be in line with
Intercollegiate guidance.
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Improve practitioner Trauma informed Trauma informed Bethan Morris, 2021-2022
awareness of trauma champion who has champion identified and | Safeguarding nurse
informed practice that this undergone specific received training. specialist.
becomes central to training programme. Rosie Woods, Child
assessments. Training programme for protection trainer
staff to be developed to
roll out trauma informed
practice to key areas
Partnership work
Contextual safeguarding and Through continued 1 In progress Debbie Saunders/ Dr | 2021-2022

including streamlining
partnership work, particularly
around serious youth
violence and contextual
safeguarding.

partnership working with
SSPB and LSPB
Revision of the
governance of the Oasis
youth service.

Revise the service
model of Oasis to
determine that it is
optimal and meets the
needs of the service.
Mapping of children and
young people at risk of
contextual harm.
Membership of youth
panels / MASE etc.
Education for staff

John Criddle &
Bethan Morris
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User involvement

The safeguarding strategy,
planning and delivery,
involves and takes account
of patients, users and carers
experience.

To develop further feedback
mechanisms for service
users.

To be developed

Named professionals
Janet Powell

November
2021
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