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1. PURPOSE OF REPORT 

1.1 To share information about the activity of both the Children (RBSCB) and Adult 
(RBSAB) Safeguarding Boards in respect of quality assurance and promote 
discussion about the learning arising from this activity.

2. RECOMMENDATIONS

2.1 That the committee:

 Notes the content of the report
 Discusses the relevance of the Report for the work of the committee itself; 

and
 Agrees any actions the Committee wishes to take to complement the work 

of the RBSCB and RBSAB in ensuring arrangements for safeguarding 
children and adults within the Borough are robust. 

3. INFORMATION

3.1 This Report covers quality assurance activity undertaken by the two 
Safeguarding Boards in the period from April 2016 to March 2017.  It pre-empts 
the analysis which will be published in the Boards’ Annual Reports in order to 
provide the Overview and Scrutiny Committee with more timely information.

4. QUALITY ASSURANCE ATCIVITY 

4.1 The Boards work to a quality assurance framework based on that developed as 
a pan-Greater Manchester approach.   Initially this was designed to support 
the work of the Children Safeguarding Boards but we have adapted it for use 
also in respect of adults.  The framework comprises several elements and is 
managed by a sub-group of the Boards which report quarterly to the full Board.

4.2 The core elements are:
 An audit of agency compliance with statutory safeguarding 

requirements;
 Monitoring of multi-agency performance data;
 Thematic multi-agency case file audits;

https://www.rbscb.org/landing-page/


 An audit of schools’ compliance with safeguarding responsibilities;
 Statutory case reviews following serious incidents; and
 Scrutiny of single agency inspection/audit findings.

4.3 Section 11 audit & self-assessment: 
 

Working Together Guidance 2015 requires Children’s Services to undertake a 
Section 11 Assessment. This is an annual self-assessment designed to ensure 
individual agencies are complying with key standards in relation to 
safeguarding children. A version of this safeguarding self-assessment was also 
adopted as good practice by partners who provide services to Adults and is 
based on the standards set out in Section 11 of Working Together Guidance 
2015. In an attempt to rationalise the work required by partners and to promote 
the ‘Think Family’ approach, it was agreed to merge the children’s Section 11 
audit and the adult safeguarding self-assessments to give an overview of 
safeguarding arrangements across the Borough of Rochdale.

Due regard was given to the statutory and non-statutory requirement for the 
completion of this audit. Assurance can be given to RBSCB that the combined 
audit meets all the statutory requirements identified in Working Together 
Guidance 2015.  The format developed identifies 59 individual standards within 
7 key themes where agencies are required to describe how they meet 
individual standards and to identify evidence that indicates their level of 
compliance. Where agencies identify gaps or areas for development and 
improvement they are prompted to indicate how this will be addressed.

Headlines
 All agencies have a named identified strategic lead for Safeguarding 

that
 All agencies report appropriate policy regarding contractors brought in 

on a short-term basis.
 All partners continue to report good compliance for all HR processes 
 Agencies report full compliance with the standards that test professional 

and character references
 Evidence of improved dissemination of outcomes and findings from 

reviews and inspection indicates improved compliance when compared 
to the previous year.

 Agencies’ compliance with complaints, allegations and whistle blowing 
is evidenced as good.

 Agencies understand their duty to share information where there are 
child protection concerns even without the users consent and 
organisations can ensure information which is of a personal and 
sensitive nature is accurate, up to date and kept confidential where 
appropriate.

 Organisations also demonstrate that improvements in evaluating 
outcomes from the perspective of the adult, child or young person have 
been sustained.

A Challenge Panel was held as part of this self -assessment to validate 
evidence provided by agencies. The challenge panel was planned and 
completed over two days on 15 March 2016 and 16 March 2016. Three 
sources of information were used to identify the challenges for individual 
agencies.
A. The information provided within individual agency returns was considered 
and the two key themes where, collectively, partner’s assessments of grades 
were the lowest were a focus for questioning



B.  Multi-Agency audit findings throughout the preceding 2.5 years
C. Agency progress against SCR and SAR recommendations
This additional scrutiny confirmed that collectively the Staff Induction Training & 
Development key theme is a risk to RBSCB and RBSAB. Agency 
representatives offered many specific examples to demonstrate not only 
progress to date but also the impact of the improvements across a wider 
safeguarding agenda. The evidence offered resulted in the panel making a 
recommendation for some agency assessed grades being uplifted. Conversely, 
despite advance notice of the standards to be challenged, some agencies 
could only provide limited responses

4.4 Monitoring of multi-agency performance data:  

A range of performance indicators are scrutinised and reported to the Boards 
quarterly.  Any indicators causing concern are highlighted as are indicators to 
celebrate.  Where performance is of concern agencies are required to identify 
action and report back and progress is monitored and concerns escalated as 
necessary. An example of a quarterly report is provided below in italics.  Key 
concerns which have arisen during 2016/17 included:

Children’s PIs -

CSCSPB016:  Rate of section 47 enquiries per 10,000 population The analysis 
undertaken last year showed that in approximately 25% of cases these could have 
gone straight to assessment and CIN, even though risk was identified.  The rate of 
section 47 enquiries in Quarter 2 of this year is in line with Q1.  A Demand 
Management Strategy has been developed to support workers in managing risk 
across the threshold of need, has been implemented and this will be impacting 
across the partnership. From a high rate reported in September 2014 this rate is 
almost in line with the target .  When considering this rate with the number of 
children subject to a Child Protection Plan it can be seen that there has also been 
a reduction over the same period.  However, the number of children subject to a 
CP Plan  reported as an ‘indicator to note’ in Q2 as this is now a low number.
NW regional data for Q3 indicates that 23% of the Child in Need population are so 
as a result of being Looked After with 14% the subject of a Child Protection Plan.  
Rochdale’s position indicates a 3% increase in both of these categories when 
compared to these regional percentages.   From regional figures collected from 22 
LA’s this places Rochdale = 8th highest for their CP Population and = 6th  highest 
for their Looked After population.   

CSCSSNI 43:  Young people within the Youth Justice System receiving a 
conviction in court who are sentenced to custody there were 5 young people 
sentenced to custodial sentences from 48 sentencing incidents in the second 
quarter 2015-16 (appendix 1)

Adult PIs – 

The adult Boards PI were reviewed and redeveloped in 2015-16. Early in the year  
there was a reliance on Adult Social Care Data however by the end of the year a 
full suite of multi-agency PI’s had been developed and accepted by the Board. 
Updated information will be available in the Board next update to the committee.

4.5 Thematic multi-agency case file audits:  

A range of multi-agency audits have been completed and reported to the Boards 
on the quality of multi-agency practice around the following themes:-



Self-neglect (Adult):
This audit focused on the events that resulted in the identification of self-neglect 
concerns.  A number of interventions/events have been graded positively and 
demonstrate an impact on the adult

 Worker completing the assessment at the pace of the adult
 Individual cases demonstrate some excellent single agency work 
 Professionals knew individuals well in some cases and how to engage them
 The initiation of a range of assessments and specific work is clear

However some gaps have been identified:

 Family relationships were not clearly identified in cases and links to children 
in families were not established

 Opportunities to share information between Adult Care and Children’s 
Social Care were not taken

 Delays in responding to a safeguarding concern was evident in 3/5 cases.
 Multi-agency plans were not in place and risks were not clearly identified in 

3/5 cases
 Professional challenge within and across agencies is not demonstrated
 Not all agencies could demonstrate up to date record keeping and the 

recording of decisions made

Domestic Abuse 
This audit focused on the response to a domestic abuse incident in September 
2015.
Interventions/events that have been graded positively and demonstrate impact on 
adults, children and their families are below.  

 Individual cases demonstrate some excellent single agency and multi-
agency work

 The wellbeing of victims can be seen as a priority 
 DA risk levels were assessed, recorded and reviewed 
 The initiation of a range of assessments is clear
 A number of cases demonstrated workers building good relationships with 

victims and offering support beyond what was expected by their agency. 
 A ‘Think Family’ approach was evidenced in some cases with 

recommendations how to strengthen this in some others
However some gaps have been identified:

 Audits identify missed opportunities to intervene earlier in 2 cases 
 DA was not the main focus in children’s cases and in 2 cases no 

observations were offered that outlined the DA work undertaken with the 
family

 MARAC meetings are not formally minuted
 Domestic Abuse was not known to many agencies
 The absence of audit information from commissioned services has 

impacted on the grades given within this audit for the impact of 
interventions

Children Missing from Home
This is a repeat of the audit undertaken in July 2015.  Interventions/events that 
have been graded positively and demonstrate impact on children and their families 
are below.  Those emboldened were also identified in both the July 2014 & July 
2015 audit – either wholly or in part:



 Evidence from systems indicates good working together practices with 
Police, Sunrise, CSC, and other professionals

 Individual cases demonstrate some excellent work 
 Whilst formal escalation has not been required, professional challenge is 

evident in  cases
 Safe and Well checks are regularly undertaken
 The initiation of a range of assessments and specific work is clear
 The systematic process for the notification of MFH episodes to agencies is 

evident in this audit.  This is key piece of information sharing where 
linkages to services can be made. (previously reported as a gap)

However some gaps have been identified:
 Both parents should be considered in assessments, planning and 

assessing risk to young people
 Sharing of plans early is essential to ensure agencies are clear what the 

issues are and actions required.  
 As a key document that evidences the child’s journey chronologies are kept 

up to date and utilised.

Transitions
The terms of reference for the audit were as follows:

1 case randomly selected where the following features were identified within 
the case. A case that had transitioned to Adult Care and who was now aged 
18.5 years to 19 years old. The purpose of the focus group is to identify areas 
of good practice and areas of concern to provide a baseline of performance. 
Emerging themes will provide a basis for further, more focused audit activity. 
There will be a clear focus on impact and outcomes, in line with the Ofsted full 
inspections of safeguarding and children in care.  

Discussions within the focus group indicated that despite the significant complex 
and high risks within this case they had made a difference and identified the 
following as having made a contribution. 

 A formal learning and development diagnosis as early as possible 
 Multi agency working was good.  Agencies communicated well.   
 Information sharing was good – but not all early history information was 

shared with Adult Care 
 Pathway planning did take place, but this was too basic
 Professional challenge was evident but more could be done
 Transition Planning processes were followed – although some delays were 

identified
 Opportunities to contribute to decision making and planning processes 

were regularly explored with the young person but declined in the majority 
of cases.

 Practitioners persisted in their attempts to build relationships and engage 
her throughout the time of their involvements. 

Gaps
 The Pathway Plan Part 1 was completed in May 13, Pathway Plan Part 2 

was finalised in November 2015 – a significant delay.
 No independent reviews of the Pathway Plan post leaving care. 
 The lack of a formal plan, tailored to the individuals’ level of understanding, 

appears to have impacted on the transition process. Some information 
shared at the focus group was not previously known to the new worker in 
adult care. 



 The plan to move from a stable placement to one considered unsuitable by 
professionals went unchallenged by the IRO

 A Personal Advisor was not allocated in this case until just prior to her 17th 
birthday.  Rochdale’s Care Leavers Offer January 2014 states that “at the 
age of 16 the Personal Adviser will be introduced”.   

 Social Care staffing changes had an impact on the transition planning and a 
number of placement changes were unplanned.

 An earlier diagnosis of health issues could have influenced and supported 
assessment, planning and decision making.

Learning
 Best Practice would suggest that a discharge review should take place 

when a young person leaves care in an unplanned way
 Consider allocating a permanent social worker to cases where relationship 

and engagement issues are evident in preference to a succession of 
agency workers.

 Consider at the earliest opportunity the impact of early childhood traumas 
on the young persons health and well-being.

 Currently, there is limited housing provision in the area and better facilities 
would benefit vulnerable young people.  A project is currently underway 
across three LA’s to consider re-commissioning, remodelling and funding to 
see what can be done differently.  

These audits identify both good practice and areas where practice improvement is 
required.  Action plans are developed in response to findings and monitored for 
completion.  While some findings are specific to the theme there are some which 
feature more commonly across practice. Summary reports can be found on the 
RBSCB website 

4.6 An audit of schools’ compliance with safeguarding responsibilities, first completed 
2015-16 and updated 2016-17, is now a feature of the Board’s QA framework and 
completed by all schools in the Borough. Findings from the 2016-17 update will be 
reported to the Board in May 2017 School safeguarding responsibilities are set out 
in Section 175 Education Act 2002.

4.7 Statutory case reviews following serious incidents
Serious Case Review (SCR)
During the course of 2016-17 two SCRs and one SAR were completed.  Both 
these are subject of statutory requirements and process.  While the aspiration is to 
publish these reviews, this is not always possible to do on a timely basis often due 
to other processes such as criminal proceedings or coronial proceedings. Where 
the publication of the full report is not possible or is delayed then the learning briefs 
will go out in advance of final publication so that learning is not delayed.

The Serious Case Review for Child K was published on the RBSCB website in 
January 2017. Key themes from this review included the recognition of Domestic 
Abuse, Sexual abuse and working with difficult to engage families

The Serious case Review for Child L was completed in March 2017 and will be 
published following completion of coronial proceedings. Key themes from this 
review include the use of multi -agency processes, resistant parent, assessment of 
parental capacity to change, management oversight, critical thinking, the role of 
men and record keeping.



Safeguarding Adult Reviews (SAR)
One Safeguarding Adult Review (Adult B) was completed in 2016-17 and was 
published on 30th March 2017. The report has been published on the 
www.rbsab.org website. Adult B was found dead in spring 2016. He misused 
alcohol and began to associate with a group of men and women who had a similar 
lifestyle to his own and alcohol was a common bond. 
Key Learning
The Board should;

 Work with all agencies to identify how to improve the level of professional 
enquiry that is made in respect of concerns about vulnerable adults; 

 Ensure that, in cases were abuse is known or suspected, a named 
professional who can take responsibility for leading the actions to reduce 
the abuse is identified from within the partner agencies; 

 Reinforce the need to ensure a formal capacity assessment is made to 
check if a people’s judgements on ‘first principle’ is accurate and they have 
capacity within the terms of the Mental Capacity. The outcome of that 
assessment, and the rationale for it, should always be recorded;

 Ensure that key family members are identified and consideration given to 
engaging them in the safeguarding process (e.g. inviting them to strategy 
meetings if appropriate);

 Ensure information and contact details for key family members are, subject 
to their consent, shared with other agencies at strategy meetings unless 
there is a good reason for not doing so;

 Undertake work to ensure that professionals recognise and understand the 
problem of alcohol misuse and how they can work with and support people 
who misuse alcohol. In particular, more guidance is needed as to what the 
thresholds are when assessing the vulnerability of someone who misuses 
alcohol.    

Single Agency Audit
In addition, a Single Agency Review - Root Cause Analysis (RCA) was completed 
in respect of Adult G by Pennine Care NHS Foundation Trust. Adult G had been 
admitted to hospital for observation and tests. Adult G has a long history of anxiety 
and depression and took his own life following discharge. Learning has identified a 
lack of leadership on the Ward due to staff sickness and lack of a formal care plan 
on discharge. The Action Plan has been completed which the group did challenge 
and further information was requested. The actions have now been completed.

Scrutiny of single agency inspection/audit findings:  All agencies are requested to 
share single agency inspection or internal audits and reviews which raise 
safeguarding concerns.  These are discussed at the sub-group and completion of 
actions monitored.

5 The QA framework and Learning and Improvement framework gives both Boards detailed 
Safeguarding information and data in the Borough. The Boards processes enable a 
detailed analysis and triangulation of this data which gives the Board a view on the quality 
of practice. The challenge for the Board is to:

a. Start to measure improved outcomes from multi agency safeguarding strategies 
b. Ensure lessons from SCR and SAR are embedded and result in the required 
changes in practice leading to improved out comes for children and adults.

6 FINANCIAL IMPLICATIONS

6.1 None directly arising from this report.



7. LEGAL IMPLICATIONS

7.1 The Children Act 2004 requires each local authority area to establish a Local 
Safeguarding Children Board.  The Care Act 20014 sets out the arrangements 
which must be made to ensure a Safeguarding Adult Board is in place. 

7.2 Governmental guidance specifies the governance arrangements and 
recommended membership.  Whilst the Boards are independent bodies with an 
Independent Chair, the Council is the “Accountable Body” for the Boards and 
provides support in administration of their functions and finance. The Boards 
are funded from partnership contribution.

 
8. PERSONNEL IMPLICATIONS

8.1 None arising directly from this report.

9. RISK ASSESSMENT IMPLICATIONS 

9.1 The effective management of inter-agency work to safeguard children and 
adults with care and support needs in the Borough is a priority for all partner 
agencies.  Review after review record the potentially fatal impact of poor 
practice and flawed multi-agency approaches to safeguarding. No system will 
eradicate the harm that can be done at the hands of those entrusted with the 
care of the vulnerable but it is incumbent on all professionals, and the agencies 
by whom they are employed to ensure relevant policies and procedures are 
implemented and supported via a range of appropriate services. One of the 
responsibilities of both the LSCB and LSAB is to seek to ensure an appropriate 
quality of practice. 

Background Papers
Document Place of Inspection
Data reports from RBSCB Partner 
agencies
Reports of the RBSCB Sub-groups
Minutes of RBSCB Board meetings

RBSCB Business Unit


