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Foreword:

This is the second annual report produced under the auspices of the Blackburn with Darwen
Safeguarding Children Partnership, and the first full year of these arrangements being in place.
Prior to the establishment of this place-based Partnership, child safeguarding for the borough
was co-ordinated on a Pan-Lancashire basis. The commitment to local arrangements for the
governance of safeguarding (adopted across the previous Pan-Lancashire footprint) was to
ensure a better understanding of and response to local safeguarding need and the
enhancement of public confidence in the local arrangements for prevention and intervention
in safeguarding risks to children and young people.

As part of this first full year in operation, the SCP ensured that:

e Clear local safeguarding priorities were embedded as a focus for local partnership
working

e The partnership infrastructure established previously was reviewed, and maintained a
clear emphasis on evaluating the effectiveness of local safeguarding actions

e The transparent accountability structure of the partnership was introduced and quickly
took responsibility to oversee the establishment of a local response to safeguarding.

o Multi-agency data and audit was introduced to provide quantitative and qualitative
evaluation of safeguarding provision.

The report demonstrates how these local developments have had an impact upon the
safeguarding landscape. The next steps will be to ensure that further changes to the
safeguarding landscape, including the Children’s Social Care Reforms and amendments to
Working Together 2023, are put in place for 2025-2026 onwards and that the strategic remit
of the partnership in the medium term is clearly articulated and understood both by local
agencies and local people, through the delivery of our 2025-2028 strategy.
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Introduction:

Here in Blackburn with Darwen, we want to keep children safe, by ensuring that everyone
understands their roles and responsibilities when it comes to safeguarding, and by utilising
local resources effectively, and sharing best practice, learning and development. To ensure
this is embedded across the locality, the Blackburn with Darwen Safeguarding Children
Partnership (BwDSCP) will lead a multi-agency approach to safeguarding our children and
young people, and ensure all agencies within the partnership fulfil their responsibilities to the
community.

About Us:

History

The Blackburn with Darwen Safeguarding Children Partnership joined with our neighbouring
authorities of Blackpool and Lancashire in 2021 to form the Pan Lancashire Children’s
Safeguarding Assurance Partnership, or CSAP, however after a review of those arrangements
in Autumn 2022, it was agreed that there should be a change to a place-based model to allow
decision-making and accountability to be held at a local level. As a result, from September
2023, the BwD SCP has taken responsibility and oversight of Child Safeguarding across the
locality, and so have reviewed our priorities and governance structure, and has developed
local policies, strategies and workplans to reflect the new arrangements.

This annual report will report on the first full year of the BwWDSCP, as it established its
arrangements and governance post the move to locality-based oversight.

Vision for Blackburn with Darwen

“Working together to ensure children, young people and their families feel safe and
empowered to live healthier, happier lives and are enabled to reach their potential”

This vision is underpinned by the strategic aims and priorities identified throughout the
strategic plan for 2024-25. It supports the principle that safeguarding is everyone's business
and the need for all Blackburn with Darwen communities (resident or professional alike) to
work together effectively.

The BwD SCP’s strategic aims are:
* Making safeguarding everyone's business across our communities

+ Communities are able to recognise and respond to safeguarding concerns and support
prevention and early intervention

» Excellent safeguarding practice produces positive impact and outcomes for children,
young people and our communities

* A culture of learning and continuous improvement is embedded across the
safeguarding partnership

» The public feel confident that children and young people are protected.
The key principles underpinning this are:
» The child’s lived experience is central to effective safeguarding

« Partners, communities and families are working together to deliver on safeguarding



» Confident, competent practitioners, skilled in trauma informed practice, professional
curiosity and the sharing of information are able to identify and meet safeguarding
need

2024-25 Priorities

The four main priority areas for 2024-25 were agreed, and were identified as:

e Neglect

e Contextual Safeguarding

e Domestic Abuse

e Embedding the Multi-Agency Safeguarding Arrangements and partnership
governance

The practice of ensuring that the Voice of the Service User is heard, is an additional area that
was to be focussed on during the year.

Structure

The Blackburn with Darwen Safeguarding Children Partnership structure includes both
strategic and operational groups, to ensure that there is effective multi-agency working in the
local area.

The structure below shows the strategic and operational groups within the partnership, which
consists of:

Pan-Lancashire Alliance — Chief Executive level assurance group operating across the
Blackburn with Darwen, Blackpool and Lancashire partnership footprints, to provide a forum
for the Lead Safeguarding Partners to ensure accountability and sign off key decisions as per
their statutory responsibilities. This is currently chaired by the Chief Constable of Lancashire
Constabulary.

BwD Accountability Board — Executive level assurance group that consists of the Local
Authority Chief Executive, a Director from the NHS ICB, the District Commander for
Lancashire Constabulary, and the Leader of the Council, as well as the Partnership Chair,
Delegated Safeguarding Partners, and the independent scrutineer of the partnership.

BwD Safeguarding Children Partnership Board — Senior service leads and safeguarding
partners from all statutory agencies and wider local providers, including Children’s Social
Care, Education, Public Health, Health and their commissioned organisations, Police, and the
voluntary and charities sector.

Three thematic subgroups provide the operational oversight of the partnership’s functional
responsibilities, in relation to the priority area they are responsible for. They oversee policy
and procedures, audit and assurance, training and development and communications around
the thematic priorities of Neglect, Domestic Abuse and Contextual Safeguarding, and each is
chaired by one of the three statutory partners.

Each of these subgroups feed into the Safeguarding Effectiveness Group (SEG) which
implements the BwD Safeguarding Effectiveness Framework. The SEG is responsible for
overall quality assurance and scrutiny across the partnership, collecting and analysing data,
reviewing audit work conducted by sub-groups, and monitoring the wider safeguarding activity



undertaken across the partnership in the form of spotlight reports. This group reports directly
to the Partnership Board and is chaired by the Local Authority’s Head of Service for
Safeguarding and Assurance.

The Multi Agency Safeguarding Hub (MASH) formerly the Children’s Assessment and Duty
Service (CADS), also has a MASH Multi-Agency Strategic Group to oversee the function of
the MASH and this is chaired by NHS ICB Lancs & South Cumbria; whilst outside of the
partnership arrangements until December 2024, it has since been brought under the BwD
SCP’s governance structure and again reports directly to the SEG.

The Chairing of the groups is as follows:

Group ' Partnership Chair

Pan Lancashire Alliance Chief Constable, Lancashire Constabulary

Accountability Board Chief Executive, BwD Council

SCP Board Strategic Director of Children’s Services,
BwD Council**

Safeguarding Effectiveness Group BwD Children’s Social Care

Neglect Subgroup BwD Children’s Social Care

Contextual Safeguarding Subgroup NHS Lancs & South Cumbria ICB

Domestic Abuse Subgroup Lancashire Constabulary

MASH Strategic Oversight Group NHS Lancs & South Cumbria ICB

** The partnership’s board was chaired by Dr Henri Giller until September 2024, when the
arrangements were updated to reflect Working Together 2023, and the agreed DSP became
chair. Subsequently, Dr Giller was appointed as Independent Scrutineer for the partnership
from September onwards. These changes came into effect at the December 2024 meeting
of the Board.

There are also two Pan-Lancashire subgroups relating to Policy and Procedures and
CSPRs, the first of which is chaired and administered by the BwD Business unit.

Child Death Overview Panel (CDOP) arrangements have remained Pan-Lancashire wide to
ensure that learning from relatively small numbers of deaths is undertaken at an appropriate
footprint. The Independent Chair of CDOP provides an annual update to the SCP whilst the
BwD Lead Consultant in Public Health for CDOP attends each SCP meeting.
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Effectiveness of the Partnership in 2024-25

2024-25 was very much a year of embedding the local BwD SCP arrangements, and testing
and trialling the effectiveness of these changes. The development of the Multi-Agency
Safeguarding Arrangements Document was a significant factor in this, as it outlined the vision
of the partnership, it's overall strategic aims and operational governance, and produced a
framework for the partnership to measure itself against. This then allowed the partnership to
begin to embed itself in multi-agency practice, as per the priorities for 2024-25.

A part of the Partnership’s scrutiny and assurance process, the SEG continued to undertake
quality assurance activity in the form of Spotlight Reports on specific safeguarding focus area
and auditing through Multi-Agency Reflective Evaluations (MAREs) which have focused on
re-referrals to the MASH, and the development of the partnership dataset dashboard.

The SCP subgroups undertook a number of audits, across related themes and held Practice
Learning Days on specific safeguarding topics throughout the 2024-25 reporting period,
identifying current good practice and areas to strengthen across the partnership.

Development of the MASA

A key element of the Partnership’s development during 2024-25 was the production of the
Multi-Agency Safeguarding Arrangements document. While a statutory piece of guidance for
the Partnership, its development ensured that the effectiveness of the structure, governance
and operational function of the partnership were reviewed.

In order to review the arrangements, a number of tasks were undertaken. Initially, partners
reviewed the previous Pan Lancashire arrangements and reflected on which elements had
been successful and developed a workplan to ensure all elements for the Multi-Agency
Safeguarding Arrangements were monitored as they were developed. Further review of
processes resulted in the agreement to maintain the SEG and thematic subgroups, and later,
to include the MASH Strategic Group into the Partnership’s governance structure, as
mentioned before.

It was also at this point where the previous Annual Report was reviewed and reviewed
against the priorities and workplans for the SCP groups. As a result, it was agreed that there
would be a focus on ensuring that the following workstreams were developed:

e Strategy and Workplan

e CADS Review

e Audit Programme

e Multi-Agency Reflective Evaluations (MARES)

e Further Development of the Dataset and Narrative
¢ Voice and Co-production

e Case Review Learning

At the 2024-25 Partnership Development Day, the direction for the 2025-28 strategy was
agreed, as reflecting on the progress of the thematic subgroups during the year and the
evidence gathered at that point, it was clear that as there had not been sufficient time to
make a noticeable impact. As a result, it was agreed to maintain the 3 thematic priorities in
the first instance, and include the implementation of the MASA as the main areas of focus in
the strategy. It was also agreed to include the development and embedding of a voice and
co-production framework into the strategy.



It was also agreed at this time that in order to ensure that local LSP pathways were
identified, the Business Unit would follow up on the Pan-Lancashire Alliance LSP meeting
and lead in organising this meeting initially. While this was being developed, all DSPs were
asked to hold each other to account for the leadership of the Partnership and for linking with
their respective LSPs, and ensure equity across the partnership through providing relevant
colleagues who are at the same or similar level of responsibility and decision making in
meetings. All partners were tasked to review their representatives and feed back to Business
Unit, to ensure that the most appropriate officers were in attendance at each meeting.

Scrutiny & Quality Assurance

Independent Scrutiny

BwD SCP has employed an independent scrutineer to provide support on the development of
a number of workstreams and the partnership’s scrutiny arrangements. The scrutineer
participated in the SEG meetings during the early development of the Safeguarding
Effectiveness Framework, and in the early development of the dataset, however when their
contract ended in September 2024, a review was undertaken and the previous chair, Dr Henri
Giller, was appointed to support the transition of the chair to one of the DSPs. He shared his
thoughts:

This is the first full annual report produced under the revised set of arrangements for
children’s safeguarding in Blackburn with Darwen. These revised arrangements primarily
seek to focus on the place-based safeguarding risks and needs of those that live in the area,
while acknowledging that trends in safeguarding develop within a context of the pan-
Lancashire environment. The primary aim of these revisions was to ensure that the
safeguarding concerns of local children and young people were placed front and centre of
the local communities of the borough and of those with the statutory responsibilities for the
delivery of local safeguarding services. This is reflected in the vision and principles of
safeguarding endorsed by the Partnership and contained in this annual report.

Having committed to a place-based approach, a key set of activities for the Partnership in
the period was to ensure that there were appropriate governance and operational structures
in place to provide an architecture for the delivery of effective local safeguarding and a
capacity to evaluate its delivery and impact. These included:

e Revising key safeguarding policies and procedures
e Establishing robust data on safeguarding need derived from multi-agency sources
e |dentifying local priorities for safeguarding action

¢ Having a mechanism to oversee locality-based activity and effectiveness of
safeguarding (SEG)

These have been eminently successful initiatives that have demonstrated:

e The effective engagement of targeted audiences (across communities and within
professional groups) in safeguarding strategies

e Common themes being associated with a variety of safeguarding scenarios that
require a core skill set to enable people to impact upon them



o The need for evidence-based practices to demonstrate how safeguarding may be
effectively practiced and delivered with confidence.

As the Partnership moves to full implementation of its proposed multi-agency arrangements
a key issue will be how it will best deliver on its three key underpinning principles:

e The child’s lived experience being central to effective safeguarding
e Partners and communities demonstrably working together to deliver on safeguarding

¢ Having confident and competent practitioners skilled in trauma informed practice,
professional curiosity and the willingness to share information to identify and meet
safeguarding need.

These three key principles need to be addressed :

e Across the full range of safeguarding needs and circumstances (i.e. not only on
priority issues)

o With evident “leadership” roles adopted by the Partners identified by statute

o Within the expectations of the supporting families outcomes framework (i.e. with
active contributions and engagement from all relevant stakeholders and partners)

¢ Within the context of changed locality boundaries from those that existed when
MASA was first signed off.

The forthcoming development session of the Partnership provides a useful opportunity both
to distil the lessons of locality working gleaned from the past 18months but also set the
course for the evolving Partnership to enable it to deliver on the three key principles of
safeguarding as a golden thread of effective local practice.

Subgroup Activity

The SCP subgroups are tasked with undertaking the initial multi-agency oversight of partner
activity and review the operational service delivery within each partner agency. Partners
provide updates to the groups on the safeguarding activity their organisation has
undertaken, and work on multi-agency assurance activity to review practice. These meetings
quarterly and are supported with data from the dataset dashboard, to report directly into the
Safeguarding Effectiveness Group.

Each subgroups developed a workplan that outlines the activities it intended to undertake
during the period, ensuring that there was a clear strategy or workplan for the subgroup,
information sharing data sharing were agreed, auditing and learning activity was undertaken,
and specific targeted workstreams were developed out of these audits and data.

Neglect Subgroup

The multi-agency Neglect subgroup has continued to work together as a partnership, driving
forward the Neglect Strategy and priorities.

ILACS Inspection March 2025 identified that when neglect is present, plans improve
children’s experiences effectively. Social Workers and Family Help Workers in the Family
Help team are trained to use an assessment model to understand the impact of neglect for
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children. A professionally curious and relational approach to assessment of children’s needs
is taken that supports the recognition of vulnerability and disadvantage well.

Audit activity has identified:

Use of GCP2 in measuring neglect and the quality of care afforded has enabled the right
support at the right threshold supporting the consideration of history, alongside the
presenting issues, helping practitioners to determine a clear threshold for action

Graded care profiles have evidenced positive impact for children/young people and their
families.

Meaningful support had been offered to address concerns around the quality of care being
afforded to the children and to support progress to be made on plan.

In addition, neglect awareness in the community has been delivered to 150 volunteers
across Churches, Football Coaches, and Family Hubs. Partnership work with the National
Society for the Prevention of Cruelty to Children (NSPCC) enabled the delivery of BwD Think
Neglect - Youth Performance. Young people delivered key messages around what Neglect
meant to them. Also, with the NSPCC, a local campaign has been developed as part of the
“Listen Up, Speak Up” called “THINK NEGLECT”, and workshops have been delivered by
the NSPCC across the borough to learn how to keep children safe alongside Lunch & learn
sessions.

BwD commenced the Phase 2 of the NSPCC GCP2A, Early Adopter to test and review the
implementation of GCP2A and test inter-reliability of the tool. GCP2A has now been officially
launched by the NSPCC.

The reforms to Children Social Care began in 2023 and Children Social Care alongside
partners started to consider how Family Help could be delivered and designed a delivery
model for working with families, establishing a seamless, non-stigmatising offer of support
which combined the strengths of targeted early help and section 17 work, with an emphasis
on whole family working and greater flexibility on who leads work with families at section 17.

Four Family Help community based multi-disciplinary teams have now been established,
delivered in local communities from the network of Family Hubs

Contextual Safeguarding Operational Group

Multiple workstreams were undertaken by the Contextual Safeguarding Subgroup, including
an update on County Lines Intensification week which took place in March 2024. As part of
this the Engage Team and partner agencies promoted and raised awareness of exploitation,
delivering 11 awareness raising sessions over the week to schools, youth groups, school
nurses, parents’ groups and universities reaching 258 young people, professionals and
members of the community. Sessions were delivered in partnership with Early Break to raise
awareness of increased concerns for young people using ketamine and vapes containing
THC and Spice.

In response to concerns raised in MACE regarding a number of hotels where young people
at risk of harm through exploitation have stayed, an Operation Latimer took place and
involved visiting several hotels to aim to ensure that appropriate checks and safeguarding
responses are in place.

11



The subgroup also supported the development of a Pan Lancashire Missing from Home
Protocol, and also worked locally around developing co-ordinated workstreams to reduce the
number of incidents where children are at risk. An example of this, where the Voice of the
Child also had a significant influence, was around a joint piece of work around Anti-Social
Behaviour (ASB) and the use of illicit vapes by young people. After a number of incidents
around the Bus Station in BwD, a task group was set up across the partnership that
identified hotspots, undertook dispersal activity and led to the identification of a number of
poor practices in local public transport provision. Also, from discussions with the young
people at the Youth Zone, trading standards were able to identify a number of premises that
were providing illicit vapes and police were able to target those selling them to young people.

The ASB Subgroup remains in place, and a subsequent group has been formed to support
the third sector services involved in the bus station and mall, to support them in bringing their
practices up to speed.

In response to the letter from the Home Secretary, the subgroup began a review into the
local position in relations to the recommendations in the Jay Review on CSE/CCE, and is a
police problem profile is to be disseminated across the partnership, which covers CSE, CCE
and Gang-related CSE/CCE.

The group also commissioned an audit with the NSPCC to look at the local offer around
Harmful Sexualised Behaviour, which is due to be published in Q1 2025-26.

All elements will be built into the strategy and workplan for 2025-28.
Domestic Abuse Subgroup

The Domestic Abuse subgroup undertook a significant amount of work over the 2024-25
reporting period to develop the DA practice guidance, which is aimed to be launched during
Q1 2025-26. This was a co-produced piece of work between partners and the DA Board, and
had been reviewed in depth to ensure that the guidance is succinct and supportive for
practitioners.

The subgroup regularly discussed updates from the DA Board, including the 2024 White
Ribbon campaign which the subgroup promoted across the partnership, supporting victims
with No Recourse to Public Funds (NRPF) and the introduction of a MARRAC assessment
panel to screen referrals, which then in the case of the MARRAC screening, formed further
data measures for the group to review. The findings from local Domestic Homicide Reviews
are also shared in these meetings.

As the DA subgroup was the first to undertake a practice learning day, it reviewed the
findings and implemented learning as part of its workplan.

MASH Strategic Subgroup

The MASH Strategic Subgroup entered the governance structure during the end of Quarter 4
2024-25, at a time where there had been a pause on many of the functions that it had
previously been undertaking. This meeting was hosted and managed by the LA during that
time, and will be managed by the SCP Business Unit from Q1 2025-26 onwards. The group
has therefore been tasked with reviewing the Terms of Reference and ensuring that it is
appropriately represented.
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SCP Multi-Agency Auditing and Practice Learning Days

Subgroups led on three practice learning days, which encompassed reflective review of the
effectiveness of practice across BwD in relation to their priorities, and multi-agency auditing of
key elements of these themes.

Domestic Abuse

The Domestic Abuse Practice Learning Day was the first to be undertaken by the
Partnership. It consisted of a reflective session, looking at how the recommendations from
the last JTAI had been implemented and measured local progress against that action plan,
and reviewed the initial draft of the practice guidance that was in the process of being
developed.

The second part of the session looked at a number of MARE cases that all had elements of
Domestic Abuse in them, and audited these cases using a similar format to the MAREs and
identified commonalities and areas for improvement across the area.

Emerging themes identified in the evaluations included:

Complexity of Cases — The challenges around the wider understanding of many of the
cases was a common theme, as all of the cases had an element of complexity to them. This
ranged in the number of people involved in the case, including the number of partners of the
victim, number of perpetrators involved with a victim as a result, and the wider extent of the
families. This leads to a challenge for professionals to get the full picture of a family, and
their needs, therefore making decision making more difficult.

Vulnerabilities of the Parents — In all cases, one or both parents had some form of
vulnerability, these included their age, mental health, substance misuse issues or criminality,
and as a result, this often increased the complexity of the case. In many cases, these
vulnerabilities were existent throughout the lives of those involved, and these adverse
childhood experiences (ACE) and trauma may directly influence behaviours seen in these
cases.

Challenge to the Individuals Involved - It was noted that in some of the cases, there was
an absence of challenge from professionals to both victims and perpetrators in relation to
repeating behaviours and how to prevent the cycle of abuse — escape — abuse which was
present in most cases. There was also the absence of challenge in some of the cases in
relation to challenging parents when they decline to engage, and the effect it could have on
the children in the family. This linked into the theme of perpetrator engagement, which was
varied within the cases reviewed, and their instances of both a lack of engagement by the
perpetrator and engagement but a failure to change their behaviour. There was also
evidence to indicate that there was a link to criminal activity for some of the males that were
the perpetrators, which as identified earlier, creates complex dynamics within the family
units, however the opportunity to unpick these wider characteristics was not always taken.

Right Intervention for the Family and Potential for Over-Optimism - As the cases were
reviewed, there was evidence in some cases there may have been instances where the
family was given the opportunity to change and professionals trusted them to follow through
on the agreed pathways, and this was not always followed through by those families. This
included addressing the value and effectiveness of the family support network, and how this
was considered by agencies, as there was a mixed response to ensuring that the wider
families were involved and engaged, and how effective they were. On the back of this, there
is the further challenge of whether the right intervention was in place for the individual, as on
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reflection, there were opportunities for different interventions to be put in place to further
support the family which may not have been considered at the time.

Culture - In some of the cases, there were cultural boundaries that may have subsequently
affected the viewpoints professionals were given on family dynamics. Some characteristics
that were seen in cases that are more prominent within certain groups, may have masked
some of the issues, even when professionals were being culturally sensitive.

Professional Curiosity - Digging into the lives of a family is a challenge, and throughout the
cases reviewed there was evidence of professionals attempting to fill the gaps, for example
questioning during police interviews which also identified excellent voice of the child
recording, there were instances where considerable gaps in information or time were
identified, and further questioning and general curiosity in looking at the wider family and
social circles may have presented more information.

Good Practice:

The Voice of the Child was evident in a number of cases, including one significant example
in from the police which showed very positive interactions between the officer and the child
involved in the case. This led to some clear information being gathered that gave a clear and
detailed picture of the lived experience of the child.

In cases, there was evidence of clear multi-agency working and decision making, with
appropriate thresholds being applied and a sufficient level of evidence and information to be
able to make a decision, with continuity of information across the partner agencies involved.

As a results of the voice of the child being evident in cases, and appropriate information
gathering, it was clear to see the journey of both perpetrators and their victims, and their
lived experience.

There was also evidence of effective multi-agency working and there was recognition of
excellent practice amongst professionals, including the Voice of the Child work undertaken
by Lancashire police officers in one of the cases which was recommended to be put forward
as a case study/example. This reflected in some examples of effective information sharing,
where all agencies had the same information in many of the cases, however it was clear that
when reviewed in more depth, more information was held by each agency that may not have
been routinely shared and would have further enhanced the information available to
practitioners.

Neglect

The Neglect Practice Learning Day followed a similar process in that it started with a review
of the subgroups current workplan and activities, and local process, against the
recommendations from the JTAI. It then undertook an audit into a selection of case files that
were open to safeguarding, and identified if there was effective multi-agency working and
whether there had been a GCP2 assessment undertaken for the family.

Some themes observed in the audit are noted across the safeguarding system, including:

Parental Compliance and Regressive Behaviours — As seen in previous SCP audits, the
challenge around parents complying with services until support is withdrawn, then regressing
back to their previous behaviours, remains an area of challenge for professionals. There is
an additional pressure on professionals to ensure that any change that parents agree to, is
sustained and this creates further challenge around the over optimism of professionals.
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Over-optimism — It is a result of the challenges faced by professionals in working with
complex families, that support is sometimes withdrawn earlier as there is an optimism that
family has changed. While not an easy assessment to make, it is vital that professionals
attempt to ensure there is as much information available about the family to ensure that they
are confident that they are ready for services to be withdrawn and are unlikely to revert to
their previous behaviours.

Lack of Professional Curiosity — There were occasions where opportunities were missed
to dig deeper into the family history and dynamics, which may have further informed the
decisions made by professionals. It has been identified that this is an area of development
locally, as one of the significant factors in developing professional curiosity, is experience,
and upskilling the workforce to ask deeper questions is an area for improvement. One area
noted in the auditing and in discussions was that indicators of neglect are sometimes missed
due to good hygiene or cleanliness. Children can present very well cared for in terms of
clothing, personal hygiene and general cleanliness, and yet are being neglected in the home
environment, and so it is essential that professionals continue to ask questions that can
identify the whole picture of the child’s lived experience.

Other Thematics Impacting the family directly:

Mental Health/lliness — Parental mental health concerns and mental illness played a
significant factor in a number of cases. Parents with their own mental health challenges can
have a reduced capacity to meet the needs of their children, and therefore there is a knock-
on effect on the child. The effects of bereavement and suicide within the family group can
also impact on the capacity of a parent to care for their child, as their mental health is
impacted, and this was also seen in the audits.

Domestic Abuse and Coercive Controlling Behaviour — A further significant factor noted
in the audit was the impact that domestic abuse and coercive controlling behaviour have on
the potential for children to be neglected. In the audits, families who were being supported
around domestic abuse tended to have elements of neglect involved in the case also, as this
often impacts the capacity of a parent to care for their child effectively.

Significant Trauma/ACEs — In addition to the challenges faced by families in the present,
there was also evidence in the majority of the audits that indicated that there were previous
traumatic experiences and incidents of Adverse Childhood Experiences (ACEs) for the
parents of the children identified. As a result, it would appear that in many of the cases, the
parents’ past experiences may be a contributing factor to their ability to adequately care for
their child(ren).

Complex Family Dynamics/Groups — The make-up of the family in most cases was
complex, often with large family groups, with at least 3 children in the household, and often a
significant number of individuals around them family home, not necessarily in a positive role.
In some of these instances, the parent prioritised other members of the wider household or
their own friendship groups to the detriment of the child.

In addition, there were also themes that link into some of the generic complexities
highlighted above. Children not being brought to appointments, in particular medical
appointments, was noted in a number of cases, as was the child not accessing education
other than in a very limited capacity. Both Medical and Educational Neglect had an impact on
the lived experience of children in some of the families audited, and impacted them
significantly, especially in occasions where the child has an EHCP, where their additional
care needs were not being provided for. On the back of this audit, there is also a question in
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relation to the EHCP for some children, and what support can be provided by an EHCP,
versus what support is offered by services and what is accessed by the family.

There is some evidence in the audit discussions that there is some victim blaming language
being used, especially in cases where a parent is suffering from mental health issues or is
the victim of DA, as while they may find providing their child with everything they need a
challenge, they are not always able to avoid the situation, and may also be the victim. This
should be reflected in the assessment and case files in order to fully understand the family
dynamic. This is also reflected in some case files where the responses and information
collected in the case focused on the system and the process, not the cause, linking back to
the need for professional curiosity to ensure we are not blaming a parent who is also a victim
and in need of support.

Information sharing including changing names within the family and appropriate cross border
working, may also be in need of review. There were occasions where both the children and
the parents had multiple spellings for their names, and therefore made it challenging to
identify them and track them through the system quickly. There is also some incidental
learning where information coming from other authorities did not have the full background on
the family which meant services had to start again.

Positive Impacts & Good Practice:

Family Networks and their Voice — The voice of the wider family is being heard throughout
many of the cases audited, especially where the parent of the child has their voice and
opinions heard and reflected in the case files. There were some excellent examples of this,
including in one case where the family’s needs are seen in the requests for a mobility car
and blue badge, and school offering support in making appointments with professionals and
services. The engagement of the wider family support network is also reflected in some
cases as being a significant area of good practice with those families who have this wider
level of support. While the depth of the discussions from professionals has been highlighted
earlier as a learning theme, it is positive to see that these conversations are taking place,
and that there are some very good examples of impactful practice.

Child Voice — This is also being heard in case files, with children and young people sharing
their experiences and wishes, and also includes observations by professionals made of the
child if they are not of an age where verbal exchanges take place, for example observing “a
happy and engaged child”. This shows that professionals are engaging with the child
appropriately in order to record their voice, and again, while the depth of these conversations
could be improved in some cases, it is positive to see professionals engaging children in a
positive way.

Trusted Professional Relationships — The recording of voice from children and their
families indicates that there are effective professional relationships, giving families the
confidence to share information and concerns.

Effective Conferences and Core Groups — There is evidence of clear planning in core
groups and conferences and these plans are being shared with professionals and families
along with any agreed actions. This is further supporting these families to understand their
own needs and to support them engaging with professionals. While there has been some
question in one case around the step-up and step-down processes, generally it was agreed
that these processes were appropriately applied, and cases are being held at the correct
levels.
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Information Sharing — There is clear sharing of information across multi-agency partners,
and multi-agency decisions in complex cases are clear in most cases. An example was
shared of information sharing between the GP and metal health teams in relation to a
previous CAF being particularly good practice. Additionally in most cases the appropriate
teams are involved e.g. CwD, Education, Attendance and Mental Health Support

Professional Actions — Appropriate referrals to services are being made by professionals,
which has been seen in the number of services that have been open to the children in the
cases audited. It was agreed that all cases, while the later actions and decisions could have
been different, were referred effectively. It is also positive to see that professionals have
continued to attempt to contact and engage families even when they are not engaging.

GCP2 - The use of the GCP2 tool was evident in all cases except one, and in some cases
had been used multiple times. In the case where the tool hadn’t been used, it was noted on
the case file that it was to be undertaken at the next assessment. This shows that the tool is
widely used and staff understand the process for undertaking the assessment, allowing
professionals to make appropriate, informed decisions.

Contextual Safeguarding

The Contextual Safeguarding Subgroup was the final practice learning day, and again
reviewed local practice against the JTAI actions, but focussed on an audit of the service
provided to young people open to the Engage Exploitation team, as they transition from
children’s to adult safeguarding, and whether there had been a diagnosis of neuro-diversity at
any point for those children. The audit covered six cases to identify good practice and areas
for strengthening across the partnership in relation to contextual safeguarding. The cases
were selected as being from the Engage team’s caseload, 3 males and 3 females in the age
range of 16-18.

Learning and themes included:

Neurodiversity and Mental Health Concerns — Indications of neurodiversity and mental
illness were seen in all cases, especially ADHD which appeared in 4 out of the 6, however
from the case files audited, it would appear that the diagnosis process was significantly
delayed in at least 2 of the these cases, only being assessed as they approach transition to
adulthood. There are also at least half of the cohort suffering from anxiety or depression, and
three also suffering from some form of psychosis or hallucinations requiring support from
ELCAS or other mental health services. All three of the female cases reviewed indicated some
element of self-harm.

This would indicate that the challenges these young people face around their neurodiversity
and mental health may have played a significant factor in increasing their vulnerability and risk
of exploitation, and this may have been further exaggerated by the delays in diagnosis and
reduced availability of specific support. It was also identified that at least 2 of the young people
were self-medicating for their ADHD by using cannabis, though others may also have been as
in total 5 out of the 6 cases reviewed had been known to be using cannabis in some capacity.

In turn, this lack of early intervention may have had an impact on the increased risk of
vulnerability for these young people, as their vulnerability goes undiagnosed. It is entirely
possible that with the correct support, these young people may have seen a reduction in their
risk of being exploited, however as many factors impact vulnerability, it would be naive to say
that early intervention alone would have prevented these young people from being exploited.
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Complex Families, Parental Capacity and Abuse — Significant complexities were seen in
all of the cases audited around the family and the young person’s needs. These included a
complex family network with multiple sibling groups or multiple parent families, significant
current and historic trauma and ACEs for the young person, complex needs with their physical,
educational and mental health needs, and underlying abuse and neglect within the family
home and wider relationships.

Young people in the cohort suffered from neglect, physical abuse, emotional abuse sexual
abuse and domestic abuse, as well as at least one of their parents being victims of domestic
abuse or so-called “honour-based” abuse, in 4 out of the 6 cases, which in turn exposes them
to significant harm and increases their vulnerability. In two of the cases that featured domestic
abuse, there was an increase in the risk due to an escalation in behaviour as a result in the
prevalence of DA in the family home, indicating that these instances were a trigger for this
behaviour and increased vulnerability.

Parental mental health and/or substance misuse is a factor in all cases, and the reduction in
capacity to parent as a result would be a significant factor in escalating the vulnerability of
these young people and their susceptibility to exploitation. For those who had a limited family
to support them, in both their own and their parental support needs, the lack of help and
guidance may have had a significant impact on their choices and increased their vulnerability.

This theme has been common in all audit work across the partnership so far, and is indicative
of the challenges faced by young people, as without appropriate boundaries, guidance, and
love and support, they are significantly more likely to look to replace that in other ways,
increasing the risk that they may be victimised.

Mainstream Education — 5 out of 6 children went to a PRU (4 of the 6 from Blackburn PRUs),
which the partners involved agreed would imply that there is a link between children who are
no longer in full-time mainstream education and their susceptibility to exploitation. While not a
definitive explanation as a cause of vulnerability, the commonality of challenging behaviours
exhibited by young people who require alternative provision can increase their chance of being
exploited.

Access to Care and Support Services — It would appear from the audits that despite some
of the children being known to services for the majority of their lives the support did not
necessarily reduce their vulnerability or risk of exploitation. All children in the audit had some
support, from Early Help, ELCAS, Family Support workers, and the Engage teams at different
points in their lives, however it does indicate limitations on what services can achieve if the
family are not engaged, for example “Was Not Brought” incidents for appointments, or failure
to engage with Mental Health Services. For two of the young people, their referral into services
came late into their teenage years, for example EHCP plans being started during the move to
college, preventing the direct work being undertaken to support their need at a stage where it
may have a more significant impact on reducing their vulnerability and in turn reducing their
risk of exploitation.

Cultural and Community factors — It was noted that on two occasions, cultural-related
factors impact child and their engagement either through disengagement from service or
through childhood trauma. These were seen as one young person, during the Covid-19
pandemic, not trusting the GP and describing a conspiracy, echoing the thoughts of some
communities, and another whose mother was a victim of “honour-based abuse”, and as a
result moved away from the place of birth to the Blackburn area.
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The other child also moved due to previous abuse, and relocation of a child can regularly lead
to a change in social groups and an increase in vulnerability.

Positive Impacts & Good Practice

Voice of the Child and Family — The voice of the young person is evident in all case files in
some capacity. What is positive to see if the professional taking time to understand the young
person and develop a trusted professional relationship with workers. An example of this where
a young woman did not realise she was being exploited and only through the development of
the relationship and gaining the voice of the child was this unpicked and understood. This
gives the young person a trusted relationship and an understanding of their vulnerability, and
can in time educate them to reduce their risk of exploitation.

It is not always as effective in the wider family, as there are significant challenges engaging
the wider family in over half the cases audited. These factors have been described previously,
however do impact the level of risk for young people.

Attachment — The impact of professionals forming a bond with the young person and
developing a level of attachment is a real positive for BwD, especially when you reflect on the
lack of attachment all of the young people in the audit have received from their own wider
family circles.

Care Leaver Planning & Wrap Around Multi Agency Support — The care leaver planning
process (Transitions to Adulthood) is evident in all cases audited, and it is clear from these
audits that the process, while not always successful, is implemented by professionals across
BwD. The young people with care and support needs receive support, while those with
mental health or substance mis-use issues are referred to the relevant services.

Practice Learning Day — Areas for Improvement across the System:
The learning days identified that there were some consistent areas for improvement:

Professional Curiosity and understanding the wider family dynamic would allow for more
informed practice.

Information Sharing could be further improved, as while effective, agencies sometimes hold
more information that could advance what is available and can be shared with practitioners.

Challenge to families who are not engaging or repeating behaviours, and to professionals
when decisions are being made. It is important to understand what challenge is, as it can
often be seen as confrontational and negative, not constructive and positive, and so further
training for practitioners would support them in challenging families and professionals alike.

The process for these will be repeated in 2025-26 to reflect on wider aspects of the
safeguarding continuum.

Section 11 2024-25

During 2024-25, the Section 11 Audit was completed by partners across BwD, and across the
wider Pan-Lancashire footprint. This was led by Lancashire CSAP, as the main statutory
organisations and some of their commissioned services were shared across the Blackburn
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with Darwen, Blackpool and Lancashire footprint. Upon reviewing the returns, it was identified
that safeguarding across the local footprint is seen as effective by local organisations, and this
was reflected in the audit results.

It was positive that there are consistent practices and processes across BwD in relation to
leadership and commitment, which indicates that governance across services is effective
and organisations have effective structures in place to ensure that all staff are aware of their
responsibilities and the processes to follow in regards safeguarding. This is supported by
effective supervision across most services, and appropriate recruitment processes.

Training was the most inconsistent area in the audit, as some organisations operate across
multiple areas and provide various services, while others are large organisations with a high
number of staff to train, which increases the time it takes to meet all the requirements.

All organisations have committed to actioning areas where they feel they are not yet meeting
the standards to be fully compliant, and have indicated in their returns the processes they
intend to follow to ensure these actions are met.

The scope of the survey was limited to the main organisations represented on the SCP
Board and SEG, due to the Pan-Lancashire collation of the returns. This has resulted in a
number of services that are commissioned to work with children were not provided with a
self-assessment to complete. In future Section 11 audits, it will be beneficial to request
returns from a wider cross section of services who work with children, including all services
working with Children and Young People, including commissioned services.

Section 175/157 Audit 2024-25

The Local Authority Education Team conducted their auditing process by undertaking the
Section 175/157 audit across all schools in Blackburn and Darwen. All schools provided a
return which identified that 74% use the safeguarding policy template shared by the LA, and
all schools that have a website, publish their policy on that website. All DSLs are provided
training and understand how and who to report concerns to, including 93% of schools who
access the DSL supervision offer provided by the LA.

99% of schools feel confident that all staff understand their responsibilities regarding
safeguarding, with 99% of schools have a nominated safeguarding governor, 91% of schools
have at least 1 governor who completed safer recruitment training and 100% of schools have
at least 1 member staff that completed safer recruitment training. 68% have at least 3 staff
members of staff having completed safer recruitment training.

99% of schools have ALL staff on SCR, 66% of schools check SCR termly and 100% of
schools feel records are kept securely.

Areas identified for improvement include that only 69% of schools say they provide regular
updates to staff and 10 schools still using paper forms to report safeguarding concerns (7 are
independent schools, 2 academy, 1 faith school) and 5 schools expressed concern that DSLs
did not understand S17/47

Two schools who let out their buildings DO NOT have assurance that 3™ party have relevant
safeguarding training.

Moving forward, the DSL forum will address the requirement for dissemination of
information/updates to ALL staff and there will be an individual follow up with the two schools
regarding their responsibility when letting out premises. A short briefing will be provided for
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schools not understanding S17/47 and safeguarding audits will be booked at the schools who
have requested.

Additional slides will be added to DSL training in the future to ensure a full understanding of
some of the areas identified in the audit are covered.

Blackburn with Darwen Multi-Agency Reflection Evaluations (MARESs)

In BwD, Multi-Agency Reflection Evaluations (MAREs) are conducted when a family is re-
referred into CADS/MASH and there is the consensus that further learning may be beneficial
in supporting practitioners to move to case forwards.

There were 9 completed MARE sessions out of the 11 referrals received, the details of 1
case were outstanding and the MARE session was rearranged relating to another family. All
except one had previous multi-agency involvement, one at Early Help, two at Children and
Family, three at Child in Need and two at Child Protection level

All of the families had multiple children in them, with three families with 2 children in the family
unit; five families with 3 children and one family with 5 children. 7 out of 9 families had
Domestic Abuse as a risk/need issue (of which 5 of the 7also had substance misuse and 3 of
7 also had mental health) and 7 out of 9 families had substance misuse concerns (of which 5
also had mental health needs/risks).

Of these 5 families with mental health needs/risks, 2 families were identified as having
suicidal ideation as a factor, one family with PTSD/Trauma/ACEs, one family with perinatal
mental health concerns and one unknown). In 3 cases the combination of all three factors,
DA, substance misuse & mental health concerns, was evident.

It was identified that there was investment from partners in the MARE process and there is
good multi-agency communication between partners prior to and after CSC involvement,
including evidence of direct work with children and families and clear evidence that
practitioners knew the children well. Professionals also had a good understanding of when to
re-refer into CADS/MASH.

Feedback on the MARE process was that it has provided space and safety to reflect on
practice and do things differently for the child.

Already in practice, there has been reflection and strengthening of practice within CSC
including the sharing of findings on each case with the practitioners involved and Local
Authority practice standards have been updated and shared with partners and this has
included increased oversight of multi-agency meetings prior to step down

The results were also discussed at CADS/MASH Strategic Group and it was highlighted that
there was a need to consistently use single-agency safeguarding supervision.

Further MAREs were incorporated into the Practice Learning Days, and the learning is
described in that section, until the review of the CADS/MASH offer was undertaken, at which
point the MARE process was suspended pending review.
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Dataset and Data Dashboard

The dataset has developed over 2024-25, from a set of measures that were limited in their
availability to collate, to a significantly improved set of key performance indicators, agreed by
data leads from the organisations, and collected at quarterly intervals. These are timed to
provide data to the subgroups, who can analyse specifics and feed back to the SEG, where
the entire dataset is reviewed and analysed.

The final version of the dataset was agreed at the end of Quarter 4, and the first full return is
scheduled for Q1 2025-26.

Key changes over the period were noted in many areas, including the number of contacts
and referrals increasing quarterly, while the conversion rate remained relatively stable,
indicating that the threshold for referral is being maintained. There is a slight variance in the
number of Child and Family Assessments completed, however there has been a 15%
decrease in the timeliness of these referrals. The number of children open with a Child in
Need plan has increased over the period, after dropping initially from Q1 to Q3.

Section 17 enquiries dropped by the end of the year, after rising sharply, by 81% in the first
three quarters of the year. The percentage held in the 15 day timescale dropped significantly
over the year, from 94% to 38%. This has been highlighted as an issue for further
discussion, however initial review indicates that a lack of attendance and quoracy may have
impacted these numbers. The overall number of children placed on a Child Protection Plan,
and those who are Looked After, has increased over the year also.

In specific areas, there has been an increase in MARRAC Referrals over the year, however
a reduction heard at the meeting, and this is attributed to the screening process now in
operation.

There has been an increase in the number of children that have been reported Missing from
Home, and a significant difference between the number of Return Home interviews offered
to those completed. This was escalated at Board, and has been identified as being impacted
by the number of repeat instances by the same young person over a short period of time,
meaning that one interview may be conducted for multiple missing episodes. Timeliness of
these interviews is impacted by the willingness of the young person to engage, and whether
the Return Home Officer is able to speak to the young person, or if this is then delegated to
the social worker when there is a lack of engagement.

The partnership is looking to further embed analysis for 2025-26, to allow for a greater
review of the available data and allow this to inform workstreams moving forwards.

Learning and Development

During the year, the was a significant attempt to develop a wide range of learning, training and
workforce development opportunities that could be offered by the partnership, both specific to
the local needs, and general training that can be offered through our partners. While initially
this was facilitated through the local authority’s training offer, gradually, the SCP developed
some specific training during the year. It also disseminated learning from reviews and identified
actions for services to follow, to improve their practice.

22



Training

In the period 2024-25, training was delivered in a number of ways. Primarily, safeguarding
training was provided via the MelLearning platform in BwD.

Locally, subgroups also began the development of training specific to their thematic area of
the priorities. As a result, the Engage Team have developed and delivered training in relation
to Exploitation, which has seen a number of professionals attend over the first 3 sessions.

The Wish Centre, a local Domestic Abuse charity, is providing training in regards various
aspects of domestic abuse and violence.

Early Break, local Substance Misuse service, are also developing training to share with the
wider partnership.

GCP2 and GCP2A training was led by the Neglect subgroup to ensure that practitioners were
aware of the use of the tools in practice. During 2024-25, a large group of practitioners from
the Local Authority were trained. The total numbers trained from is not yet captured and is
identified as an area to improve on for the future. Lunch and Learn for Professionals around
Neglect was delivered across the partnership via the local authority, and feedback collected
from attendees

In order to further improve the training offer, a Joint Workforce Development Subgroup with
the Safeguarding Adults Board was agreed as of Q4 2024-25, with the first combined
meeting to be held in Q1 2025-26.

Case Reviews

During the 2024-25 period, BwD SCP were involved in one Rapid Review during the period,
that of a baby that was a victim of Fabricated or Induced lliness from a parent. As a result,
there were a number of key learning points for professionals that were identified and actioned
in practice.

e Professional Curiosity was identified as an area for development, when a patient
presents reporting symptoms that are not evidenced and is needed to enable early
identification of FII/BRUE or perplexing presentations — Information is now shared
across primary care and presented in professional forums in the form of multiple patient
story documents and a series of 7-minute briefings being provided. Additionally,
previous briefings around BRUE and FIl were re-circulated across the partnership.

o Accessing and analysing available social, medical and safeguarding information to
assess unmet needs, ACEs and vulnerable patients needed improvement — A multi-
agency communication pathway is now being developed between maternity and health
visitors when additional vulnerabilities are identified, and these are in process and set
to be reviewed in April 2025.

e Systems and protocols are required so that health recording systems across hospital
services for children and families can be accessed readily to understand a child and
parent’s health history. While a number of systems were developed and implemented
by local health providers internally, challenges were identified in that these systems
are unable to communicate with each other, meaning there will be some systems
where practitioners will be required to request and search records manually.

o Where a referral into CADS is made for support at S.17, the referrer must seek consent
prior to the referral. CADS should not be re-establishing consent to assess a family’s
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needs, vulnerabilities and risks. — Atemplate is now used to ensure consent is secured
each time.

e Enquiries relating to forced marriage and honour-based abuse allegations of one child
in a family household should consider the potential risks to all other children in the
household — all children are now considered as part of any enquiry into the MASH
(formerly CADS)

e Learning event on multi-generational consanguinity to be developed — this is currently
in development and will be addressed in the 2025-26 learning cycle

¢ Training on differences in learning difficulties and learning disabilities to be provided to
midwifery staff to ensure accurate recording of needs to assist service offer & provision
— this was actioned immediately by health providers and briefings shared.

The learning from this review strengthened the information sharing processes across health
partners in BwD, and highlighted the need for professionals to ask questions and consider the
wider family relationships when reviewing cases.

Multi-Agency Learning — 7 Minute Briefings

BwD SCP develops 7 Minute Briefings, for professionals to access brief summaries of
information on the back of reviews and other learning activities. Briefings were developed on
Rapid Reviews J and K, and further briefings were provided as part of the case learning in
these reviews from other organisations. These can be found on the BwD SCP website.

Further 7 Minute Briefings are to be written in relation to the rapid reviews and other learning
opportunities that arise during the next reporting year.

Child Death Overview Panel (CDOP)

The loss of a child is an unimaginable tragedy that deeply impacts everyone involved. Since
1 April 2008, Child Death Overview Panels (CDOP) across England have been legally required
to review all child deaths, including live-born babies of any gestation, up to the age of 18. Child
Death Review (CDR) partners hold a statutory responsibility to examine the deaths of all
children up to 18 years old, (excluding babies who are stillborn, late foetal loss and planned
terminations of pregnancy carried out within the law) and includes any infant death where a
death certificate has been issued, irrespective of gestational age.

CDORP for Blackburn with Darwen is hosted Pan Lancashire.
The number of death notifications

Between 1 April 2024 and 31 March 2025 the Blackburn with Darwen, Blackpool and
Lancashire CDOP were notified of 101 child deaths (20 Blackburn with Darwen residents, 11
Blackpool residents and 70 Lancashire residents) that were in line with Working Together
2023. This represents a decrease of 3 deaths, compared to the previous year when we
received 104 notifications.
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CDOP’s key achievements

Members of the safer sleep subgroup were excited to unveil their brand-new logo for the Six
Steps to Safer Sleep campaign, symbolising Lancashire’s commitment to promoting safe
sleep practices within the local community. Following the recent update to the pan-Lancashire
Safer Sleep Guidance, an elLearning module has been designed to ensure that all
professionals understand the guidance and are providing consistent advice to all families
across pan-Lancashire. This training has been created in recognition of the fact that unsafe
sleep arrangements are a feature in the majority of SIDS deaths across pan-Lancashire.

In addition, the group developed an Easy Read leaflet and expanded the range of translated
materials to improve accessibility. Practical resources such as cot cards, booklets, and
thermometers were purchased, and collaboration with Trading Standards led to the removal
of unsafe products from sale. Members of the safer sleep subgroup were excited to unveil
their brand-new logo for the Six Steps to Safer Sleep campaign, symbolising Lancashire’s
commitment to promoting safe sleep practices within the local community. The group also
developed guidelines for media outlets to ensure images of sleeping babies depict safer sleep
practices. This is crucial as thousands of pregnant women and new parents are frequently
exposed to such images through advertising, media, and the nursery industry, often used by
commercial companies to promote products or gain publicity. We hope the guidelines will act
as a helpful reminder for agencies when posting image and advice online.

The Continuous Learning & Improvement Group (CLIG) has introduced a two-year cycle of
audit activity to improve the quality and outputs of the child death review processes. CDOP is
focussing on improving some key data fields to reach 100% completeness.

In February 2025, a task and finish group began work on Farm Safety. Their goal is to develop
key messages and create local materials for the farming community. They will collaborate with
Myerscough College students and engage with parents in preparation for Farm Safety Week
in July 2025.
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Next Steps

In the forthcoming reporting period, CDOP will be focussing on:

1. Improve the quality and outputs of the child death review processes.

2. Support Local Thematic Reviews.

3. Ensure that the reduction of infant/child death forms part of multi-agency strategies.

4. Raise the profile of CDOP and the Child Death Review processes, by delivering multiagency
training across the system.

5. Improve the quality and outputs of Child Death Review Meetings (CDRMs).
6. Reduce the impact of Vicarious Trauma.

7. To seek assurance that bereavement support services are readily available to children,
young

people, families, and communities across pan- Lancashire.

8. Highlight risks and issues identified through child death reviews and provide intelligence for
inter-agency partnerships.

Communication and Engagement

There has been the initiation of a number of workstreams to engage the community in the
work of the partnership. A significant success was the work described previously in the Neglect
Subgroup, which involved young people putting on a theatre production with support from the
NSPCC.

Another significant piece of work was supported by the North West Regional Improvement
Plan Pilot work, and Participation People, who supported the partnership in developing a
framework for co-production and including the voice of the child and their family in partnership
workstreams.

The Partnership has also launched its new
website and on the back of last year’s
competition to develop the SCP logo by
~% local children, has had that image digitised

© for use on the new site. The winner of the
= competition also received their prize during
2024-25 (left).

| |t is expected that the SCP will continue to
| develop its links with the community and
engage young people in the development
of future workstreams, including this report.
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Challenges for the BwD SCP 2024-25

Changes in Membership

As with most partnerships, ensuring that there is consistency across organisations has been
a challenge. Staff turnover in some organisations has led to membership of subgroups,
particularly ensuring effective representation, has been a challenge. Attendance has been a
challenge across a number of organisations, especially for the police, and has been escalated
to the DSPs. The inconsistency of attendance from the same members can be seen in
Appendix 2. This has been addressed in the final Partnership meeting of the year, and it has
been agreed that attendance is to be more closely monitored and challenged by the Chair if
necessary moving forwards.

Measuring Impact

With the number of changes that have been made, especially in relation to the constant
development of the dataset, there is still some challenge in measuring impact. While there has
been significant improvements in the auditing and quality assurance activities undertaken by
the SCP, the measuring of impact on children and their families is still an area that is limited.
It is envisioned that as the partnership develops further, more detailed reviews of impact can
be collated and medium to long term impacts of the activities undertaken this year can be
reviewed.

Funding and Finances

There is still a challenge around the funding provided to the partnership. Currently, the funding
provided by the partnership covers both the Children’s and Adults Business Units, and does
not provide sufficient funds to cover all costs at a level to leave a residual budget to cover any
CSPR commissions or additional costs. It also limits the Business Unit to a Service Lead for
Children and Adults, Adult Business Manager, Children’s Business Manager and two Business
Support Officers. There should be a consideration as to the funding provided by all partners
to ensure it is equitable and sufficient to cover all potential future costs.

27



Moving Forward

Priorities for 2025-26

The SCP has developed a strategy for 2025-28, and this is based on the vision and aims of
the partnership identified earlier.

The SCP will monitor the strategy through the management of the workplans of the four
subgroups, Neglect, Contextual Safeguarding, Domestic Abuse and Multi-Agency
Safeguarding Hub (MASH) Strategic Group, and the Safeguarding Effectiveness Group
(SEG). Each will be responsible for performing and monitoring the above operational
processes, to ensure the SCP meets its strategic aims in line with its key principles to achieve
its vision for children in Blackburn with Darwen.

These operational processes will also be complemented with work across all ages via the
Workforce Development Subgroup and across a Pan-Lancashire partnerships via the Pan-
Lancs Policy and Procedures Subgroup, and Pan Lancs (Child Safeguarding Practice Review
(CSPR) Subgroup, and the Pan-Lancashire Child Death Oversight Panel (CDOP).

The partnership will know it is supporting those who are suffering by identifying them and their
needs quickly, responding to their needs and supporting them effectively.

This will be reported regularly through the partnership governance arrangements and will
continue to be reviewed in the annual report. The annual report will also be presented for
scrutiny through a variety of local partnership boards.

Changes to Our Arrangements for 2025-26 Onwards

Key changes on the back of Working Together (2023) will continue to be embedded in the
partnership, and amendments to the guidance that are published will be reviewed and added
to the local arrangements.

The Children’s Social Care Reforms are currently being implemented throughout BwD, and
there is significant work being undertaken to establish these across the wider partnership. In
the next SCP Development Day, to be held in September 2025, there will be a focus on the
implementation and impact of these reforms across the partnership.

Further information in relation to the updated arrangements for BwD can be found in the
published arrangements, which are available on the board website.
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Plan for Recording Evidence and Impact for 2025-26 Annual Report

In order to ensure impact is continually measured, the SCP will continue to focus on it's dataset
and auditing.

Audit and Learning Programme — An audit timetable has been produced across the
partnership and ensures that audits and assurance processes are spread evenly throughout
the year. There is the intention that each subgroup will conduct a minimum of one Multi-Agency
Audit throughout the year, and undertake at least one Practice Learning Day per subgroup.
There is also an expectation that further multi agency audits will be agreed in relation to
performance measures recorded in the dataset and additional spotlight reports will be
undertaken.

Further Developing Dataset & Narrative — There is a plan to continue with the development
of the local dataset, including the creation of an exceptions report which highlights significant
changes to the recorded data. This exceptions report will influence the audits and assurance
activity that the partnership produces.

Interconnectivity of Local Boards — Local Boards, including Health and Well Being, CDOP,
Domestic Abuse Board etc. will be invited to present updates to the SCP, and discuss the
impact services are having in relation to the wider safeguarding remit.

Voice and Co-production — A strategy/policy/guidance document has been developed, to
support partners in collaboration with the community and collecting the voice of the child and
their families. This will be shared across the partnership and viability reviews will be conducted
in Q1 and Q2 2025-26.

Case Review Learning — The partnership will continue to implement learning from both local
and national case reviews and rapid reviews, to ensure lessons are learnt, and will share this
learning with its Pan Lancashire partners. The SCP is part of the Pan-Lancs CSPR Subgroup,
which shares learning from across the Lancashire footprint.

Multi Agency Reflective Evaluations — These will continue to take place and multi-agency
auditing of repeat referrals will be reflected back to the SEG subgroup. Further widening of
the scope of these evaluations will be considered, and the process may also be expanded to
consider other areas of learning.

Work with the North West Regional Improvement Plan Pilot & North West
Safeguarding Hub — Work will continue across the North West to support a range of
workstreams to enhance our offer and measure impact of local, sub-regional and regional
work.

29



Closing Thoughts

The 2024-25 reporting period was one of change and challenge for the partnership, as it
developed the new arrangements described in the MASA with the amendments that have
been made to Working Together (2023). It was a time of establishing the new arrangements
and identifying who would be responsible for each area of the partnership.

It was a positive year, one of building and developing out partnership, and planning a route
for the partnership moving forwards. A Development Day to create a 2025-28 Strategy and
revisit the local arrangements took place, and a second development day will further solidify
our ability as a partnership to work together to safeguard children and young people in BwD,
and move forwards for 2025-28.
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Appendix 1:

Contributions

The BwD SCP is financed by the three Statutory partners, with a combined budget for the
Safeguarding Partnerships Department and the agreed contributions were as follows:

£75,000 from Children’s Services

£75,000 from Adults Services

£50,000 from the NHS ICB Lancashire and South Cumbria
£36,000 from Lancashire Police
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Appendix 2:

Attendance Info:

Safeguarding Children Partnership

Agency Meetings Attended | Meetings Invited To | Percentage
CscC 4 4 100%
ICB 4 4 100%
Police 4 4 100%
Independent Scrutineer 4 4 100%
Primary Schools 3 4 75%
Secondary Schools 0 4 0%
Specialist Provision 1 4 25%
College 3 4 75%
Education 3 4 75%
BwD Adults 0 4 0%
LSCFT 3 4 75%
ELHT 4 4 100%
OPCC 0 4 0%
Public Health 3 4 75%
Syncora/Delphi Medical 2 4 50%
Probation 3 4 75%
NWAS 0 3 0%
Safeguarding Effectiveness Group
Meetings Invited
Agency Meetings Attended | To Percentage
CscC 4 4 100%
Public Health 1 4 25%
Education 4 4 100%
LSCFT 4 4 100%
ICB 4 4 100%
Police 4 4 100%
Probation 0 4 0%
ELHT 3 4 75%
CSOG
Meetings Invited
Agency Meetings Attended | To Percentage
ICB 3 4 75%
Csc 4 4 100%
LSCFT 4 4 100%
ELHT 3 4 75%
Public Protection 4 4 100%
Education 0 4 0%
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Police 2 4 50%
Syncora/Delphi Medical 1 2 50%
Youth Zone 2 4 50%
Highways and Transport 0 4 0%
Ivison Trust 4 4 100%
OPCC 0 4 0%
Early Break 2 4 50%
BRFC Community Trust 0 4 0%
Barnardo's 1 2 50%
Blackburn College 1 1 100%
DA Subgroup
Meetings Invited
Agency Meetings Attended | To Percentage
Police 4 4 100%
CscC 4 4 100%
Community Safety 3 4 75%
WISH 4 4 100%
ELHT 3 4 75%
Education 3 4 75%
Delphi Medical 2 2 100%
Humraaz 2 4 50%
Primary Schools 4 4 100%
Secondary Schools 0 4 0%
College 2 4 50%
OPCC 2 4 50%
Probation 1 4 25%
ICB 3 4 75%
LSCFT* 0 4 0%
Neglect
Meetings Meetings Invited
Agency Attended To Percentage
CscC 4 4 100%
NSPCC 2 4 50%
IRO Service 1 4 25%
Education 3 4 75%
Police 1 4 25%
Cllr 4 4 100%
Public Health 0 4 0%
ELHT 3 4 75%
Adults 0 4 0%
Nightsafe 4 4 100%
LSCFT 2 4 50%
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