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1.

Executive summary

This is the 7th annual report on Safeguarding Children to the Executive Board of
Hertfordshire Community NHS Trust (HCT). The report informs and supports the regular
quarterly reports provided to Healthcare Governance Committee and the Trust Board. The
purpose of the report is to provide assurance that HCT complies with the regulations set out
in:
•
•
•

The Care Quality Commission (CQC) Essential Standards for Quality and Safety
(Outcome 7: Safeguarding people who use services from abuse)
Section 11 of the Children Act 2004
Working Together 2015

The report demonstrates the scope of the work undertaken by the Safeguarding Children
Team, in collaboration with HCT staff, Hertfordshire Safeguarding Children Board and Essex
Safeguarding Children Board, and includes the uptake of training and supervision by HCT
staff to provide assurance that effective support to staff in regard to safeguarding children is
in place.
The Safeguarding Children Team works closely with internal partners on policy
development, training, audit, staff supervision and advice. This reflects the Safeguarding
Children Team’s commitment to further develop safeguarding children practice across the
Multi-disciplinary teams of HCT to improve patient safety, patient experience and the quality
of care provided.
2.

Key achievements in 2016/17
• Achieved 95% compliance with safeguarding children training against target of 95%
• Maintained safeguarding children supervision levels above 95%
• Successful Rapid Response Conference in October 2016 for 80 delegates including
a father who shared his experience following the tragic death of his teenage son.
• Developed a train the trainer model to enhance delivery of Graded Care Profile
training with partner agencies.
• Delivered Graded Care Profile training at the HSCB conference in October 2016
• Developed and launched joint Safeguarding Adult and Children Not Bought In
Policy in December 2016
• Developed and launched joint Safeguarding Adult and Children Domestic Abuse
Policy in December 2016
• Audit on the quality of safeguarding supervision indicated 100% compliance to the
process
• Audit of supervisee’s’ satisfaction with supervision demonstrated 98% satisfaction.
• Created Domestic Abuse (DA) Champions in Children Universal Services
Development of Rapid Response poster that was presented at the East of England
medical conference with exceptional interest.
• MASH partners were awarded the Hertfordshire Children’s Services Integrated
Multi-Agency Team of the Year in March 2017
• Re-designed the Maternity Sharing process of vulnerable women and unborn
babies in partnership with the acute Trust maternity services
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3.

Strategic Context

HCT is committed to delivering ‘high value healthcare’ which provides excellent clinical
outcomes, an outstanding patient experience, consistent and improving patient safety and is
highly efficient and cost-effective. Assurance of robust safeguarding children practice is
presented at the Safeguarding Children Forum where national policy and guidance is
reviewed and implemented.
Assurance that HCT is fulfilling its obligations in regard to the Children Act is monitored
through the Safeguarding Children Board. Section 11 audits for Hertfordshire Safeguarding
Children Board have been successfully completed.
4.

Safeguarding Governance Arrangements

Accountability for delivering the corporate safeguarding children function is held by HCT’s
Director of Quality & Governance/Chief Nurse. The Safeguarding Children Forum is a
subcommittee of the Patient Safety & Experience Group, which reports to the Healthcare
Governance Committee and escalates key outcomes to the Trust Board.
Membership of the Safeguarding Children Forum is chaired by the Deputy Director, Quality
& Governance/Deputy Chief Nurse and includes the Named Doctor for HCT, Designated
Nurse for Safeguarding Children, Public Health Commissioning lead as well as
representation from HCT Children’s Services and the Quality & Governance Directorate.
The Safeguarding Children Committee meets bi-monthly and:
•
•
•
•

receives an operational overview of safeguarding activity and training data
receives performance against key performance indicators set by commissioners
reviews learning from incidents
assurance of compliance with statutory guidance, national and local
recommendations and guidance
• reviews and monitors local actions in regard to Serious Case Reviews, Domestic
Homicide Reviews, CQC and HSCB/ESCB audits
• reviews risks in relation to safeguarding children in the Trust
• receives minutes of the HSCB and sub groups, noting actions for HCT.

The Trust is represented at the Hertfordshire Safeguarding Children Board (HSCB) by the
Director of Quality & Governance/Chief Nurse, and safeguarding leads from the Trust attend
all HSCB subcommittees.

5.

Safeguarding Children Team

The Safeguarding Children Team supports all staff and services across HCT and children’s
staff in West Essex who were employed by the Trust until 31 March 2017. The team consists
of:
•
•
•
•
•

1.0 wte Named Nurse
2.0 wte Safeguarding Children Nurse Managers
5.75 wte Safeguarding Nurse Specialist Nurses
2.0 wte Safeguarding Nurses in the MASH
0.2 wte Named Doctor safeguarding West Herts – vacancy currently partly covered
by clinical director
• 0.2 wte Named doctor safeguarding West Essex – 0.1 wte covered at present.
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Since October 2016 there have been vacancies within the Safeguarding Children Team due
to internal promotions and a retirement of one post. Successful recruitment has taken place
and all posts will be filled by July 2017.
The Safeguarding Nurses offer a county-wide service which includes:
• training to all levels of staff employed by HCT
• supporting HSCB training pool to deliver training to partners
• providing immediate advice and support via the duty line
• supporting and supervising staff
• regular auditing to ensure safeguarding process and procedures are effective
• preparing staff and records for legal proceedings
• supporting practitioners during the Court process if required to give evidence
• providing the Rapid Response service
• providing health staff to support the Multi-Agency Safeguarding Hub (MASH)
Each WTE safeguarding supervisor supports approximately 55 members of staff at individual
safeguarding supervision. Following the decommissioning of Family Nurse Partnership in
April 2016, supervision was increased to accommodate the additional FNP families. This
impacted on the amount of supervision available to Health Visitors in the short term but was
successfully managed in partnership with the Health Visiting team.
The Multi-agency Safeguarding Hub (MASH) has evolved significantly and there is an impact
upon Children Universal Services (CUS) when MASH nurses cannot meet the service
demand. Funding of the MASH nurses is agreed annually by the three commissioners in
Hertfordshire. MASH data indicates that current funding of 2 WTE nurses does not meet the
demand and additional work has to be managed within CUS, increasing their workload. The
funding gap has been raised with commissioners.
This year both Safeguarding Adults and Children’s teams worked closer together to develop
integrated safeguarding training as part of the induction programme and developed two
Safeguarding Policies: Not Brought In and Domestic Abuse. In addition to their roles, the
safeguarding children team provided support and strategy development to ensure that multiagency working is robust, that challenge and escalation processes are implemented when
required and provides assurance that any newly developed safeguarding processes are not
compromised.
The Safeguarding Children Team ensure staff are kept informed of relevant safeguarding
advice, disseminated through HCT communication systems, staff resource area, Children’s
Service Bulletin, safeguarding newsletters, bespoke training and attendance at team
meetings. Guidance tools, leaflets and posters have been produced by the team throughout
the year to share good practice and are available on the intranet (Appendix 1).

6.

Safeguarding Children Service

HCT works well with its partner agencies at both an operational and strategic level. The
Senior Safeguarding Nurses represent HCT on HSCB subgroups and all the Safeguarding
Nurses are members of the HSCB training pool, providing their expertise at a wide range of
training events and sessions across Hertfordshire. The team are leading on Graded Care
Profile and Bruising training.
The Safeguarding Children Team monitored all referrals to children services to provide
assurance that the safeguarding threshold was met, that a Graded Care Profile was
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commenced or considered when a referral for neglect was submitted and to ensure staff are
submitting a high standard of referrals. The number of families referred into children
services in 2016/17 was 227, representing an increase of 36 (16%) in comparison to the
previous year. The monthly safeguarding audit regarding the outcome of the referral
indicated that the majority of the referrals were signposted to early help for enhanced
support, or taken up by Children Services due to meeting the safeguarding threshold. At the
present time, referral outcomes cannot be collated by the HSCB due to work capacity
issues, but the service is working closely with the HSCB to find a solution.
There has been a significant decrease in the number of children subject to a Child Protection
plan (CPP) (see table 1). Currently there are 552 (March 2017) children subject to a CPP in
comparison to 866 in March 2016. The number of children with a CPP has declined by 36%
throughout the year. As a result the number of children with Child in Need (CIN) plans has
increased significantly. This is due to the step-down process from CPP and cases that are
being supported under Section 17 of the Children Act (1989). The CIN process reflects the
HSCB ‘Meeting the Needs’ document regarding thresholds for support and intervention.
Although numbers of children with CPP plans have reduced significantly, the work-load has
not changed for Children Universal Services, due to the CIN processes that are expected to
be undertaken.
Table 1
Number of CPP in Herts
Quarter period
Number of CPP
Q1
711
Q2
681
Q3
553
Q4*
522
*up to end of March 2017
6.1

Serious Case Reviews (SCR) and Partnership Case Reviews, Domestic
Homicide Reviews (DHR)

Serious Case Reviews:
There have been no new Serious Case Reviews commissioned by HSCB or ESCB during
2016/17 that required an active input from HCT. Two of the SCRs commissioned in 2013
and 2014 were published in 2016 and the lessons learnt incorporated into HCT training.
There is one SCR still to be published; the delay is due to on-going criminal proceedings.
Domestic Homicide Reviews:
One Domestic Homicide Review (DHR) was commissioned by Hertfordshire Constabulary in
2016/17. A chronology of events has been shared from HCT Adult and Children’s records.
The case is currently under review by the Hertfordshire DHR panel.
7.

Key Areas of service delivery during 2016/17

7.1

Performance and management

The principles of an effective and safe service are the identification, assessment and
management of risk. The Safeguarding Children Team supports, enables and challenges
staff to make safe and effective decisions to safeguard and protect vulnerable children.
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Measurement of performance and outcomes is therefore complex and includes a variety of
factors which include:
•
•
•
•
•
•

performance indicators related to training and supervision uptake
audit of safeguarding practice
risk management
review of serious/complex cases
responses to HSCB multi-agency action plans
development and review of policies to ensure they are in line with local and
national guidance
• working with partners in the Multi Agency Safeguarding Hub (MASH)

7.2

Clinical guidelines, best practice and staff education

Staff education:
It is a legal requirement under the Children Act 2004 (Section 11) that all individuals who
work in NHS organisations, permanently, contracted or commissioned, should be trained,
able to recognise when a child may require safeguarding or be at risk, and know what action
to take.
All staff in HCT are trained by the Safeguarding Children Team who are responsible for the
delivery of safeguarding training programmes at different levels dependent on the level of
contact that the staff member has with children in their daily work. Levels and frequency of
staff training are aligned to the Intercollegiate Document 2014 (RCPCH 2014). In conjunction
with this the training strategy provides the framework for ensuring that all staff employed
within HCT, independent contractors and volunteers are appropriately trained in
safeguarding the welfare of children in line with national and local requirements.
Training is underpinned by principles which promote the welfare of the child, promotes
working in partnership with families, respects diversity, promotes inter-agency working,
recognises emotional impact, is evidence based and above all must be child centred.
Acquiring knowledge, skills and expertise in safeguarding/child protection should be seen as
a continuum. It is recognised that staff will increase skill and competence throughout their
professional careers and therefore training needs to be flexible, encompassing different
learning styles and opportunities. Each training session is evaluated and the programme is
regularly updated to take into account participant feedback and changes in legislation,
research and local and national practices. Staff evaluations indicate that training is valued.
The training programme is adapted in response to findings from Serious Case Reviews,
Partnership Case Reviews, Domestic Homicide Reviews and both local and HSCB audit.
Staff are also encouraged to attend HSCB multiagency training to raise awareness of a
multi-agency approach to protecting children, support networking and promote effective
information sharing.
Bespoke training is also provided to staff groups where there are difficulties in enabling staff
to leave there work area to attend safeguarding children training. The future vision for
bespoke training is to deliver a mandatory training session throughout the year to give
further assurance of compliance to training.
During the past year the Safeguarding Children Team has worked closely with the General
Managers in Adult services to increase training compliance in this staff group. This has
proved a challenge and the Safeguarding Children Team are working with the Learning &
Development service to identify creative ways to target difficult staff groups. This will include
developing a Safeguarding Children training work-book for level 1 and 2 staff.
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Safeguarding Children Training compliance achieved (95%) including levels 1 – 4 for HCT
and West Essex professionals ( table 2). Training is consistently well evaluated by staff who
state that it will have a positive outcome on their practice. A follow-up audit to test staff
knowledge has been developed and regular audit is planned.
Table 2
Training compliance 2016-17 (compliance = 95%)
102%
100%
98%

Q1

96%

Q2
Q3

94%

Q4

92%
90%
88%
Level 1

7.3

Level 2

Level 3

Level 4

Safeguarding Children Supervision:

Compliance for eligible staff receiving safeguarding supervision within the prescribed period
for their professional group is now set at 95%. There has been an increase in staff accessing
safeguarding supervision which is due to data cleansing and closer monitoring of compliance
by the safeguarding admin team.
It was agreed that the supervision data would be collated at end of each quarter as monthly
reporting was not providing accurate data.
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The graph below demonstrates staff grouping compliance with supervision during 2016/17.
Staff supervision compliance 2016/17
120%

Target = 95%
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100%
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Key:
SN
HV
CSS
AHP
SCT / LAC

8.

School Nurse
Health Visitor
Children’s Specialist Services
Allied Health Professionals
Safeguarding Children Team / Looked after Children Team

Participation in audit

A number of audits have been undertaken by the team against recommendations from
national and local reviews, a sample of these are set out below:
8.1

Children’s Services Audit

The monthly audit of referrals to children’s services has continued. Data is obtained via
SystmOne and Datix reports. At the present time all referrals made to children services are
scrutinised by the Safeguarding Children Team and information cascaded widely. The
outcome of the audit indicates that the majority of the referrals are taken up either via the
assessment team of Children Services, or through early help support services; that referrals
are made outside the Health Visiting core contacts; referrals made due to multiple domestic
abuse notifications and that Graded Care Profile assessments were considered in the
majority of referrals. The number of referrals that were considered to be under the
acceptable standard due to limited documentation is low and are followed up with the
referrer.
The whole process is to enhance partnership working, ensure thresholds are met and
therefore improve outcomes for children and their families.
8.2

Quality Priority 3
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Quality Priority 3 was set to improve early identification of all vulnerable and at risk children
who are Not Brought In for planned appointments with HCT children’s services.
Following the ratification of The Not Brought In (NBI) Joint (Safeguarding Adult and
Children’s) policy in Q3, two audits have been undertaken in Q4 to give assurance that the
new policy is being followed. The results of the audit from 14 sets of records selected widely
across the Trust indicate that there is 93% compliance and that appropriate icons reflecting
vulnerability and risk assessment had been considered in all 14 records audited (100%). A
further audit of two children’s disciplines using a total of 12 records, indicated that the NBI
process and appropriate icons and risk assessments were considered in all 12 records
audited, resulting in 100% compliance. A Meridian audit is planned in June 2017, 6-months
after the policy was launched.
8.3

Supervisee Audit

The second supervisee audit via Meridian was completed in Q3, to review the quality of
Safeguarding Children Team (SCT) Supervision. Questionnaires were emailed to 770 staff
that access Individual and Group supervision with the SCT. An excellent response rate of
43.5% (335 surveys returned) was achieved. Findings indicate that:
• 99% of respondents received formal safeguarding children supervision within the
time frame specified.
• 98% of staff reported that safeguarding supervision enabled them to work
confidently with their safeguarding children caseload.
• 98% reported that safeguarding supervision enabled them to keep the child as the
focus for the care they were delivering
• 84% of respondents reported that supervision challenged or enabled them to modify
their case management.
The results of the audit have been fed back to staff via Noticeboard and the plan is to
complete this audit annually.
8.4

Domestic abuse audit

Health Visitors’ records were audited in Q3, to identify action taken following receipt of a
domestic abuse notification via the police. The Safeguarding Children Team reviewed
records county-wide to consider if adequate risk assessment had been completed when
making a decision on whether to follow up service users and their children following receipt
of the Police information. Audit indicated that there were some areas of good practice,
however in other cases there was little evidence to support decision making. Safety of the
victim had been considered in some cases but there were occasions where a risk
assessment had not taken place for the child. There was little evidence of Health Visitor
action planning. The Adult and Child domestic abuse templates were not used correctly and
there were records where the icons had not been used which could potentially have
influenced other staff accessing the records. The auditors suggested that Health Visitors
could have contacted the Safeguarding Children Team for advice in more cases which may
have supported their decision making and kept the children central to their focus. This audit
has influenced the training developed by the safeguarding children team and has been
amended to remind professionals of their roles and responsibilities in the follow up of
domestic abuse notifications and documentation within the health records. The results of
this audit were shared with CUS managers and team leaders, encouraging the results to be
shared at team meetings, highlighting the correct process to be used. The SCT will consider
the development of a further dip sampling audit to be used at individual safeguarding
supervision. This audit will be repeated in six months.
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8.5

Peer safeguarding supervision Audit

In Q4, a peer supervision audit was undertaken looking at the documentation on the
SystmOne template at safeguarding supervision. Two sets of randomly selected records
were audited from each of the Safeguarding Children Supervisors. The data indicated
excellent compliance to the following areas:
Audit Questions
Is there evidence of the reason why the case has been brought to
safeguarding supervision?
Is there evidence that the supervisor has reflected upon concerns/unmet
needs raised at previous supervision?
Does the supervision recorded reflect the voice of the child?
Is there evidence in the new journal that previous actions from last
supervision have been addressed? If not, why?
Is there evidence that the action plans for this safeguarding session are
Clearly documented and SMART? If not, why?
Has the supervision been undertaken within the three month time-frame?

8.6

Compliance
100%
100%
100%
100%
100%
100%

Record keeping audit

The record keeping audit using Meridian continues to be undertaken to audit SystmOne
records of children with Child Protection Plans together with Health Visitors (HV) and School
Nurses (SN) at their individual safeguarding supervision sessions. This audit seeks to check
if:
• the quality of the practitioner’s record keeping is complaint with policy
• the relevant family members and professionals’ details are recorded?
• parental responsibility is evident?
• the appropriate safeguarding icons are present?
• liaison between professionals is clear?
• the HV/SN action plan follow SMART principles?
• the “voice of the child” is evident?
There were 568 Meridian questionnaires completed that informed the audit from April 2016
to March 2017.
This audit has seen improvements in recording in all areas, particularly in the documentation
of family members (groups and relationships), maternal parental responsibility, the use of the
safeguarding icons, and action planning. Areas that require improvement such as
documentation paternal parental responsibility; professional information within the groups
and relationships and documented evidence that core group meeting minutes are requested
are discussed with individuals, Team Leads and Managers and fed back though the Children
and Young People’s management team meetings and Safeguarding Children Forum.
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The chart below identifies the monthly volume of questionnaires completed for the audit by
the Safeguarding Children Team from April 2016 and March 2017.

Questionnaires completed
70
60
50
40
30
20
10
0

8.7

Hertfordshire Section 11

The action plan for the section 11 (2015) has been progressed and monitored through the
Safeguarding Children Forum, to ensure compliance during 2016/17. All areas that were
identified for improvement have been completed and ratified by the Safeguarding Children
Forum.
On 31/3/2017, a Section 11 audit occurred. The CCG have commented that overall it is clear
that HCT have a committed and progressive Safeguarding Children’s team. The key
identified areas to progress and monitor through an action plan are:
• to increase the numbers of GCP’s that are commenced. Completion of Child in
Need audit examining the numbers and quality of GCPs commenced and reviewed
in the sample reviewed.
• exploration of communication pathways in relation to liaison with HCT following an
Early Help assessment.
• to provide clarity around definition of low, medium and high risk domestic abuse
notifications and ensure comprehensive guidance is available for staff when
completing a risk assessment.
• to review current MARAC process
• explore and demonstrate how staff are supported in their work with families from the
travelling community, including understanding of culture diversity.
• that Child Protection Medicals, carried out by the Paediatricians, are being
documented on SystmOne
• dip sample audit that action plans for Looked After Children, formulated as a result
of findings from a health assessment, are followed up and consequently completed
• robust and vigorous information sharing process is in place across West
Hertfordshire once decommissioning of the Paediatric Liaison service is complete.
Recommendations following the Section 11 audit have been included in the delivery plan for
2017/18 and will be monitored by the Safeguarding Children Forum.
Safeguarding Annual Report 2016/17

14

9.

Rapid Response Service

The Rapid Response service is a nurse-led, multi-agency response to enquire and evaluate
each unexpected child death. This information is then shared with the Child Death Overview
Panel (CDOP) process. The focus of the Rapid Response service is to work with partners to
help gather information that will assist the investigation to identify how the child died and to
provide support to bereaved families. The Safeguarding Children Team and members of the
Health Visitor team are trained as case clinicians in this process and the service is provided
from 8am to 8pm every day of the year.
The first Rapid Response conference “How Together We Can Make a Difference” was held
in October 2016. The multi-agency conference delivered a full agenda of partnership working
to 80 delegates and to raise the understanding of partner agencies in relation to the Rapid
Response process. The conference was privileged to have a father share his experience
following the tragic death of his teenage son. Due to the excellent feedback from delegates,
a second Rapid Response conference is scheduled for October 2017.
A training session was delivered at the Lister Hospital in 2016/17, with a further training in
May 2017. Training is offered to partners at each Hertfordshire Safeguarding Children Board
(HSCB) Rapid Response steering group.
The Rapid Response team continues to consider and identify any themes that are identified
through the death of a child, with the aim of encouraging campaigns to reduce the risk to
children in Hertfordshire and to improve outcomes for children. This year water safety
leaflets have been distributed to the health visitors to discuss at a child’s developmental
assessment following the tragic death of two children who drowned.
Following the redesign of the (HSCB) Safe Sleeping leaflet in 2015, which is given to all
parents at the new birth visit and transfer into area of children under 1-year old, there has
been a significant drop in the number of tragic Sudden Unexpected Deaths of Infants
(SUDI). It is considered that a contributory factor in this reduction is the Health Visitor
discussion with parents, supported by the leaflet.
The table below (generated from HCT Rapid Response data) shows the number of
unexpected child deaths over the last four years referred to the Rapid Response Nurses and
those which were managed as a Rapid Response after assessment.
Number of deaths requiring the Rapid Response process
30
25
20

Total number of Unexpected
deaths reported to RR team

15

Number of Unexpected deaths
managed by RR team
Deaths under 1-year of age

10

Number of SUDI
5
0
2013

2014

Safeguarding Annual Report 2016/17

2015

2016

15

Causes for deaths in children in 2016

Found unresponsive
2

2

Medically related
conditions
Death related to fall
Hanging

1
2
1

Sudden Unexpected Death
in Infancy

The Rapid Response team has developed the first Rapid Response poster (Appendix 2) that
was circulated widely in 2016/17. The poster was also presented at an East of England
Medical Conference as an example of excellent practice which generated positive interest.
Currently, the Rapid Response nursing team is working on a proposed model re-design. The
current model requires a nurse to be on duty 365 days a year, between 8am and 8pm. This
model is no longer sustainable due to changing work patterns and capacity of the
Safeguarding Children Team, and a reduced demand for the service.
The demands on the Safeguarding Children Team have increased considerably over the
years due to national and regional changes relating to the protection of children, such as
increased supervision of health staff and continual audits to identify early risk factors in the
organisation. The Safeguarding Children Team is also managing an increased risk of
Children Universal Services vacancies, and a young and inexperienced Health Visitor work
force. The additional pressures on the Safeguarding Children Team are affecting stress
levels and staff morale. The existing Rapid Response model did effect the recent recruitment
to the safeguarding children team, as potential candidates chose not to pursue their job
application due to the Rapid Response rota expectations.
The revised Rapid Response model proposes to operate a 9am to 5pm service Monday to
Friday (excluding Bank Holidays). This model would require multi-agency partnership
working with other health professionals within the acute trust on a rota basis during
weekends, bank holidays and out of hours. The revised model proposal requires board
approval and HSCB approval to progress. Additionally further training will be offered to
partners to support and assist the transition if the new model is approved.
10.

Risks

There are currently two risks on the Quality Directorate Risk Register that relate to
safeguarding children:
1. Safeguarding capacity demands in the Multi-Agency Safeguarding Hub (MASH)
due to excess capacity demands on the funded 2 WTE Nurses.
2. Two sessions for Named Doctor not fully covered due to one year’s induction
required for the new post-holder
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The risk regarding the decommissioning of the Paediatric Liaison Services in the west of
county has been logged on the CUS risk register. The redesign model is not in operation and
progress has been slower than envisaged.
11.

Multi-Agency Safeguarding Hub (MASH) Partnership

The MASH Health partnership continues to offer an excellent service, working with Partners
to ensure a timely response to referrals made to Hertfordshire Children’ Service’s, in order to
Safeguard Children.
The data (Appendix 3) demonstrates that meeting workload and time scales presents an
ongoing challenge: Mean average of information sharing requests for families completed by
MASH nurse is 81.2%. This is due to the inadequate level of Nursing Staff, and processing
of referrals in the MASH as a whole. This highlights the continued concern that the MASH
Health Partnership cannot achieve the level of work required within the time scales given. At
the present time the safeguarding children team is funding administration support for the
MASH nurses. Without this additional input, the MASH nurses would achieve a lower
percentage of the work load resulting in an increase in the number of referrals not reviewed
within time scales.
The MASH Health Partnership has intermittently experienced significant IT issues in the last
year which has impacted on Health performance, however, actions are always taken to try to
minimise the impact of the disruption.
The MASH have been awarded the Hertfordshire Children’s Services Integrated MultiAgency Team of the Year 2017 earlier this year and one of the Nurses won ‘Star of the
Month’ in April 2017.
12.

Key Areas for Development in 2017/18
• To progress the redesign proposal for the Rapid Response Process
• To develop a bespoke Chaperone Policy for Adults and Children following the
Goddard Enquiry
• To continue to develop the redesign of the Paediatric Liaison in partnership with
Children Universal Services
• Monitor the use of Graded Care Profiles (GCP) assessments and give assurance
those families where Neglect is a concern has had the GCP pathway considered as
part of future action planning.
• To provide clarity around definition of low, medium and high risk domestic abuse
notifications and ensure comprehensive guidance
• Support the HSCB Neglect Delivery Strategy 2016/19 and progress the HCT
Neglect Pledge
• Recommendations identified through inspections (Section 11, Care Quality
Commissioning, and Peer Reviews; Serious Case Reviews, Domestic Homicide
Reviews, Partnership Case Reviews and Internal Management Reviews) are
progressed and completed within the agreed time scales.
• Assurance that Mandatory safeguarding children training compliance is maintained
at all levels as per the Trust KPI.
• Bespoke level 3 training for 2017/18 to be Domestic Abuse training.
• Continue with a programme of audit to improve safeguarding practice across the
Trust
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• Work with Trust IMT staff to resolve the difficulties and safeguarding concerns
caused by TPP’s removal of dissent to override process.
• To ascertain the number of Child in Need plans and monitor the impact upon the
Trust work load.

Tricia Wren, Deputy Director Quality & Governance / Deputy Chief Nurse
Sue Thompson, Named Nurse Safeguarding Children
June 2017
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Appendix 1 - Safeguarding Children team newsletters
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Appendix 2 - Rapid Response Poster
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Appendix 3 - Multi-Agency Safeguarding Hub data
Compliance to work capacity (July 16 – March 17)

Week ending

Health Information
sharing requested per
family

July

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

598

652

465

492

409

459

477

516

536

435
(693)

458
(582)

346
(621)

394
(712)

313
(650)

351
(617)

431
(896)

480
(925)

517
(1022)

72.8%

70.2%

74.4%

80.1%

76.5%

76.5%

90.4%

93%

96.5%

100%

100%

100%

100%

100%

100%

100%

100%

100%

Health Information
sharing completed per
family*
(number of individual
records reviewed by
nurses in brackets)

% of information sharing
forms completed
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1. Source: MASH DASH data. HCT MASH Health Data. Full Data available July 2016 –
March 2017
2. Target: 100% of information sharing forms are completed within timescales
3. Definition of target: 100% cases allocated to health by MASH for information
sharing are completed by MASH nurses in time scales.
4. Staffing: WTE 2.0 (75 hours per week) MASH Safeguarding Children Nurse
Specialists.
5. Average nursing time to complete and finalise each information sharing request:
52.04 minutes (N.B. The nursing time taken to review the records and share
information is dependent on the amount of adults and children in that family group;
the data in brackets gives a clearer demonstration of the amount of records the
nurses review each month.)
6. One nurse can complete a mean average of 5-6 cases a day allowing for
administrative time, escalation and multi-agency case discussion. Nursing hours also
needs to incorporate time for attendance at team meetings, absence due to annual
leave and sickness, supervision, appraisal and HCT mandatory training.
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