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Portsmouth Safeguarding Children Board 

Newsletter 

Spring 2017 

Issue 8 

Goodbye to Dr Helen Coleman ... 

Update from the Chair... 

 

  

 

You may already be aware that Dr Helen 

Coleman retired at the end of February 2017.  

Helen worked as a Consultant Paediatrician for 

Solent NHS for many years and was the chair of 

the PSCB Case Review Committee as well as 

fulfilling the role of Designated Doctor for our 

serious case reviews and Child Death Overview 

Panel.  She has also been a regular attendee at 

our Executive meetings.  

I'm sure you will all join us in wishing 

Helen a very long and happy 

retirement and thanking her for her 

input to the board since its inception. 

Welcome to the spring 
edition of the PSCB 
newsletter. This edition is 
rich in content and my 
thanks go to those who have 
contributed and supported 
the PSCB Business Unit in 
producing this issue.  A date 

for your diary: the Online Safety Day 21 June which is 
promoted on the last page. 
 

I also recommend that you to take a look at the CSE 
and Policing Hub website. This is a national 
resource developed by the University of 
Bedfordshire on behalf of the College of Policing 
and was recently launched at an event in London. 
Whilst its immediate focus is aimed at police and 
CSE, it is an excellent source of information for all 
agencies and staff working in child protection. Their 
newsletter, which you can subscribe to, updates on 
themes from Children Missing Education to 
consultation with young people (through an 'Experts 
by Experience' group). It also offers the most up to 
date  reports, resources and research materials. 
 

The PSCB has recently held its annual review of 
progress and what we should be prioritising. This 
year we are looking to sharpen our focus on the 
impact multi-agency working is having on those 
children most at risk, how best to support joint 
working as more change and budget restrictions kick 
in and to look very critically at what benefit the 
PSCB is bringing to such children and families. I 
look forward to keeping you posted over the coming 
12 months. 

Best wishes, 

Contact us on: 
 

 Web: www.portsmouthscb.org.uk   

Email: pscb@portsmouthcc.gov.uk 

Board Business 

https://www.uobcsepolicinghub.org.uk/
https://www.uobcsepolicinghub.org.uk/
http://www.portsmouthscb.org.uk
mailto:pscb@portsmouth.gov.uk
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At the conference you will be expected to support the family to explore:  

 What has happened, and any harm that has been experienced or the risk of harm that is 
perceived  

 The impact this has had or is having on the child/ren  

 How the family feel about what has happened or is happening  

 How the family will work to make things better and keep their child/ren safe  

As of 2nd May 2017 we are moving to a Restorative Approach to Child Protection Conferences. A 
restorative child protection conference aims to bring together the people in the family affected by the 
harm that has been identified, together with the professionals who might assist them in making things 
better. It is important that the family are at the centre of the meeting, taking a leading role in the 
discussion and the planning.  

 

 

 

 

 

 

 

One of the practice changes is that there will be no reading time at the conference; you will be 

expected to have read the reports before attending. So it is really important that you submit your 

report to SQT Business Team two working days before the conference so that it can be circulated 

to all attendees at least one day beforehand. 

The professionals identified by the family to support them making things better and make the child/ren 
safe will, together with the family, form the core group of people working on the child protection plan. 
This core group will meet at least every 6 weeks to talk about the plan - how it is working for the family 
and how well they are progressing with it and whether the child/ren are safer. The progress made by the 
family will be reported back to the review child protection conference, making attendance and 
contribution to core group meetings even more important. 

There will be a transition period of moving across to this practice. On our PSCB website you will see that 

we have created a new page dedicated to this with a copy of the agenda and a copy of the revised CP 

plan template (the template for your report to Initial Child Protection Conferences will continue to 

remain as is for the time being). The page also includes a one minute guide explaining the principles of 

a Restorative Approach to a CP Conference and the presentation  Denise Lingham, the Service Lead 

for Child Protection, gave at the briefing sessions on this topic.  

We highly recommend that you share these with colleagues who may be asked 

to contribute to a Child Protection Conference so they are aware of these 

changes. If you have any questions please email them to us at 

pscb@portsmouthcc.gov.uk. 

The Inter-Agency Contact Form has been updated following the launch of the PSCB Thresholds 

Document and replaces the Inter-Agency Referral Form. It must be used to record concerns about a 

child that you need to share with Portsmouth's Multi-Agency Safeguarding Hub (MASH).  

Before sending in this form, practitioners should have a conversation with their line manager and/or 
safeguarding lead if this is available in their agency, then contact MASH for a conversation as required.  
 

Following a contact, practitioners must send in the form within two working days – but ideally this should 

be immediately following the contact to ensure that there is no delay for the child’s needs to be 

considered.  The Inter-Agency Contact Form  can be found on the PSCB website on the Resources 

for Frontline Professionals and there is an accompanying one minute guide that gives some useful help 

on how to complete the form. 

 
Restorative Approach to Child Protection Conferences 

Updated Inter-Agency Contact Form 

Web: www.portsmouthscb.org.uk  Email: pscb@portsmouthcc.gov.uk 

http://www.portsmouthscb.org.uk/professionals/restorative-practice/
http://www.portsmouthscb.org.uk/wp-content/uploads/Restorative-ICPC-Agenda-April-2017-V2.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/Restorative-Practice-CP-Plan.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/Restorative-Practice-CP-Plan.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/OMG-Restorative-Practice-Conferencing.pdf
http://www.portsmouthscb.org.uk/wp-content/uploads/Restorative-Conferencing-Presentation.pdf
mailto:pscb@portsmouthcc.gov.uk
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Threshold-Document-FINAL.pdf
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Threshold-Document-FINAL.pdf
http://www.portsmouthscb.org.uk/wp-content/uploads/Inter-Agency-Contact-Form-May-2017.dotm
http://www.portsmouthscb.org.uk/wp-content/uploads/OMG-IACF.pdf
http://www.portsmouthscb.org.uk
mailto:pscb@portsmouth.gov.uk
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Between August 2016 and January 2017 the Board spent time scrutinising the impact of domestic 

abuse on children and understanding what provision is available to address this in Portsmouth. Our 

last newsletter provided some learning from research and serious case reviews as to how we can 

support professionals improve their practice and on the PSCB website there is information about what 

services are available in Portsmouth to support the victim, the perpetrator and the children affected by 

domestic abuse. 

The Board's Monitoring, Evaluation & Scrutiny Committee (MESC) also undertook an audit of children 

living with domestic abuse. The six cases the Audit Team reviewed were of children about whom 

contact had been made to the Multi-Agency Safeguarding Hub (MASH) due to a concern about 

domestic abuse in their household. The outcomes of these contacts was split evenly between returning 

the case to universal services; MASH completing an assessment and then returning the case to 

universal services; and the assessment by MASH leading to a child protection enquiry.  

The audit team wanted to understand whether the contact to MASH was timely for the child; whether 

the risk posed had been identified, assessed and appropriately responded to; that any assessment 

clearly identified the unmet needs, understood and prioritised these with a clear plan; and the agencies 

had worked together effectively to protect the child. 

The auditors found that when reviewing Children's Social Cares records it was not always clear that the 

information they'd gained by doing a statutory Single Assessment had been shared with other relevant 

professionals where appropriate. This would have constituted good practice as all workers with the 

child would then be alert to there being domestic abuse in the child's household and could offer 

appropriate support. For the two cases where the child was subsequently placed on a Child Protection 

Plan it was particularly noted that the risks, needs and strengths were very clear and they evidenced 

good multi-agency practice.  

Even in this small sample group there was a variation in how professionals were involving/engaging 

children and families in their assessment and planning. There was evidence in half of the cases of 

good practice and no evidence of this in the other half of cases. What was unclear was whether there 

was no evidence because it hadn't happened or because it hadn't been recorded on the records the 

auditor was reviewing. 

The findings from this audit of a small number of cases was evidence of a 

good understanding of the effects living with domestic abuse can have on a 

child, demonstrated by the timely contact with the MASH. The audit 

highlighted that if families refuse an early help single assessment there is 

currently no clear pathway for following this up. Portsmouth Children's Trust 

will be asked to consider this in their current work at strengthening early help 

pathways 

The learning for improvement for all is to ensure there is communication at all 

stages with workers involved with the child, so that there can be a more 

joined up approach to the support offered.; and a reminder of the need to 

maintain accurate and up-to-date records. 

Lessons from Domestic Abuse Audit 

Overall the audit found evidence of good practice. The findings were that in none of the cases were 

there any delays in referring the child to the MASH. As soon as the concern was raised either via 

the Police or School, a contact was made to the MASH, who in turn made a timely decision. There 

was evidence that in these 6 cases the risk to the child had been appropriately identified and 

responded to; and for 5 of the 6 cases it was felt that the decision making appeared to appropriately 

match the priority. 
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Unborn/Newborn Baby Protocol 

  

Web: www.portsmouthscb.org.uk  Email: pscb@portsmouthcc.gov.uk 
 

The National Maternity Review: Better Births 2016 
identified that every woman, every pregnancy, 
every baby and every family is different. Therefore, 

quality services must be 
personalised and meet the 
needs of the baby as well as the 
wider family.  
 

The updated Unborn/Newborn 

Baby Protocol applies to all professionals who 

have identified any concerns and provides a robust 

framework for responding to safeguarding 

concerns and safe planning by practitioners 

working together, with families, to safeguard the 

baby before, during and following birth within 

Hampshire, Isle of Wight, Portsmouth and 

Southampton. 

This multi-agency protocol sets out how to respond 
to concerns for unborn babies, with an emphasis 
on clear and regular communication between 
professionals working with the mother and her 
family.  
 

The aim of this protocol is to enable practitioners 
to work together with families to safeguard unborn/
new-born babies where risk is identified. The 
protocol provides an agreed process between 
health agencies, social care and other agencies 
working with the mother and her family on the 
planning, assessment and actions required to 
safeguard the unborn/new-born baby.  

Portsmouth CCG Safeguarding Team, has been 
working closely with local health providers and 
PSCB, to raise awareness of Child Sexual 
Exploitation (CSE) across all health services in 
Portsmouth.   

There is a Child Sexual Exploitation Risk 

Assessment Form (SERAF) that can be 

completed with a young person, asking them 

various questions to help assess the young 

person’s level of risk.  This tool providers a 

valuable assessment of a young person’s 

vulnerability; however it was recognised by all four 

LSCBs that a shortened tool was required for 

health professionals who only have  limited time 

with a young person.   

The shortened form consists of 
four questions which will help 
health professionals to assess if a 
young person is at risk of CSE.  If 
a risk is identified the completed 
form is sent to the Multi Agency 
Safeguarding Hub (MASH) who 
will assess and action as 
appropriate. Sarah Shore, 
Associate Designated Nurse for Safeguarding 
Children, is currently training GP staff on the new 
tool and is supporting other health providers in 
training their staff.  A copy of the shortened CSE 
tool can be found on the PSCB website.  

Shortened CSE Assessment Tool 

The PSCB is continuing to offer lots of learning opportunities through their training programme.  

The new lunchtime learning briefing sessions are proving very popular - we’ve had lots of colleagues 

attend the briefings on the new early help assessment and on restorative approaches to bullying. We 

have also had a large response to our briefings on Child Protection Conferences and Restorative 

Practice. 

Look out for the invitation emails to our briefing session in May focusing on the messages from our 

recent Serious Case Review. Due to demand and limited places, please make 

sure the person coming to the briefing is able to cascade the information and 

key messages to the rest of your team. 

We also have available a new e-learning course - Safeguarding Children with 

Disabilities. Please contact us for a login - pscbtraining@portsmouthcc.gov.uk 

PSCB Safeguarding Training Programme 

http://www.portsmouthscb.org.uk
mailto:pscb@portsmouth.gov.uk
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
http://www.portsmouthscb.org.uk/wp-content/uploads/4lscb-Unborn-Protocol-March-2017-FINAL.pdf
http://www.portsmouthscb.org.uk/wp-content/uploads/4lscb-Unborn-Protocol-March-2017-FINAL.pdf
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Shortened-CSE-risk-assessment-Final-v1-Feb-2017.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Shortened-CSE-risk-assessment-Final-v1-Feb-2017.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Shortened-CSE-risk-assessment-Final-v1-Feb-2017.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Shortened-CSE-risk-assessment-Final-v1-Feb-2017.docx
http://www.portsmouthscb.org.uk/wp-content/uploads/PSCB-Training-Booklet-2016-17.pdf
mailto:pscbtraining@portsmouthcc.gov.uk
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The Child Death Overview Panel 

An unexpected death is defined as the death of an 

infant or child (under 18 years) which was not 

anticipated as a significant possibility for example, 

24 hours before the death; or where there was an 

unexpected collapse or incident leading to or 

precipitating the events which lead to the death.  

Rapid Response to unexpected child deaths 

Since April 2008 there has been a requirement for 

professionals to undertake a rapid response to 

unexpected deaths to ensure the best possible 

understanding of the cause of death and any 

contributory factors.  

There is a 4LSCB procedure available on the PSCB 

website that explains the process in more detail. 

Essentially the Rapid Response process tries to 

ensure that the response is an appropriate and 

coherent  balance between the bereaved family’s need 

for  sensitive, empathetic  care;  the need to identify 

and preserve anything which might explain why the 

child has died and the need to conclude investigations 

expeditiously so that the child’s funeral is not delayed 

unnecessarily. Professionals’ time spent with the 

family may be brief but the events and words used can 

greatly influence how the family deals with their 

bereavement in the long term.  

 

 

 

 

 

The designated professionals from the CCG or 

specialist nurse from Solent NHS Trust should be 

consulted where professionals are uncertain about 

whether the death is unexpected. If in doubt, the 

processes for unexpected child deaths should be 

followed until the available evidence enables a 

different decision to be made. 

It most cases (96%), the unexpected death of a child 

is the result of natural causes, and is a tragedy for the 

family. However, if there are concerns that abuse or 

neglect may have been a factor, immediate 

consideration must be given regarding the needs of 

other children in the household. Guidance should be 

followed as provided in the 4LSCB Safeguarding 

procedures along with a strategy meeting to consider 

the welfare of all children in the household, held and 

chaired separately from rapid response discussions.  

If you have been involved with the child 

or family as a professional you may be 

asked to attend a Rapid Response 

meeting.  

Each death of a child is a tragedy, and families 

want to understand what happened and are 

usually keen for lessons to be learnt. 

The primary purpose of the Child Death Overview 
Panel (CDOP) is to review individual deaths, to 
identify modifiable causes to inform strategic 
planning on how best to safeguard and promote 
the welfare of children within the city. The 
responsibility for determining the cause of death 
rests with the coroner or the doctor who signs the 
medical certificate identifying the cause of death 
(and therefore not the responsibility of the 
CDOP). 

The main functions of the CDOP include: 

 collecting and collating information on each 

child and seeking relevant information from 

professionals and, where appropriate, family 

members; 

 discussing each child's case and providing 

relevant information or any specific actions 

related to individual families to those 

professionals who are involved directly with the 

family so that they, in turn, can convey this 

information in a sensitive manner to the family; 

 determining whether the death was deemed 

preventable, and decide what, if any, actions 

could be taken to prevent future such deaths; 

 making recommendations to relevant bodies 
promptly so that actions can be taken to 
prevent future such deaths where possible. 

Examples of learning from CDOP include Safer 
Portsmouth Babies Campaign (raising awareness 
of safe sleeping practices to reduce the risk of 
sudden infant death), water safety campaigns and 
work to reduce suicides. 

It is important to remember that the purpose of 

the meeting is to explore the circumstances 

around the death, consider any safeguarding 

concerns, provide support for the family, 

consider any media concerns and any concerns 

regarding the wider community. 

These meetings can be difficult especially if you 

have had direct involvement with the child or 

family.  You may need to consider what support 

you need and request your line manager to 

attend with you. 

http://www.portsmouthscb.org.uk/wp-content/uploads/4LSCB-Rapid-Response-Procedure-FINAL.docx
http://4lscb.proceduresonline.com/portsmouth/index.html
http://4lscb.proceduresonline.com/portsmouth/index.html
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  Domestic Homicide Reviews 

In December 2016 the Home Office published a review of the findings from Domestic Homicide Reviews. 
Below are the general findings and we ask agencies to discuss these within their organisations to consider 
service development. Please contact Bruce Marr (bruce.marr@portsmouthcc.gov.uk) if you’d like to 
discuss anything further.  
 

While the number of both male and female domestic homicides fluctuate year to year there is a clear 
downward trend.  Women are more likely to be killed than men and among women the majority are killed 
by their partner/ex-partner. The highest proportion of domestic homicides were among those aged 30 to 
50 (around two-fifths). 
 

Since April 2011 there has been a statutory requirement for local areas to conduct DHRs and of the 195 
suitable for publication since, 40 were included within the sample. Of these 33 involved intimate partner 
homicides (IPH) and included: 

 29 involved a male perpetrator and female victim and 4 female perpetrator and male victim 

 15 included dependent children of which 12 witnessed or where affected 

 Mental Health issues were present in 25 of 33 and substance misuse mentioned in 21 of the 33 

 24 of 33 perpetrators had a history of violence and in 6 cases the victim had a history of violence 
towards the perpetrator 

 

The remaining 7 were familial homicides of which:  

 All 7 involved a male perpetrator who committed homicide; 6 of which involved a son killing a parent 

 Mental Health was an issue in all 7 and substance misuse by the perpetrator was noted in 6 
 

The main findings included: 

 The quality of record keeping, accuracy of risk assessments and information not shared or that 
communication was poor  

 73% (n24) of those sampled identified that perpetrators presented to agencies with possible signs of 
domestic abuse and/or domestic violence but this was not recognised or explored further 

 Of those involving perpetrators with mental health issues, the majority (16) were known to health 
professionals. Of the 10 DHRs involving victims with mental health issues, all were known to health 
services. 

 Substance misuse was mentioned in 20 DHRs (9 by the perpetrator only, 2 by the victim only and 9 
by both the perpetrator and victim) 

 Of the 33 IPH only 3 victims were ever subject to a MARAC; a further 2 were in the process of 
referral when the homicide occurred 

 In 16 cases both the victim and the perpetrator had contact with agencies but for various reasons 
contact diminished after initial engagement 

 

Learning included: 

 All agencies are confident to use risk and identification assessments (including the DASH) to ensure 
it is robust and consider how this is quality assured within their organisation 

 Improve awareness of domestic abuse to ensure there is an opportunity to intervene early and direct 
victims to the most appropriate statutory and non-statutory service 

 Local areas should review their information sharing protocols, ensure appropriate recording to 
identify repeat incidents and patterns and options for enhancing multi-agency information sharing 

 Improved training was identified in a number of reports 

 Appropriate multi-agency interventions are needed and there is a need to raise awareness and 
understanding of how best to engage and work with those with complex needs 

mailto:bruce.marr@portsmouthcc.gov.uk
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Banking Compassion: 
Professional Responses to CSE Conference Event 

15th June 2017 

  Web: www.portsmouthscb.org.uk   

Email: pscb@portsmouthcc.gov.uk 

Please see details below of an interdisciplinary conference bringing together a range of voices to 
consider practical approaches to improving service delivery to victims of CSE. Featuring workshops, 
case studies and training sessions, this event offers learning, development and networking opportunities 
for commissioners, managers and front line staff. 

Banking Compassion: Professional Responses to CSE Conference Event 15th June 2017 , 

New Place, Shirrell Heath, Hampshire, UK 

Costs: £64.31 – £96.17 (day delegate rate is £64.31 inclusive of vat and includes a networking 

breakfast and hot sit-down lunch. For delegates wanting to stay on for the conference dinner, the cost is 

£96.17 inclusive of vat.) 

Keynote Speakers: Professor Jenny Pearce (OBE) 

(University of Bedfordshire) and Mike King (CEO, Releasing 

Potential) 

Book via Eventbrite  

Any questions email alex@releasingpotential.com or call 

07764326384 and ask to speak with Alex Gray.  

 

http://www.portsmouthscb.org.uk
mailto:pscb@portsmouth.gov.uk
https://www.eventbrite.co.uk/e/banking-compassion-professional-responses-to-cse-tickets-31675055945
mailto:alex@releasingpotential.com
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