Line Of Sight Theme:
Multiagency
coordination and
planning




Line of Sight (LOS)

The LOS process is a core function of
the Hull Safeguarding Children
Partnership (HSCP).

The process provides learning
opportunities across the partnership
to strengthen multi- agency working
and focuses on improving outcomes

for children and young people.

The process identifies specific
learning themes through audit and
multi-agency analysis. Learning is
implemented across the partnership
to improve practice across the

safeguarding system
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a ) Why was the LOS Requested?
Who Requested the LOS?

To explore the multi-agency response and whether this was timely,
proportionate, and responsive to the young person’s needs. This includes
considering the effectiveness of safety planning, multi-agency sharing of

information and the co-ordination of responses and parental consent.

Children’s Social Care
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Key Lines of Enquiry
/ What is the context? \
We d

re strategy discussions held in a timely manner an
all relevant professionals included?

A LOS meeting was held in relation to a young person who was
subject to Child Protection Plan due to risk of physical harm. « How was consent obtained for the child protection
Additional concerns linked to missing episodes, reports of medical?

arguments and increasing tensions within the family. S s (e T eeEnay BETTTE g o coseaies

. . . . : response by all agencies?
Four strategy discussion were held in a short period of time and a

period of accommodation was provided under section 20 due to * Was support identified for the family appropriate and
an allegation made of physical harm by father. SEAETER) 1) E) BE e

» Was intervention planned and proportionate?

There was a delay in the young person being seen following a
strategy discussion taking place and key decision makers and

. . . . . . partners signposted to this?
Qafessmnals were not always involved in planning and decmoy K /

» Was out of hours services used appropriately? Where
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Key practice themes and learning

Safety
planning and
out of hours

support

Professional Strategy
curiosity discussions

Six key practice
themes to make
a difference

Interfamilial
VS.
contextual
needs

Family
dynamics and
self-identity

Drift and
Delay
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Key Practice Themes and Learning

Strategy discussions

» The reviewed highlighted the importance of ensuring that all relevant professionals are included within strategy
meetings, this can support with information sharing and decision making.

» There was some uncertainty as to the decision for a single or joint agency Section 47 enquiry. The decision regarding
single or joint agency investigations should be authorised and recorded by the designated line managers in both the
Police and Children’s Social Care. Should there be professional differences, the HSCP escalation and resolution procedure
should be utilised.

Safety planning and out of hours support

» Despite several strategy meetings taking place, there was a lack of planning around the outcomes and subsequent actions
were not coordinated to ensure that the actions taken aligned with best interests of the children which resulted in
sibling separation and without appropriate checks.

« Information sharing from out of hours services to partners were not robust and left agencies unaware of decision making.
« Some partner agencies were unclear as to processes when out of hours support is required for children.

e It is crucial that partners understand the function of the Hull Emergency Duty Team (EDT), particularly when support is
required out of hours.

« This will ensure that emergency plans for children are subject to all relevant check and risk assessments.

« It is also important that relevant information is recorded on the system by Children’s Social Care so that EDT have access
to up to date information so appropriate plans can be made in an emergency situation.

» The review revealed that there was a need for continuous professional curiosity around contextual safeguarding (risk
outside the family home) needs such as missing episodes, UTI infections and alcohol usage.
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Key Practice Themes and Learning

» There is a need to ensure that referrals are timely to avoid drift and delay, it was recognised in the review that an edge of
care referral should have been made sooner. The review revealed a lack of safety planning and direct intervention.
Intervention was crisis led as opposed to purposeful work that focused on resolving family conflict. This posed the question
as to whether the family were caught between services and missing appropriate support.

« It was reflected in the review that there were several changes in social worker which may have impacted on the
progression of the child’s plan.

Professional curiosity

» The review revealed that professional curiosity needs to be exercised around parents’ reluctance to
engage in parenting work.

e There is a need to understand the underlying issues which impacts on participation as this can result in
progress being made.

Family dynamics and self identity

» The complexity of the family dynamics was evident throughout the review. The completion of a genogram should be
considered to ensure that all children in the family are considered as part of risk assessments and safety planning. It is
important for children to understand their family context to understand their own self-identity. It is crucial that there is a
clear plan in place for children to have planned family time, which includes siblings and wider family.
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eful Information

Hull Social Work Academy and YVIC have
undertaken work on the change of social worker-
Corporate Parenting Strategy Document ‘
(hull.gov.uk)

Out of Hours- EDT (Emergency Duty Team)
contact information 01482 304304

Good practice service delivery standards for the
management of children referred for child
protection medical assessments Child-Protection-
service-delivery-standards-2020.pdf (hubble-live-
assets.s3.amazonaws.com)

HSCP policy and procedure Child Protection
Enquiries - Section 47 Children Act 1989
(proceduresonline.com)

HSCP Learning Programme 2023 - 2024 HSCP
Learning Programme 2023 - 2024.pdf

HSCP Escalation and Resolution Procedure
available on TriX

One minute guide to private fostering
PrivateFosteringHSCP-oneminuteguide.pdf



https://www.hull.gov.uk/sites/hull/files/media/Editor%20-%20Children%20and%20families/Corporate%20Parenting%20Strategy%202022-24%20FINAL%20draft.pdf
https://www.hull.gov.uk/sites/hull/files/media/Editor%20-%20Children%20and%20families/Corporate%20Parenting%20Strategy%202022-24%20FINAL%20draft.pdf
https://hubble-live-assets.s3.amazonaws.com/cpsig/file_asset/file/2/Child-Protection-service-delivery-standards-2020.pdf
https://hubble-live-assets.s3.amazonaws.com/cpsig/file_asset/file/2/Child-Protection-service-delivery-standards-2020.pdf
https://hubble-live-assets.s3.amazonaws.com/cpsig/file_asset/file/2/Child-Protection-service-delivery-standards-2020.pdf
https://hullscb.proceduresonline.com/chapters/p_ch_protection_enq.html?zoom_highlight=strategy+discussions
https://hullscb.proceduresonline.com/chapters/p_ch_protection_enq.html?zoom_highlight=strategy+discussions
https://hullscb.proceduresonline.com/chapters/p_ch_protection_enq.html?zoom_highlight=strategy+discussions
https://www.hullscp.co.uk/wp-content/uploads/2023/06/HSCP-Learning-Programme-2023-24.pdf
https://www.hullscp.co.uk/wp-content/uploads/2023/06/HSCP-Learning-Programme-2023-24.pdf
file:///C:/Users/AistropK1/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/D8KXD2DZ/PrivateFosteringHSCP-oneminuteguide.pdf
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1 Background and Concerns

A line-of-sight meeting was held in relation to a young person who was subject
to Child Protection Plan due to risk of physical harm. Additional concerns linked
to missing episodes, reports of arguments and increasing tensions within the
family-

Four strategy discussions were held in short period of time and there was an
allegation of physical harm perpetrated by the father, which resulted in the
young person being accommodated by the Local Authorty under Section 20 of
the Children Act 1989.

There was a delay in the young person being seen following a strategy meeting
and key decision makers and professionals were not always invalved in planning
and dedsions. An example of this included decision making “out of hours_™
There was uncertainty to decisions arcund a single or joint agency SC. 47
emnquiry and on cocasions there was a lack of coordination between agencies to
consider all eventualities and safety planning. An example of this was the
planning around the arrest of parents following a medical examination.

This impacted on the young person’s mental health which escalated to self-harmn
episodes and taking an overdose of medication. Increased tensions within the
home environment and impacted on relationships with extended family
members and younger sibling.

Concemns were noted in relation to the young person seemingly having a lack of

self-identity.

understanding of their family dynamic which could potentially impact on their)

Further information — links

L

Document (hull. gov.uk]

g

Out of Hours- EDT (Emergency Duty Team) contact information 01482 304304
Good practice service delivery standards for the management of children referred for child protection medical assessments
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2 Purpose of the Review?
To explore the multi-agency response and
whether this was timely, proportionate,
and responsive to the young person’s
needs. This incdudes considering the
effectiveness of safety planning, multi-
agency sharing of information and the co-
ordination of responses and parental
consent

J
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Line of Sight

Hull Social Work Academy and YWIC have undertaken work on the change of social worker- Corporate Parenting Strategy

Child-Protection-service-delivery-standards-2020.pdf {hubkble-live-assets.s3. amazonaws.com)

HECP policy and procedure i irigs -

LI

HECP escalation and resolution policy available on Trik

HECP Learning Programme 2023 — 2024 H3CF Leaming Programme 2023 - 20234 pdf
Dme minute guide to private fostering PrivateFosterningHSCP-oneminuteguide. pdf
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6 Mext Steps

+  This 7-minute guide will be shared across the partnership to
compliment discussions, training, and learning. Contextuzl
Safeguarding Conference to be held in March 2023

=«  Training to support practitioners with key leaming points is
available through the HSCP Learning Programme 2023/ 2024 and
attached links (detailed abowve).

= Auditing activity will take place through the HS5CP to consider how
key learning has been established into practice.

5 Good Practice

B

B

e

Good practice was evidenced throughout
the medical report provided, including the
recording of how consent was obtained.
There was some evidence of good working
relationships between the police and CSC.
Good communication noted between the
school nurse and CAMHS around actions
that were agreed following a strategy
discussion.
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3 Key lines of Enguiry

Were strategy discussions held in a timely manner and all relevant professicnals included?
How was consent obtained for the child protection medical?

Was there multl agency planning and a coordinated response by all agencies?

Was support identified for the family appropriate and referred in a timely manner?

Was intervention planned and proportionate?

Was out of hours services used appropriately? Where partners sipgnposted to this?
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4 Key Learning

Family dynamics and self-identity - The complexity of the family dynamics was evident throughout the
review. Completion of a genogram should be considered to ensure that all children in the family are
considered as part of risk assessments and safety planning. It is important for children to understand
their family context to understand their own self-identity. It is crucial that there is a clear plan in place
for children to have planned family time, which includes siblings and wider family.

Professional curiosity — The review revealed that professional curiosity needs to be exercised around
parents’ reluctance to engage in parenting work. There is a need to understand the underlying issuss
which impacts on participation as this can result in progress being made.

Contextual risks- The review revealed that there was a need for continuous professional curiosity
around contextual safeguarding (risk outside the family home) needs such as missing episodes, UTI
infections and alcohol usage.

Drift and delay- There is a need to ensure that referrals are timely to avoid drift and delay, it was
recognised in the review that an edge of care referral should have been made sooner. The review
revealed a lack of safety planning and direct intervention. Intervention was crisis led as opposed to
purposeful work that fooused on resolving family conflict. This posed the question as to whether the
family were caught between services and missing appropriate support.

It was reflected in the review that there were several changes in sodal worker which may hawve
impacted on the progression of the child's plan.

Strategy discussions- The reviewed highlighted the importance of ensuring that all relevant
professionals are incuded within strategy meetings, this can support with information sharing and
decision making. There was some uncertainty as to the decision for a single or joint agency Section 47
enquiry. The decision regarding single or joint agency investigations should be authorised and recorded
by the designated line managers in both the Police and Children’s Social Care. Should there be
professional differences, the HSCP escalation and resolution procedure should be utilised.

Safety planning and out of hours support - Despite several strategy meetings taking place, there was a
lack of planning around the ocutcomes and subsequent actions were not coordinated to ensure that the
actions taken aligned with best interests of the children which resulted in sibling separation and
without appropriate checks. Information sharing from out of hours services to partners were not
robust and left agencies unaware of decision making. Some partner agendcies were unclear as
processes when out of hours support is required for children. It is crucial that partners understand the
function of the Hull Emergency Duty Team (EDT), particularly when support is required out of hours.
This will ensure that emergency plans for children are subject to all relevant check and risk
assessments. It is also important that relevant information is recornded on the system by Children's
Social Care so that EDT have access to up to date information so appropriate plans can be made in an
EMmergency.
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